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1. EXECUTIVE SUMMARY
Abstract
The Aged Care Financial Performance Survey (Survey) September 2021 Sector
Report provides an overview of the financial performance of the aged care sector
in Australia. It is based on the results of the StewartBrown Survey for the 3 months
ended 30 September 2021 which includes the below metrics.

The key financial indicators for residential aged care for FY22 are not promising
with the COPE (indexation) increase of 1.1% being offset against the
Superannuation Guarantee Scheme increase of 0.5%, workforce award increases
ranging between 1.75% to 3.5%, and higher inflation (3.0% for the September
quarter).
Home Care also faces significant operating issues. As with residential aged care,
staffing remains the most crucial concern, and this coupled with a complicated
regulatory environment has seen the financial performance stagnate with the
current operating result being a surplus of $4.90 per client per day, a decline in
revenue utilisation to 85.8% of available package funding and an increase in
unspent funds to now average $10,117 for every care recipient.

The aged care sector continues to operate in a difficult clinical, operational and
financial environment. The increasingly destabilising effects of the highly
transmissible Omicron coronavirus variant have heightened the issues with the
existing policy settings, particularly in regards to staffing which is at a crisis level
and the implementation of the much needed reform agenda having to compete
with the current uncertain climate.
Refer Glossary, which provides a graphical depiction of the Data Collection, Data
Cleansing and Survey Metrics processing.

Commentary
The Survey for the 3 month period ending September 2021 continues to highlight
the declining financial sustainability of the sector, with residential aged care
becoming a major focal point of consternation.
The average operating results for residential aged care homes in all geographic
sectors was an operating loss of $7.30 per bed per day despite the additional Basic
Daily Fee supplement of $10 per bed day. Occupancy remains a major concern and
the combination of negative factors has eroded essential investment from new and
existing providers.

Aged Care Financial Performance Survey Sector Report (September 2021)
© 2022 StewartBrown

The reform agenda needs to clearly articulate each specific area to be addressed.
A number of additional financial reforms need to be strongly considered
including:
o Funding to increase staff remuneration and benefits
o Subsidy funding to directly correlate to direct costs of care (particularly staff)
o Regulated consumer contribution for Home Care (and CHSP) based on ability
to pay
o Deregulation of residential Basic Daily Fee
o Structural enhancement of residential Accommodation Pricing model
o Alternate Home Care funding model

Page | 1
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Sep-21 YTD Results Snapshot
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Operating Result Metrics

Figure 7: Operating Result by ACFI band and Occupancy percentage ($ per bed day)

Figure 5: Operating Result by average ACFI subsidy ($ per bed day)

Figure 8: Operating Result comparison by size of aged care home ($ per bed day)
Figure 6: Operating Result by Occupancy percentage ($ per bed day)
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Figure 9: Operating Result comparison by State/Territory ($ per bed day)

Figure 10: Residential EBITDAR Results by Region ($ per bed per annum)

Number of Aged Care Homes making an EBITDAR loss

Figure 11: Aged care homes making an EBITDAR loss by remoteness

EBITDAR Result
The graph below displays residential operating EBITDAR (Earnings Before Interest,
Taxation, Depreciation, Amortisation and Rent) trend for the years from Sep-17 to
Sep-21.
The average Sep-21 EBITDA surplus was $4,257 per bed per annum (pbpa). The
Sep-20 EBITDA result excluding the net Covid funding was $5,025 pbpa which is a
deterioration of $768 pbpa, and after allowing for the Basic Daily Fee supplement
($920 pbpa) the normalised result was a deterioration of $1,688 pbpa.
The number of homes making an EBITDAR (cash) loss (Figure 11) remains
concerning as it is financially unsustainable over any extended period.
The resultant effect is that those homes with a continual EBITDAR losses will need
to be cross subsidised by other business activities, which may be difficult or, in the
case of small providers, unlikely to be feasible.
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Results by Geographic Location
Homes in all locations, including metropolitan, regional and remote locations are
making operating losses, which is unsustainable in the longer term.
Metropolitan homes continue to be impacted by the COVID-19 pandemic,
particularly in the Sydney and Melbourne greater metropolitan areas more so than
in homes in regional and remote areas. COVID funding ceased from 1 July 2021
except if there was a specific outbreak at a home. Major city homes had an average
operating loss of $6.34 per bed day compared to Inner Regional ($10.67 per bed
day and Rural and remote ($5.71 per bed day).
Many regional and remote homes also benefitted from the increased viability
supplement.
The following graphs highlight the varying results by geographic region.

ACFI Subsidy Comparison to Direct Care Costs

Figure 12: Cumulative increase in ACFI subsidy and Direct Care costs
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Accommodation Pricing

Occupancy

Figure 19: Median Accommodation Price Trend (by region)

Figure 21: Residential Occupancy by region (mature homes)

Figure 20: Median Accommodation Price as % of Medium House Price
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Figure 22: Residential Occupancy by facility size (number of available places)

Page | 13

30

Figure 26: EBITDA Result by revenue band ($ per client per annum)

Figure 27: Operating Result by revenue split ($ per client per day)
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Figure 28: Revenue Utilisation percentage by revenue band

Figure 29: Operating Result and Revenue Utilisation revenue band
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Figure 33: Staff Hours per care recipient week trend analysis (Levels 2 and 4)

Figure 35: Case Management and Administration cost as % of revenue

Figure 34: Internal and Brokered Services staff costs comparison

Package Growth
The Government has made several announcements to increase the number of
home care packages in the aged care system:
On 8 July 2020 the Government announced that $347.4 million over 5 years
would be spent on an additional 6,105 home care packages (2,035 at level 1, 2
and 3) in 2020-21. These packages commenced being rolled out in July 2020
23,000 packages announced in the 2020-21 Budget are in addition to the 6,105
packages already announced in July (5,000 at level 1, 8,000 at level 2 and 4 and
2,000 at level 4). These packages commenced roll out in November 2020
On 16 December 2020 the Government announced an additional 10,000
packages (2,500 at each level) costing a total of $850.8 million over 4 years (to
FY24). These additional home care packages will be released with roll out from
January 2021 to June 2021
On 11 May 2021, the May Budget announced an additional 80,000 packages
to be released over the FY22 and FY23 periods at a total cost of $6.5 billion.
This investment is expected to increase the total package pool to 275,598
packages by the end of FY23

Aged Care Financial Performance Survey Sector Report (September 2021)
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4. GLOSSARY
Accommodation Result
Accommodation Result is the net result of accommodation revenue
(DAPs/DACs/Accommodation supplements) and expenses related to capital items
such as depreciation, property rental and refurbishment costs. It no longer
includes costs associated with recurrent repairs and maintenance and motor
vehicles.
ACFA
Aged Care Financing Authority - the (former) statutory authority which provides
independent advice to the government on funding and financing issues, informed
by consultation with consumers, and the aged care and finance sectors.
ACFI Revenue
Aged Care Funding Instrument (ACFI) revenue includes the subsidy received from
the Commonwealth and the means-tested care fee component levied to the
resident. ACFI revenue includes the additional care supplement subsidies and
some specific grant (not capital) funding.
ACFI Result
ACFI Result represents the net result from revenue and expenses directly
associated with care. It includes ACFI and Supplements (including means-tested
care fee) revenue less total care expenditure, and this includes an allocation of
workers compensation and quality and education costs.
ACH (Facility) Result
This refers to the Operating Result may also be referred to as the net result or the
NPBT Result.
ACH EBITDAR
The same as Facility EBITDAR. The starting point for this calculation is the Aged
Care Home (Facility) Result which is the combination of the Care and
Accommodation results. It excludes all “provider revenue and expenditure”
including fundraising revenue, revaluations, donations, capital grants and sundry
revenue. It also excludes those items excluded from the EBITDAR calculation
above.
Aged Care Financial Performance Survey Sector Report (September 2021)
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This measure is more consistent across the aged care homes (facilities) because it
excludes all those items which are generally allocated at the aged care home
(facility) level on an inconsistent and arbitrary basis depending on the policies of
the individual provider.
Administration Costs
Administration Costs includes the direct costs related to administration and
support services and excludes the allocation of workers compensation and quality
and education costs to ACFI and everyday living.
Aged Care Home
Individual discrete premises that an approved provider uses for residential aged
care. “Aged Care Home” is the term approved at the Department of Health; in
some contexts, “facility” is used, with an identical meaning.
Averages
For residential care all averages are calculated using the total of the raw data
submitted for any one-line item and then dividing that total by the total occupied
bed days for the aged care homes in the group. For example, the average for
contract catering across all homes would be the total amount submitted for that
line item divided by the total occupied bed days for all aged care homes in the
Survey.
For home care all averages are calculated using the total of the raw data submitted
for any one-line item and then dividing that total by the total client days for the
programs in the group. For example, the average for sub-contracted and brokerage
costs across all programs would be the total amount submitted for that line item
divided by the total client days for all programs in the Survey.
Average by line item
This measure is averaged across only those aged care homes that provide data for
that line item. All other measures are averaged across all the homes in the
particular group. The average by line item is particularly useful for line items such
as contract catering, cleaning and laundry, property rental, extra service revenue
and administration fees as these items are not included by everyone.
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Bed Day
The number of days that a residential care place is occupied in the Survey period.
Usually represents the days for which an ACFI subsidy or equivalent respite subsidy
has been received.

Dollars per client day
This is the common measure used to compare items across programs. The
denominator used in this measure is the number of client days for any programs
or group of programs.

Benchmark
We consider the benchmark to be the average of the First 25% in the group of
programs being examined. For example, if we are examining the results for aged
care homes (facilities) / programs in Band 4, then the benchmark would be the
average of the First 25% of the aged care homes (facilities) / programs in Band 4.

EBITDAR
This measure represents earnings before interest (including investment revenue),
taxation, depreciation, amortisation and rent. The calculation excludes interest
(and investment) revenue as well as interest expense on borrowings. EBITDAR is
used for residential care analysis only, whereas Home Care uses EBITDA only.

Benchmark Bands
Residential Care
Based on Average ACFI + Care Supplements (including respite) ($ per bed day):

The main reason for this is to achieve some consistency in the calculation. Different
organisations allocate interest and investment revenue differently at the “aged
care home (facility) level”. To ensure that the measure is consistent across all
organisations we exclude these revenue and expense items.

Band 1 - Over $197
Band 2 - Between $182 and $197
Band 3 - Between $167 and $182
Band 4 - Under $167
Home Care
Based on Total Revenue (Direct Care + Brokered + Case Management +
Administration) ($ per client day):
Band 1 - Under $47
Band 2 - Between $47 and $67
Band 3 - Between $67 and $87
Band 4 - Over $87
Care Result
This is the element of the aged care home (facility) result that includes the direct
care expenses and everyday living costs and administration and support costs. It is
calculated as ACFI Result plus Everyday Living Result minus Administration Costs.
Dollars per bed day
This is the common measure used to compare items across aged care homes
(facilities). The denominator used in this measure is the number of occupied bed
days for any home (facility) or group of homes (facilities).

Aged Care Financial Performance Survey Sector Report (September 2021)
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EBITDAR per bed per annum
Calculation of the overall aged care home (facility) EBITDAR for the financial year
to date divided by the number of operational beds in the aged care home (facility).
NPBT
Net Profit Before Tax. For the context of the Survey reports, NPBT is referred to as
Operating Result or net result or, in the aged care home (facility) analysis, as the
ACH Result (Aged Care Home, or Facility) Result.
Facility
An aged care home is sometimes called a “facility” for convenience. The Facility
Result is the result for each aged care home being considered. Often called Aged
Care Home and abbreviated to ACH.
Everyday Living Result
Revenue from Basic Daily Fee plus Extra or Optional Service fees less Hotel Services
(catering, cleaning, laundry), Utilities, Motor Vehicles and regular Property &
Maintenance (includes allocation of workers compensation premium and quality
and education costs to hotel services staff).
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Home Care Packages (HCP)
Home Care results (NPBT) are distributed for the Survey period from highest to
lowest by $ per client per day ($pcd). This is then divided into quartiles - the First
25% is the first quartile, second 25%, third 25%, fourth 25% and the average of
each quartile is reported. The First 25% represents the quartile of programs with
the highest NPBT result.

Data Collection Process

Residential Care
The Residential Care results are distributed for the Survey period from highest to
lowest by Care Result. This is then divided into quartiles - the First 25% (the first
quartile), second 25%, third 25%, fourth 25% and the average of each quartile is
reported. The First 25% represents the quartile of homes with the highest Care
Result.
Location - City
Aged care homes have been designated as being city based according to the
designation by the Department of Health in their listing of aged care services.
Those that were designated as being a “Major City of Australia” have been
designated City.

Data Cleansing Process

Location - Regional
Aged care homes have been designated as being regionally based according to the
designation by the Department of Health in their listing of aged care services.
Those that were designated as being an “Inner Regional”, “Outer Regional” or
“Remote” have been designated as Regional.
Survey is the abbreviation used in relation to the Aged Care Financial Performance
Survey.
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Survey Data and Metrics
Residential Data Set
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"JB-01"
Title

ID

Describtion

This course outlines the principles of time management and the practical strategies to plan your workday.
14373 TEAMWORK TIME MANAGEMENT. EXTENSION (R-AU)
21831 Buckland Orientation
Appreciate the various forms that spirituality may take and develop practical strategies for meeting the spiritual needs of older people.
324 SPIRITUALITY IN PRACTICE (R-AU)
DEGENERATIVE DISEASES UNDERSTANDING THE CONDITIONS (MND, MS).
Outline some of the physical and psychological changes that can occur when a person has Motor Neurone Disease or Multiple Sclerosis.
144 EXTENSION (R-AU)
There are physical, psychological and practical difficulties associated with low vision and hearing. Equip yourself with strategies to support people with
low vision and hearing.
309 SENSORY LOSS VISION & HEARING. EXTENSION (R-AU)
140 CUSTOMER SERVICE PROVIDING A 5 STAR EXPERIENCE. EXTENSION (R-AU) How would you like to be treated? Learn how to provide a 5 star service experience for people in your care home.
Learn to recognise signs of pressure and stress in yourself. Consider the potential impact on your health and wellbeing and discover strategies to
implement whilst at work.
355 WHS MANAGING WORKPLACE PRESSURE (R-AU)
Describe the different types of urinary catheters and the clinical procedures required to change and maintain them effectively.
3005 CHANGING URINARY CATHETERS. EXTENSION (R-AU)
Familiarise staff with their role in a systematic approach to medication management in order to ensure safe use of medications and quality outcomes for
the older person.
3179 MEDICATION MANAGEMENT A FRAMEWORK (R-AU)
As a food handler, it is essential that you are aware of the basic principles of safe food handling so that you can ensure that the food you prepare remains
safe to eat. Recognise your role and responsibilities in safe food handling.
19631 Buckland - 2020 - A GUIDE TO SAFE FOOD HANDLING (AUS)
DIGNITY
AND
PERSONALISED
CARE
(R-AU)
Discusses
the ethos of promoting dignity in care and ensuring the individualâ€™s needs and wishes remain at the centre of care delivery.
6912
28878 Bridge Analytics
Explore the difference between loneliness, solitude and social isolation. Describe potential impacts on physical and psychological wellbeing and describe
approaches to respond to individual needs.
226 LONELINESS ALONE IN A CROWD. EXTENSION (R-AU)
Recognise and respond to the unique challenges that may be encountered when caring for a person with end stage dementia.
149 DEMENTIA END STAGE OF LIFE. EXTENSION (R-AU)
Explain how to provide appropriate and inclusive support to people who are lesbian, gay, bisexual, transgender and intersex. Discuss the importance of
acknowledging and supporting an individual's lifestyle.
224 LGBTI INCLUSION AND AWARENESS. EXTENSION (R-AU)
Risk assessment is an integral part of everyday care. Recognise your role and responsibilities when assessing risk.
47 ASSESSING RISK IN EVERYDAY CARE (R-AU)

24392 INFECTION CONTROL LAUNDRY (R-AU)

27980
5765
55
244

CULTURALLY INCLUSIVE CARE. EXTENSION (R-AU)
INFECTION CONTROL AN OVERVIEW. EXTENSION (R-AU)
BATHING AND GROOMING A PERSON CONFINED TO BED (R-AU)
ORAL HEALTH CARING FOR NATURAL TEETH AND DENTURES (R-AU)

170 DUTY OF CARE AND NEGLIGENCE. EXTENSION (R-AU)
165 DIABETES MANAGING COMPLICATIONS AND MEDICATIONS (R-AU)
DEMENTIA UNDERSTANDING AND RESPONDING TO BPSD. EXTENSION (R156 AU)
92 CARE LEAVERS IN AGED CARE. EXTENSION (R-AU)
3281 FIRE SAFETY A PRACTICAL APPROACH. EXTENSION (R-AU)
20 Understanding Diversity
10 Improving Presentation Skills
2 Critical Thinking and Problem Solving
5714 Buckland INFECTION CONTROL THE BASIC PRINCIPLES
6166 TISSUE VIABILITY PRESSURE INJURIES. EXTENSION (R-AU)
26525 2021 - COVID-19 in a Care Environment (R-AU)
2021 - DYSPHAGIA AWARENESS AND SUPPORT OF SWALLOWING
26522 DIFFICULTIES (R-AUS)
26520
26519
26518
9494

Copy of ABUSE & MISSING PERSONS AN OVERVIEW (R-AU)
2021 - TEAMWORK TIME MANAGEMENT (R-AU)
2021 - WORKPLACE CONDUCT BULLYING AND HARASSMENT (AUS)
Orientation WHS LOOKING AFTER YOUR BACK (AUS)

157 DEMENTIA UNDERSTANDING AND RESPONDING TO BPSD (R-AU)
175 EFFECTIVE HANDOVER (R-AU)
93 CARE LEAVERS IN AGED CARE (R-AU)
84 CARING FOR A PERSON WITH A SKIN CONDITION (R-AU)
12548
26517 2021 - WHS SAFE MANUAL HANDLING (AUS)
WHS PREVENTING MUSCULOSKELETAL INJURY AT WORK. EXTENSION. (R7736 AU)
6927 DIGNITY AND PERSONALISED CARE. EXTENSION (R-AU)
8992 INNOVATE TO CREATE YOUR FUTURE (R-AU)
8381 TALK TO US FIRST (OPAN)
3290
17806
17794
17793

MEDICATION MANAGEMENT POLYPHARMACY (R-AU)
BUCKLAND - WOUND MANAGEMENT VENOUS LEG ULCERS (AUS)
BUCKLAND - WHS LOOKING AFTER YOUR BACK (AUS)
BUCKLAND - INFECTION CONTROL AN OVERVIEW (R-AU)

16592 ASSISTING A PERSON TO SHOWER (R-AU)
16599 ASSISTING A PERSON TO SHOWER. EXTENSION (R-AU)
141 CUSTOMER SERVICE PROVIDING A 5 STAR EXPERIENCE (R-AU)
246 ORIENTATING NEW STAFF BEING A BETTER BUDDY (R-AU)
41 ADVANCE CARE PLANNING. EXTENSION (R-AU)
DYSPHAGIA AWARENESS AND SUPPORT OF SWALLOWING DIFFICULTIES.
172 EXTENSION (R-AU)
27557 NURSING WHS SAFE MANUAL HANDLING
3 Customer Service Success
4 Effective Meetings
5 Emotional Intelligence
11201 Bridge Training Admin
44 ASSESSING DEPRESSION IN OLDER PEOPLE. EXTENSION (R-AU)
CLINICAL SKILLS FOR CARE STAFF CATHETER BAGS, BLOOD PRESSURE,
843 TUBULAR BANDAGES (R-AU)
21179 COMMUNICATION SUPPORTING INDIVIDUALS. EXTENSION (HR-AU)
14 Preventing Workplace Harassment
20869 COMMUNICATION SUPPORTING INDIVIDUALS (HR-AU)
7734 WHS PREVENTING MUSCULOSKELETAL INJURY AT WORK (R-AU)
110 CLINICAL SKILLS MANAGING ENTERAL FEEDING. EXTENSION (R-AU)
314 SEXUALITY AND THE OLDER PERSON. EXTENSION (R-AU)
6623 LEADERSHIP ENGAGING YOUR TEAM. EXTENSION. (R-AU)

Appropriate use of equipment and procedures for handling laundry are an essential part of maintaining safety and infection control. In this course, we
highlight the importance of effective laundry procedures and identify safe working systems for reducing risks associated with handling laundry.
People living in residential care come from a variety of culturally and linguistically diverse backgrounds. This course explores the needs of older people
from culturally and linguistically diverse backgrounds and identifies strategies to deliver culturally and linguistically appropriate care and support.
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.
Discover how to bathe and assist with the personal grooming of a person who is confined to bed, while maintaining their dignity.
Discover why good oral health is important and learn how to assist with the maintenance of oral hygiene.
This course explores, with regard to nursing practice, how good clinical habits and quality documentation are essential. The implications of bad practice,
the failure to maintain standards and safe practice, are also highlighted.
Recognise and respond to the complications that can occur when a person has diabetes and explain the role of medications in managing the condition.
Explore the reasons why behaviours and psychological symptoms of dementia are often challenging for staff. Develop solutions that will ensure safety for
all.
Discuss the unique issues facing older people who were raised in institutions or foster homes and identify strategies to address their needs.
This course demonstrates how to reduce risk, deal with fires if appropriate and support an effective evacuation process.
This course will help you understand diversity and how you can help create a workplace that values and respects differences. You will learn to identify
stereotypes and biases, encourage diversity, and take action to prevent and discourage discrimination.
This course will help you improve your presentation skills, including customizing your message for your audience, creating an outline, writing and
revising, using visual aids, and delivering your presentation with power.
This Critical Thinking and Problem Solving course covers step-by-step, logical thinking approaches as well as out-of-the-box approaches for times when
traditional methods just arenâ€™t working. Try a new strategy or two, and bam! Youâ€™re back in the game!
Discover the key principles of good infection control. Learn how infectious agents spread and identify simple precautions that can prevent the spread of
infection.
Define and describe types of pressure injuries, how they develop and are treated and, most importantly, how you can play a role in preventing them.
COVID-19 is a type of Coronavirus. This special event video provides factual information regarding the virus, the potential impact of the virus to aged care
and any strategies aged care needs to implement to mitigate the risk of infection to clients and staff.
Describe how dysphagia may affect a person and explore appropriate care strategies.
Vulnerable people are at risk of being subjected to a range of abuses. This course explores the nature of elder abuse and strategies to prevent, recognise
and respond to abuse, including compulsory reporting. Identify the legislation around missing persons and compliance requirements.
This course outlines the principles of time management and the practical strategies to plan your work day.
Explain what constitutes bullying & harassment and explore how to prevent or respond to these behaviours.
Staff regularly undertake tasks that may put their back at risk. Know how to protect your back from damage at work by learning how it works.
Explore the reasons why behaviours and psychological symptoms of dementia are often challenging for staff. Develop solutions that will ensure safety for
all.
Explore the principles of managing handover to promote effective communication and consistent levels of care.
Discuss the unique issues facing older people who were raised in institutions or foster homes and identify strategies to address their needs.
Age related changes in the skin put older people at risk of skin conditions that need special care. We explore common conditions and strategies that can
minimise further deterioration of the skin.
Develop the skills to safely and effectively assist people to move more independently.
One of the most important ways to maintain your well being is to protect and support your musculoskeletal system. Discover how to minimise day to day
risks and look after yourself.
Discusses the ethos of promoting dignity in care and ensuring the individualâ€™s needs and wishes remain at the centre of care delivery.
Outstanding care requires innovation to meet the challenges of the future. Explore ideas that you can take forward into your own care and service
provision.
The course covers the role of advocacy and presents case studies from residential aged care and home care services.
People who take multiple medications are at increased risk from adverse effects and reduced quality of life. Recognise the importance of effective
medication management procedures to minimise issues associated with polypharmacy.
Learn practical solutions for the management of venous leg ulcers. Know how to review the site and when to refer to others.
Staff regularly undertake tasks that may put their back at risk. Know how to protect your back from damage at work by learning how it works.
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.
One of the key roles of care staff is the maintenance of people's personal hygiene. Through this course you will discover how to provide full assistance
with showering a person in your care.
One of the key roles of care staff is the maintenance of people's personal hygiene. Through this course you will discover how to provide full assistance
with showering a person in your care.
How would you like to be treated? Learn how to provide a 5 star service experience for people in your care home.
Understand the role of a buddy and identify suitable staff for this role in the workplace. Identify the role a buddy plays in helping new staff to become
familiar with their new work environment.
Recognise the role advance care planning plays in promoting quality care at the end of life. Explore key steps in developing an advance care plan for
those in your care.
Describe how dysphagia may affect a person and explore appropriate care strategies.
Develop the skills to safely and effectively assist people to move more independently.
In this course weâ€™ll look at ways you can improve your customer service, whether you work with internal or external customers. Weâ€™ll discuss
strategies for identifying customer needs, going the extra mile, following up and addressing complaints.
Whether you need ideas for creating â€œway-coolâ€agendas, or how to respond to conflict during the meeting, you're covered. Weâ€™ll show you
things like how to arrange the room, best times to hold the meeting, and how to break the ice with your attendees.
Are you emotionally intelligent? We're talking about how you manage your behavior, navigate social situations, and make personal decisions to achieve
positive results. This course provides tools, techniques, and tips to be more emotionally intelligent!

Identify the tools to assess depression in older people. Describe how to administer the tools and document the outcomes of a depression assessment.
Demonstrate how to change a catheter bag, how to take blood pressure and apply tubular bandages.
Effective communication, in all its forms, is essential to ensure safe, quality care. This course provides an overview of strategies that can reduce barriers
and promote positive communication with those you support, based on individual needs.
Weâ€™ll walk you through the basics and also share resources available to you if you feel like youâ€™ve been a victim of harassment on the job. So
donâ€™t panic, weâ€™ll help you know what to do to protect yourself and keep your workplace welcoming - to everyone.
Effective communication is essential to ensure safe, quality care. This course identifies the potential barriers to communication and explores strategies
that can promote positive communication with those you support, based on their individual needs.
One of the most important ways to maintain your well being is to protect and support your musculoskeletal system. Discover how to minimise day to day
risks and look after yourself.
Develop the skills required to observe and monitor enteral feeding and resolve potential complications.
Provide an understanding of what sexuality is, what it means to an older person and how you can allow them to fulfil their often misunderstood needs.
This course recognises leaders as role models in engaging their team and discusses the skills required for engaging leadership and meaningful 1 1
discussions.

151

17 Sales Fundamentals Selling for Success
46 ASSESSING RISK IN EVERYDAY CARE. EXTENSION (R-AU)
18 Teamwork Being an Effective Team
368 PAIN MANAGEMENT NON-PHARMACOLOGICAL INTERVENTIONS (R-AU)
412 SPIRITUALITY IN PRACTICE. EXTENSION (R-AU)
174 EFFECTIVE HANDOVER. EXTENSION (R-AU)
DETECTING AND MANAGING URINARY TRACT INFECTIONS (UTIs).
161 EXTENSION (R-AU)
99 CLINICAL ASSESSMENT HEAD TO TOE. EXTENSION (R-AU)
57 BOWEL MANAGEMENT. EXTENSION (R-AU)

This course includes an introduction to sales approaches and methods, and specific tools you can immediately use to build relationships with customers.
You'll learn techniques to help you close the deal. Donâ€™t be the salesperson who silently struggles!
Risk assessment is an integral part of everyday care. Recognise your role and responsibilities when assessing risk.
What makes an effective team? How does one team succeed where others have failed? In this course, you'll learn how team dynamics affect the way we
interact with each other, and ways leaders and team members can make the most out of their team experience.
Participants will be able to recognise barriers to effective pain management and examine non-pharmacological interventions for the management of
pain.
Appreciate the various forms that spirituality may take and develop practical strategies for meeting the spiritual needs of older people.
Explore the principles of managing handover to promote effective communication and consistent levels of care.
Identify the causes, symptoms and implications of Urinary Tract Infections (UTI's). Describe the practical approaches to the management of UTIs.
Develop the knowledge and skills required to conduct a systematic head to toe assessment.
Discover the key principles promoting healthy bowel function and their impact on bowel disease. Explore effective strategies to promote healthier bowel
habits.

17795 BUCKLAND - WORKPLACE CONDUCT BULLYING AND HARASSMENT (AUS) Explain what constitutes bullying & harassment and explore how to prevent or respond to these behaviours.
DIABETES MANAGING COMPLICATIONS AND MEDICATIONS. EXTENSION (RRecognise and respond to the complications that can occur when a person has diabetes and explain the role of medications in managing the condition.
164 AU)
CLINICAL SKILLS FOR RN'S VENIPUNCTURE, ADMINISTRATION OF
Demonstrate how to perform venipuncture and how to administer subcutaneous fluids. Explain the RN's role in verifying death.
124 SUBCUTANEOUS FLUIDS, VERIFYING DEATH. EXTENSION (R-AU)
MENTAL HEALTH DEFINING DEMENTIA, DEPRESSION AND DELIRIUM.
Recognise the signs and symptoms of dementia, depression and delirium. Identify the differences between each of them.
239 EXTENSION (R-AU)
Recognise some of the physiological changes that occur as people age and how this can impact their day to day life and care.
381 UNDERSTANDING THE AGEING PROCESS (R-AU)
ORAL HEALTH CARING FOR NATURAL TEETH AND DENTURES. EXTENSION
Discover why good oral health is important and learn how to assist with the maintenance of oral hygiene.
243 (R-AU)
CLINICAL SKILLS FOR CARE STAFF TEMPERATURE PULSE AND
122 RESPIRATION, COMPRESSION STOCKINGS, URINALYSIS. EXTENSION (R-AU) Become skilled at performing clinical tasks such as urinalysis, recording vital signs and applying compression stockings.
Recognise the signs and symptoms of sepsis in the older person. Describe effective care practices to enable early intervention to minimise the risks of
developing serious complications.
311 SEPSIS EARLY DETECTION AND CARE. EXTENSION (R-AU)
Understand the role of a buddy and identify suitable staff for this role in the workplace. Identify the role a buddy plays in helping new staff to become
familiar with their new work environment.
245 ORIENTATING NEW STAFF BEING A BETTER BUDDY. EXTENSION (R-AU)
PAIN MANAGEMENT NON-PHARMACOLOGICAL INTERVENTIONS.
Participants will be able to recognise barriers to effective pain management and examine non-pharmacological interventions for the management of
pain.
253 EXTENSION (R-AU)
CLINICAL SKILLS FOR RN'S VENIPUNCTURE, ADMINISTRATION OF
Demonstrate how to perform venipuncture and how to administer subcutaneous fluids. Explain the RNâ€™s role in verifying death.
2210 SUBCUTANEOUS FLUIDS, VERIFYING DEATH (R-AU)
This course aims to assist staff responsible for completing ACFI documentation within their organisation, to identify gaps in their administrative and
assessment process, enabling accurate claims for funding.
369 ACFI IMPROVING YOUR DOCUMENTATION (R-AU)
Develop the skills required to observe, manage and monitor a stoma in the older person. Identify, prevent and report potential complications.
112 CLINICAL SKILLS MANAGING STOMA CARE. EXTENSION (R-AU)
Explain the management of an outbreak including control of infection, communication, documentation and reporting processes.
407 OUTBREAK MANAGEMENT PRINCIPLES. EXTENSION (R-AU)
MEDICATION MANAGEMENT USE OF SYRINGE DRIVERS. EXTENSION (RLearn when, where and how to use a syringe driver.
237 AU)
Youâ€™re a manager. You supervise employees, achieve company goals and adhere to policies. What do you do when an employee files a complaint, or
harassment claim? How do you handle the effects of a claim on the accuser, the accused, and your team?
13 Preventing Workplace Harassment - Manager Edition
Examine continence management and its importance in maintaining the dignity and comfort of the older person. Learn how to identify, assess and
manage continence issues.
342 URINARY CONTINENCE MANAGEMENT. EXTENSION (R-AU)
This course outlines the principles of time management and the practical strategies to plan your work day.
17796 BUCKLAND - TEAMWORK TIME MANAGEMENT (R-AU)
This training will help you learn managerial skills needed to create work efficiencies, set appropriate goals and expectations for yourself and your team,
delegate responsibilities, manage your time, and provide appropriate feedback.
11 Management Basics
DEMENTIA ENGAGING THE PERSON IN MEANINGFUL ACTIVITIES.
Define meaningful activities and explore their role in maintaining the wellbeing of people living with dementia.
150 EXTENSION (R-AU)
Develop the skills required to observe, manage and monitor a stoma in the older person. Identify, prevent and report potential complications.
113 CLINICAL SKILLS MANAGING STOMA CARE (R-AU)
LEADERSHIP SKILLS A COLLABORATIVE APPROACH TO ACHIEVING
Define what is meant by collaboration and explore how to work in partnership with people who use services, their carers and your colleagues to deliver
and improve services.
758 OUTCOMES (R-AU)
Age related changes in the skin put older people at risk of skin conditions that need special care. We explore common conditions and strategies that can
minimise further deterioration of the skin.
83 CARING FOR A PERSON WITH A SKIN CONDITION. EXTENSION (R-AU)
In this course you will learn an easy-to-understand coaching model, effective methods for giving feedback and constructive criticism, how to increase
trust with the members of your team, and how to achieve ongoing, long-term development through mentoring.
1 Coaching and Feedback
Explore why older people are more at risk of skin tears and how to reduce this risk. Learn how to assess and dress a skin tear and how to provide followup care.
366 WOUND CARE SKIN TEARS. EXTENSION (R-AU)
This course explains key differences among the generations present in today's workforce, and gives you tips on intergenerational communication.
Generational
Awareness
Whether youâ€™re a Traditionalist, Baby Boomer, Gen Xer, or Millennial, a little understanding goes a long way.
6
By improving your initial hiring skills, you can help avoid costly mistakes, and increase company success overall. This course discusses proven ways to
find and retain the best candidates, from determining job requirements through on-boarding new hires.
9 Hiring for Managers
This course aims to assist staff responsible for completing ACFI documentation within their organisation, to identify gaps in their administrative and
assessment process, enabling accurate claims for funding.
33 ACFI IMPROVING YOUR DOCUMENTATION. EXTENSION (R-AU)

7 Goal Setting & Achieving
410 PRIVACY & CONFIDENTIALITY. EXTENSION (R-AU)
45 ASSESSING DEPRESSION IN OLDER PEOPLE (R-AU)

14972 DOCUMENTING IN A CARE ENVIRONMENT. EXTENSION. (R-AU)
2022 BUCKLAND - ELDER ABUSE, MISSING PERSONS AND COMPULSORY
17797 REPORTING (AUS)
94 CARING FOR INDIGENOUS AUSTRALIANS. EXTENSION (R-AU)
14275 TEAMWORK COMMUNICATION (R-AU)
2021 - ELDER ABUSE, MISSING PERSONS AND COMPULSORY REPORTING
26521 (AUS)
DUTY OF CARE AND NEGLIGENCE (R-AU)
OUTBREAK MANAGEMENT PRINCIPLES (R-AU)
TEAMWORK RESOLVING CONFLICT. EXTENSION (R-AU)
BUCKLAND - HYDRATION AND NUTRITION SPECIAL DIETS
2020 - MEDICATION MANAGEMENT USE OF SYRINGE DRIVERS
BUCKLAND - DYSPHAGIA AWARENESS AND SUPPORT OF SWALLOWING
17799 DIFFICULTIES (R-AUS)
17801 BUCKLAND - PRIVACY & CONFIDENTIALITY (AUS)
171
247
14335
17798
20101

26523 2021 - LGBTI INCLUSION AND AWARENESS
1959 LONELINESS ALONE IN A CROWD (R-AU)

Do you have clear and measurable goals for yourself? Have you written them down? If not, you're not alone. In this course, you'll learn key techniques
for setting goals, making plans to achieve those goals, and leading yourself to success.
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
Identify the tools to assess depression in older people. Describe how to administer the tools and document the outcomes of a depression assessment.
Effective documentation is essential in the delivery of quality care and support. We look at the principles of effective documentation and how to apply
them.

This course is designed to explore the nature of elder abuse and the strategies to recognise, respond to, and prevent it.
Recognise how to respond to the cultural needs of indigenous Australians receiving care. Describe how to provide culturally appropriate support.
This course describes how to communicate effectively with your team to promote efficient working.
This course is designed to explore the nature of elder abuse and the strategies to recognise, respond to, and prevent it.
This course explores, with regard to nursing practice, how good clinical habits and quality documentation are essential. The implications of bad practice,
the failure to maintain standards and safe practice, are also highlighted.
Explain the management of an outbreak including control of infection, communication, documentation and reporting processes.
This course describes how to recognise conflict, how to deal with it on a 1 1 basis and when to escalate the issue.
Discover why texture modified, thickened fluids and the energy and protein content of meals can be important for the people you care for.
Learn when, where and how to use a syringe driver.
Describe how dysphagia may affect a person and explore appropriate care strategies.
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
Explain how to provide appropriate and inclusive support to people who are lesbian, gay, bisexual, transgender and intersex. Discuss the importance of
acknowledging and supporting an individual's lifestyle.
Explore the difference between loneliness, solitude and social isolation. Describe potential impacts on physical and psychological wellbeing and describe
approaches to respond to individual needs.

16185 WORKPLACE CONDUCT BULLYING AND HARASSMENT. EXTENSION (R-AU) Explain what constitutes bullying & harassment and explore how to prevent or respond to these behaviours.
Safe manual handling protects both the person being supported and the staff. This course explores various manual handling manoeuvres that are seen in
a care and support setting.
11308 H&S SUPPORTING PEOPLE TO MOVE. EXTENSION. (R-AU)
11171 Bridge Training Courses
Explore the principles of managing handover to promote effective communication and consistent levels of care.
17803 BUCKLAND - EFFECTIVE HANDOVER AUS
BUCKLAND - HYDRATION & NUTRITION MANAGING WEIGHT TO
Recognise the importance of good hydration and nutrition and the role of weight management in maintaining health. Describe strategies for managing
unexpected weight loss.
17804 PROMOTE HEALTH (AUS)
Falls are one of the major causes of injury amongst older people and can have devastating consequences. We explore ways of minimising the risk of falls
while promoting independence.
17217 FALLS BALANCING RISK. EXTENSION (R-AU)
11156 Bridge Training My Learning
Consider medical, legal and ethical issues impacting the use of restraints and discuss strategies to avoid using them.
17807 BUCKLAND - USE OF RESTRAINTS
BUCKLAND - MENTAL HEALTH DEFINING DEMENTIA, DEPRESSION AND
Recognise the signs and symptoms of dementia, depression and delirium. Identify the differences between each of them.
17809 DELIRIUM
Falls are one of the major causes of injury amongst older people and can have devastating consequences. We explore ways of minimising the risk of falls
in the care environment.
17810 BUCKLAND - FALLS MANAGING RISK
2021
MEDICATION
MANAGEMENT
USE
OF
SYRINGE
DRIVERS
Learn
when, where and how to use a syringe driver.
26529

24397 INFECTION CONTROL LAUNDRY. EXTENSION (R-AU)
406 END OF LIFE CARE SYMPTOM MANAGEMENT. EXTENSION. (R-AU)

Appropriate use of equipment and procedures for handling laundry are an essential part of maintaining safety and infection control. In this course, we
highlight the importance of effective laundry procedures and identify safe working systems for reducing risks associated with handling laundry.
Become familiar with the common physical and psychological symptoms associated with the end stage of life. Recognise how to provide appropriate care
and support to the dying person.
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HYDRATION & NUTRITION MANAGING WEIGHT TO PROMOTE HEALTH.
208 EXTENSION (R-AU)
147 DEMENTIA AN INTRODUCTION. EXTENSION (R-AU)
LEADERSHIP SKILLS A COLLABORATIVE APPROACH TO ACHIEVING
757 OUTCOMES. EXTENSION (R-AU)
380 UNDERSTANDING THE AGEING PROCESS. EXTENSION (R-AU)
343 URINARY CONTINENCE MANAGEMENT (R-AU)
20684 RESTRICTIVE PRACTICES AND RESTRAINTS. CASE SCENARIO (R-GN)
2556 ACFI A GUIDE FOR PROVIDERS OF AGED CARE
3148 FIRE SAFETY A PRACTICAL APPROACH (R-AU)
19244 Buckland - OUTBREAK MANAGEMENT PRINCIPLES (AU)

19688 CUSTOMER SERVICE COMPLAINT MANAGEMENT (R-AU)
25276 RECOGNISING AND ASSESSING PAIN RESIDENTIAL (R-AU)
8848 A GUIDE TO SAFE FOOD HANDLING. EXTENSION. (R-AU)
5715 Copy of Buckland INFECTION CONTROL THE BASIC PRINCIPLES
20259
238
24037
22039
22489
22129

RESTRICTIVE PRACTICES AND RESTRAINTS (R-AU)
MEDICATION MANAGEMENT USE OF SYRINGE DRIVERS (R-AU)
BUCKLAND - Fire Safety & Evacuation Quiz
Login troubleshooting
Orientation - About Buckland
Orientation - about Buckland

19 Thriving Through Conflict
23405 ACFI IMPROVING YOUR DOCUMENTATION - UPDATE. EXTENSION (R-AU)
405 DETECTING AND MANAGING URINARY TRACT INFECTIONS (UTIs) (R-AU)
404 DEMENTIA END STAGE OF LIFE (R-AU)
3291 MEDICATION MANAGEMENT POLYPHARMACY. EXTENSION. (R-AU)

Recognise the importance of good hydration and nutrition and the role of weight management in maintaining health. Describe strategies for managing
unexpected weight loss.
Describe common forms of dementia and the symptoms that a person may display. Acknowledge the unique needs of each person with dementia in
order to deliver effective care.
Define what is meant by collaboration and explore how to work in partnership with people who use services, their carers and your colleagues to deliver
and improve services.
Recognise some of the physiological changes that occur as people age and how this can impact their day to day life and care.
Examine continence management and its importance in maintaining the dignity and comfort of the older person. Learn how to identify, assess and
manage continence issues.
Restrictive practices can impact a person's human rights and quality of life, safety and dignity. In this course, we explore how to minimise the use of
restrictive practices including restraints.
This program focuses on common ACFI issues raised by approved providers for clarification. This program will assist with - Clarifying the commonly
misunderstood ACFI questions in the three Domains.
This course demonstrates how to reduce risk, deal with fires if appropriate and support an effective evacuation process.
Explain the management of an outbreak including control of infection, communication, documentation and reporting processes.
Complaints are a natural aspect of customer service. They provide opportunities for organisations to implement continuous improvements. In this
course we discuss the important elements of an effective complaints management system and we explore ways frontline staff can handle complaints.
Pain can be a debilitating experience for the older person, affecting them both mentally and physically. This course explains how to recognise the signs
and symptoms of pain and assess appropriately.
As a food handler, it is essential that you are aware of the basic principles of safe food handling so that you can ensure that the food you prepare remains
safe to eat. Recognise your role and responsibilities in safe food handling.
Discover the key principles of good infection control. Learn how infectious agents spread and identify simple precautions that can prevent the spread of
infection.
Restrictive practices can impact a person's human rights and quality of life, safety and dignity. In this course, we explore how to minimise the use of
restrictive practices including restraints.
Learn when, where and how to use a syringe driver.
General Information in case of an emergency

Someone calls you a jerk to your face. What do you do about it? Everybody feels frustrated, angry, or even annoyed by another person sometimes. But,
thereâ€™s a tried and true process you can follow to smooth the prickliest predicament between co-workers.
This course aims to assist staff responsible for completing ACFI documentation within their organisation, to identify gaps in their administrative and
assessment process, enabling accurate claims for funding.
Identify the causes, symptoms and implications of Urinary Tract Infections (UTIs). Describe the practical approaches to the management of UTIs.
Recognise and respond to the unique challenges that may be encountered when caring for a person with end stage dementia.
People who take multiple medications are at increased risk from adverse effects and reduced quality of life. Recognise the importance of effective
medication management procedures to minimise issues associated with polypharmacy.
Recognise the different forms of epilepsy and associated types of seizures and the ways they may affect a person and their care. Describes practical ways
that working as a multi-disciplinary team can support a person living with the condition.
Describe the different types of urinary catheters and the clinical procedures required to change and maintain them effectively.

3280 EPILEPSY UNDERSTANDING THE CONDITION. EXTENSION (R-AU)
2942 CHANGING URINARY CATHETERS (R-AU)
DEGENERATIVE DISEASES UNDERSTANDING THE CONDITIONS (MND, MS)
Outline some of the physical and psychological changes that can occur when a person has Motor Neurone Disease or Multiple Sclerosis.
146 (R-AU)
6165 TISSUE VIABILITY PRESSURE INJURIES (R-AU)
23991 Orientation - About Your Employment
22288 PAIN MANAGEMENT ANALGESICS (R-AU)
24088 Orientation - WHS
24090 Copy of FIRE SAFETY THE BASIC PRINCIPLES
23990 Orientation - About Your Employment
17791 BUCKLAND - PRIVACY & CONFIDENTIALITY. EXTENSION (AUS)
17814 BUCKLAND - ASSISTING A PERSON TO SHOWER (R-AU)
17813 BUCKLAND - INFECTION CONTROL THE BASIC PRINCIPLES
17812 BUCKLAND - LONELINESS ALONE IN A CROWD (AU)
17811 BUCKLAND - DUTY OF CARE AND NEGLIGENCE (AUS)
17808 BUCKLAND - ADVANCE CARE PLANNING
17805 BUCKLAND - MEDICATION MANAGEMENT A FRAMEWORK (AUS)
17800 BUCKLAND - LGBTI INCLUSION AND AWARENESS
17792 BUCKLAND - DIGNITY AND PERSONALISED CARE (AUS)
19117 Buckland - INFECTION CONTROL AN OVERVIEW (R-AU)

Define and describe types of pressure injuries, how they develop and are treated and, most importantly, how you can play a role in preventing them.
There are a variety of analgesics available to support pain management in aged care. This course presents the different types of analgesics and how to
optimise and evaluate their effectiveness.
This is the third orientation module. It covers Work Health and Safety.
Find out how to reduce the risk of fire by identifying why they start and how they spread. Review emergency response options and identify the need for
an evacuation plan.
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
One of the key roles of care staff is the maintenance of people's personal hygiene. Through this course you will discover how to provide full assistance
with showering a person in your care.
Discover the key principles of good infection control. Learn how infectious agents spread and identify simple precautions that can prevent the spread of
infection.
Explore the difference between loneliness, solitude and social isolation. Describe potential impacts on physical and psychological wellbeing and describe
approaches to respond to individual needs.
This course explores, with regard to nursing practice, how good clinical habits and quality documentation are essential. The implications of bad practice,
the failure to maintain standards and safe practice, are also highlighted.
Recognise the role advance care planning plays in promoting quality care at the end of life. Explore key steps in developing an advance care plan for
those in your care.
Familiarise staff with their role in a systematic approach to medication management in order to ensure safe use of medications and quality outcomes for
the older person.
Explain how to provide appropriate and inclusive support to people who are lesbian, gay, bisexual, transgender and intersex. Discuss the importance of
acknowledging and supporting an individual's lifestyle.
Discusses the ethos of promoting dignity in care and ensuring the individualâ€™s needs and wishes remain at the centre of care delivery.
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.

17815 BUCKLAND - ORAL HEALTH CARING FOR NATURAL TEETH AND DENTURES Discover why good oral health is important and learn how to assist with the maintenance of oral hygiene.
COVID-19 is a type of Coronavirus. This special event video provides factual information regarding the virus, the potential impact of the virus to aged care
and any strategies aged care needs to implement to mitigate the risk of infection to clients and staff.
22880 Revision COVID-19 and Aged Care (R-AU)
Define the risks associated with unsafe food handling. Identify how appropriate hygiene, safe handling and storage of food can prevent serious illness in
the residential care setting.
19632 Buckland - 2020 - FOOD SAFETY
The course identifies designated people and their WHS responsibilities. It looks at the importance of hazard identification and risk assessment. The
20572 Buckland 2020 UNDERSTANDING YOUR ROLE AND RESPONSIBILITY (AUS) course also considers the recognition of hazards and outlines practical implications of WHS for workers.
The aim of this course is to provide an overview of antimicrobial stewardship, how the concept is reflected in the Aged Care Quality Standards, and
possible interventions for organisations to support compliance with the Standards.
13077 ANTIMICROBIAL STEWARDSHIP (R-AU)
Discover why texture modified, thickened fluids and the energy and protein content of meals can be important for the people you care for.
26528 2021 - Nurse Education Special Diets
Find out how to reduce the risk of fire by identifying why they start and how they spread. Review emergency response options and identify the need for
an evacuation plan.
26524 2021 - FIRE SAFETY THE BASIC PRINCIPLES
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.
26111 2021 - INFECTION CONTROL AN OVERVIEW (R-AU)
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
26112 2021 - PRIVACY & CONFIDENTIALITY (AUS)
Discusses the ethos of promoting dignity in care and ensuring the individualâ€™s needs and wishes remain at the centre of care delivery.
26114 2021 - DIGNITY AND PERSONALISED CARE (AUS)
26115 Orientation - about buckland UPDATE
26104 Copy of Orientation - About Buckland
Explain how to provide appropriate and inclusive support to people who are lesbian, gay, bisexual, transgender and intersex. Discuss the importance of
acknowledging and supporting an individual's lifestyle.
225 LGBTI INCLUSION AND AWARENESS (R-AU)
This course aims to assist staff responsible for completing ACFI documentation within their organisation, to identify gaps in their administrative and
assessment process, enabling accurate claims for funding.
23139 ACFI IMPROVING YOUR DOCUMENTATION - UPDATE (R-AU)
DYSPHAGIA AWARENESS AND SUPPORT OF SWALLOWING DIFFICULTIES (RDescribe how dysphagia may affect a person and explore appropriate care strategies.
173 AU)
Develop the skills required to observe and monitor enteral feeding and resolve potential complications.
111 CLINICAL SKILLS MANAGING ENTERAL FEEDING (R-AU)
Develop the knowledge and skills required to conduct a systematic head to toe assessment.
100 CLINICAL ASSESSMENT HEAD TO TOE (R-AU)
Pain can be a debilitating experience for the older person, affecting them both mentally and physically. This course explains how to respond to the signs
and symptoms of pain by implementing effective pain management strategies.
24083 RESPONDING TO PAIN RESIDENTIAL (R-AU)
Pain can be a debilitating experience for the older person, affecting them both mentally and physically. This course explains how to respond to the signs
and symptoms of pain by implementing effective pain management strategies.
26202 RESPONDING TO PAIN RESIDENTIAL. EXTENSION ASSESSMENT. (R-AU)
Define the risks associated with unsafe food handling. Identify how appropriate hygiene, safe handling and storage of food can prevent serious illness in
the residential care setting.
34374 2022 - FOOD SAFETY
Recognise the different forms of epilepsy and associated types of seizures and the ways they may affect a person and their care. Describes practical
ways that working as a multi-disciplinary team can support a person living with the condition.
3147 EPILEPSY UNDERSTANDING THE CONDITION (R-AU)
Safe manual handling protects both the person being supported and the staff. This course explores various manual handling manoeuvres that are seen in
a care and support setting.
10740 H&S SUPPORTING PEOPLE TO MOVE (R-AU)
CLINICAL SKILLS FOR CARE STAFF CATHETER BAGS, BLOOD PRESSURE,
Demonstrate how to change a catheter bag, how to take blood pressure and apply tubular bandages.
120 TUBULAR BANDAGES. EXTENSION. (R-AU)
The Aged Care Quality Standards are in place to ensure that consumers have quality outcomes when receiving residential or home care. This course
describes the standards and the roles and responsibilities of staff to meet the ongoing requirements.
11825 AGED CARE QUALITY STANDARDS (R-AU)
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
34435 Orientation PRIVACY & CONFIDENTIALITY (R-AU)
Explore why older people are more at risk of skin tears and how to reduce this risk. Learn how to assess and dress a skin tear and how to provide followup care.
367 WOUND CARE SKIN TEARS (R-AU)
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.
34436 Orientation INFECTION CONTROL AN OVERVIEW (R-AU)
60 BPSD RESPONDING TO BEHAVIOURAL SYMPTOMS OF DEMENTIA (R-AU)

Identify practical approaches that will assist care staff in responding to the behavioural and psychological symptoms of dementia.
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HYDRATION & NUTRITION MANAGING WEIGHT TO PROMOTE HEALTH (R- Recognise the importance of good hydration and nutrition and the role of weight management in maintaining health. Describe strategies for managing
unexpected weight loss.
209 AU)
3184 MEDICATION MANAGEMENT A FRAMEWORK. EXTENSION (R-AU)
Discover the key principles promoting healthy bowel function and their impact on bowel disease. Explore effective strategies to promote healthier bowel
habits.
58 BOWEL MANAGEMENT (R-AU)
Falls are one of the major causes of injury amongst older people and can have devastating consequences. We explore ways of minimising the risk of falls
while promoting independence.
16894 FALLS BALANCING RISK (R-AU)
CLINICAL SKILLS FOR CARE STAFF TEMPERATURE, PULSE AND
Become skilled at performing clinical tasks such as urinalysis, recording vital signs and applying compression stockings.
123 RESPIRATION, COMPRESSION STOCKINGS, URINALYSIS (R-AU)
This course recognises leaders as role models in engaging their team and discusses the skills required for engaging leadership and meaningful 1 1
discussions.
6626 LEADERSHIP ENGAGING YOUR TEAM (R-AU)
OUTSTANDING
LEARNING
ENGAGING
HEARTS
(R-AU)
Recognise
the features and benefits of using the ACC library.
5987
In this course weâ€™ll review healthy behaviors to help you be more successful in your work and everyday life. Weâ€™ll provide ways you can prevent
physical injuries, consider environmental factors in promoting safety, and safely handle hazardous materials.
15 Safety Environment, Safety, and Health
315 SEXUALITY AND THE OLDER PERSON (R-AU)
16179 WORKPLACE CONDUCT BULLYING AND HARASSMENT (R-AU)
8 HIPAA Privacy and Security Basics
42 ADVANCE CARE PLANNING (R-AU)

27982 CULTURALLY INCLUSIVE CARE (R-AU)
389 DIABETES EVERYDAY CARE (R-AU)
310 SENSORY LOSS VISION & HEARING (R-AU)

27041 ABUSE, UNEXPLAINED ABSENCES & SIRS (R-AU)
184 END OF LIFE CARE SYMPTOM MANAGEMENT. (R-AU)
148 DEMENTIA AN INTRODUCTION (R-AU)
33326 DIGNITY OF RISK (R-AU)
390 DIABETES EVERYDAY CARE. EXTENSION (R-AU)
2022 DETECTING AND MANAGING URINARY TRACT INFECTIONS (UTIs) (R34375 AU)
34381 2022 WHS LOOKING AFTER YOUR BACK (AUS)
16 Safety Awareness
271 PRIVACY & CONFIDENTIALITY (R-AU)
14699 PROMOTING EQUALITY, DIVERSITY AND INCLUSION (R-AU)
32006
14700
14276
14333
14372
95

PROMOTING EQUALITY, DIVERSITY AND INCLUSION. EXTENSION (R-AU)
TEAMWORK COMMUNICATION. EXTENSION (R-AU)
TEAMWORK RESOLVING CONFLICT (R-AU)
TEAMWORK TIME MANAGEMENT (R-AU)
CARING FOR INDIGENOUS AUSTRALIANS (R-AU)

10660 H&S RISK MANAGEMENT (R-AU)
10661 H&S RISK MANAGEMENT. EXTENSION (R-AU)
31113 INDIVIDUAL CHOICE AND DECISION-MAKING (R-AU)
33707 DIGNITY OF RISK. EXTENSION (R-AU)
31503 INDIVIDUAL CHOICE AND DECISION-MAKING. EXTENSION (R-AU)
312 SEPSIS EARLY DETECTION AND CARE (R-AU)
11690 RAINBOW OF DIFFERENCE
11826 AGED CARE QUALITY STANDARDS. EXTENSION (R-AU)

18619 ABUSE, UNEXPLAINED ABSENCES & SIRS. EXTENSION (R-AU)
19671 END OF LIFE CARE BEREAVEMENT (R-AU)
19792 END OF LIFE CARE BEREAVEMENT. EXTENSION (R-AU)

Provide an understanding of what sexuality is, what it means to an older person and how you can allow them to fulfil their often misunderstood needs.
Explain what constitutes bullying & harassment and explore how to prevent or respond to these behaviours.
This course provides a high-level overview of HIPAA regulations and provides specific best practices for complying with the law and protecting the
personal health information you are working with. Weâ€™ll also share some general cybersecurity-related tips.
Recognise the role advance care planning plays in promoting quality care at the end of life. Explore key steps in developing an advance care plan for
those in your care.
People living in residential care come from a variety of culturally and linguistically diverse backgrounds. This course explores the needs of older people
from culturally and linguistically diverse backgrounds and identifies strategies to deliver culturally and linguistically appropriate care and support.
Define the types of diabetes and the everyday management strategies required to maintain the health of those you provide care for.
There are physical, psychological and practical difficulties associated with low vision and hearing. Equip yourself with strategies to support people with
low vision and hearing.
All Australians have a right to live free from abuse and neglect. The Serious Incident Response Scheme (SIRS) aims to reduce the risk of harm to older
Australians living in residential aged care by creating a national framework for incident management and the reporting of serious incidents. This course
explores different types of abuse, the responsibilities of service providers and their reporting obligations when serious incidents occur.
Become familiar with the common physical and psychological symptoms associated with the end stage of life. Recognise how to provide appropriate care
and support to the dying person.
Describe common forms of dementia and the symptoms that a person may display. Acknowledge the unique needs of each person with dementia in
order to deliver effective care.
Dignity of risk supports individuals to take positive risks that can lead to improved quality of life, independence and self-esteem. This course explores the
concept of dignity in risk and the strategies that can be implemented to enable a person to reach their goals.
Define the types of diabetes and the everyday management strategies required to maintain the health of those you provide care for.
Identify the causes, symptoms and implications of Urinary Tract Infections (UTIs). Describe the practical approaches to the management of UTIs.
Staff regularly undertake tasks that may put their back at risk. Know how to protect your back from damage at work by learning how it works.
From tripping hazards to ergonomics, you may be the only person that sees potential hazards in your work environment. This course walks through ways
you can help keep your workplace safe and prepare for emergencies.
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
Living in a diverse society; means responding appropriately to those around us. In this course you will learn strategies to challenge discrimination &
promote positive, inclusive environments.
Describe common forms of dementia and the symptoms that a person may display. Acknowledge the unique needs of each person with dementia in
order to deliver effective care.
This course describes how to communicate effectively with your team to promote efficient working.
This course describes how to recognise conflict, how to deal with it on a 1 1 basis and when to escalate the issue.
This course outlines the principles of time management and the practical strategies to plan your work day.
Recognise how to respond to the cultural needs of indigenous Australians receiving care. Describe how to provide culturally appropriate support.
Appropriate hazard identification and risk assessment is essential to maintaining a safe workplace. This course considers the recognition of hazards and
outlines practical implications and risk control strategies.
Appropriate hazard identification and risk assessment is essential to maintaining a safe workplace. This course considers the recognition of hazards and
outlines practical implications and risk control strategies.
Every person we care for has individual needs and preferences. This course outlines the principles of person-centred care, examines the importance of
individual choice and decision-making and identifies strategies to support individuals to exercise choice.
Dignity of risk supports individuals to take positive risks that can lead to improved quality of life, independence and self-esteem. This course explores the
concept of dignity in risk and the strategies that can be implemented to enable a person to reach their goals.
Every person we care for has individual needs and preferences. This course outlines the principles of person-centred care, examines the importance of
individual choice and decision-making and identifies strategies to support individuals to exercise choice.
Recognise the signs and symptoms of sepsis in the older person. Describe effective care practices to enable early intervention to minimise the risks of
developing serious complications.
The purpose of this series is to empower aged care workers to provide supportive and inclusive care to people from the LGBTI community, including
people living with dementia and receiving palliative care.
The Aged Care Quality Standards are in place to ensure that consumers have quality outcomes when receiving residential or home care. This course
describes the standards and the roles and responsibilities of staff to meet the ongoing requirements.
All Australians have a right to live free from abuse and neglect. The Serious Incident Response Scheme (SIRS) aims to reduce the risk of harm to older
Australians living in residential aged care by creating a national framework for incident management and the reporting of serious incidents. This course
explores different types of abuse, the responsibilities of service providers and their reporting obligations when serious incidents occur.
Supporting people who are experiencing bereavement is an important aspect of care. This course explores the effects of bereavement related to end of
life and how residents and relatives can be supported.
Supporting people who are experiencing bereavement is an important aspect of care. This course explores the effects of bereavement related to end of
life and how residents and relatives can be supported.

Complaints are a natural aspect of customer service. They provide opportunities for organisations to implement continuous improvements. In this
course we discuss the important elements of an effective complaints management system and we explore ways frontline staff can handle complaints.
Restrictive practices can impact a person's human rights and quality of life, safety and dignity. In this course, we explore how to minimise the use of
RESTRICTIVE PRACTICES AND RESTRAINTS. EXTENSION ASSESSMENT (R-AU) restrictive practices including restraints.
People living with dementia can experience difficulty sleeping during the night and this can have a negative impact on their health and well-being. This
DEMENTIA SUPPORTING SLEEP (R-AU)
course will explore strategies to support a person to sleep.
There are a variety of analgesics available to support pain management in aged care. This course presents the different types of analgesics and how to
PAIN MANAGEMENT ANALGESICS. EXTENSION (R-AU)
optimise and evaluate their effectiveness.
Anxiety can be experienced in many ways and can often interrupt a personâ€™s daily living routines. This course will identify different types of common
MENTAL HEALTH ANXIETY DISORDERS. EXTENSION (R-AU)
anxiety disorders and explore how to support someone who lives with this condition.
Appropriate use of equipment and procedures for cleaning are an essential part of maintaining safety and infection control. In this course, we highlight
INFECTION CONTROL CLEANING (R-AU)
the importance of effective cleaning procedures and identify safe working systems for reducing risks associated with cleaning.
Appropriate use of equipment and procedures for cleaning are an essential part of maintaining safety and infection control. In this course, we highlight
INFECTION CONTROL CLEANING. EXTENSION (R-AU)
the importance of effective cleaning procedures and identify safe working systems for reducing risks associated with cleaning.
Pain can be a debilitating experience for the older person, affecting them both mentally and physically. This course explains how to recognise the signs
RECOGNISING AND ASSESSING PAIN RESIDENTIAL. EXTENSION (R-AU)
and symptoms of pain and assess appropriately.
This course will provide an overview of open disclosure, how the concept is reflected in the Aged Care Quality Standards and outlines possible
OPEN DISCLOSURE (R-AU)
interventions for organisations to support compliance with the Standards.
As a food handler, it is essential that you are aware of the basic principles of safe food handling so that you can ensure that the food you prepare remains
A GUIDE TO SAFE FOOD HANDLING (R-AU)
safe to eat. Recognise your role and responsibilities in safe food handling.

20268 CUSTOMER SERVICE COMPLAINT MANAGEMENT. EXTENSION (R-AU)
20673
20676
22738
22960
24398
24403
25279
13085
8845

31604 COVID-19 Your Role and Responsibilities
151 DEMENTIA ENGAGING THE PERSON IN MEANINGFUL ACTIVITIES (R-AU)

34715 OUTBREAK MANAGEMENT (R-AU)
33461 MEDICATION MANAGEMENT PSYCHOTROPICS (R-AU)
14600 DOCUMENTING IN A CARE ENVIRONMENT (R-AU)
34360 2022 Revision COVID-19 and Aged Care (R-AU)
34361 2022 - COVID-19 in a Care Environment (R-AU)
34362 2022 LGBTI INCLUSION AND AWARENESS (R-AU)

This course contains updated information on COVID-19, prevention of transmission, standard and transmission based precautions, including PPE and
outbreak management. Available from September 2021. Please note Course will launch in a new browser window. Click Launch Course button to begin.
Define meaningful activities and explore their role in maintaining the wellbeing of people living with dementia.
Infectious diseases can spread easily in the residential care setting and quickly turn into an outbreak, leading to increased resident hospitalisation and
mortality.
This course identifies practical strategies to manage an outbreak of an infectious disease, such as COVID-19, influenza or gastroenteritis.
Psychotropic medications can be prescribed for older people to treat certain conditions; however, there are risks associated with their use. This course
explains what psychotropic medications are, when and why they are used, and the monitoring requirements when they are prescribed.
Effective documentation is essential in the delivery of quality care and support. We look at the principles of effective documentation and how to apply
them.
COVID-19 is a type of Coronavirus. This special event video provides factual information regarding the virus, the potential impact of the virus to aged care
and any strategies aged care needs to implement to mitigate the risk of infection to clients and staff.
COVID-19 is a type of Coronavirus. This special event video provides factual information regarding the virus, the potential impact of the virus to aged care
and any strategies aged care needs to implement to mitigate the risk of infection to clients and staff.
Explain how to provide appropriate and inclusive support to people who are lesbian, gay, bisexual, transgender and intersex. Discuss the importance of
acknowledging and supporting an individual's lifestyle.
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34733 PPE AND HAND HYGIENE ESSENTIALS (HR-GN)
33708 MEDICATION MANAGEMENT PSYCHOTROPICS. EXTENSION (R-AU)
34371 2022 ANTIMICROBIAL STEWARDSHIP (R-AU)
34363 2022 AGED CARE QUALITY STANDARDS (R-AU)
34370 2022 RESTRICTIVE PRACTICES AND RESTRAINTS (R-AU)
34364 2022 FALLS BALANCING RISK (R-AU)
34383 2022 PRIVACY & CONFIDENTIALITY (R-AU)
SEE CHANGE. THINK PAIN PAIN MANAGEMENT FOR PEOPLE WITH
2555 DEMENTIA.
2022 - BUCKLAND - ELDER ABUSE, MISSING PERSONS AND COMPULSORY
34350 REPORTING (AUS)

PPE and hand hygiene are essential in preventing the spread of infection. In this course, we demonstrate how to perform hand hygiene, as per the World
Health Organizationâ€™s recommendations. We also demonstrate the correct donning and doffing of PPE, when caring for a person with an infectious
disease.
Psychotropic medications can be prescribed for older people to treat certain conditions; however, there are risks associated with their use. This course
explains what psychotropic medications are, when and why they are used, and the monitoring requirements when they are prescribed.
The aim of this course is to provide an overview of antimicrobial stewardship, how the concept is reflected in the Aged Care Quality Standards, and
possible interventions for organisations to support compliance with the Standards.
The Aged Care Quality Standards are in place to ensure that consumers have quality outcomes when receiving residential or home care. This course
describes the standards and the roles and responsibilities of staff to meet the ongoing requirements.
Restrictive practices can impact a person's human rights and quality of life, safety and dignity. In this course, we explore how to minimise the use of
restrictive practices including restraints.
Falls are one of the major causes of injury amongst older people and can have devastating consequences. We explore ways of minimising the risk of falls
while promoting independence.
Explain legislative requirements and the importance of maintaining privacy and confidentiality and principles around information sharing.
To identify barriers to pain management and explain how to assess and manage pain for people with dementia.

This course is designed to explore the nature of elder abuse and the strategies to recognise, respond to, and prevent it.
Dignity of risk supports individuals to take positive risks that can lead to improved quality of life, independence and self-esteem. This course explores the
concept of dignity in risk and the strategies that can be implemented to enable a person to reach their goals.
From tripping hazards to ergonomics, you may be the only person that sees potential hazards in your work environment. This course walks through ways
you can help keep your workplace safe and prepare for emergencies.
34366 2022 Safety Awareness
2022 PAIN MANAGEMENT NON-PHARMACOLOGICAL INTERVENTIONS (R- Participants will be able to recognise barriers to effective pain management and examine non-pharmacological interventions for the management of
pain.
34376 AU)
Appropriate use of equipment and procedures for cleaning are an essential part of maintaining safety and infection control. In this course, we highlight
the importance of effective cleaning procedures and identify safe working systems for reducing risks associated with cleaning.
34372 2022 INFECTION CONTROL CLEANING (R-AU)
34365 2022 DIGNITY OF RISK (R-AU)

34367 2022 ABUSE, UNEXPLAINED ABSENCES & SIRS (R-AU)
5762 INFECTION CONTROL AN OVERVIEW (R-AU)
12 Preventing Aggressive Behaviour in the Workplace
34368 2022 END OF LIFE CARE SYMPTOM MANAGEMENT. (R-AU)
34377 2022 INFECTION CONTROL AN OVERVIEW (R-AU)
2022 DEMENTIA ENGAGING THE PERSON IN MEANINGFUL ACTIVITIES (R34385 AU)

8922 CARING FOR VETERANS WITH PTSD & DEMENTIA
34369 2022 MEDICATION MANAGEMENT PSYCHOTROPICS (R-AU)

34373 2022 INFECTION CONTROL LAUNDRY (R-AU)
34378 2022 H&S RISK MANAGEMENT (R-AU)
34382 2022 WHS PREVENTING MUSCULOSKELETAL INJURY AT WORK (R-AU)
34384 2022 WHS MANAGING WORKPLACE PRESSURE (R-AU)
34386 2022 SEPSIS EARLY DETECTION AND CARE (R-AU)
34387 2022 Teamwork Being an Effective Team

34769 OUTBREAK MANAGEMENT. EXTENSION (R-AU)
MENTAL HEALTH DEFINING DEMENTIA, DEPRESSION AND DELIRIUM (R240 AU)

All Australians have a right to live free from abuse and neglect. The Serious Incident Response Scheme (SIRS) aims to reduce the risk of harm to older
Australians living in residential aged care by creating a national framework for incident management and the reporting of serious incidents. This course
explores different types of abuse, the responsibilities of service providers and their reporting obligations when serious incidents occur.
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.
Have you ever felt like you were being bullied at work? Have you ever been a victim of violence at work? This course provides practical tools to identify
and address violent situations where you work, so you are prepared to address conflicts that arise.
Become familiar with the common physical and psychological symptoms associated with the end stage of life. Recognise how to provide appropriate care
and support to the dying person.
Discover how infectious agents spread and identify simple precautions that can be taken to reduce the risk of infection.
Define meaningful activities and explore their role in maintaining the wellbeing of people living with dementia.
This course explores post-traumatic stress disorder (PTSD), dementia and the increased likelihood of an older veteran developing dementia. The triggers
and behaviours associated with a person who has PTSD are explored as well as the appropriate management of these behaviours as an expression of
their unmet needs.
Psychotropic medications can be prescribed for older people to treat certain conditions; however, there are risks associated with their use. This course
explains what psychotropic medications are, when and why they are used, and the monitoring requirements when they are prescribed.
Appropriate use of equipment and procedures for handling laundry are an essential part of maintaining safety and infection control. In this course, we
highlight the importance of effective laundry procedures and identify safe working systems for reducing risks associated with handling laundry.
Appropriate hazard identification and risk assessment is essential to maintaining a safe workplace. This course considers the recognition of hazards and
outlines practical implications and risk control strategies.
One of the most important ways to maintain your well being is to protect and support your musculoskeletal system. Discover how to minimise day to day
risks and look after yourself.
Learn to recognise signs of pressure and stress in yourself. Consider the potential impact on your health and wellbeing and discover strategies to
implement whilst at work.
Recognise the signs and symptoms of sepsis in the older person. Describe effective care practices to enable early intervention to minimise the risks of
developing serious complications.
What makes an effective team? How does one team succeed where others have failed? In this course, you'll learn how team dynamics affect the way we
interact with each other, and ways leaders and team members can make the most out of their team experience.
Infectious diseases can spread easily in the residential care setting and quickly turn into an outbreak, leading to increased resident hospitalisation and
mortality.
This course identifies practical strategies to manage an outbreak of an infectious disease, such as COVID-19, influenza or gastroenteritis.
Recognise the signs and symptoms of dementia, depression and delirium. Identify the differences between each of them.
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Average length of stay report Buckland Aged Care
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"JB-04"
BUCKLAND
POSITION DESCRIPTION
Position Title:

Care Worker

Scope & Purpose:

A carer who under the supervision and guidance of a registered nurse
provides effective and holistic care to residents within the aged care
facility.

Award:

Buckland Aged Care Services, NSWNMA, ANMF NSW Branch & HSU
NSW Branch Enterprise Agreement 2020

Hours of Work:

As per roster

Reports to:

Registered Nurse
Care Manager

Objectives:

To work towards Buckland’s stated vision, mission and values
statement.

Qualifications

Essential:

Completed Certificate III in Aged Care or equivalent
Qualification.
Experience in caring for the aged.

& Experience:

Desirable:

Experience in working in a residential aged care facility.
Good written and verbal English literacy skills.

Specific Skills
& Qualities:

To demonstrate an understanding of the needs of the aged.
To have a working knowledge of quality outcomes as they relate to the
provision of care.
To be able to accept direction and if necessary, correction to work as a
member of a team.
Assist and supervise residents with all aspects of care and activities of
daily living.
Ability to communicate effectively with residents, relatives and all
members of the care team.
Demonstrate tolerance, patience and empathy with the aged.
Demonstrate an appreciation and acceptance of persons from different
backgrounds and beliefs.
To carry out duties as described in the duty statement.
Work within your level of personal ability, seeking assistance and
guidance when and where necessary.

Responsibilities
Residents:

Demonstrate an awareness of the physical, social, emotional, spiritual
needs and individuality of each resident.
The delivery of quality care to each resident as specified on his or her
individual care plan.
Encourage individual residents to participate in activities of daily living
in accordance with their ability.
Ensure each resident's dignity, privacy and confidentiality is
maintained at all times.
Ensure that residents' property is respected and cared for.
Noting and reporting changes in physical, behavioural or emotional
wellbeing of each resident to the registered nurse, in a timely manner.
Recognising the rights and choices of individuals to participate in care.
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Attend to residents' care needs and respond to them in a timely
manner.
Responsibilities
Personnel:

Work co-operatively as a team member.
Assist with the developing of skills for new staff through example and
encouragement.
Present in a positive and professional manner at all times.

Responsibilities
Environment:

Maintain a sound knowledge and understanding of the Work Health
and Safety policy of the organisation, through this knowledge and
understanding you must maintain a safe, clean and tidy environment
for residents, other staff, visitors and contractors.
Observing staff work practices and report hazards.
Ensure accurate reporting of all accidents, incidents and near misses.
Maintain a living and working environment that is safe, comfortable,
attractive and appropriate to the needs of residents, staff, visitors and
contractors.

Responsibilities
General:

Support and implement the vision, mission and value statement of
Buckland.
Participate in quality activities and contribute towards the development
and review of relevant policies and procedures.
Participate in your performance appraisal three months after your initial
employment and then annually.
Use equipment and resources in a safe and effective manner.
Ensure confidentiality with regard to residents, other staff and the
organisation.
Attend and actively participate in all relevant meetings.
Attend and actively participate in education sessions and programs
offered by Buckland.

Attend to any other duties as designated from time to time
by their manager.

Position Description\Care Worker doc
Reviewed April 2021

TR

Due for review
April 2024

159

nominated resident, ensuring al details are
current, adjusting care plan as indicated.
On admission of a new resident, attend to all items
listed on the admission checklist (note room in
signing box).
On discharge / death of resident, complete and
undertake items listed on the discharge checklist
(note room number in signing box).
Commence assessments for new admissions in
Platinum 5.
Check documentation for residents on ACFI
review, ensuring that staff have fully documented
care needs in the notes, including case
conference details (note room number in signing
box).
Commence and complete ACFI’s as scheduled.
Ensure that all resident documents and
confidential paperwork is secured away in locked
cabinets at the completion of your shift.
Ensure office space and desk is clean and tidy
before going off duty.
Undertake a walk through your allocated wing at
least twice on your shift. Report to Facility
Manager any ongoing deficits.
Check WorkCover register and paper-based forms
copy any new entries and forward to Facility
Manager. Inform Facility Manager of any issues of
concern.
Update shift action on handover register and
document in progress notes.
Attend to any GP rounds and forward any
medication changes to the Pharmacy. Arrange
pathology and appointments as necessary
Remind afternoon RNs to ensure that any GP
visits and medication changes are reported in
progress notes and that information is presented
during handover.
Read Kwiklook and email communications and
check your rosters before completing shift.
Attend finger scanner to clock out – off duty.

Reviewed 25 November 2020
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4:00pm

4.20pm

6.30pm

7:00pm

Staff break (two staff members to remain on the wing).
Check bowel information to assess PRN aperient administration
requirements.
Attending BGL for diabetic residents.
Commence medication round.
Supervise carers with resident care.
Attend to further treatments, dressings, clinical procedures,
assessments and ACFI documentation.
Attend to staff replacements for upcoming shift shortages. All changes
to be documented in Kwiklook and Human Force.
Lock all external doors and windows, including roof gardens, dock,
laundry, holding room and (front foyer doors – TBW duty).
All wings responsible for their own areas for lock up.

7:30pm

8.00pm

9:00pm

10.00pm

10:30pm

11:00pm

Staff break (two staff members to remain on the wing).
Commence medication round.
Take kitchen keys from kitchen staff and place in locked
cupboard. (MRW only)
Ensure all hearing aids are collected and that you personally sign off on
the reporting sheet in each wing. Place aids in their boxes or cases. If
any aid is missing the required protocol that isolates garbage,
linen, meal tray, is to be immediately instigated.
Attend doctors rounds as required, fax medication changes to
pharmacy, etc.
Continue to attend to staff replacements for upcoming shift shortages.
All changes to be documented in Kwiklook and Human Force.
Undertake clinical reports.
Ensure residents are settled for the night. Complete any assessments
for those residents on ACFI, and ensure all required documentation is
completed.
Watch Aged Care Channel program then sign sheet to acknowledge
viewing.
Walk through wing and ensure all areas are clean and tidy.
Update shift action in handover register.
Give verbal report to the night staff, ensuring that it is recorded and
signing sheet is noted.
Sign all phones and keys back into the register.
Read Kwiklook communications and check your rosters before
completing shift.
Attend finger scanner to clock out – off duty.

Staff Member Name (print):
Signature:

Date:

/

/

C:\Users\jordan.lombardelli\AppData\Local\Temp\Temp1_Jordan Lombardelli attachments (002).zip\Jordan Lombardelli
attachments\TBW MRW DCW RN 2.30 pm - 11.00 pm.docxPage 2 of 3
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FUNDAMENTAL DAILY REQUIREMENT:
▪

If there is a shortfall in staff, and all options for calling in additional staff has been
attempted, the following is to be considered by the Registered Nurse In Charge for a
change in this routine:
a) Medication Nurses are to complete resident observations and progress notes if
there is only one Registered Nurse.
b) Aged Care Channel education can be viewed at another time.

C:\Users\jordan.lombardelli\AppData\Local\Temp\Temp1_Jordan Lombardelli attachments (002).zip\Jordan Lombardelli
attachments\TBW MRW DCW RN 2.30 pm - 11.00 pm.docxPage 3 of 3
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4:00pm

4.20pm

6.30pm

7:00pm

Staff break (two staff members to remain on the wing).
Check bowel information to assess PRN aperient administration
requirements.
Attending BGL for diabetic residents.
Commence medication round.
Supervise carers with resident care.
Attend to further treatments, dressings, clinical procedures,
assessments and ACFI documentation.
Attend to staff replacements for upcoming shift shortages. All changes
to be documented in Kwiklook and Human Force.
Lock all external doors and windows, including roof gardens, dock,
laundry, holding room and (front foyer doors – TBW duty).
All wings responsible for their own areas for lock up.

7:30pm

8.00pm

9:00pm

10.00pm

10:30pm

11:00pm

Staff break (two staff members to remain on the wing).
Commence medication round.
Take kitchen keys from kitchen staff and place in locked
cupboard. (MRW only)
Ensure all hearing aids are collected and that you personally sign off on
the reporting sheet in each wing. Place aids in their boxes or cases. If
any aid is missing the required protocol that isolates garbage,
linen, meal tray, is to be immediately instigated.
Attend doctors rounds as required, fax medication changes to
pharmacy, etc.
Continue to attend to staff replacements for upcoming shift shortages.
All changes to be documented in Kwiklook and Human Force.
Undertake clinical reports.
Ensure residents are settled for the night. Complete any assessments
for those residents on ACFI, and ensure all required documentation is
completed.
Watch Aged Care Channel program then sign sheet to acknowledge
viewing.
Walk through wing and ensure all areas are clean and tidy.
Update shift action in handover register.
Give verbal report to the night staff, ensuring that it is recorded and
signing sheet is noted.
Sign all phones and keys back into the register.
Read Kwiklook communications and check your rosters before
completing shift.
Attend finger scanner to clock out – off duty.

Staff Member Name (print):
Signature:

Reviewed 22nd April 2021

Date:

Page 2 of 3
KT

/

/

Due for review March 2023

193

FUNDAMENTAL DAILY REQUIREMENT:
▪

If there is a shortfall in staff, and all options for calling in additional staff has been
attempted, the following is to be considered by the Registered Nurse In Charge for a
change in this routine:
a) Medication Nurses are to complete resident observations and progress notes if
there is only one Registered Nurse.
b) Aged Care Channel education can be viewed at another time.

Reviewed 22nd April 2021

Page 3 of 3
KT
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Serious Incident Response Scheme (SIRS).

1.0 About this policy
This policy applies to Board Members, all employees, contactors, visitors, and volunteers.
The purpose of this policy and these processes is to support employees and management to clearly identify, record, manage,
resolve, and report all serious incidents that occur or are alleged or suspected to have occurred, in a residential aged care
service under the Serious Incident Response Scheme (SIRS).

2.0 Contents of this policy
Legislative / compliance obligations
Associated documents
Introduction / background
Roles and Responsibilities
Obligations
Incident Management System (IMS)
Reporting obligations
Continuous Improvement
Record Keeping Requirements including Privacy and Confidentiality
SIRS and the Aged Care Quality Standards
Policy statement
Risk assessment
Glossary
Evidence base

3 .0 Legislative / compliance obligations
Legislative / compliance obligations

Buckland Aged Care Services

,
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STEWARTBROWN AGED CARE FINANCIAL PERFORMANCE SURVEY
AGED CARE HOME REPORT FOR PERIOD ENDED 30 SEPTEMBER 2021
BUCKLAND AGED CARE SERVICES

"JB-18"

Buckland Nursing
Home

First Quartile

Second Quartile

Average By Line
Item

Average

Major Cities

Band 2
(144 Places)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

(716 Homes)
YTD Sept 2021
$pbd

CARE
ACFI
ACFI & SUPPLEMENTS REVENUE
Government subsidies - care
Means-tested care fee
ACFI & supplements
Recurrent grants and other care
COVID-19 subsidies and grants revenue
ACFI & supplements revenue

179.36
12.74
192.10
192.10

181.98
8.04
190.02
0.23
0.51
190.75

183.00
7.26
190.26
0.11
0.66
191.04

181.99
8.73

ACFI EXPENDITURE
ACFI Services Expenditure
Direct Care Labour costs
Registered nurses
Enrolled and licensed nurses (registered with the NMBA)
Other unlicensed nurses/personal care staff
Agency staff
Workers' compensation - care services
Payroll tax - care services
Total direct care labour costs
Care management
Allied health
Lifestyle/ Recreation/ Activities Officer /Diversional Therapy
Total ACFI labour costs
Medical, incontinence supplies & nutritional supplements
Chaplaincy / Pastoral care
Quality and education allocation to care services
Other resident services and consumables
COVID-19 expenses
Total expenditure - ACFI services
ACFI RESULT
ACFI services costs as a % of ACFI

30.02
12.93
76.40
5.85
125.20
7.70
8.91
5.45
147.26
6.01
0.61
0.63
0.21
5.23
159.96
32.14
83.3%

23.92
9.60
76.36
4.72
3.38
0.98
118.96
7.90
6.87
3.99
137.72
5.01
0.28
0.87
1.90
1.54
147.32
43.43
77.2%

25.02
12.23
79.72
6.58
3.37
0.41
127.32
11.46
7.95
4.42
151.15
4.86
0.89
1.04
2.21
2.42
162.58
28.46
85.1%

27.22
15.58
87.90
8.75
3.85
6.36

$

$

$

2.48
7.20

9.92
7.56
5.40
5.62
1.59
1.40
2.50
4.37
$

181.99
7.67
189.66
0.23
0.86
190.75

184.71
8.66
193.37
0.43
0.88
194.67

27.20
12.99
85.42
6.61
3.66
0.50
136.39
9.60
7.28
4.17
157.44
5.62
0.64
1.21
2.26
2.78
169.95
20.80
89.1%

27.77
10.74
89.01
6.21
3.82
1.00
138.55
10.25
7.13
4.75
160.69
5.46
0.55
1.30
2.08
3.19
173.26
21.42
89.0%

$

EVERYDAY LIVING
EVERYDAY LIVING REVENUE
Basic daily fee supplement - government
Basic daily fee - resident
Fees for additional services and extra or optional service fees
Everyday living revenue

10.00
52.85
62.85

9.52
52.76
3.53
65.81

9.60
52.62
1.81
64.03

9.99
52.64
4.56

9.59
52.64
2.32
64.55

9.57
52.66
3.59
65.82

EVERYDAY LIVING EXPENDITURE
HOTEL SERVICES
CATERING
Labour costs
Consumables
Contract catering
Income from sale of meals (usually a credit amount)
Total catering

18.60
14.51
(0.06)
33.04

15.09
8.14
8.46
(0.30)
31.38

16.34
8.82
7.04
(0.16)
32.03

19.60
8.97
21.00
(0.51)

16.32
8.96
8.18
(0.23)
33.23

15.08
8.19
9.69
(0.14)
32.82

CLEANING
Labour costs
Consumables
Contract cleaning
Total cleaning

13.11
1.71
0.18
15.00

4.20
1.96
2.04
8.19

6.38
1.69
2.12
10.19

7.70
2.06
3.94

5.73
2.04
2.03
9.80

5.06
2.20
2.34
9.60

LAUNDRY
Labour costs
Consumables
Contract laundry
Total laundry

4.68
0.79
5.47

2.18
0.40
1.23
3.81

2.27
0.34
1.31
3.92

2.91
0.55
2.50

2.40
0.45
1.31
4.16

2.20
0.48
1.52
4.19

-

0.11

0.10

0.60

0.09

0.09

53.51

43.49

46.25

47.29

46.70

UTILITIES
Electricity
Gas
Rates
Rubbish removal
Expenditure - utilities

3.64
1.21
0.67
1.74
7.26

3.51
0.90
1.47
0.96
6.84

3.87
1.15
1.28
1.14
7.43

3.91
1.19
1.51
1.14

3.91
1.06
1.47
1.12
7.56

3.57
1.01
1.38
1.15
7.12

PROPERTY MAINTENANCE AND MOTOR VEHICLES
Labour costs - maintenance
Routine repairs & maintenance
Motor vehicle expenses
Expenditure - property maintenance and motor vehicles

2.06
1.80
0.00
3.86

2.34
5.88
0.21
8.43

2.73
6.42
0.24
9.38

3.22
6.64
0.29

2.73
6.60
0.25
9.58

2.55
6.63
0.20
9.38

1.59
0.17
66.40
(3.55)

0.60
0.17
0.15
59.69
6.11

0.63
0.08
0.19
63.96
0.07

0.65
1.15

0.65
0.09
0.22
65.39
(0.84)

0.61
0.16
0.21
64.17
1.65

Other hotel services expenses
Expenditure - hotel services

Workers' compensation - everyday living
Payroll tax - everyday living
Quality and education allocation to everyday living
Total expenditure - everyday living services
EVERYDAY LIVING RESULT

$

$

$

$

$
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ADMINISTRATION EXPENDITURE
Administration recharges
Labour costs - administration
Other administration costs
Workers' compensation - other
Payroll tax - administration staff
Fringe Benefits Tax
Quality & education - labour costs
Quality & education - other
Insurances
ADMINISTRATION EXPENDITURE
CARE RESULT
Care Result - return on Care revenue

Buckland Nursing
Home

First Quartile

Second Quartile

Average By Line
Item

Average

Major Cities

Band 2
(144 Places)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

(716 Homes)
YTD Sept 2021
$pbd

$
$

ACCOMMODATION
ACCOMMODATION REVENUE
RESIDENTS
Accommodation charges
Daily accommodation payments
Bond - retentions
RADs - interest charges
Accommodation revenue - residents

18.82
5.96
0.78
0.16
0.03
0.05
1.64
27.45
1.14
0.4%

$
$

22.28
7.66
4.61
0.19
0.06
0.01
0.03
0.02
1.31
36.17
13.37
5.2%

$
$

23.58
7.57
5.42
0.17
0.02
0.01
0.04
0.02
1.17
38.00

28.51
7.61
5.66
0.19
0.26
0.20

1.43

(9.47)
(3.7%)

$
$

24.98
7.54
5.62
0.18
0.02
0.01
0.04
0.02
1.34
39.75
(19.79)
(7.8%)

$
$

26.08
6.87
5.27
0.17
0.04
0.01
0.04
0.02
1.30
39.80
(16.73)
(6.4%)

0.87
13.03
13.90

0.56
12.02
(0.00)
0.06
12.64

0.85
12.38
0.01
0.15
13.40

1.26
12.46
0.01
1.25

0.81
12.33
0.00
0.30
13.44

0.97
12.57
(0.00)
0.25
13.79

5.61
5.61

3.33
13.44
16.77

4.53
14.86
19.39

10.82
20.42

3.78
15.28
19.05

4.14
14.69
18.83

Total accommodation revenue

19.50

29.42

32.78

32.49

32.62

ACCOMMODATION EXPENDITURE
Labour costs
Workers compensation - accommodation staff
Payroll tax - accommodation staff
Quality, compliance and training external costs
Depreciation - building
Depreciation & amortisation - non building
Right of use assets - depreciation and finance cost
Rent - buildings - Not Captured by AASB 16
Refurbishment
Bond/RAD interest expense
Total expenditure - accommodation
ACCOMMODATION RESULT

$

1.34
0.06
0.01
6.78
5.61
2.40
16.20
3.30

$

0.38
0.01
0.00
0.00
11.85
6.20
0.07
0.28
0.45
0.92
20.16
9.26

$

0.47
0.01
0.00
0.00
13.45
5.70
0.13
0.42
0.08
0.95
21.20
11.58

$

0.41
0.01
0.00
0.00
13.52
6.77
0.14
0.36
0.24
0.99
22.45
10.04

$

0.32
0.01
0.00
0.00
12.40
7.10
0.31
0.76
0.23
1.09
22.22
10.39

OPERATING RESULT

$

4.45

$

22.63

$

2.11

$

(9.74)

$

(6.34)

Operating result per bed per annum
Operating EBITDAR
Operating EBITDAR per bed per annum

$
$
$

1,584
16.84
5,998

$
$
$

7,790
41.03
14,123

$
$
$

719
21.79
7,437

$
$
$

(3,283)
11.05
3,723

$
$
$

(2,129)
14.23
4,781

GOVERNMENT
Government supplements - accom.
Significant refurbishment supplement
Accommodation revenue - government

2.62
0.08
0.13
0.04
14.50
6.97
1.24
2.83
1.43
1.38

PROVIDER NON-RECURRENT
REVENUE
Donations, bequests & fundraising
Grants - non-recurrent
Fair value gains
Investment income - interest
Investment income - other
Other non-recurrent income
Revenue effect of adoption of AASB 16 leases
Provider revenue

0.17
2.77
0.60
3.54

0.68
9.49
9.57
4.17
3.55
2.03
38.07

EXPENDITURE
Interest paid - other
Other non-recurrent expenses
Fair value losses
Impairment loss
Expense effect of adoption of AASB 16 leases
Expenditure - provider
PROVIDER RESULT

6.66
2.00
8.00
40.27

$

3.54

TOTAL RESULT

$

7.99

Band Information
Over $197
$182 to $197
$167 to $182
$0 to $167

Income
Income
Income
Income

Column Definitions
Column 1 - Facility Report
Column 2 - Results of 1st Quartile
Column 3 - Results of 2nd Quartile
Column 4 - Average by Line Item
Column 5 - Overall Average
Column 6 - ABS Remoteness Average

Band 1
Band 2
Band 3
Band 4

Income Used for this calculation
Government subsidies - care
Means-tested care fee

the result for this home
the Benchmark Top 25% or the average of the top 25% of homes in this band
the average of the second 25% of homes in this band
the average of homes that supplied data for the line item for this band
the average across all homes in this band
the average across all homes in this ABS Remoteness geography
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Buckland Nursing
Home

First Quartile

Second Quartile

Average By Line
Item

Average

Major Cities

Band 2
(144 Places)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

(716 Homes)
YTD Sept 2021
$pbd

REPORT CARD
Profile Data
Number of places
Number of occupied days
Occupancy rate
ABS Remoteness Classification
Modified Monash Model Classification
Summary of Results
ACFI
ACFI & supplements revenue
Direct ACFI services costs
Quality and education allocation to care services
Total expenditure - ACFI services
ACFI RESULT

144
12,924
97.55%
Major Cities
MMM1

8,031
696,746
94.30%

9,029
776,521
93.48%

$

190.75
146.45
0.87
147.32
43.43

$

191.04
161.54
1.04
162.58
28.46

112
9,546
92.80%

35,116
2,982,617
92.32%

61,864
5,238,442
92.04%

$

190.75
168.73
1.21
169.95
20.80

$

194.67
171.95
1.30
173.26
21.42

$

64.03
46.25
0.19
7.43
9.38
0.71
63.96
0.07

$

64.55
47.29
0.22
7.56
9.58
0.74
65.39
(0.84)

$

65.82
46.70
0.21
7.12
9.38
0.77
64.17
1.65

$

192.10
159.33
0.63
159.96
32.14

Everyday Living
Everyday living revenue
Expenditure - hotel services
Quality and education allocation to everyday living
Expenditure - utilities
Expenditure - property maintenance and motor vehicles
Expenditure - other everyday living costs
Total expenditure - everyday living services
EVERYDAY LIVING RESULT

$

62.85
53.51
0.17
7.26
3.86
1.59
66.40
(3.55)

$

65.81
43.49
0.15
6.84
8.43
0.78
59.69
6.11

ADMINISTRATION EXPENDITURE

$

27.45

$

36.17

$

38.00

$

39.75

$

39.80

CARE RESULT

$

1.14

$

13.37

$

(9.47)

$

(19.79)

$

(16.73)

Accommodation
Total accommodation revenue
Total expenditure - accommodation
ACCOMMODATION RESULT

$

19.50
16.20
3.30

$

29.42
20.16
9.26

$

32.78
21.20
11.58

$

32.49
22.45
10.04

$

32.62
22.22
10.39

OPERATING RESULT
Operating result per bed per annum
Operating EBITDAR
Operating EBITDAR per bed per annum

$
$
$
$

4.45
1,584
16.84
5,998

$
$
$
$

22.63
7,790
41.03
14,123

$
$
$
$

2.11
719
21.79
7,437

$
$
$
$

(9.74)
(3,283)
11.05
3,723

$
$
$
$

(6.34)
(2,129)
14.23
4,781

KPIS
Occupancy rate
ACFI staff costs as % of ACFI revenue
Care result - return on care revenue
Supported ratio
Average RAD including Combinations held
Average incoming RAD including Combinations

97.6%
76.7%
0.4%
29.6%
406,497
361,167

94.3%
72.2%
5.2%
42.1%
349,006
313,172

93.5%
79.1%
(3.7%)
47.3%
363,962
330,036

0.47
0.25
1.89
2.61
156.47

0.43
0.26
2.02
0.06
2.76
165.31

0.43
0.30
2.07
0.02
2.83
169.96

Care management
Allied health
Lifestyle
Total ACFI hours
Hotel services
Routine maintenance and accommodation
Administration
Quality and education
Total other hours

0.12
0.11
0.14
2.99
0.94
0.08
0.29
0.02
1.33

0.12
0.11
0.09
3.07
0.64
0.07
0.15
0.02
0.87

0.14
0.14
0.12
3.23
0.71
0.07
0.17
0.02
0.97

Total staff hours
Total agency hours (including imputed agency)

4.32
-

3.94
0.11

4.20
0.16

Additional worked hours for COVID-19
Direct Care staff hours
Indirect staff hours
Other resident support hours
Total additional COVID-19 Staff Hours
TOTAL STAFF HOURS - INCLUDING COVID-19 HOURS

0.03
0.02
0.05
4.37

0.01
0.01
0.00
0.01
3.95

0.01
0.00
0.00
0.02
4.22

28.88
19.71
7.86

30.37
11.01
5.53

31.75
14.89
5.30

Staff Hours Analysis (Normal + Overtime + Agency + Contract)
Hours worked per resident per day
Registered nurses
Enrolled and licensed nurses
Other unlicensed nurses/personal care staff
Imputed agency care hours implied**
Total direct care hours
Total direct care minutes per resident day

Hotel service minutes (Normal + Overtime + Agency + Contract)
Average by line item
Hotel services - Catering
Hotel services - Cleaning
Hotel services - Laundry

92.3%
82.5%
(7.8%)
46.1%
348,607
322,133

92.0%
82.5%
(6.4%)
45.6%
382,624
338,516

0.45
0.37
2.26
0.13

0.45
0.32
2.19
0.03
2.99
179.64

0.45
0.25
2.27
0.03
3.00
180.14

0.13
0.15
0.15

0.12
0.12
0.10
3.34
0.69
0.07
0.16
0.02
0.95

0.13
0.11
0.11
3.35
0.64
0.06
0.16
0.02
0.87

4.29
0.15

4.23
0.14

0.05
0.02
0.02

0.02
0.01
0.00
0.02
4.31

0.02
0.00
0.00
0.02
4.25

31.35
13.56
5.62

31.35
13.56
5.62

31.00
13.29
5.49

44.5%
336,880
345,158

0.72
0.09
0.17
0.05

**Imputed agency hours are calculated for those facilities that provide agency cost data but no agency hours data and is based on the survey average agency rate per hour for those facilities that do provide
both agency cost data and agency hours data.
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Buckland Nursing
Home

First Quartile

Second Quartile

Average By Line
Item

Average

Major Cities

Band 2
(144 Places)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(97 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

Band 2
(387 Homes)
YTD Sept 2021
$pbd

(716 Homes)
YTD Sept 2021
$pbd

KPI's
Expenses as % of total care revenue
ACFI services
Hotel services
Utilities
Property maintenance and motor vehicles
Other everyday living costs
Administration services
Total expenses as % of total care revenue

62.7%
21.0%
2.8%
1.5%
0.7%
10.8%
99.6%

57.4%
17.0%
2.7%
3.3%
0.4%
14.1%
94.8%

63.7%
18.1%
2.9%
3.7%
0.4%
14.9%
103.7%

66.6%
18.5%
3.0%
3.8%
0.4%
15.6%
107.8%

66.5%
17.9%
2.7%
3.6%
0.4%
15.3%
106.4%

Staff costs as % of total care revenue
ACFI services
Everyday living services
Administration services
Total staff costs as % of total care revenue

57.8%
15.7%
7.9%
81.4%

53.7%
9.6%
3.3%
66.6%

59.3%
11.1%
3.4%
73.8%

61.7%
10.9%
3.5%
76.1%

61.7%
9.9%
3.1%
74.7%

200.02
8.27
0.16
208.46
0.89

165.20
4.18
1.21
0.01
170.61
1.08

183.13
4.19
0.50
0.01
187.82
1.29

188.42
4.49
0.62
0.01
193.53
1.49

187.96
4.61
1.21
0.01
193.78
1.57

Staff costs
Labour costs
Workers' compensation premium
Payroll tax
Fringe benefits tax
Total staff costs
Quality, education and compliance

$
$

Workers compensation expense as % of staff costs

$
$

$
$

188.42
4.69
7.78
0.20

$
$

$
$

4.0%

2.5%

2.2%

2.3%

2.4%

ACCOMMODATION ANALYTICS
Accommodation Revenue
Accommodation revenue - residents
Accommodation revenue - government
Total accommodation revenue
Imputed DAP (based on RAD holdings)
Benchmark accommodation revenue

13.90
5.61
19.50
27.22
46.73

12.64
16.77
29.42
21.51
50.93

13.40
19.39
32.78
20.37
53.15

13.44
19.05
32.49
19.93
52.42

13.79
18.83
32.62
21.75
54.37

Accommodation Expenditure
Labour costs
Depreciation & amortisation
Right of use assets - depreciation and finance cost
Rent - buildings - Not Captured by AASB 16
Refurbishment
Bond/RAD interest expense
Other accommodation expenditure
Total expenditure - accommodation

1.34
12.39
2.40
0.06
16.20

0.38
18.05
0.07
0.28
0.45
0.92
0.02
20.16

0.47
19.14
0.13
0.42
0.08
0.95
0.02
21.20

0.41
20.29
0.14
0.36
0.24
0.99
0.01
22.45

0.32
19.50
0.31
0.76
0.23
1.09
0.01
22.22

Benchmark accommodation result
Significant Refurbishment
Uplift in accommodation revenue attributable to significant
Current MPIR
Supported ratio

$

30.53

4.04%
29.6%

Accommodation Pricing
Published accommodation prices of facility
Low
High
Median

540,000
540,000
540,000

Published accommodation prices of nearby facilities
Low
High
Median
Number of competitors included in analysis
Radius of competition analysis

185,000
750,000
450,000
10
14

Market data
Suburb: Springwood
Median house price
Median unit price
Post code: 2777
Median house price
Median unit price

$

30.77

$

19.93

31.95

$

29.97

$

32.14

4.04%
42.1%

4.04%
47.3%

4.04%
44.5%

4.04%
46.1%

4.04%
45.6%

765,225
520,000
755,000
522,500

ACCOMMODATION PAYMENT ANALYSIS
Incoming residents accommodation payment split
Full RAD
Full DAP
Combination - Part RAD, Part DAP

11.1%
66.7%
22.2%

14.6%
66.5%
18.8%

16.0%
68.4%
15.6%

32.4%
66.4%
33.7%

15.2%
68.2%
16.6%

16.4%
64.2%
19.4%

Total number of incoming RADs, DAPs and Combos

9

553

576

9

2,536

4,550

540,000
271,750

450,264
206,398

438,689
218,969

467,301
236,270

437,846
216,315

481,586
217,183

481,404
254,009

407,985
241,643

428,153
240,999

402,553
233,943

413,562
230,751

450,460
254,189

Average incoming RAD (current financial year)
Average of new FULL RADs / RACs
Average of new PART RADs / RACs
Average RAD/Bond held (as at reporting date)
Average of FULL bonds & RADs/RACs
Average of PART bonds & RADs/RACs

Note: Accommodation pricing is as published on the My Aged Care website as at the end of current survey period
Mark t Data listed supplied by CoreLogic RP Data as at the end of the current survey period
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6:15am

Start cooking porridge and items required for breakfast.
Start cooking meat/s required for lunch and texture modified meals.
Start cooking/preparing vegetables/meals required for lunch.
Start cooking/preparing soup.
Start cooking/preparing main meals for dinner.

6:50 am

Start pureeing breakfast items as required according to tally’s for line to
start at 7am
HAVE BREAKFAST FINISHED
Take all hot food items to the production line.
BAIN MARIE TEMPERATURES
Check Bain Marie temperatures and record on temperature monitoring
chart.

6:55 am

8:00am

BREAKFAST PRODUCTION LINE AND TEMPERATURES
Record temperatures of all hot food items. Once production line starts
take temperatures of cold items to complete temperatures of 1st meal
served.
Start preparing/cooking desserts (for next day).
Continue with cooking/preparing days meals.
HAVE SOUP READY FOR A#2 TO BOWL
Continue with cooking/preparing days meals.

8:30am

1st Break – 30 minutes.

9:00am

TEXTURE MODIFIED MEALS
Have all food items required for the texture modified meals (lunch and
dinner) ready for the A#2 modify and plate.
Note: The cook must inspect these meals to ensure textures are
correct.
Start cooking/preparing morning tea’s (for next day).

10:00am

Continue with cooking duties.
Bain Marie temperatures
HAVE LUNCH FINISHED and in Bain Maries by 10:55am

10:55am

11:00am

LUNCH LINE PREPARATION & TEMPERATURES
Place all hot menu items required for Lunch in the Bain Maries and
record first temperatures on the temperature monitoring chart.
REFRIGERATION TEMPERATURES
Continue with cooking duties.

12:00md

DINNER MAINS
Split onto trays according to tally’s and place onto DCW T1-T4 and NH
T5-T8 dinner trolley in the general cool room.
NOTE: All trays are to be numbered.

12:30pm

2nd Break. (20 min)

12:50pm

PLATE UP MORNING TEAS
Divide Morning Tea onto platters (with doyleys) into NH North, NH
South and DCW. Place next day’s sticker on each platter to identify
which area each platter goes to and discard date Place in general cool
room.

Reviewed Jan 2021

Page 2 of 3
JL

Due for review March 2024
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1: 10pm
1:45pm

2:15pm

PREP FOR NEXT DAY
This is to include defrosting and breakfast items for the next day.
ALLOCATED CLEANING
Ovens & Equipment
Cleaning duties according to cleaning and sanitation worksheet A#1
Check that no rubbish or items remain under any benches, ovens or
equipment.
OFFICE WORK
When deliveries arrive throughout the day it is the Cook on Duty’s
responsibility to check the goods received against the Buckland
Purchase Order to ensure the delivery is correct. The temperatures of
any chilled/ frozen or pre peeled/chopped items must be taken and
recorded. If there are any discrepancies in the order or temperatures
are outside safe limits (below 5 degrees for chilled goods, below -18
degrees for frozen goods) corrective action must be taken and noted on
Delivery Confirmation Form (yellow).
Chilled/frozen items are to be placed into the cool room /freezer
immediately on arrival and then /or until cook is able to pack away,
label and date correctly. This must be attended to prior to end of shift.
Put Gerimenu tickets and forecast tallies required for the next day in
place.
Check stock in refrigerators and store rooms (should have sufficient
stock/produce for next 2 days) and place any orders which are
required.
Complete all paperwork.
Note: All daily and weekly forms as well as invoices, delivery receipt
advice confirmation forms and new orders are to be placed in relevant
folders or in out box.
Read Kwiklook communications and check rosters on
computer before completing shift.
Check staff pigeon hole for any correspondence.

3:00 pm

Attend finger scanner to clock out – off duty.

Staff Member
Name (print):
Signature:

Date:
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4:00pm

4.15pm
5.00pm – 5.30pm

Record internal and external temperatures of cool rooms
(meat/poultry/fish, general and Mise En Place), freezer and sandwich
bar fridge.
ALLOCATED CLEANING
Complete all allocated cleaning according to cleaning and sanitation
worksheet – G.
BREAK – 30 MINUTES. Attend finger scanner to clock out prior to
commencing your break and again once you have completed your
break to clock in.
SPARE MEALS
Remove all spare meals from the day (on lower shelf of rack in general
cool room) and take to wash up room to be discarded.
WASH UP ROOM
Empty first two Burlodge trolleys returned from dinner.
Wash, Sanitise and dry Serviette Holders on top of each Burlodge
Trolley as they are emptied and cleaned. Replace on top of trolley.
Clean and sanitise Burlodge trolleys internally and externally.
Wash and pack away all items into allocated areas.
Strip second two Burlodge trolleys clean and sanitise internally and
externally.
Note: PPE needs to be changed and hands washed between clean
and dirty tasks.
Return Burlodge trolleys to designated docking stations and plug in to
charge overnight.

5.30 - 9.45pm

WASH ROOM CLEANING
All items are to be cleaned with hot soapy water, rinsed, scrubbed with
cream cleanser then rinsed with hot water.
All surfaces are then to be sanitised:
▪ Large stainless steel table (all surfaces including legs and wheels)
▪ Benches, splashbacks and sink
▪ Burlodge trolley dolly’s and spare cassettes
▪ Sink hose and detergent dispenser
Note: Sink drain is to be removed and scrubbed with hot soapy water
and allowed to dry upside down on paper towel overnight.
▪ Dishwasher: turn off, drain and clean.
▪ Note: Dishwasher is to be cleaned - internally and externally with
detail being paid to the inside and top of the hood. Dishwasher
curtains, strainers, baskets and wash arms are to be removed and
washed with hot soapy water, rinse thoroughly. Clean dishwasher
according to the Hobart Smartronic Dishwasher Cleaning
Instructions located on the wash up room wall. Replace curtains,
strainers, baskets and wash arms to their correct position. Leave
Inspection Door open for ventilation.
Record internal and external temperatures of cool rooms
(meat/poultry/fish, general and mis en place), freezer and sandwich bar
fridge.

8.00pm
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bags and return to designated areas.
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SOILED LINEN
Take any soiled linen/bags to laundry.
Bags are to be placed inside the sorting room. Ensure all linen skips
have a clean, empty bag before leaving.
LINEN SKIPS
Clean and sanitise linen skips (wash up room and near main door)
including lids and all surfaces.
NB: Linen skip in the cook’s area is cleaned by cook’s assistant on day
shift.
Replace linen bags before returning to designated areas.
WASH ROOM FLOORS
Remove all mobile items from wash room areas and hose room down.
Wash, scrub and squeegy all floors using hot water and “wash ‘n walk”.
It is essential that the floor area is fully clean and no staining left
untreated and is removed. Use paper towel to remove any rubbish from
floor and clean floor grates.
Once completed, return all mobile items.
CONDIMENT CADDIES
Replenish all condiment caddies each evening (on top of each
Burlodge trolley) and rotate stock.
Refill serviette holders with serviettes (on top of each Burlodge Trolley).
SECURE KITCHEN AND STAFF ROOM
▪ Check back external door is locked
▪ Check both side doors to DCL ramp are locked
▪ Turn off air conditioners and fans
▪ Check cool rooms and freezer are locked
▪ Check store rooms are locked
▪ Check toaster and dishwashers are turned off
▪ Turn off lights
▪ Lock kitchen main door
▪ Check staff room sliding door is locked.
RETURN KITCHEN KEYS TO RN
Take kitchen keys to the RN on duty on South Wing and sign key
register.
Read Kwiklook communications and check rosters on computer before
leaving.
9.45pm

Attend finger scanner to clock out – off duty.

Staff Member Name (print):
Signature:
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PERSONAL
PROTECTIVE
EQUIPMENT

(Long armed utility gloves, plastic disposable aprons, face masks, eye
shields and ear muffs)
Utility gloves and disposable aprons are to be worn at all times when
dealing with soiled laundry and when placing your hands in water or
solutions in sinks and buckets. Also during the sorting of and loading into
the washing machines.
Note: When opening and closing the machine door and using the key pad of
the machines you are required to remove your glove so as not to cause
cross contamination.

LINEN TROLLEYS/
COLOUR CODING

Red – soiled laundry
Blue – clean laundry
The correct trolleys are to be used for the transporting of the laundry. This
prevents cross contamination.

WASH CYCLES

The correct wash cycle is to be chosen for all loads of washing.

HANGING
CLOTHING

All hanging clothing is to be hung onto coat hangers immediately after being
removed from the dryer, so as to reduce the amount of ironing.
All resident clothing is to be ironed as necessary. Any item that is visually
crushed must be ironed.
Hanging clothing is not to be stock piled in large trolleys.
All hanging clothing is to be hung on the delivery racks in their designated
place.

PERSONAL
CLOTHING

All resident personal clothing (underwear and nightwear etc, excluding items
which are to be hung), is to be sorted, folded and placed onto the delivery
racks in their designated spots.

STAINED
CLOTHING

Any stained item MUST be soaked in stain removing solution before
washing. No item that is stained in any way is to be returned to a
resident or a facility. If after several treatments the stain cannot be
removed, it must be given to the Care Manager for inspection.

WOOLEN ITEMS
AND SHEEPSKINS

Woolen items and sheepskins items MUST BE WASHED on the appropriate
WOOLEN CYCLE and AIR-DRIED. These items must not be placed in the
dryer.

COMPUTER
GENERATED
LABELS

All resident clothing is to be identified by the application of computer
generated labels. Each resident has a supply issued at the time of their
admission, with the ongoing supply being checked and maintained by the
administration staff on a weekly basis. If you notice that there is insufficient
supply of resident labels at any time, please inform reception who will supply
more.
Also any label that is lifting from the clothing should be removed and a
replacement label attached immediately.

DAMAGED
CLOTHING AND
LINEN

Any item of residents’ clothing, which is damaged or unsuitable for the
resident to wear, must be shown to the Care Manager, Facility Manager or
Supervisory RN on the Wing or DCL. Frayed or damaged items must not be
returned to the resident.
Any item that belongs to the organisation that are frayed or damaged in any
way must be reported to the Facility Manager so that a decision is made to
repair or replace. Frayed and damaged linen is not acceptable for resident
use.

CLEANING OF LINT
FILTER
COMPARTMENTS

Clean the lint filter compartment in the tumble dryers. Remove the door by
opening it and pulling upwards. Remove lint from the filter using the feather
duster and place lint in the garbage.
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ON DRYERS

RED SLIDE SHEETS

SLINGS

LINEN BAGS

All rooms have been allocated a red slide sheet which has the room number
on it (in the corner). When returning a slide sheet to a residents room please
place it in the top draw of their bedside table, removing any spare slide
sheet/s which will need returning to the laundry for laundering.
All residents who require a sling are allocated their own which has their
Name on it (pink ribbon with residents clothing label adhered to it and tied
to each sling). When returning a sling to a residents’ room after laundering,
it is to be hung on the hook in in their bathroom. You will need to remove the
temporary sling that is labelled “spare” to be laundered.
All slings labelled spare are to be stored in the Sth Wing Storage Room next
to Dirty Utility Room 4 and placed onto its correct shelf in a neat and tidy
manner after laundering.

Linen bags are to be delivered to the following areas:
Dirty Utility Rooms 3 and 4 (South)
Bathrooms 1 and 2 (North)
Linen bags are to be hung individually onto the hooks so as not to cause a
trip hazard.
YELLOW – INFECTIOUS
RED – DCL
BLUE – NH
WHITE – NH KITCHEN & CLOTHING PROTECTORS

LINEN

All linen is to be placed in its allocated storage areas in the correct
cupboard.
(These items need to be placed onto the grey motorized trolleys for the
GSO Support Person to deliver each day).
Linen Store Rooms: (most frequently used linen)
The linen store rooms hold the following
1 and 2 – North, 3 South.
Towels,
Washers,
Hand towels,
Sheets,
Draw sheets,
Kylies,
Pillowcases,
Plastic mackintoshes.
North and South Equipment Rooms: (less frequently used items)
Spare slings
Pillows
Plastic pillow protectors
Blankets
Bedspreads
Arm, leg and heel protectors
Spare red slide sheets
Sheep skins
Yellow Contaminated Linen Bags
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KITCHEN LINEN

Tea towels, clothes protectors, aprons and white linen bags and mops are to
be delivered to the kitchen each afternoon/evening and placed onto the
large trolley outside the wash up room – according to the daily requirements
listing.

CLEANING
SUPPLIES Microfiber mops
and cloths.

Mops and cleaning cloths are to be delivered to all cleaners store rooms
each afternoon/evening to ensure that they have ample stock for the day.
Cleaners Room 1 and 2 (North), Cleaners Room 3 (South),
Cleaners Room 4 (downstairs – next to the Chemical Storeroom)
All mops should be labeled accordingly.

BANDAGES

Bandages are to be laundered daily and separated into two even
bundles which are to be delivered to Nurses Stations 1 and 2 daily to
be rolled by night shift.

MEAL AND TEA
BREAKS

Please note that this shift is entitled to one (1) 20 minute tea break and (1)
30 minute meal break.

Staff Member Name (print):
Signature:
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4.30 pm – 5.00pm
5.00pm – 5.10pm

5.10pm – 7:30pm

7:30pm – 7:40pm

7:40pm – 7:50pm

7:50pm – 9:00pm

Meal Break 30 minutes. Attend finger scanner to clock out prior to
commencing your break and again once you have completed your break to
clock in.
Place baskets containing clothing protectors, tea towels , aprons and white
linen bags onto trolley outside kitchen double doors once you have
completed these loads
Deliver all required linen to the cleaners store rooms including mops and
cloths.
Please note that it is the afternoon shifts responsibility to ensure that
all mops, microfiber cloths and scrubbing pads which have been used
throughout the day are washed, dried and delivered back to the
cleaners rooms prior to the end of their shift. You must ensure that
mops and cloths are placed in all cleaners stores.
Deliver bandages to Nurses Station 1 and 2.
Ensure that plastic mackintoshes are placed on clothes line and dried,
continue to remove and replace with washed ones.
Tea Break 10 minutes. Attend finger scanner to clock out prior to
commencing your break and again once you have completed your break to
clock in.
Place baskets containing clothing protectors, tea towels, aprons and white
linen bags onto trolley outside kitchen double doors once you have
completed these loads.
Plug in the two grey motorized trolleys to recharge overnight.
Sweep or vacuum all laundry floor areas to pick up any large pieces of
rubbish etc. Wash the laundry floors ensuring that you move all trolleys,
sorting tables, etc and ensure that all floor areas, including dirty delivery
area, dirty sorting area, main laundry and linen storage areas have the
floors washed.
Using wash and wear, scrub the floor using the colour coded brooms
provided.
(Blue for clean areas - Red for dirty area) and again ensure that all areas
under trolleys, tables, etc are attended.
Use colour coded squeegees to remove excess water from the floors.
Clean all drain holes in the floor using paper towel.
Empty all garbage bins.
Place the stained washing for soaking (rewash) in the sink in the dirty
sorting area and soak in stain removing solution (ensure you wear utility
gloves and apron)
Sort all bags of linen which have been dropped down the chute and put on
three loads of washing.
Clean all the lint filters on the dryers (machines MUST NOT be working to
undertake this task) and vacuum out the bottom of each machine.
Presetting the machines to commence in the morning.
Preset to commence at 5.30am = set for 09.30hrs).
Ensure that all linen trolleys are in the laundry prior to leaving. Linen trolleys
are not to be left on the wings upstairs.
Ensure that labeling machine, ironing machine and roller ironer are turned
off.
Ensure all windows, external door to the laundry and external staff room
doors are locked.
Ensure all fans, air conditioners and lights are turned off.
Ensure that the laundry is left clean and tidy.
Read Kwiklook communications and check your rosters on the computer
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LINEN TROLLEYS/
COLOUR CODING

Red – soiled laundry
Blue – clean laundry
The correct trolleys are to be used for the transporting of the laundry. This
prevents cross contamination.

WASH CYCLES

The correct wash cycle is to be chosen for all loads of washing.

HANGING
CLOTHING

All hanging clothing is to be hung onto coat hangers immediately after being
removed from the dryer, so as to reduce the amount of ironing.
All resident clothing is to be ironed as necessary. Any item that is visually
crushed must be ironed.
Hanging clothing is not to be stock piled in large trolleys.
All hanging clothing is to be hung on the delivery racks in their designated
place.

PERSONAL
CLOTHING

All resident personal clothing (underwear and nightwear etc, excluding items
which are to be hung), is to be sorted, folded and placed onto the delivery
racks in their designated spots.

STAINED
CLOTHING

Any stained item MUST be soaked in stain removing solution before
washing. No item that is stained in any way is to be returned to a
resident or a facility. If after several treatments the stain cannot be
removed, it must be given to the Care Manager for inspection.

WOOLEN ITEMS
AND SHEEPSKINS

Woolen items and sheepskins items MUST BE WASHED on the appropriate
WOOLEN CYCLE and AIR-DRIED. These items must not be placed in the
dryer.

COMPUTER
GENERATED
LABELS

All resident clothing is to be identified by the application of computer
generated labels. Each resident has a supply issued at the time of their
admission, with the ongoing supply being checked and maintained by the
administration staff on a weekly basis. If you notice that there is insufficient
supply of resident labels at any time, inform reception who will supply more.
Also any label that is lifting from the clothing should be removed and a
replacement label attached immediately.

DAMAGED
CLOTHING AND
LINEN

Any item of residents’ clothing, which is damaged or unsuitable for the
resident to wear, must be shown to the Care Manager, Facility Manager or
Supervisory RN on the Wing or DCL. Frayed or damaged items must not be
returned to the resident.
Any item that belongs to the organisation that are frayed or damaged in any
way must be reported to the Facility Manager so that a decision is made to
repair or replace. Frayed and damaged linen is not acceptable for resident
use.

CLEANING OF LINT
FILTER
COMPARTMENTS
ON DRYERS

Clean the lint filter compartment in the tumble dryers. Remove the door by
opening it and pulling upwards. Remove lint from the filter using the feather
duster and place lint in the garbage.

RED SLIDE SHEETS

All rooms have been allocated a red slide sheet which has the room number
on it (in the corner). When returning a slide sheet to a residents room please
place it in the top draw of their bedside table, removing any spare slide
sheet/s which will need returning to the laundry for laundering.
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SLINGS

LINEN BAGS

All residents who require a sling are allocated their own which has their
Name on it (pink ribbon with residents clothing label adhered to it and tied
to each sling). When returning a sling to a residents’ room after laundering,
it is to be hung on the hook in in their bathroom. You will need to remove the
temporary sling that is labelled “spare” to be laundered.
All slings labelled spare are to be stored in the Sth Wing Storage Room
next to Dirty Utility Room 4 and placed onto its correct shelf in a neat and tidy
manner after laundering.
Linen bags are to be delivered to the following areas:
Dirty Utility Rooms 3 and 4 (South)
Bathrooms 1 and 2 (North)
Linen bags are to be hung individually onto the hooks so as not to cause a
trip hazard.
YELLOW – INFECTIOUS
RED – DCL
BLUE – NH
WHITE – NH KITCHEN & CLOTHING PROTECTORS

LINEN

All linen is to be placed in its allocated storage areas in the correct
cupboard.
(These items need to be placed onto the grey motorized trolleys for the
GSO Support Person to deliver each day).
Linen Store Rooms: (most frequently used linen)
The linen store rooms hold the following
1 and 2 – North, 3 South.
Towels,
Washers,
Hand towels,
Sheets,
Draw sheets,
Kylies,
Pillowcases,
Plastic mackintoshes.
North and South Equipment Rooms: (less frequently used items)
Spare slings
Pillows
Plastic pillow protectors
Blankets
Bedspreads
Arm, leg and heel protectors
Spare red slide sheets
Sheep skins
Laminated contaminated signs

KITCHEN LINEN
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CLEANING
SUPPLIES Microfiber mops
and cloths.

Mops and cleaning cloths are to be delivered to all cleaners store rooms
each afternoon/ evening to ensure that they have ample stock for the day.
Cleaners Room 1 and 2 (North), Cleaners Room 3 (South),
Cleaners Room 4 (downstairs – next to the Chemical Storeroom)
All mops should be labeled accordingly.

BANDAGES

Bandages are to be laundered daily and separated into two even
bundles which are to be delivered to Nurses Stations 1 and 2 daily to
be rolled by night shift.

MEAL AND TEA
BREAKS

Please note that this shift is entitled to one (1) 10 minute tea break and (1)
30 minute meal break.

Staff Member Name (print):
Signature:
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3:00pm – 3:25pm

FINAL CHECK/TIDY
Inspect foyer area and toilets and ensure they are clean.
Clean and tidy cleaner’s store room (downstairs).
Clean and restock cleaner’s trolley.
Complete and sign all relevant tasks in the cleaning schedules.
Complete PM checklist.
If a cleaning task could not be performed as access to
this area could not be gained an equivalent task must be completed
from the next day’s schedule and this is to be noted in both relevant
sections of the daily schedules so the next staff member on duty is
aware of the change.
Return keys and sign key register.
Hand in completed cleaning schedules to the NH reception prior to
leaving.

3:55pm – 4:00pm

Read Kwiklook communications and check rosters on computer
before ending shift. Check staff pigeon hole for any correspondence.

4:00pm

Attend finger scanner to clock out – off duty.
• GENERAL(Blue) DAILY ROOM CLEANING REQUIRES that all
Rooms are checked daily and cleaning completed where required. Note: All
rooms must have General cleans attended to throughout the week
separate to Additional clean with some rooms requiring a daily clean
• ADDITIONAL(Pink) WEEKLY ROOM CLEANING MUST be attended
to as scheduled.
• Details of Additional and General clean requirements are available in all
Cleaners Rooms.

Staff Member Name (print):
Signature:
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"JB-25"
BUCKLAND

POSITION DESCRIPTION
Position Title:

Maintenance Officer

Scope & Purpose:

Ensure the provision of a well-maintained, clean and safe environment for the
residents, staff, visitors and contractors. Maintain the equipment of Buckland.

Award:

NSWNA & HSU Enterprise Agreement

Hours of Work:

As per roster

Reports to:

Maintenance Manager
Facility Manager

Objectives:

To work towards Buckland's stated vision, mission and values statement

Qualifications
& Experience

Essential

- Knowledge and skill in maintaining property and grounds
- Ability to maintain records in relation to work undertaken
- Ensure compliance with legislative and statutory requirements

Desirable

- Good written and verbal English literacy skills

Specific Skills
& Qualities:

Demonstrate an understanding of the role that maintenance plays in assisting
Buckland to provide quality care and services.
Ability to liaise with the Maintenance Manager in providing a safe, wellmaintained living and working environment.
Ability to communicate effectively with other staff, residents, visitors and
contractors.
Demonstrate tolerance, patience and empathy with the aged.
Demonstrate an appreciation and acceptance of persons from different
backgrounds and beliefs.
To carry out duties as described in the duty statement.

Responsibilities
Residents:

Ensure that a living environment is provided that is safe, comfortable and tidy
at all times.
Attend to all safety requirements as specified in the duty statement.
Ensure that the repairs and maintenance of equipment used in resident care is
undertaken in a timely manner.
Ensure that equipment used by the residents in their rooms and common areas
is repaired and maintained in a timely manner.
Ensure that outdoor living environments are maintained so that the residents
can safely access and enjoy them, as they desire.

Responsibilities
Personnel:

Work co-operatively with other members of the care and maintenance team.
Willingness to develop new skills and knowledge that will assist you in the
performance of your job.
Assist in the orientation of new maintenance staff at their time of employment.
Present in a positive and professional manner at all times.
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Responsibilities
Environment:

Maintain a sound knowledge and understanding of the Work Health and
Safety policy of the organisation, through this knowledge and understanding
you must maintain a safe, clean and tidy environment for residents, other staff,
visitors and contractors.
Maintain all equipment, tools and appliances in a safe condition.
Observing staff work practices and report hazard.
Ensure accurate reporting of all accidents, incidents and near misses.
Maintain a living and working environment that is safe, comfortable, attractive
and appropriate to the needs of residents, staff, visitors and contractors.

Responsibilities
General:

Support and implement the vision, mission and values statement of
Buckland.
Participate in quality activities and contribute towards the development and
review of relevant policies, practices and procedures.
Participate in your performance appraisal three months after your initial
employment and then annually.
Use equipment and resources in a safe and effective manner.
Ensure confidentiality with regard to residents, other staff and the organisation.
Attend and actively participate in all relevant meetings.
Attend and actively participate in education sessions and programs offered by
Buckland.
Attend to any other duties as designated from time to time by relevant manager.
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Serious Incident Response Scheme Guidelines for residential aged care providers
Version number: 1.6
Publication date: 1 October 2021
Replaces: Version 1.5 published on 13 August 2021
Notes: This version of the guidance has been updated to include:
• Revisions to reflect the commencement of Priority 2 reportable incidents reporting
on 1 October 2021.
• Clarification that there is no requirement to report an unexplained absence to the Commission
if the consumer is returned to the service before the provider became aware that they
were missing.
Attachments: Attachment A: SIRS notification form questions
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Chapter 1:
Introduction

Overview
• The Serious Incident Response Scheme (SIRS) is a new initiative aimed at reducing
the risk of abuse and neglect of older Australians in residential services.
• The SIRS establishes responsibilities for approved providers of residential aged care
and flexible care delivered in a residential aged care setting to prevent and manage
incidents (focusing on the safety and wellbeing of consumers), to use incident data
to drive quality improvement and to report serious incidents.
• Effective management of incidents is critical to effective clinical governance and will
enable you to manage risks to consumers and improve the quality of care and services
you provide.
• The SIRS commenced in 2 stages:
— From 1 April 2021 providers are required to have in place an effective incident
management system and report to the Commission all reportable incidents
assessed as Priority 1 reportable incidents
— From 1 October 2021 providers are required to report all reportable incidents
whether they are assessed as Priority 1 or Priority 2.
• The introduction of the SIRS places specific obligations on providers to have
an effective incident management system in place and identifies the range of incidents
which must be reported to the Commission.
• The SIRS complements other regulation including the integrated expectations
of the Charter of Aged Care Rights, the Aged Care Quality Standards and open
disclosure requirements.
• This guidance describes provider responsibilities in relation to the SIRS.
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Chapter 1: Introduction

The Serious Incident Response Scheme
The Serious Incident Response Scheme (SIRS) is a new initiative to help prevent and reduce the risk
and occurrence of incidents of abuse and neglect in residential aged care services subsidised
by the Australian Government.
The SIRS complements existing provider obligations under the Aged Care Act by establishing
responsibilities for providers to prevent and manage incidents (focusing on the safety and
wellbeing of consumers), to use incident data to drive quality improvement and to report
serious incidents.
The SIRS will promote an aged care system that supports consumers to feel safe and confident
about the quality of their care. It is also intended to ensure providers take responsibility
for continuously improving the care and services provided to older Australians, and for preventing,
managing and resolving incidents impacting consumers, so as to deliver enhanced outcomes
for these consumers.
The aim of the SIRS is to reduce the risk of abuse and neglect of older Australians in residential
services by:
• building provider capacity to better identify and mitigate risks of potential harm, and respond
to and manage serious incidents if and when they occur
• driving learning and improvement at a system and service level to reduce the number
of preventable serious incidents
• holding providers to account to provide appropriate support to consumers in the event
of an incident.
The effective management of incidents is critical to effective clinical governance and will enable
you to manage risks to consumers and improve the quality of care and services you provide.
By systematically recording and investigating incidents, you are better placed to identify trends
and issues, and to pursue continuous improvement at your service.
In notifying the Aged Care Quality and Safety Commission (Commission) of reportable incidents,
you enable the Commission to assess and respond to risk at a service level, as well as to identify
and act on opportunities for education and improvement across the sector.

agedcarequality.gov.au
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Context
Australians have a right to live free from abuse and neglect as a matter of human rights, current
law and reasonable community expectation. These rights, which do not diminish with age, include
the right to live dignified, self-determined lives, free from exploitation, violence and abuse.
In addition, consumers of Commonwealth-funded aged care services have specific rights and
expectations for safe and quality care and services.
Preventing and responding to serious incidents effectively is an essential part of providing safe
and quality aged care. In support of these rights and the prevention of abuse and neglect in aged
care, the Australian Government has introduced the SIRS for approved providers of residential
aged care and flexible care delivered in a residential aged care setting.

Commencement of the SIRS
The SIRS commenced in 2 stages.
The first stage commenced on 1 April 2021. From this date, providers of residential
care and flexible care in a residential setting are required to have in place an effective
incident management system that enables their appropriate and timely prevention,
identification, and response to all incidents.
Also from 1 April 2021, the same providers are required to report to the Commission
all reportable incidents assessed as Priority 1 reportable incidents to the Commission.
On 1 October 2021, the second stage of the SIRS commenced. From this date, providers
of residential care and flexible care in a residential setting must report all reportable
incidents. Reportable incidents must still be assessed as Priority 1 or Priority 2 as this
will determine the relevant time for notifying the Commission. Detail regarding what
is a reportable incident, the distinction between Priority 1 and Priority 2 incidents,
and when to notify the Commission is provided in the following chapters.

agedcarequality.gov.au

8
275

Chapter 1: Introduction

What is the relationship between incident management systems and the SIRS?
All aged care services are required to have effective systems and practices
for preventing and managing all incidents, including the use of an incident management
system (IMS). An IMS will support you to deliver safe and quality care and services
for aged care consumers and to provide appropriate support for those affected
by an incident. It will also assist you to take action to prevent incidents from reoccurring
and to continuously improve.
For providers of residential care and flexible care in a residential setting, a subset
of the incidents addressed through your IMS are likely to pose a high risk to consumers.
These are known as reportable incidents and must be reported to the Commission.
Notification of reportable incidents under the SIRS focuses on the provider’s response
to serious incidents, including the supports they put in place for impacted consumers,
the actions they take to continuously improve and reduce the likelihood of incidents
reoccurring and the way they use information about incidents to inform organisationwide management of risks, feedback and education to staff and to improve the service’s
capability to prevent, manage and resolve incidents.

Broader regulatory framework
Provider responsibilities
Aged care consumers have the right to live a life free from abuse, neglect, exploitation
and violence. In support of this, all providers of Commonwealth-funded aged care operate in the
context of the aged care legislative framework. For approved providers of residential care and
flexible care delivered in a residential setting, the SIRS is one element of the framework that
supports the provision of quality care and services and a safe environment.
The introduction of the SIRS places specific obligations on providers to have an effective incident
management system in place. The scheme also identifies the range of incidents which must
be reported to the Commission. The Commission has been provided with regulatory powers that
will support a proportionate response to non-compliance with these obligations.
The SIRS complements other regulation including the integrated expectations of the Charter
of Aged Care Rights 1 (the Charter), the Aged Care Quality Standards 2 (the Quality Standards)
and open disclosure 3 requirements. Together, these settings support providers to engage in risk
management and continuous improvement activities to deliver safe, quality care to consumers.
1
2
3

https://www.agedcarequality.gov.au/consumers/consumer-rights
https://www.agedcarequality.gov.au/providers/standards
https://www.agedcarequality.gov.au/resources/open-disclosure
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The Charter

Under the Charter, consumers have the right to safe and high-quality
care and services, the right to be treated with dignity and respect,
and the right to live without abuse and neglect. Providers are required
to uphold these rights and ensure consumers in their care understand
their rights under the Charter.

The Quality Standards

All providers must meet the requirements of the Quality Standards,
which detail the standards of care all aged care consumers can expect.
The Quality Standards require providers to maintain effective
organisation-wide governance and risk management systems and
practices to prevent and manage incidents and to identify and respond
to abuse and neglect of consumers.
Providers are also required to regularly review the care and services
provided for effectiveness, including when incidents impact on the
needs, goals or preferences of consumers, and to effectively manage the
high impact and high-prevalence risks associated with the care of each
consumer to ensure that each consumer gets safe and effective personal
and clinical care.
Other requirements in the Quality Standards are also relevant to how
providers prevent, assess and manage risks of incidents, and actual
incidents. This includes requirements to provide consumers with choice,
control and independence; to enable consumers to take risks to live
the life they want; and to support consumers to maintain relationships
of choice.

Open disclosure
requirements

As outlined under the Quality Standards, providers must use an open
disclosure process when things go wrong. This means that providers
should facilitate an open discussion with consumers (and their
representatives) when something goes wrong that has harmed
or had the potential to cause harm to a consumer.
Providers are expected to practice open disclosure in their prevention
and management of any incidents impacting consumers.

agedcarequality.gov.au
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The Commission
The Commission is the national regulator of aged care services, and the primary point of contact
for consumers and providers in relation to quality and safety.
Complaints or concerns about the quality of care and services can be made to the Commission
and, like notification of serious incidents, complaints play an important part in helping providers
to improve the quality of care and services through a continuous improvement process.
The Commission accredits, monitors and assesses the performance of providers against the
Quality Standards and helps consumers resolve complaints about a provider’s responsibilities
or actions. This is part of the Commission’s function to ‘protect and enhance the safety, health,
wellbeing and quality of life of aged care consumers’. Through the Commission’s engagement and
education work, it aims to build confidence and trust in aged care, empower consumers, support
providers to comply with Quality Standards and promote best practice service provision.
The Commission is responsible for administering the SIRS and will receive serious incident
notices from aged care providers. The Commission will monitor provider compliance with the
SIRS requirements, including whether providers are responding appropriately and effectively
to incidents to ensure the safety, health and wellbeing of consumers. The Commission has the
power to take regulatory action(s) where appropriate to address non-compliance with provider
responsibilities regarding SIRS obligations, including issuing compliance notices for suspected
non-compliance, and commencing investigations.
The Commission will publish information on the operation of the SIRS and support providers
to meet their responsibilities, including through providing guidance and education.

Purpose of this guidance
The Commission recommends you familiarise staff at your service with the legislative changes
which support the introduction of SIRS. The changes affect both provider obligations and
Commission regulatory powers. The Explanatory Memorandum 4 that accompanied the SIRS
Bill when it was introduced to Parliament should be used alongside this guidance to further
understand these changes and your obligations regarding SIRS.
This guidance describes provider responsibilities in relation to the SIRS, including:
• requirements relating to incident management, response and prevention
• types of incidents that must be notified to the Commission
• requirements for making a notification, including when and what must be notified
• the role of the Commission in managing reports and ensuring providers are notifying
and responding to reportable incidents.

4

https://www.aph.gov.au/Parliamentary_Business/Bills_Legislation/Bills_Search_Results/Result?bId=r6642
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Overview
• Providers have requirements under paragraph 54-1(1)(e) of the Aged Care Act 1997
(the Aged Care Act) and Part 4B of the Quality of Care Principles 2014 to manage
incidents and take reasonable steps to prevent incidents, including through
implementing and maintaining an incident management system.
• The legislation and Effective incident management systems: Best practice guidance
developed by the Commission describe your responsibilities in identifying, responding
to, managing and recording all incidents, and preventing the recurrence of similar
incidents in future. This includes:
— assessing all incidents that occur to determine the appropriate support to provide
to those impacted, and any remedial actions to be taken
— undertaking any actions identified through your assessment
— collecting and regularly reviewing information relating to incidents to enable you
to continuously improve your approach, and undertaking identified actions to ensure
continuous improvement
— implementing and maintaining an incident management system that meets the
requirements of the aged care legislation and the guidance
— ensuring your incident management system enables you to record specified details
in relation to each incident, regardless of whether the incident is reportable under
the SIRS.

agedcarequality.gov.au
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Incident management and prevention
Providers of residential care or flexible care provided in a residential setting have requirements
under section 54-1(1)(e) of the Aged Care Act 1997 (the Aged Care Act) and Part 4B of the Quality
of Care Principles 2014 to manage incidents and take reasonable steps to prevent incidents,
including through implementing and maintaining an incident management system.
Your approach to managing incidents must focus on the safety, health, wellbeing and quality
of life of consumers and meet the requirements of the aged care legislation and the Effective
incident management systems: Best practice guidance. The legislation and guidance describe your
responsibilities in identifying, responding to, managing and recording all incidents, and preventing
the recurrence of similar incidents in future.
Reporting requirements under the SIRS relate to the range of serious incident types (including
allegations and suspicions of incidents) outlined in Chapter 3 of this document. However,
the definition of ‘incident’ which a provider is expected to prevent, manage and resolve through
an effective incident management system is broader than this.
This also includes incidents that have (or could reasonably be expected to have) caused harm
to staff or visitors to the service – for example, where a visitor slips on a wet floor or where
a staff member sustains a significant burn in the kitchen. As noted above, it encompasses
a broader range of incidents than those that are reportable under the SIRS.

Definition of ‘incident’ for the purposes of incident management
system requirements
Incident management system requirements relate to any acts, omissions, events
or circumstances that occur in connection with the provision of care and services
to a consumer that have, or could reasonably be expected to have, caused harm
to a consumer or another person. Incident management system requirements also
relate to any acts, omissions, events or circumstances that the provider becomes aware
of in connection with the provision of care that have caused harm to the consumer.
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Commencement of the SIRS
The SIRS commenced in 2 stages. The first stage commenced on 1 April 2021. From this
date, providers are required to have in place an effective incident management system
that enables their appropriate and timely prevention, identification, and response
to all incidents. Additionally, providers are required to report to the Commission
all reportable incidents assessed as Priority 1 reportable incidents.
On 1 October 2021, the second stage of the SIRS commenced. From this date, providers
must report all reportable incidents. Reportable incidents must still be assessed
as Priority 1 or Priority 2 as this will determine the relevant time for notifying
the Commission.

Responding to incidents
Under section 15LA of the Quality of Care Principles (Aged Care Act 1997), management
of incidents must be focused on the safety, health, wellbeing and quality of life of the consumers
at your service.
You must respond to an incident by:
• assessing the support and assistance required to ensure the safety, health and wellbeing of those
affected by the incident and providing that support and assistance
• appropriately involving each person affected by the incident (or a representative of the person)
in the management and resolution of the incident
• using an open disclosure process, which means you should facilitate an open discussion with
those affected by an incident and engage with that person or people in the management and
resolution of the incident.
In responding to incidents, you will need to consider the individuals involved, the level of harm
(or potential harm) to these individuals and the circumstances surrounding the incident.
Each incident will require a tailored and considered response to ensure the health, safety and
wellbeing of all people involved and to explore how similar types of incidents can be prevented
or mitigated in the future.
In some cases, you must also notify police of the incident within 24 hours of becoming aware of the
incident. Police must be notified if there are reasonable grounds to do so.
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The phrase ‘reasonable grounds’ may include scenarios where an approved provider is aware
of facts or circumstances (alleged or known) that lead to a belief that an incident is likely
to be of a criminal nature and therefore should be reported to police (e.g. if the approved provider
suspects the incident involves an indecent assault, or if there is an ongoing danger). If you become
aware of reasonable grounds at a later time, you must notify the police within 24 hours of becoming
aware of those grounds.

Assessing incidents
As part of your approach to managing and preventing incidents, you should assess all incidents
that occur to determine the appropriate support to provide to those impacted, and any reasonable
and proportionate remedial actions to be taken. In doing this, you must consider the views of those
impacted by the incident.
In accordance with section 15LA of the Quality of Care Principles, you must assess:
• whether the incident could have been prevented
• what, if any, remedial action needs to be undertaken to prevent further similar incidents from
occurring, or to minimise their harm
• how well the incident was managed and resolved
• what, if any, actions could be taken to improve your management and resolution
of similar incidents
• whether other persons or bodies should be notified of the incident.
You are responsible for undertaking any actions identified through your assessment, including
to notify the relevant persons identified, minimise risks, prevent future incidents from occurring
and improve your approach to managing incidents.

Continuous improvement
In accordance with section 15LB of the Quality of Care Principles, you must collect information
relating to incidents to enable you to continuously improve your prevention and management
of incidents, including to:
• identify and address systemic issues in the quality of care you provide
• provide feedback and training to staff about preventing and managing incidents.
You must regularly review this information to assess the effectiveness of your prevention
and management of incidents and determine what, if any, actions could be taken to improve
your approach.
You are responsible for undertaking any actions identified to ensure the continuous improvement
of your approach to managing incidents.
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Incident management system
You must implement and maintain an incident management system that meets the
requirements of the aged care legislation and the Effective incident management systems:
Best practice guidance.
Your incident management system must enable you to collect data relating to incidents
in a way that enables you to:
• identify occurrences (or alleged or suspected occurrences) of similar incidents
• identify and address systemic issues in the quality of care you provide
• continuously improve your management and prevention of incidents
• provide information relating to incidents to the Commission (as required).

Incident management system procedures
You must establish incident management system procedures to be followed in identifying,
managing and resolving incidents. In accordance with section 15MB of the Quality of Care
Principles, your procedures must, at a minimum, describe the following:
• how incidents are identified, recorded and reported
• the person within your organisation to whom incidents must be reported
• how reportable incidents are notified and managed (in line with legislative requirements)
• the person within your organisation who is responsible for notifying reportable incidents
to the Commission
• how you will provide support and assistance to those affected by an incident to ensure their
safety, health and wellbeing (including providing information about access to advocates such
as independent advocates and the National Aged Care Advocacy Program)
• how people affected by an incident (and/or their representatives) will be involved
in the management and resolution of the incident
• when an investigation is required by you to establish:
— the cause(s) of a particular incident
— the harm caused by the incident
— any operational issues that may have contributed to the incident occurring
• processes for undertaking an investigation
• when remedial action is required and the nature of those actions.
Your procedures may include different levels of investigation and may vary based
on the seriousness or type of incident.
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Documentation
Your incident management system must be documented, with written policies and procedures
regarding your incident management system made available to consumers and staff, and to family
members, carers, representatives, advocates and any other person significant to consumers.
Documented policies, procedures and information about your system must be accessible to the
person reading the documents. It is your responsibility to support people to understand how your
incident management system operates, including how to report an incident (or suspected incident),
the process for assessing/investigating an incident and the actions you will take in response
to incidents.

Record keeping
Section 15MC of the Quality of Care Principles states that, at a minimum, your incident management
system must enable you to record the following details in relation to each incident, regardless
of whether the incident is reportable under the SIRS:
• a description of the incident, including the harm that was caused (or that could reasonably have
been expected to have been caused) to each person affected by the incident and, if known,
the consequences of that harm
• whether the incident is a reportable incident
• the time, date and place at which the incident occurred, or was alleged or suspected to have
occurred (where this is known)
• the time and date the incident was identified
• the names and contact details of the people directly involved in the incident
• the names and contact details of any witnesses to the incident
• details of the assessment you have undertaken
• the actions taken in response to the incident, including to provide support and assistance
to those affected and any notifications to other bodies or persons
• any consultations undertaken with the persons affected by the incident, including to determine
the level of harm (or potential harm) to those persons and identify an appropriate resolution
to the incident
• whether persons affected by the incident have been provided with any reports or findings
regarding the incident
• the details and outcomes of any investigation undertaken by a provider (where this occurs)
• the name and contact details of the person making the record of the incident.
All incident records must be retained for a period of 7 years after the incident was identified. You
should maintain appropriate controls in relation to the privacy and confidentiality of all incident
information, particularly where it relates to sensitive and personal information of consumers.
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Roles and responsibilities
Your incident management system must set out the roles and responsibilities of staff members
in identifying, managing and resolving incidents and in preventing incidents from occurring.
It is your responsibility to ensure that staff are aware of your organisation’s incident management
system and understand their responsibility to comply with these requirements. Your incident
management system must include requirements for the provision of training to staff in the use
of, and compliance with, your incident management system.

Further guidance
For further guidance regarding establishing and maintaining an effective incident managing
system, refer to the Effective incident management systems: Best practice guidance.

agedcarequality.gov.au
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Overview
• Section 54-3 of the Aged Care Act defines a reportable incident and outlines the eight
types of reportable incidents that are required to be notified to the Commission
under SIRS.
• You must notify the Commission of all reportable incidents. The period of time
for notifying a reportable incident to the Commission will depend on your
categorisation of the incident as Priority 1 or Priority 2.
• In some cases, you must also notify police of the reportable incident within 24 hours
of becoming aware of the incident.
• As part of your online notification of a SIRS reportable incident, you are required
to confirm that you have provided a notice of collection (where appropriate)
to any person affected by the incident for whom you have recorded personal
or sensitive information.
• An incident does not need to be reported under the SIRS if the incident results from
the consumer choosing to refuse to receive care and services offered by the provider.
• Where a reportable incident occurs under SIRS that involves a consumer who is also
an NDIS participant, you will be required to notify both the Commission and the NDIS
Quality and Safeguards Commission.

agedcarequality.gov.au
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What is a reportable incident?
As an approved provider of residential care, or flexible care provided in a residential setting, you
are required to notify the Commission of reportable incidents. The notification and management
of reportable incidents is one part of your responsibility to have an incident management system.
The range of incidents that are reportable incidents under the SIRS is broader than those you were
required to report under previous compulsory reporting requirements.
Under section 54-3 of the Aged Care Act, a reportable incident is any of the following incidents that
have occurred, are alleged to have occurred, or are suspected of having occurred to a residential
care recipient (consumer), in connection with the provision of residential care, or flexible care
provided in a residential setting:
• unreasonable use of force against a consumer
• unlawful sexual contact or inappropriate sexual conduct inflicted on a consumer
• psychological or emotional abuse of a consumer
• unexpected death of a consumer
• stealing from, or financial coercion of, a consumer by a staff member of the provider
• neglect of a consumer
• use of a restrictive practice in relation to a consumer (other than in the circumstances
set out in the Quality of Care Principles)
• unexplained absence of a consumer from the service.
You must notify the Commission of all reportable incidents, even where you believe that you have
acted and responded appropriately, or where an internal or police investigation is underway.
However, the period of time for notifying a reportable incident to the Commission will depend
on your categorisation of the incident as Priority 1 or Priority 2, see Chapter 4 for details.
Your legislated responsibility to notify the Commission of a reportable incident applies regardless
of whether the consumer and/or their representative or family wish the incident to be notified.
You are required to determine how to appropriately involve people affected by the incident
(or their representatives) in managing and resolving the incident, but this does not mean they
can decide whether the incident is reported to the Commission or not.
As specified in Chapter 2, in some cases, you must also notify police of the reportable incident
within 24 hours of becoming aware of the incident. Police must be notified if there are reasonable
grounds to do so.
The phrase ‘reasonable grounds’ may include scenarios where an approved provider is aware
of facts or circumstances (alleged or known) that lead to a belief that an incident is likely
to be of a criminal nature and therefore should be reported to police. For example, if the approved
provider suspects the incident involves an indecent assault, or if there is an ongoing danger.
If you become aware of reasonable grounds at a later time, you must notify the police within
24 hours of becoming aware of those grounds.
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You are also required, as part of your online notification of a SIRS reportable incident, to confirm
that you have provided a notice of collection (where appropriate) to any person affected
by the incident for whom you have recorded personal or sensitive information (whether in records
regarding the reportable incident, or in the notification to the Commission).
Making the notification to the Commission does not replace your existing obligations to report
particular events to another person or body with relevant responsibilities in relation to the incident.

‘In connection with’ the provision of care
The definition of a reportable incident includes the phrase ‘in connection with’. The meaning
of ‘in connection with’ the provision of residential care or flexible care provided in a residential
setting is intended to be broad. It covers incidents occurring during the course of care being
provided to a consumer and incidents that arise out of the provision of that care (including because
the consumer is in the residential setting). For example, incidents that occur while the consumer
is outside of the service under the supervision of staff and for reasons that are in connection with
the provision of care, such as when they are attending a specialist appointment or are on a social
outing organised through the service, are included under the SIRS.
The SIRS is not intended to apply in respect of incidents that occur when a consumer is on leave
from the service, for example, because they are in hospital or are visiting family (without service
staff supervision). However, if you become aware of incidents during such periods where
a consumer is away from the service you must still act in the best interests of the consumer
to protect their wellbeing, including considering amendments to your risk assessments relating
to a consumer’s independent travel and outings where relevant. Depending on the nature,
suspicion or allegation of the incident about which you become aware, this may also mean
reporting matters to the police or other authorities. If the consumer has been harmed by the
incident you will also be required to manage the incident under your incident management system.
Further detail about each type of reportable incident is discussed below, including principles
to help your consideration of whether an incident is a reportable incident.

Commencement of the SIRS
The SIRS commenced in 2 stages. The first stage commenced on 1 April 2021. From this
date providers are required to report to the Commission all reportable incidents
assessed as Priority 1 reportable incidents.
The second stage commenced on 1 October 2021. From this date, providers must report
all reportable incidents. Reportable incidents must still be assessed as Priority 1
or Priority 2 as this will determine the relevant time for notifying the Commission.
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Incidents that are not reportable under the SIRS (that is, are out of scope)
An incident does not need to be reported under the SIRS if the incident results from
the consumer choosing to refuse to receive care and services offered by the provider.
For example, this may include where the consumer decides to decline health or medical
advice regarding their care despite being informed of the risks. An example would
be where a consumer chooses to eat food that is inconsistent with their dietary needs.
In supporting the consumer to make a decision for themselves, all reasonable
efforts must be made to assist the consumer and, where appropriate, their family
or representative, to understand the need for those care and services, including
any potential consequences or impacts of that refusal on the consumer’s health
and wellbeing and measures for mitigating the risk to the consumer.
In these circumstances, the consumer’s refusal should be recorded in relevant
care planning documents. The record should include the circumstances in which
the consumer has refused care and services and your understanding of why that
decision has been made, as well as measures taken to mitigate risk and support
the consumer’s wellbeing in the circumstances.

Incidents involving consumers who are also participants of the National
Disability Insurance Scheme
Registered National Disability Insurance Scheme (NDIS) providers are required to notify the NDIS
Quality and Safeguards Commission (NDIS Commission) of reportable incidents that result
in harm to an NDIS participant or occur in connection with the provision of supports and services
by registered NDIS providers.
Where a reportable incident occurs under SIRS that involves a consumer who is also an NDIS
participant, you will be required to notify both the Commission and the NDIS Quality and
Safeguards Commission.
It should be recognised that the definitions of what is considered a ‘reportable incident’ may differ
between the SIRS and the NDIS. Timeframes for reporting, and the information to be reported, may
also differ. For further guidance on reporting incidents to the NDIS Commission, refer to Reportable
Incidents Guidance – Detailed Guidance for Registered NDIS Providers 5.

5

https://www.ndiscommission.gov.au/document/596
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Unreasonable use of force
Subsections 15NA(2) and (3) of the Quality of Care Principles provide that unreasonable use of force:
• includes conduct ranging from a deliberate and violent physical attack to use of unwarranted
physical force
• does not include gently touching the consumer:
— for the purposes of providing care
— to attract the consumer’s attention
— to guide the consumer
— to comfort the consumer when they are distressed.
This definition captures conduct such as shoving, pushing, hitting, punching, kicking or rough
handling of a consumer. The use of force can be unreasonable regardless of whether it causes
injury or visible harm such as bruising. It will still be a reportable incident even where the
consumer does not require medical treatment. The period of time for reporting a reportable
incident to the Commission will depend on your categorisation of the incident as Priority 1
or Priority 2. Please see Chapter 4 for guidance on how to distinguish types of incidents as
Priority 1 or Priority 2. This is important information and will impact on when and how you notify
the Commission.
The definition is not intended to capture kind, considerate and respectful care, which
may include gentle touching of a consumer that would be objectively appropriate and acceptable
in the circumstances.
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What is not unreasonable use of force?

What is unreasonable use of force?

• Gently touching a consumer to attract their
attention or to guide them.

• The use of unwarranted or unjustified
physical force against a consumer,
including any rough handling of the
consumer in the delivery of care
and services.

• Gently touching a consumer to comfort them
if they are distressed.
• Accidental contact (unless it is careless
or negligent).
• Physical contact that has lawful justification.
For example, pushing a consumer out of harm’s
way (such as out of the way of an oncoming car
that would otherwise hit them or out of the way
of a falling item).
• Reasonable management or care of a consumer
taking into account any relevant code
of conduct or professional standard. For
example, where a staff member is genuinely
trying to assist a consumer and is acting in
accordance with applicable professional
standards and, despite the staff member’s
best intentions, the consumer receives a small
scratch that causes them no discomfort.

• Physical force including actions such
as hitting, punching, pushing, shoving,
kicking, spitting, throwing objects
towards consumers or making threats
of physical harm.
• Deliberate physical attacks or assaults
on a consumer.
• Any physical behaviour towards
a consumer that is an offence under
the law of a state or territory.
• Incidents of physical contact that
in isolation may not be significant but
when they occur over an extended period
of time, have an impact on the consumer.

• Minor disagreements between consumers.
For example, where one consumer taps
another consumer on the hand as the result
of a disagreement over a card game.
• Potential incidents. For example, where
a consumer is prevented from harming another
consumer through the intervention of a staff
member or other person.

The above examples are illustrative only. While some of these examples are clear cut reportable
incidents, there are other instances that will necessarily depend on the provider examining
the circumstances and making a reasonable judgement taking into account the impact on the
consumer. It is important to note that reporting requirements under SIRS include the reporting
of allegations of serious incidents regarding unreasonable use of force. In a scenario where
a consumer or their representative believes that an incident should have been reported and the
provider holds a different view, the Commission may receive a complaint about the provider’s
performance that it would then need to work to resolve.
agedcarequality.gov.au
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Important information for staff
Staff should consider how effective verbal communication can best support the delivery
of care and services. For example, it may be possible to engage a consumer in their care
by asking them to sit themselves up in bed, rather than automatically touching them
to assist them to sit up in bed. If the consumer does require assistance to sit up in bed,
staff must ensure that they explain what they are doing to help and use the gentlest
touch possible to achieve this.

Unlawful sexual contact or inappropriate sexual conduct
Subsections 15NA(4) and (5) of the Quality of Care Principles expand on the meaning of unlawful
sexual contact or inappropriate sexual conduct inflicted on the consumer to describe that unlawful
sexual contact or inappropriate sexual conduct as including:
• if the contact or conduct is inflicted by a person who is a staff member of the provider or a person
who provides care or services for the provider who is providing such care and services at the time
of the incident (e.g. while volunteering):
— any conduct or contact of a sexual nature inflicted on the consumer, including but not limited
to sexual assault, an act of indecency or sharing of an intimate image of the consumer
— any touching of the consumer’s genital area, anal area or breast in circumstances where this
is not necessary to provide care or services to the consumer
• any non-consensual contact or conduct of a sexual nature, including but not limited to sexual
assault, an act of indecency or sharing of an intimate image of the consumer
• engaging in conduct relating to the consumer with the intention of making it easier to procure
the consumer to engage in sexual contact or conduct.
The Principles also provide that it is not a reportable incident where there is consensual contact
or conduct of a sexual nature between the consumer and a person who is not a staff member,
for example is another consumer at the service or a volunteer (other than while they are providing
volunteer services).
This ensures, for example, that a consumer who wishes to engage in a consensual sexual
relationship with their partner, who is a volunteer at the service, is not prevented from
doing so. In this scenario, it is expected that the provider would support both the consumer
and the volunteer, such that volunteers working in an aged care service are clear as to what
is appropriate conduct while engaged as a volunteer.
The definition also ensures that any conduct or contact of a sexual nature inflicted on the
consumer by a staff member is always a reportable incident (i.e. consumer consent in this
circumstance will not negate the requirement to report the incident).
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The period of time for reporting a reportable incident to the Commission will depend on your
categorisation of the incident as Priority 1 or Priority 2. Please see Chapter 4 for guidance on how
to distinguish types of incidents as Priority 1 or Priority 2. This is important information and will
impact on when and how you notify the Commission.
While reports of unlawful sexual contact inflicted on a consumer were required under the
previous compulsory reporting scheme, and providers will therefore be familiar with the concept,
the requirement to notify incidents of this nature has been extended under the SIRS to also
include inappropriate sexual conduct. This is consistent with similar incident reporting schemes,
including the NDIS.
It is important to note that SIRS notification requirements are designed to protect vulnerable
consumers, not to restrict their sexual freedoms. Unlawful sexual contact or inappropriate sexual
conduct refers to non-consensual sexual activity involving consumers (unless the subject of the
allegation is a staff member, in which case any sexual contact is a reportable incident).

Consumers’ right to maintain relationships of choice
Consumers have the right to have control over and to make choices about their personal and social
life, including the right to sexual freedom and to give and receive affection. The Quality Standards
require providers to support consumers to exercise choice and independence, including to make
connections with others and maintain relationships of choice, including intimate relationships.
It is expected that you will support the consumers at your service to maintain connections
of importance to them.
These rights and freedoms include consumers with a mental or cognitive impairment. This means
you must balance your responsibilities in providing a safe environment for vulnerable consumers
with the consumer’s right to maintain relationships of choice.

Understanding capacity to consent
Consent and decision making capacity are central to the requirements in the Quality Standards.
You should therefore be familiar with assessing capacity and have existing systems and processes
(including relationships with relevant health professionals who undertake such assessments)
that support you to understand a consumer’s capacity to make informed decisions and provide
consent. This may include speaking with a consumer’s family and/or carer to gain additional
information and further understand the consumer’s capacity to consent, and ensuring that
consumers are supported to effectively communicate their concerns, wishes and consent.
It is acknowledged that consumers may have decision making capacity for some matters and not
others and that capacity can fluctuate, including for consumers with cognitive impairment who
may have moments of lucidity, such that their capacity to provide consent varies at different points
in time. However, it is expected that your workforce is trained and equipped to manage issues
of consent and determine a consumer’s ability to make decisions.
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When considering the nature of a sexual contact, it can be useful for providers to consider
the following questions:
• Does the consumer have the capacity to consent to this particular activity, at this time?
• Does the consumer have the capacity to refuse participation in the activity?
• Does the consumer have the capacity to agree to participate in the activity?
• Does the consumer show signs of distress?
Determining a consumer’s capacity to consent to sexual activity is a decision that may also
be informed by an assessment by a health professional, which should be considered on a caseby-case basis. If it is determined that the consumer has the capacity to consent to the
particular activity at that particular time, and the consumer’s family and/or carer disagree
with that assessment, providers should manage that through careful and sensitive discussion.
Capacity to consent should be reviewed on a regular basis.
If you have doubt about a consumer’s capacity to consent to an incidence of sexual contact,
then the incident should be notified. Any incident of sexual contact that results in a consumer
being distressed or upset should also be notified.

Important information for staff
At times staff may witness consumers engaging in activities that they are unsure
about whether to report. For example, where they see a consumer kissing another
consumer, or where a consumer has their hand under the clothing of another consumer.
In determining whether the incident is reportable, staff should be encouraged
to consider the person’s capacity to consent to the activity, and the relationship
between the parties. It is critical to note that consumers with a cognitive impairment
may not be aware or able to comprehend the nature of what is happening to them
during sexual activity and in the absence of apparent resistance or obvious distress,
staff may wrongly assume that ‘no observable impact’ means the activity is consensual.
Broader commentary on unlawful sexual contact
There may be a range of emotional, behavioural, and physiological responses
to unlawful sexual contact, including symptoms related to post-traumatic stress,
such as depression and withdrawal. Sometimes these will mirror symptoms of cognitive
impairment such as agitation, distress and confusion. There may be no discernible
response. This does not mean that the person has not suffered from physical,
emotional or psychological trauma.
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What is not unlawful sexual contact
or inappropriate sexual conduct?

What is unlawful sexual contact
or inappropriate sexual conduct?

• Consensual acts of affection such
as greeting someone with a kiss
on the cheek or a hug.

• Any conduct or contact of a sexual nature
inflicted on the consumer by a staff member
or a person who provides care or services for
the provider, while that person is providing
such services (e.g. while volunteering).

• Consensual sexual relations between
consumers, or between a consumer
and their partner who is not a consumer
at the service.
• Gestures of comfort, for example a carer
rubbing a consumer’s back or patting
a consumer on the knee where this aligns
with the consumer’s personal preferences.
• Helping a consumer to wash and
dry themselves, where the carer
is acting in accordance with applicable
professional standards.

• Sexual contact without the consumer’s
consent, against their will or where consent
is negated for other reasons such as lack
of capacity to consent.
• Having sexual intercourse or sexually
penetrating a consumer (with a body part
or an object) without consent.
• Touching consumer’s genitals (or other
private areas) without a care need.
• A person masturbating, showing their
genitals to a consumer or exposing
themselves in the presence of a consumer.
• Undressing in front of a consumer
or watching consumers undress
in circumstances where supervision
is not required.
• Inappropriate exposure of consumers
to sexual behaviour of others.
• Sexual innuendos, sexually explicit language
or showing pornography to a consumer
or using a consumer in pornography.
• Grooming, stalking or making sexual threats
to or in the presence of a consumer.
• Forcing, threatening, coercing or tricking
a consumer into sexual acts.
• Unlawful sexual contact encompasses
any behaviour of a sexual nature that
is an offence under any criminal statute
of a state, territory or the Commonwealth.
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The above examples are illustrative only. Whether contact or conduct of a sexual nature is unlawful
or inappropriate will need to be assessed in each individual case. For example, in the context
of someone making a gesture of comfort, it is important to understand whether the consumer
perceives that gesture to be comforting. Some consumers will be more comfortable with physical
touch than others, and you will need to assess the situation based on your knowledge of the
consumer and their relationships with those providing comfort. You will also need to determine
whether a reportable incident is a Priority 1 or Priority 2 incident (further information on Priority 1
and Priority 2 is outlined in Chapter 4).

Important information for staff
Staff are expected to engage with consumers appropriately and respectfully,
and to maintain professional boundaries. For example, it is not appropriate
to encourage consumers to engage with staff in a sexually inappropriate manner,
such as telling sexual jokes or making sexual innuendos or crude comments.

Psychological or emotional abuse
Subsections 15NA(6) and 15NA(7) of the Quality of Care Principles expand on the meaning
of psychological or emotional abuse to provide that psychological or emotional abuse
of a consumer includes conduct that has caused, or that could reasonably have caused,
the consumer psychological or emotional distress, including actions such as:
• taunting, bullying, harassment or intimidation
• threats of maltreatment
• humiliation
• unreasonable refusal to interact with the consumer or acknowledge the consumer’s presence
• unreasonable restriction of the consumer’s ability to engage socially or otherwise interact
with people
• repetitive conduct or contact which does not constitute unreasonable use of force but the
repetition of which has caused, or could reasonably have caused, the consumer psychological
or emotional distress.
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As part of the Quality Standards, consumers must be treated with dignity and respect at all
times. It is expected that you have systems and processes in place to ensure consumers feel
accepted and valued (regardless of their needs, ability, gender, age, religion, spirituality, mental
health status, ethnicity, background or sexual orientation) and that consumers feel safe to report
disrespectful care or discrimination. The systems and processes you have in place should ensure,
for example, ongoing education and training for the workforce and feedback to staff about how
they provide care and services in a way that is respectful, culturally appropriate and ensures
consumers feel valued and heard.

Patterns of abuse
In addition to incidents that comprise a single event, such as a staff member yelling at a consumer,
this category includes incidents that are part of a pattern of abuse. While the behaviour may not
cause significant harm or suffering to the consumer in each instance, the repetitive nature of the
behaviour (over time) has a cumulative effect which intensifies the level of harm to the consumer,
or consumers.
Your incident management system must be able to record incidents in a way that allows for
repeated minor instances of these types of behaviour to be identified easily so that any pattern
of abuse can be recognised and notified as a single reportable incident (as well as acted on by the
service to prevent recurrence).

Important information for staff
Staff may witness others interacting with consumers in a way they consider
inappropriate or disrespectful. Examples include, a staff member giving abrupt,
terse or brusque orders to consumers, or a visiting family member making inappropriate
or cruel comments or jokes to a consumer or within earshot of a consumer.
Where this occurs, staff must be encouraged to raise it with the person directly
or with service management and consider whether it should be reported. Any incident
or series of incidents that cause a significant negative impact on a consumer should
be considered a reportable incident.
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What is not psychological
or emotional abuse?

What is psychological
or emotional abuse?

• A person raising their voice to attract
attention or speak with a consumer who
has hearing difficulties.

• Yelling, name calling, bullying or harassing
a consumer.

• Minor disagreements between consumers.

• Making threatening or aggressive gestures
towards a consumer or feigning violence.

• Making reasonable requests of a consumer
to enable the safe and effective delivery
of care and services (for example, asking
a consumer to cooperate or encouraging
a consumer to eat their dinner).

• Humiliating or intimidating a consumer.

• Unreasonably ignoring a consumer,
threatening to withhold care or services
from a consumer or threatening to mistreat
a consumer.
• Unreasonably refusing a consumer
access to care or services
(including as a punishment).
• Taunting, making disparaging comments
about a consumer’s gender, sexual
orientation, sexual identity, cultural identity
or religious identity or constantly criticising
a consumer.
• Making repeated actions such as flicks, taps
and bumps to a consumer (which of itself
does not constitute physical assault but
the repetitive nature causes psychological
or emotional anguish, pain or distress).
• Any action inflicted on a consumer where
the individual is knowingly causing anguish
or distress to a consumer (for example,
calling a consumer by the wrong name
or ignoring a consumer’s expressed
(and reasonable) preferences).

The above examples are illustrative only and each case will need to be assessed. While any
incident resulting in a consumer being evidently upset or humiliated should be a reportable
incident, as noted above under the heading Understanding capacity to consent, incidents of abuse
involving a consumer who is not notably ‘harmed’ or who, due to a cognitive impairment, does not
recognise the action as abuse, are also reportable incidents. If a reportable incident is identified
you will also need to determine if it is a Priority 1 or Priority 2 incident (further information
on Priority 1 and Priority 2 is outlined in Chapter 4).
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Unexpected death
Subsection 15NA(8) of the Quality of Care Principles expands on the meaning of unexpected death
of a consumer to provide that this includes death in circumstances where:
• reasonable steps were not taken by the provider to prevent the death
• the death is the result of care or services provided by the provider or a failure by the provider
to provide care and services.
Providers are required to notify any death where the provider, including staff and health
professionals engaged by the provider:
• did not take appropriate steps to prevent or mitigate an incident which resulted in the death
of a consumer
• did not take appropriate action to assess and treat a consumer following an incident
and the consumer died as a result of injuries related to the incident
• was (or reasonably should have been) aware of a consumer’s condition and did not take timely
and adequate steps to assess and treat the consumer
• made clinical mistake(s) resulting in death
• did not deliver care and services in line with a consumer’s assessed care needs or provided
clinical care and services that were poorly managed or not in line with best practice, resulting
in death.
A death may occur immediately, or some time, after a ‘mistake’ was made or a ‘failure’ or incident
occurred. Where the death could reasonably be considered to be related to a mistake, failure
or incident, your obligation to notify the Commission is in addition to notifying the coroner
in accordance with state/territory requirements and this applies even where a coroner has not yet
determined the cause of death, or where the provider is advised of such a death which may not
have occurred at the service. You are not required to report all deaths where the cause of death
is yet to be confirmed, only those that could reasonably be considered to be related to a mistake,
failure or incident. If the cause of death does not include circumstances mentioned under
section 15NA(8) of the Quality of Care Principles, you are not required to notify the Commission
of the unexpected death.
All unexpected death reportable incidents are considered Priority 1 reportable incidents
for the purposes of notifying the Commission (see Chapter 4).
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Additional reporting obligations for deaths
Each state and territory has specific requirements in relation to the obligations of providers
to notify a death to other bodies, such as the coroner and police.
If a death is required to be reported to the coroner of a state or territory, it is the coroner’s role
to determine the date, place and circumstances and medical cause of that death.
It is acknowledged that this process can take some time and, as a result, you may not be able
to provide all required details at the time of reporting an unexpected death to the Commission.
Refer to Chapter 4, under the heading Notifying Priority 1 reportable incidents for information
on providing additional information to the Commission. You are expected to notify the Commission
as significant new information becomes available using the Commission-approved form.
As there may be multiple reporting obligations, providers are strongly encouraged to have policies
and procedures for staff to understand how to respond to a death, including who is responsible
for notifying the Commission and other bodies and the timeframes for reporting.

Important information
It is acknowledged that unexpected deaths may occur even where staff do everything
within their power to appropriately assess and manage a consumer’s condition
(including injuries sustained from an incident).
While you may not be able to ascertain whether the death is related to an incident
or the actions (or lack of action) until a coroner has assessed the death, any time
you are unsure of whether a death was related to a specific incident, mistake or poor
management or care – including where a resident is admitted to hospital following
an incident and then dies in hospital – this should be reported.
Deaths may be referred to a coroner for a range of reasons, including if a person dies
unexpectedly, or from an accident or injury, or if the death is unnatural or violent,
or a doctor has not been able to sign a death certificate because the cause of death
is unknown.
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What is not an unexpected death?

What is an unexpected death?

• Where a consumer dies as a result
of an ongoing illness, disease or condition
that was appropriately assessed, monitored
and managed (including where the
consumer was receiving palliative care
and appropriate end-of-life medications).

• Where a consumer falls while being moved
or shifted, with the injuries sustained
resulting in the consumer’s death.

• Where a consumer is involved in an incident
and later dies as a result of an unrelated
condition or illness.
• Deaths resulting from outbreaks of disease
(for example, separate reporting processes
have been established in relation
to outbreaks of COVID-19).

• Where poor quality clinical care is provided
to a consumer resulting in their death.
For example, a pressure injury or wound
is untreated or not regularly tended
to and becomes infected resulting
in the consumer’s death.
• Where medical assessment or treatment
is delayed, resulting in a consumer’s death.
For example, a consumer falls and is not
assessed immediately afterwards and later
dies as a result of injuries sustained from
the fall.

While the above examples are illustrative only, all unexpected deaths of a consumer that meet
Subsection 15NA(8) of the Quality of Care Principles must be notified to the Commission.
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Stealing or financial coercion by a staff member
Subsection 15NA(9) of the Quality of Care Principles confirms that stealing from, or financial
coercion of, a consumer by a staff member includes:
• stealing from a consumer by a staff member of the provider
• conduct by a staff member of the provider that:
— is coercive or deceptive in relation to the consumer’s financial affairs
— unreasonably controls the financial affairs of the consumer.
Reportable incidents of stealing or financial coercion notifiable under the SIRS are limited
to the actions of a staff member of the service. A staff member is defined in the legislation
to include an individual who is employed, hired, retained or contracted by the provider
(whether directly or through an agency) to provide care or other services.
When assessing whether you are required to report an incident, suspicion or allegation of stealing
by a staff member, not every missing item must be notified to the Commission. However
you are required under the SIRS to notify the Commission if you have a reasonable belief that
a staff member is responsible for a missing or stolen item or items.
The obligation to report the staff member’s actual, suspected or alleged conduct is not dependent
on the nature of the theft or financial coercion. However, from a consumer’s perspective,
it is important to recognise that the effect on a consumer is not necessarily greater where items
of greater value or large sums of money are stolen; for example, items of emotional or sentimental
value or day-to-day items that the consumer uses regularly may have a more significant
psychological or emotional impact on the consumer. You should consider the impact the incident
has on the consumer and not merely the financial significance of the items in question, so that
relevant impacts are included and explained when categorising and reporting such an incident
to the Commission. Therefore in order to determine the timeframes in which the Commission must
be notified of such an incident, it is important to be clear whether the conduct has caused, or could
reasonably have caused, psychological injury or discomfort to the consumer, and/or whether there
are reasonable grounds to report the incident to the police.
Repeated cases of theft or a pattern of missing items should be considered as more serious. Your
incident management system must be able to record incidents in a way that allows for any pattern
or series of incidents to be recognised and appropriately managed.
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Missing items and unknown subject of the allegation
Where a consumer’s money or valuables go missing without explanation, you should try to help
the consumer to locate the item(s). If they cannot be found and the consumer believes that
a staff member is responsible and appears concerned or distressed about the loss, this should
be notified to the Commission. If the item is subsequently located, you should provide an update
to the Commission.
It is acknowledged that you may not always be able to identify the subject of the allegation
at the time of reporting an incidence of stealing. However, it is expected that you will conduct
an investigation to try to locate the item and/or to identify who stole the item or how it came
to be missing/reported stolen.

Financial coercion
Financial coercion relates to the forced, deceptive or fraudulent control of a person’s finances.
This can include a staff member:
• encouraging a consumer to give them gifts or money
• advising a consumer to change their will
• using power of attorney to inappropriately control a consumer’s finances
• obtaining financial advantage by deceiving a consumer
• pressuring, bullying or threatening a consumer in any way to obtain a financial benefit.

Important information for staff
There may be circumstances where staff are out with a consumer (for example,
accompanying them to an appointment) and the consumer offers to purchase the staff
member a coffee or lunch. While this should generally be discouraged (and your
organisation may have rules or a professional code of conduct that prevents this),
this is not the type of incident that would qualify as a serious incident for notification
purposes. However, if you witness (or receive an allegation/hold a suspicion about)
a staff member specifically asking or coercing a consumer to purchase something
for them (even items of low value, particularly on a repeated basis), this should
be reported.
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What is not stealing or financial coercion?

What is stealing or financial coercion?

• Where a consumer willingly, of their own
volition, buys a staff member a coffee while
out for an appointment.

• Where a staff member coerces a consumer
to change their will in favour of the
staff member.

• Where a consumer or their family
give a carer a gift to thank them
for their support.

• Where a staff member steals money
or valuables from a consumer.

• Where items go missing but are quickly
found to have been misplaced.

• Where a staff member asks or coerces
a consumer to buy something for them
or another person.
• Where a staff member uses power
of attorney to steal money from a consumer.
• Where an item goes missing and the
consumer (or their family) have alleged
or suspect that a staff member is involved.

The above examples are illustrative only and each case will need to be assessed individually.

Neglect
Subsection 15NA(10) of the Quality of Care Principles states that neglect of a consumer includes:
• a breach of the duty of care owed by the provider, or a staff member of the provider,
to the consumer
• a gross breach of professional standards by a staff member of the provider in providing care
or services to the consumer.

Breach of duty of care
A duty of care refers to the obligation to take reasonable care to avoid injury to a person who,
it can be reasonably foreseen, might be injured by an act or omission. A duty of care exists when
someone’s actions could reasonably be expected to harm other people. If a consumer is relying
on you and your staff to be careful, and that reliance is, in the circumstances, reasonable, then
it will generally be the case that you owe them a duty of care.
Neglect includes an action, or a failure to act, by the provider or a staff member towards
a consumer that has resulted in harm, injury, poor health outcomes, emotional distress or the
death of a consumer. It can be a single significant incident where, for example, a carer fails to fulfil
a duty, resulting in actual harm to a consumer or where there is the potential for significant harm
to a consumer. Neglect can also be ongoing, repeated failures by a provider to meet a consumer’s
physical or psychological needs.
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Choice and control
As part of the Quality Standards, consumers have the right to have control over and make choices
about their care, and to do things that involve a level of risk in line with their personal freedoms.
You are required to balance your duty of care to consumers with your responsibilities under the
Quality Standards and the Charter to support consumers to make their own choices, even if those
choices come with risk.
For example, this category of reportable incident is not intended to capture situations where
a consumer chooses not to shower (where showering is provided in line with the consumer’s
preferences) or a consumer with diabetes who, knowing the risks, chooses not to eat a diabetic diet
and, as a result, has a wound with poor healing prognosis.
Where a consumer with cognitive impairment refuses to receive care and services in line with their
assessed care needs, and this refusal may result in harm to the consumer or impact negatively
on the consumer’s health and wellbeing, all reasonable efforts must be made to encourage the
consumer to receive those care and services.
For this reason, the Quality of Care Principles expressly state that an incident will not be notifiable
under the SIRS if the incident results from the consumer choosing to refuse to receive care
and services offered by the provider. In these circumstances, the consumer’s refusal should
be documented in relevant care planning documents.

Gross breach of professional standards
All staff members tasked with the provision of care and services to consumers are required to carry
out their duties in accordance with their job descriptions, with the knowledge and skills attained
as part of their profession or any qualifications, and in accordance with any applicable codes
of conduct, practice or standards expected of their employer.
Not all staff will have professional standards tied to their role. For example, personal care workers
do not have a universal professional code of practice or standards. However, staff members may
be subject to codes of behaviour or practice relevant to their role under their terms of employment.
For those staff members who are subject to professional standards as a consequence
of registration or accreditation (for example, medical, nursing and allied health professionals),
there will be a higher threshold of professional training and qualifications, knowledge and skills,
and scope of practice, and hence a higher threshold of conduct expected.
The content of professional standards varies but may relate to:
• the manner in which a consumer is to be treated (including their rights to privacy and dignity)
• the need for tailored, frequent and clear communication with a consumer
• ensuring informed consent and good record keeping
• providing culturally appropriate care
• providing quality care and services.
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There are pathways for reporting breaches of professional standards to the overseeing agency
(for example, the Australian Health Practitioner Regulation Agency – AHPRA) where these
professional standards are not met.
While professional and other standards set a minimum expectation of behaviour and conduct,
not all breaches of standards will be reportable to the Commission for the purposes of this
category of reportable incident.
Where there have been breaches of standards that result in misunderstandings, near misses 6,
short term consumer distress or poor outcomes that affect a consumer’s confidence in a staff
member, these incidents are not necessarily reportable, and may be best addressed through
continuous improvement, professional development and complaints management.
In contrast, a gross breach may be evident where a staff member has an obligation to provide
care and services, and they have failed to perform their duties in line with relevant standards,
and to the level a reasonable person would expect of them in their role, and their failure directly
leads to harm to a consumer’s health or wellbeing including significant injury (physical, mental
or emotional) or death.
For example, these may include instances where:
• a consumer has been provided with treatment and any requisite informed consent
was not obtained
• a consumer with poor proficiency in English was denied the right to an interpreter to support
the development of a care plan or to seek consent to a particular medical treatment
• vital medication or treatment has not been provided which would have prevented
an adverse incident
• assistance to a consumer has been withheld without a lawful reason for such a period as to lead
to harm to the consumer
• a consumer’s rights to privacy and confidentiality have been breached resulting in their personal
information being widely disclosed or inappropriately provided to unauthorised individuals such
as to have a significant impact on a consumer
• a consumer has suffered significant injury or death as a direct result of a staff member’s
incompetence or failure to provide quality care and services.

6	A ‘near miss’ is when an occurrence, event or omission happens that does not result in harm (such as injury,
illness or danger to health) to a consumer or another person, but had the potential to do so. Please refer
to the Effective incident management systems: Best practice guidance for further information.
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What is not neglect?

What is neglect?

• An isolated incident of late or missed
administration of medications where there
is no significant impact on the consumer.

• Depriving a consumer of basic necessities,
including food, drink or clothing.

• Rapid weight loss as a result of disease,
where all reasonable efforts are made
to ensure the consumer is receiving
adequate nutrition.
• Where a consumer chooses not to receive
care and services in line with their assessed
care need, for example:
— where a consumer with dysphagia
chooses not to eat a liquified diet and
is appropriately supervised while eating
— where a consumer with diabetes chooses
not to eat a diabetic diet
— where a consumer with liver disease
chooses to drink alcohol
— where a consumer chooses not to shower,
brush their teeth or brush their hair
— where a consumer with a chronic
condition or disease chooses
not to undergo clinical treatment
— where a consumer chooses to smoke
despite having a chronic respiratory
condition or other condition exacerbated
by smoking.
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• Withholding personal care, such
as showering, toileting or oral care.
• Regular late or missed administration
of medications, or failure to administer
correct or time critical medications.
• Failing to supervise a consumer
in an environment that leaves them
susceptible to injury. For example:
— leaving a consumer outside unprotected
in the sun resulting in significant burns
— leaving a consumer enclosed in a vehicle
on a hot day where the temperature
in the vehicle is likely to increase
rapidly and cause significant harm
to the consumer
— failing to supervise consumers where they
may wander into unsafe environments
such as busy roads, construction sites
or bodies of water.
• Failing to monitor a consumer’s nutrition and
hydration, resulting in rapid weight loss and
clinical complications.
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What is not neglect?

What is neglect?
• Failing to seek appropriate medical
assessment and treatment for a consumer
where they appear unwell or are injured.
For example:
— failure to treat injuries or wounds
— failure to assess and manage pain
— failure to seek medical diagnosis
or treatment when a consumer shows
signs of illness
— failure to call an ambulance when the
consumer’s injuries or illness require
treatment in hospital.
• Failing to ensure a consumer is reviewed
regularly by a health professional
or specialist in line with their documented
care needs.
• Failing to appropriately modify a consumer’s
meals to account for their difficulty
of swallowing as recorded in their care
plan, or failure to give sufficient assistance
to a consumer to eat their food, resulting
in the consumer not being able to eat meals
or choking.
• Lack of consistent clinical oversight
exacerbating conditions requiring acute
care, such as, lymphedema, contractures,
catheter care and infections.

These examples are illustrative only and each case will need to be assessed individually.
There may be incidents of neglect that are minor and do not necessarily need to be reported
to the Commission. In these instances, the incident may be best addressed through the service’s
continuous improvement process and should be clearly documented in the service’s records.
Where a consumer chooses not to receive care or services, it is important for approved providers
and their staff to maintain consumers’ rights, including their autonomy and choice. However,
a provider remains responsible for ensuring choices are informed, that any tension between
refusal of care and services and professional or legal obligations is managed, and that any relevant
discussions and consideration are appropriately documented.
agedcarequality.gov.au

41
308

Chapter 3: Types of incidents to be notified

Inappropriate use of restrictive practices
Section 54-3 of the Aged Care Act provides that the use of restrictive practices in relation
to a consumer (other than in the circumstances set out in Part 4A of the Quality of Care Principles)
is a reportable incident.
The amendments to Part 4A of the Quality of Care Principles seek to clarify and strengthen
the requirements in relation to the use of restrictive practices by providing that certain practices
or interventions are restrictive practices, setting out circumstances for the use of restrictive
practices, and specifying other responsibilities of approved providers applicable to the
use of restrictive practices. Section 15E of the Quality of Care Principles defines the following
practices or interventions as restrictive practices where the primary purpose is to influence
the care recipient’s behaviour:
• Chemical restraint
• Environmental restraint
• Mechanical restraint
• Physical restraint
• Seclusion.
Only when providers have explored and exhausted alternatives to restrictive practices, and have
satisfied a number of conditions, can restrictive practices be used as a last resort. The Quality
of Care Principles also set out responsibilities that apply if the use of a restrictive practice
is necessary in an emergency.
Any restrictive practice that is inconsistent with the requirements in the Quality of Care Principles
must be notified to the Commission.

Use of restrictive practices
You must not use a restrictive practice in relation to a consumer unless:
• it is used as a last resort to prevent harm to the consumer or another person, and after
consideration of the likely impact of the restrictive practice on the consumer
• an approved health practitioner who has day to day knowledge of the consumer has assessed
the consumer as posing a risk of harm to themselves or another person, and has assessed
the restrictive practice as necessary, and these assessments have been documented
• best practice alternatives to restrictive practices have been used to the extent possible
and the alternatives considered or used have been documented
• the restrictive practice is used in the least restrictive form, and for the shortest time, possible
• you have the informed consent of the consumer or the restrictive practices substitute
decision‑maker to use the restrictive practice
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• the use of the restrictive practice complies with any relevant provisions of the consumer’s care
and services plan (or Behaviour Support Plan from 1 September 2021)
• the use of the restrictive practice complies with the Aged Care Quality Standards
set out in Schedule 2 of the Quality of Care Principles
• the use of the restrictive practice is not inconsistent with the Charter of Aged Care Rights
set out in Schedule 1 of the User Rights Principles 2014
• the use of the restrictive practice meets the requirements (if any) of the law of the State
or Territory in which the restrictive practice is used.

Additional requirements for the use of restrictive practices that are
chemical restraint
In addition to the requirements above, you must not use a restrictive practice that is chemical
restraint in relation to a consumer unless:
• a medical practitioner or nurse practitioner has assessed the consumer as posing a risk of harm
to themselves or another person, has assessed the use of the chemical restraint as necessary,
and has prescribed the medication
• the assessments, the consumer’s behaviours relevant to the need for the chemical restraint,
the practitioner’s decision to use the chemical restraint, the reasons the chemical restraint
is necessary, and the information that informed the practitioner’s decision, have been recorded
in the consumer’s care and services plan in accordance with the Quality Standards
• you are satisfied that informed consent has been given by the consumer or the restrictive
practices substitute decision-maker.
If a medical practitioner or nurse practitioner prescribes medication, they are responsible
for seeking informed consent. In doing so, the practitioner must be aware of their ethical and legal
obligations, including under relevant state and territory laws.
While the provider is not responsible for obtaining consent for restrictive practices that
are chemical restraint, the Commission
expects clinical governance arrangements to be in place to ensure that consent has been obtained,
and that this is consistent with state and territory laws. This falls predominantly within Standard 8
of the Quality Standards. Providers are expected to:
• have effective organisation-wide governance systems in place including a clinical governance
framework which minimises the use of restrictive practices; and
• have effective organisation-wide governance systems for regulatory compliance.
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Requirements for using restrictive practices
If you do use restrictive practices in relation to a consumer, while the restrictive practice is being
used you must:
• monitor the consumer for signs of distress or harm; side effects and adverse events; and changes
in mood or behaviour, well-being, and the consumer’s ability to maintain independent function
and engage in activities of daily living.
• monitor, review and document the need for the restrictive practice
• monitor the effectiveness of the restrictive practice, and the effect of changes in the use of the
restrictive practice
• make changes to the consumer’s environment to reduce or remove the need for the use of the
restrictive practice.
• if the restrictive practice used is chemical restraint, you must also provide information about
the effects and use of the chemical restraint to the prescribing practitioner.

Use of restrictive practices in an emergency
The Principles enable the temporary use of restrictive practices in the event of an emergency
without regard to some of the requirements listed above, including the provision of consent.
If a restrictive practice is used in an emergency, you must, as soon as practicable after
the restrictive practice starts to be used:
• if the consumer lacked capacity to give consent, inform the restrictive practices substitute
decision-maker about the use of the restrictive practice.
• document in the consumer’s care and services plan:
— the consumer’s behaviours that were relevant to the need for the restrictive practice
— the alternatives to the restrictive practice that were considered or used
— the reasons the restrictive practice was necessary
— the care to be provided to the consumer in relation to their behaviour
— a record of having informed the restrictive practices substitute decision-maker about
the use of the restrictive practice
— all assessments, information and decisions relevant to the use of the restrictive practice.
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Requirements for care and services plans in relation to the use
of restrictive practices
From 1 September 2021, providers are required under the Principles to have a Behaviour Support
Plan in place for every consumer who exhibits behaviours of concern or changed behaviours,
or who has restrictive practices considered, applied or used as part of their care. The Behaviour
Support Plan forms part of the individual care and services plan, and does not replace it.
The Behaviour Support Plan must set out information about the consumer that helps the provider
to understand the consumer’s background and changed behaviours, including but not limited to:
• any assessments which have been carried out regarding those behaviours,
• known triggers which may precede those behaviours,
• alternative strategies which are known to be successful, or unsuccessful, in managing those
behaviours, and
• any restrictive practices which are used or applied once alternative strategies have been tried.
It must also include evidence of consent from the consumer or their restrictive practices substitute
decision-maker.
Further guidance on the use of restrictive practices in residential care services can be found
on the Commission’s website 7.

7

https://www.agedcarequality.gov.au/providers/assessment-processes/minimising-restraints
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What is not inappropriate use
of restrictive practice?

What is inappropriate use
of restrictive practice?

• Where a provider uses a restrictive
practice on a consumer consistent
with the requirements in the Quality
of Care Principles.

• Restricting a consumer’s movement
other than in line with the appropriate
use of a restrictive practice, for example,
inappropriate use of bed rails or a lowered
bed that makes it difficult for a consumer
to get out; placing a table or something
in front of a consumer in order to limit their
ability to move; using vortex illusions (such
as floor rugs) that prevent the consumer
from moving out of fear of the illusion.

• Where a provider uses a restrictive practice
without consent in an emergency situation
and informs the consumer’s representative
as soon as practicable after the restrictive
practice starts to be used.
• Where a provider administers a drug
to a consumer as prescribed for the
treatment of a diagnosed health condition
(and this is documented, and the
consumer’s representative is informed
in advance of administering the drug)

• Seclusion or confinement of a consumer
where voluntary exit is prevented
or not facilitated.
• Use of a bed belt or lap sash restraint.
• Physically blocking a consumer’s path,
holding onto a consumer preventing their
movement or holding a consumer down.
• Removing the battery out of consumer’s
electric wheelchair or putting mobility aids
out of a consumer’s reach, in order to limit
their movement.
• A restrictive practice used in an emergency
that does not comply with the requirements
in the Quality of Care Principles.
• Any drug that is used to control, sedate
or restrict the movement or behaviour
of a consumer instead of for the treatment
of a diagnosed health condition.
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Use of a restrictive practice that is not reportable under the SIRS
The use of a restrictive practice in relation to a consumer is not a reportable incident
if the use of a restrictive practice is:
• in transition care (in a residential setting), and
• in accordance with Part 4A of the Quality of Care Principles (assuming that that Part
applied to the residential care recipient in relation to that care).

Unexplained absence from care
Subsection 15NA(11) of the Quality of Care Principles provides that an unexplained absence
of a consumer from the residential care service of the provider means an absence of a consumer
from the residential care service in circumstances where there are reasonable grounds to report
the absence to police.
This means that the Commission must be notified where:
• a consumer is absent from the service, and
• the absence is unexplained (i.e. the consumer is missing from the service and you are unaware
of any reason for their absence), and
• there are reasonable grounds for reporting the absence to the police (whether or not the absence
has been reported to the police).
It is expected that you will report an unexplained absence to the police within a reasonable
timeframe so an appropriate response and actions can be taken to locate the consumer.
You are also required to report the absence to the Commission as soon as reasonably practicable,
and within 24 hours after becoming aware of the incident.
All reportable incidences of unexplained absence of a consumer are considered to be Priority 1
reportable incidents for the purposes of notifying the Commission (see Chapter 4).
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Absent consumers who return
If a consumer returned to the service before you became aware that they were missing, there
is no requirement to notify this to the Commission as an unexplained absence reportable incident.
However, you should consider whether the incident meets the definition of another category
of reportable incident. For example, if a consumer with cognitive impairment left the service
due to a breach of duty of care, has returned to the service before you became aware that they
were missing and the consumer has sustained an injury; this should be reported as neglect.
If you have been advised that a consumer is in hospital and you were not aware at that time that
they were missing, you are required to notify the Commission of the unexplained absence.
All unexplained absences of a consumer should be recorded in your incident management
system, and the consumer’s care plan, so that consumer behaviours or wandering patterns
can be understood and appropriately managed.

Indicators of a reportable incident
In addition to reportable incidents that are disclosed to staff, there are also additional signs
that may indicate a consumer has been affected by what may be a reportable incident. Some
consumers may be uncomfortable or unable to notify of an incident that has occurred for fear
of the subject of the allegation finding out, of being hurt or having care and services taken from
them. All staff at your service should be aware of, and alert to, indicators of potential incidents.
The following table provides some examples of potential indicators and signs associated with
different types of reportable incidents. These are examples only and staff should always be alert
to any consumers displaying unusual or out of character behaviours.
Incident types

Possible indicators

Unreasonable
use of force

• Avoiding certain activities or areas of the service
• Being overly compliant with staff where this is out of character
• Frequent and overall drowsiness (associated with head injuries)
• Out of character aggression
• Being unusually withdrawn, sad or emotional, crying
• Depression
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Incident types

Possible indicators

Unlawful sexual
contact or
inappropriate
sexual conduct

• Dropping hints that appear to be about abuse or making vague
or incomplete references to unlawful sexual contact
• Sudden changes in behaviour or character, such as depression,
anxiety attacks, or social or emotional withdrawal (e.g. crying,
sweating, trembling, distress, agitation, anger, violence, leaving
or wanting to leave a residential aged care service without
explanation or reason seeking comfort and security)
• Bruises, pain, bleeding – including redness and swelling around
breasts, thighs or genitals
• Presence of a urinary tract infection or unexplained sexually
transmitted disease
• Torn or stained clothing or bedding
• Avoiding or being fearful of a particular person or gender
(staff member, consumer or other)
• Sleep disturbances, refusing to go to bed, and/or going
to bed fully clothed
• Refusing personal care or to shower
• Requesting a lock on their room

Psychological or
emotional abuse

• Depression, withdrawal, crying or emotional behaviour
• Being secretive
• Trying to hide information and personal belongings
• Speech disorders
• Weight gain or loss
• Feelings of worthlessness about life and themselves, low self-esteem
• Self-abuse, self-destructive behaviour, suicidal ideation
• Attention-seeking behaviour, disruptiveness, aggressiveness
• Being overly compliant with staff
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Incident types

Possible indicators

Stealing or
financial coercion

• Reported sudden decrease in bank balance
• No financial records or incomplete records of payments
and purchases
• Person controlling the finances does not have legal authority
• Sudden changes in banking practices
• Sudden changes in will or other financial documents
• Unexplained disappearance of money or valuables
• Consumer does not have enough money to meet their budget
or is often unable to attend outings and activities due to lack of funds.
• Borrowing, begging, stealing money

Neglect

• Weight loss
• Requesting food more often, being very hungry or thirsty
• Constant fatigue, listlessness or falling asleep
• Poor hygiene or poor grooming – overgrown fingernails and toenails,
unclean hair, unshaven, unbathed, wearing dirty or damaged clothing
• Inappropriate or inadequate clothing for the weather
• Unattended physical problems, dental, and/or medical needs,
for example:
— wounds that will not heal or are weeping
— dirty dressings
— continence aids are soaked or not regularly changed
• Dropping hints or making statements that appear to be about neglect
• Extreme longing for company, social isolation, loss of social
and communication skills

Inappropriate use of
restrictive practices

• Red marks, bruising, tears or grazing on the skin that appear
to be associated with a physical restraint
• Tiredness, drowsiness or confusion
• Observed increase in frustration, anger, complaints
• Refusal to take medication or fearfulness of medication
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Overview
• You are required to notify all actual, suspected or alleged reportable incidents
to the Commission, however the period of time for notifying a reportable incident
to the Commission will depend on whether you categorise the incident as a Priority 1
or Priority 2 reportable incident.
• All Priority 1 reportable incidents must be notified to the Commission within 24 hours
of you becoming aware of the reportable incident.
• All Priority 2 reportable incidents must be notified to the Commission within
30 calendar days of you becoming aware of the reportable incident.
• All reportable incidents are to be notified to the Commission via the My Aged Care
service provider portal.
• You must report an incident to the police when there is reasonable grounds to do so.
• The Commission may decide that further repeat allegations of the same reportable
incident do not need to be notified.
• Staff must be trained to use and comply with the service’s incident management
system, and understand their role in identifying, managing and resolving incidents
and in preventing incidents from occurring.
• Protections for people who disclose reportable incidents are strengthened under
the SIRS.
• As part of your responsibility to maintain an incident management system,
you are required to keep a record in relation to each incident that occurs in the service,
regardless of whether or not it is a reportable incident.
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Reportable incidents
Types of reportable incidents
As detailed in Chapter 3, a reportable incident is any of the following incidents that have
occurred, or are alleged to have occurred, or are suspected to have occurred, in connection with
the provision of residential care, or flexible care provided in a residential setting, to a consumer:
• unreasonable use of force against a consumer
• unlawful sexual contact, or inappropriate sexual conduct, inflicted on a consumer
• psychological or emotional abuse of a consumer
• unexpected death of a consumer
• stealing from, or financial coercion of, a consumer by a staff member of the provider
• neglect of a consumer
• use of a restrictive practice in relation to a consumer (other than in the circumstances
set out in the Quality of Care Principles)
• unexplained absence of a consumer from the service.

Actual, suspected or alleged incidents
You are required to notify all actual, suspected or alleged reportable incidents to the Commission.
This includes where the person who is suspected or alleged to have committed the incident
is a staff member or volunteer, a visiting health professional, a family member, friend or visitor
to the service or another consumer at the service; or if the person making the allegation
has a cognitive impairment. However, the period of time for notifying a reportable incident
to the Commission will depend on your categorisation of the incident as Priority 1 or Priority 2.
Reportable incidents involving another consumer at the service must be reported irrespective
of whether that consumer has an assessed cognitive impairment. For example, if a staff member
witnesses an incident involving unreasonable use of force on a consumer by another consumer
with a diagnosis of dementia, this must be notified. The exemption from reporting under
the previous compulsory reporting scheme no longer applies.
As noted earlier in Chapter 3 under the heading ‘In connection with’ the provision of care,
incidents that occur while the consumer is outside of the service under the supervision of staff
and for reasons that are in connection with the provision of care, are reportable under the SIRS.
The SIRS is not intended to apply in respect of incidents that occur when a consumer is on leave
from the service, for example, because they are in hospital or are visiting family (without service
staff supervision). However, if staff become aware of incidents occurring during such periods
you must still act in the best interests of the consumer to protect their wellbeing, including using
the service’s incident management system in tracking any relevant follow-up actions taken.
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Reporting to the police
You must report an incident to the police when there is reasonable grounds to do so. The phrase
‘reasonable grounds’ may include scenarios where you are aware of facts or circumstances (alleged
or known) that lead to a belief that an incident is likely to be of a criminal nature and therefore
should be reported to police. For example, if you suspect the incident involves an indecent
assault, or if there is an ongoing danger. This would include where the incident is a consumer’s
unexplained absence from the service and when all reasonable avenues to locate the consumer
have been exhausted.
In practice:
• if you become aware of a reportable incident
• that reportable incident is criminal in nature
• the grounds for reporting to police are reasonable in the circumstances reporting must occur.
Reporting to the police in relation to criminal conduct should occur regardless of whether
the incident is alleged or suspected to have occur.
Your responsibility to report an incident to the police applies regardless of whether the consumer
and/or their representative or family seek to have the incident reported. When an incident
is reported to police, notifying the consumer and/or their representative that this has occurred
demonstrates a commitment to open disclosure, and good practice communication of actions
and outcomes in incident management.
If there are reasonable grounds to report the incident to police it must be reported within 24 hours
of you becoming aware of the incident. If you become aware of grounds to report the incident
to police (i.e. not within the first 24 hours) you must report the incident to police within 24 hours
of becoming aware of those grounds.
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Distinguishing types of incidents as Priority 1 or Priority 2
Categorising incidents as Priority 1 or Priority 2
The period of time within which to report a reportable incident to the Commission
will depend on your categorisation of the incident based on your assessment as to the impact
on the consumer.
A reportable incident can be categorised as either:
• a Priority 1 reportable incident, or
• a Priority 2 reportable incident.
Subsection 15NE(2) defines a Priority 1 reportable incident as a reportable incident:
• that caused, or could reasonably have been expected to have caused, a consumer physical or
psychological injury or discomfort that requires medical or psychological treatment to resolve, or
• where there are reasonable grounds to report the incident to police, or
• that is a consumer’s unexpected death or a consumer’s unexplained absence from the service.
Categorisation of the incident as Priority 1 or Priority 2 determines the relevant timeframe
for reporting the incident to the Commission and the information required to be reported.
(Please refer to the section Timeframes for notification below.)

Assessing the impact on the consumer
When assessing the impact of a reportable incident on the consumer it is important to remember
that the impact does not have to include visible physical harm (such as bruising or scratches);
psychological and emotional impacts are relevant types of harm. As noted in the previous
chapter under the heading Understanding capacity to consent, this is a critical consideration
when considering the potential impact on a consumer of an incident of a sexual nature where
the absence of visual harm or distress does not mean that a lack of harm can be assumed.
Reportable incidents without visible impact on a consumer may still have a significant impact
depending on the individual situation and the context of the contact. For example, incidents
of unreasonable use of force may cause a consumer to become withdrawn, deter a consumer
from providing feedback on their care and services, or cause a consumer to try to avoid a worker
or another consumer.
You are expected to use your judgement and knowledge of the consumers in your care, their
history and individual preferences to determine the degree of impact a reportable incident
has on a consumer.
Every single incident involving a consumer at a residential aged care service, whether or not
a reportable incident, should be addressed by the service using its incident management system.
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Responding to reportable incidents involving consumers as actors
The exemption applying under the former compulsory reporting arrangements
has been removed, and providers are now obliged to notify the Commission
of any and all reportable incidents that are allegedly perpetrated by a consumer with
cognitive impairment.
When you are responding to incidents that involve the alleged actions of a consumer
in the service, it is important to ensure that your focus on consumer wellbeing
relates to both the consumer impacted by the reportable incident and the consumer
who engages in offending behaviours. Your approach to managing incidents should
be respectful and responsive to each consumer’s individual needs and dignity.
You should consider how the privacy of consumers will be protected (particularly within
the service environment community), the appropriate interventions based on the
circumstances of the incident, how offending behaviours can be prevented in future
and the supports available to all consumers.
Consumers (and their representatives) should be actively engaged in the resolution
of incidents and any remedial actions put in place to prevent incidents from recurring.
Providers must use the data collected from their analysis of incidents and the remedial
actions taken, to continuously improve incident management and prevention. This may
include de-identified communication of outcomes of a reportable incident where
changes are made to systems, procedures and practices.

When will a reportable incident be a Priority 1 reportable incident?
If you become aware of a reportable incident and have reasonable grounds to believe that
the incident is a Priority 1 reportable incident, you must notify the Commission within 24 hours
of becoming aware of the reportable incident.
A Priority 1 reportable incident is a reportable incident:
• that caused, or could reasonably have been expected to have caused, a consumer physical or
psychological injury or discomfort that requires medical or psychological treatment to resolve, or
• where there are reasonable grounds to report the incident to police, or
• that is an unexplained absence of a consumer from the service where there are reasonable
grounds to report the absence to police, or
• that is an unexpected death of a consumer; this includes death in circumstances where:
— the death is a result of care or services provided by the approved provider, or a failure
of the approved provider to provide care or services; or
— reasonable steps were not taken by the approved provider to prevent the death.
agedcarequality.gov.au
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Physical or psychological injury or discomfort
Reportable incidents that cause, or could reasonably have been expected to have caused,
a consumer physical or psychological injury or discomfort that requires medical or psychological
treatment to resolve will be Priority 1 reportable incidents regardless of whether:
• the impact on the consumer is temporary or permanent
• the medical or psychological treatment is provided to the consumer at the service or elsewhere.
Physical or psychological injury or discomfort includes but is not limited to:
• consumer distress requiring support or counselling
• cuts, abrasions, burns, fractures or other physical injury to a consumer requiring assessment and/
or treatment by a nurse, doctor or allied health professional
• bruising, including large individual bruises or a number of small bruises over the consumer that
requires medical or psychological treatment to resolve
• head or brain injuries which might be indicated by concussion or loss of consciousness
• injury or impairment requiring the consumer’s attendance at or admission to a hospital
• the death of a consumer.
If a consumer is hospitalised in relation to a reportable incident, the incident should be treated
as a Priority 1 reportable incident. There will be instances in which consumers are hospitalised
for reasons unrelated to injury or harm resulting from an incident, and these instances
are not reportable incidents. Hospitalisation includes a consumer’s presentation or admission
to an emergency or other ward within a hospital facility (including short-stay admissions) where
this is related to an injury acquired from an incident.
A Priority 1 reportable incident also includes incidents that could have reasonably caused
a consumer physical or psychological injury or discomfort that requires medical or psychological
treatment to resolve. This ensures that incidents that a reasonable person would consider could
have caused a consumer harm or distress are also captured, particularly where a consumer
has a cognitive impairment, memory deficit or such other condition that prevents them from
articulating or displaying evidence of harm or distress.

When will a reportable incident be a Priority 2 reportable incident?
A Priority 2 reportable incident includes any reportable incident that does not meet the Priority 1
criteria as outlined above.
Examples of a Priority 2 reportable incident may include where the consumer is momentarily
shaken or upset or where the consumer experiences temporary redness or marks that
do not bruise.
In these cases, where medical or psychological treatment for the consumer is not required,
the reportable incident will be a Priority 2.
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Timeframes for notification
Nothing in this section in any way reduces a provider’s obligation to prevent, manage and mitigate
potential harm arising from any incident affecting a consumer, whether that incident is reportable
or not.

Notifying Priority 1 reportable incidents
Priority 1 reportable incidents involve a staged reporting process. Stages beyond the initial notice
of a Priority 1 reportable incident will depend on the information available to you at the time
of reporting and the appropriateness of your response to the incident.
Initial notice to Commission
If you have reasonable grounds to believe that a reportable incident is a Priority 1 reportable
incident, you must notify the Commission of it within 24 hours of becoming aware of the
reportable incident.
If you are unable to complete all the required information in this initial notice as some
details are not available within the 24 hours, then the missing information is to be provided
to the Commission through an additional notice (see below).
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Notifying additional information to Commission (if required)
Any required information not submitted by the provider in the initial report must be provided
to the Commission within five calendar days of becoming aware of the reportable incident,
or within such other shorter or longer period notified by the Commission. It is your responsibility
to ensure the required information missing from your initial notice is provided within the five
calendar days unless you are notified by the Commission of a shorter or longer period in which
the information is to be provided. If the Commission sets a shorter or longer period than within five
calendar days, the Commission will notify you of the period in writing.
The Commission will also determine on a case-by-case basis whether further information
is required from you, for example, more detailed information on actions taken in response
to an incident. This information must be provided to the Commission within five calendar days
of becoming aware of the reportable incident or within such other shorter or longer period notified
by the Commission. If further information is required, the Commission will issue you with a notice
detailing the specified further information you are required to provide and the period in which
you are required to provide the information.
If you are required to notify the Commission of additional information, whether that is required
information missing from your initial notice and/or further information, you must use the
Commission-approved form.
Significant new information
If, after you have submitted your initial notice, you become aware of significant new information
in relation to the reportable incident, you are required to notify the Commission as soon
as possible using the Commission-approved form.
An example is where a consumer has had a fall due to a failure by care staff to follow standard
procedures. The provider has submitted a SIRS notice as the incident is a reportable incident
which details that the consumer has been hospitalised and is palliative. If the consumer dies,
this is considered significant new information and must be notified to the Commission.

Notifying Priority 2 reportable incidents
Providers must notify the Commission of Priority 2 reportable incidents within 30 calendar days
of becoming aware of the reportable incident.
Priority 2 reportable incidents involve a single notification only. However, you must respond
to any requests for further information regarding the incident and notify the Commission
of any significant new information about the incident as soon as possible using the
Commission-approved form.

agedcarequality.gov.au

58
325

Chapter 4: Notifying a reportable incident

Final report (if required)
Where the Commission has required you to provide a final report of an incident, the report must be
provided to the Commission within 84 calendar days (12 calendar weeks) of submitting the initial
notice, or such other period that is specified by the Commission.
The final report must be submitted to the Commission in writing using the Commission-approved
form and include details of matters specified by the Commissioner, such as a summary of the
investigation and its findings, and any corrective action taken as a result.
Where the Commission has required you to undertake an internal or external investigation of an
incident, a report of the investigation may also be required to be provided to the Commission.

Making a notification
Notifying the Commission of a reportable incident
The questions you will be required to address when notifying the Commission of a reportable
incident are at page 79 and Attachment A.
Notifications must be lodged electronically using the form available through the My Aged Care
service provider portal 10.
Once a notification has been submitted, you will receive an email confirming receipt of your
submission. This email is automatically issued and will include a SIRS notice number (e.g.
NF21/012345). If the Commission is in contact to request any further information that may
be required, the Commission will refer to the notice number to which the request for further
information relates. In submitting missing, further or significant new information, you are required
to submit this information to the Commission using the Commission-approved forms. There is work
underway to build capability into the My Aged Care service provider portal to service submission
of missing, further or significant new information.
The Department of Health provides information and support to access 11 and log in 12 to the provider
portal. Facts sheets are also available with further information about My Aged Care 13.

10	https://www.health.gov.au/resources/apps-and-tools/my-aged-care-service-provider-portal
11	https://www.health.gov.au/initiatives-and-programs/my-aged-care/using-my-aged-care/set-up-access-to-myaged-care
12	https://www.health.gov.au/resources/publications/my-aged-care-logging-in-to-the-my-aged-care-providerportal-using-mygovid
13	https://www.health.gov.au/initiatives-and-programs/my-aged-care/using-my-aged-care/my-aged-care-forservice-providers
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Information to be notified
Sections 15NE and 15NF of the Quality of Care Principles set out the information to be provided
when notifying the Commission of a reportable incident.
If you are making an initial notification in respect of a Priority 1 reportable incident or a Priority 2
reportable incident, the following information will be sought through the online notification form:
• name and contact details of the provider and service
• name, position and contact details of the person making the notification
• a description of the reportable incident (including the kind of incident)
• a description of the harm caused (or that could reasonably have been expected to have been
caused) to the consumer(s) affected by the incident and the consequences of that harm (including
if a death has occurred)
• the immediate actions taken in response to the reportable incident, including actions taken
to ensure the health, safety and wellbeing of the consumer(s) affected by the incident
• whether the incident has been reported to police or any other body (including the coroner)
• any further actions proposed to be taken in response to the reportable incident
• the time, date and place where the reportable incident occurred or was alleged or suspected
to have occurred (if known)
• details of the consumer who is the subject of the incident
• details of the subject of the allegation (including if the person is a staff member, or if they
are a consumer in the service, and if they have been involved in any previous incidents)
• whether next of kin and/or representatives of the consumer(s) have been notified
• the names of the persons directly involved in the reportable incident
• the level of cognition of the consumers directly involved in the incident (if known)
• any other information required by the Commissioner.
If you are providing an initial notice to the Commission in respect of a Priority 1 reportable
incident, then you are only required to provide the information that is known to you at that time.
As noted above, where the required information is not available when submitting the initial notice,
you must submit the missing information within five calendar days of becoming aware of the
reportable incident (or within such other shorter or longer period notified by the Commission).
The Commission will also determine on a case-by-case basis whether further information
is required.
If you later become aware of significant new information after making a notification, you must
as soon as practicable notify the Commission of that information.
If you are required to notify the Commission of additional information or significant
new information, you must use the Commission-approved forms.
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Unexplained absence
If the incident is an unexplained absence of a consumer, the following information will be sought
through the online notification form:
• the date/time the absence was reported to the police
• whether the consumer has been located
• details of how the consumer came to be absent from the service
• the consumer returned or was returned to the service
• if the consumer has not been located, the actions being taken by the provider to locate
the consumer
• whether an unexplained absence has occurred for the consumer in the past.
Review of reportable incident notice complete
You will be notified in writing when the Commission has completed a review of the information
you have submitted about a reportable incident; this may have involved an assessment
or investigation. The Commission may also use the information provided in the SIRS notice and any
further information obtained by the Commission as part of its ongoing regulatory functions under
the Aged Care Quality and Safety Commission Act 2018. Information notified through the SIRS also
informs the Commission’s risk profiling of providers and the prioritisation and scope of monitoring
and performance assessment activities.

Circumstances in which reportable incidents are not required
to be notified to the Commission
Section 15NG of the Quality of Care Principles states that a reportable incident is not required
to be notified to the Commission if the Commission has made a determination under section 95D
of the Commission Rules. Under section 95D of the Commission Rules, if the reportable incident
relates to a particular consumer who has been diagnosed with dementia and experiences delusions,
and continues to report a particular event which has been investigated and is based on delusions,
you may contact the Commission regarding a determination that further repeat allegations of the
same reportable incident do not need to be notified.
In this instance, an initial notification of the reportable incident must be made, and you would still
be required to notify the Commission if anything regarding the circumstances of the reportable
incident changes. For example, if the consumer mentions something new, that information would
need to be notified to the Commission for the Commission’s further consideration.
The Commission will make determinations on a case by case basis, and only where the provider
submits evidence that an appropriately qualified health professional has assessed the consumer
and advised that the behaviour (i.e. the repeat allegation regarding the specific circumstances
of the reportable incident) is related to a diagnosed cognitive impairment.

agedcarequality.gov.au

61
328

Chapter 4: Notifying a reportable incident

You can seek a determination by contacting sirs@agedcarequality.gov.au and providing
the required information.
Where the reportable incident does not need to be notified, you are still required to refer to your
service’s incident management system to ensure the consumer’s wellbeing is protected and that
the incident is appropriately assessed, managed and recorded.

Who must notify a reportable incident?
Notifying reportable incidents
Providers of residential care services and flexible care (where the flexible care is provided
in a residential setting) must ensure that all alleged, suspected or actual reportable incidents
are notified to the Commission.
As part of the requirement to have an incident management system, you must ensure that staff
are trained to use and comply with the service’s incident management system, and that they
understand their role in identifying, managing and resolving incidents and in preventing incidents
from occurring.
For the purpose of notifying reportable incidents, you must ensure that staff who become aware
of a reportable incident notify one of the following people as soon as possible:
• a member of your key personnel
• that staff member’s supervisor or manager
• the person who is responsible for notifying reportable incidents to the Commission.
Staff at your service are responsible for alerting you to a reportable incident. As such, you have
a responsibility to ensure staff are provided with education and are trained in how to recognise
a situation that may need to be notified to the Commission, the police, or both, and know how
to respond and make notifications.
You should consistently promote a culture that encourages staff to raise suspicions, concerns
or incidents when they occur. The training provided should be part of a more comprehensive
training program for staff in the use of the service’s incident management system and processes
which encompasses all incidents (and not just reportable incidents) to ensure that staff
understand and can respond to incidents that occur in line with the requirements of the aged
care legislation.
This will enable you to respond quickly to any incidents and ensure those affected by an incident
receive timely help and support. It will also enable you to review your processes and practices
and put strategies in place to prevent similar situations from occurring again. In turn, this
can support you to maintain a safe and secure environment for consumers and staff, and enable
you to continuously improve the safety and quality of the care and services you deliver.
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Important information for staff
Staff will often be the first person to suspect or become aware that a consumer
hasbeen involved in a reportable incident. They may become aware of this in numerous
ways including by witnessing an event, witnessing signs of possible abuse or distress,
disclosure by a consumer or receiving information from another person.
Staff must know who to speak to within the provider organisation so that
an appropriate response can be initiated without delay, including making
a notification to the Commission.
Staff must also be informed that if they do not feel comfortable reporting an incident
within the organisation (for example, to their manager), they can make a report directly
to the police or the Commission without fear of reprisal. The law provides protections
for staff who report suspicions or allegations of reportable incidents in good faith
(discussed below).

Anyone can raise concerns about an incident
You should encourage any person who is concerned about an incident or a consumer’s wellbeing
to raise these concerns directly with you in the first instance.
Alternatively, the Commission provides a free service for anyone to give feedback, raise
a concern or make a complaint about the quality of care or services provided to people receiving
Commonwealth-funded aged care services (noting that the disclosure of information must meet
the requirements described below in order to attract the protections afforded to a reportable
incident notification). Information is available on the Commission website about how to lodge
a complaint 8.

8

https://www.agedcarequality.gov.au/making-complaint/lodge-complaint
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Protections for those providing information or reports
You are expected to promote a culture of integrity and accountability that encourages staff
and others to disclose information about reportable incidents and protects the health, safety
and wellbeing of consumers.

When is a disclosure of information protected?
Protections for people who disclose reportable incidents are strengthened under the SIRS.
The enhanced protections in sections 54-4 to 54-6 of the Aged Care Act mean that protections
for the disclosure of information now extend to existing and former staff members as well
as current and past consumers, their families and others supporting them, including volunteers
and advocates.
For the protections to apply, the disclosure must meet the following requirements:
• the disclosure is made to any of the following: the provider, one of the provider’s key personnel,
a staff member of the approved provider, another person authorised by the approved provider
to receive reports of reportable incidents, a police officer or to the Commission
• prior to making the disclosure, the person disclosing the information must give their name
to the person to whom the disclosure is made
• the discloser must have reasonable grounds to suspect that the information indicates that
a reportable incident has occurred, and
• the disclosure must be made in good faith 9.

What is the person disclosing a reportable incident protected from?
If the disclosure of the information qualifies for protection, then the person making the disclosure:
• will be protected from any civil or criminal liability for making the disclosure
• will have qualified privilege in proceedings for defamation relating to the disclosure
• is not liable to an action for defamation relating to the disclosure
• is protected from someone enforcing a contractual or other remedy against that person based
on the disclosure.
For example, if a staff member’s contract of employment specifies that the staff member
must not discuss issues arising in the service with anyone outside the service, a disclosure
of a reportable incident by the staff member that qualifies for protection would mean the person’s
contract of employment could not be terminated on the basis that the disclosure constitutes
a breach of the contract.

9	N.B. ‘good faith’ (in layperson’s terms) may be taken to mean truthfully relaying information known at the time
including any context and qualifications, and without prejudice or malicious intent
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If a court is satisfied that an employee has made a protected disclosure and the employer (be
it the provider or a recruitment or employment agency who employs the person) has terminated
the discloser’s contract of employment on the basis of the disclosure, the court may order:
• the employee to be reinstated in that position or a position at a comparable level, or
• the employer to pay the employee an amount instead of reinstating the employee, if the court
considers it appropriate to make the order.
A person who makes a protected disclosure is also protected from victimisation. This means that
the person who disclosed the information may be compensated if they suffer an actual detriment
or a detriment is threatened. Compensation will be paid by the person who caused the detriment
or made the threat.
If the person who made the disclosure is a staff member, approved providers, managers
and all staff have a responsibility to ensure, as far as reasonably practicable, that other staff
or contractors comply with the prohibitions against victimisation.
If a person makes a report to you or one of your key personnel, you are responsible for taking
reasonable measures to ensure that the identity of the person as the maker of the report is not
disclosed (except to another of your key personnel, the Commission, police or as required by law).
You are also responsible for ensuring that a staff member who receives the notice of the reportable
incident does not disclose the identity of the person.

Transition to the SIRS and extended protections
Transitional arrangements are in place to support continued reporting of incidents
to the Commission. This means that reportable incidents occurring on or from 1 April
2021 must be reported in accordance with the SIRS, and that the strengthened
protections for people who disclose information about reportable incidents will apply.
In addition, if a person has reasonable grounds to believe a reportable incident
occurred on or from 1 January 2020 and the person discloses that information,
the strengthened protections will also apply in relation to that report.
Existing protections in the Aged Care Act (see previous section 96-8) will continue
to apply to a disclosure of information made under the previous compulsory reporting
provisions (i.e. information about a reportable assault that was made prior to the
commencement of the SIRS).
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Record keeping requirements
Information to be recorded
As part of your responsibility to maintain an incident management system, you are required to keep
a record in relation to each incident that occurs in the service, regardless of whether it is a reportable
incident. This includes incidents investigated and recorded in compliance with incident management
requirements. For further information regarding your responsibilities for incident management, refer
to the Effective incident management systems: Best practice guidance.
Your incident management system must also allow the collection of data that enables you
to review and analyse recurrent issues, continuously improve your prevention and management
of incidents and provide information to the Commission.
Incident records must be made available to the Commission on request to enable the Commission
to fulfil its assessment, monitoring, compliance and complaints handling functions.
Incident records must be kept for 7 years after the incident was identified. At a minimum,
the information that must be in a record includes:

Information to be recorded about an incident
Subject

Details

Details of
the incident

• a description of the incident
• a description of harm caused (or that could reasonably have been
expected to have been caused) to any person affected by the incident
• whether the incident is a reportable incident
• the time, date and place where the incident occurred (if known)
• the time and date the incident was identified

Person reporting
the incident

• the name, contact details, and position of the person making
the record of the incident

Related incidents

• whether there are previous incidents that should be linked
(your incident management system and records must enable
you to identify and respond to any patterns of abuse)

People involved
in the incident

• the names and contact details of the persons directly involved
in the incident
• the names and contact details of witnesses of the incident (if any)
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Subject

Details

Assessment and
investigation

• details of the initial assessment of the incident

Consultation

• details of consultations undertaken with consumers affected by the
incident (and the consumers’ representatives where appropriate)

• if you have undertaken an investigation – the details and outcomes
of the investigation

• details of consultations undertaken with any consumers or others
who witnessed the incident
• whether the consumers affected by the incident have been provided
with any reports or findings regarding the incident
• whether you have notified police or reported the incident to any
other authorities
Response to
the incident

• the actions taken in response to the incident, including to support
or assist consumers involved
• what you have done to effectively resolve the incident
• what you have done to continuously improve internal systems,
processes and practices to better address, prevent or mitigate
incidents of this nature from occurring in future

Privacy and confidentiality
You should maintain appropriate controls in relation to the privacy and confidentiality
of information, particularly where it relates to individual consumers. This includes ensuring that
personal and sensitive information, including incident notices are securely stored and that privacy
and confidentiality is maintained when notices are required to be shared (either within the service,
or to other parties such as the Commission or police).
You are required, as part of your online notification of a reportable incident, to confirm that
you have provided a notice of collection (where appropriate) to any persons affected by the
incident for whom you have recorded personal or sensitive information (whether in the notification
to the Commission or in records regarding the reportable incident).
Section 62-1 of the Aged Care Act sets out your responsibilities in relation to the protection of the
personal information of consumers, which apply alongside regulatory requirements in relation
to privacy contained in relevant state, territory or Commonwealth legislation, such as the
Privacy Act 1988 and the Australian Privacy Principles (APPs).
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Overview
• The Commission is responsible for administering the SIRS and will receive serious
incident notices from aged care providers.
• The Commission collects, correlates, analyses and disseminates information relating
to incidents, including reportable incidents, to identify trends or systemic issues.
• The Commission may receive information about a reportable incident through
a complaint. This information may be examined to determine whether you are meeting
your incident management and reportable incident notification responsibilities.
• The Commission has the power to use, share or refer information provided through
the SIRS in accordance with existing arrangements for the protection of information.
• Following assessment of a reportable incident the Commission may respond by taking
a number of actions, including (and not limited to):
— requiring you to give information, further reports or documents, or requiring
you to complete remedial action(s) in relation to the incident.
• The Commission may investigate a reportable incident including compliance with
provider’s responsibilities.
• The Commission has the power to take regulatory action(s) where appropriate
to address non-compliance with provider responsibilities, including SIRS obligations.
• Information obtained about the incident may be used by the Commission in relation
to its other functions.
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Role of the Commission
The Commission is responsible for administering the SIRS and will receive serious incident notices
from aged care providers. Information notified through the SIRS gives the Commission valuable
regulatory intelligence, informs risk profiling of providers and enables trends to be identified over
time. The Commission will monitor and investigate provider compliance with the SIRS requirements
to ensure the safety, health, wellbeing and quality of life of consumers. The Commission has the
power to take regulatory action(s) where appropriate to address non-compliance with provider
responsibilities, including SIRS obligations.
The Commission’s functions in relation to the SIRS include:
• administering the legislated recording and reporting arrangements for serious incidents
• holding providers to account in relation to having in place effective systems for recording,
reporting, preventing, managing and responding to alleged, suspected and witnessed incidents
• providing guidance and resources for use by providers to develop and implement an effective
incident management system and to build provider capability to prevent and manage incidents
• taking proportionate regulatory action in response to findings of non-compliance by providers
with their legal obligations, including compliance with the Aged Care Quality Standards
and Quality of Care Principles
• collecting, correlating, analysing and disseminating information relating to incidents,
including reportable incidents, to identify trends or systemic issues.

Intelligence and trend analysis
Information notified through the SIRS, and from other sources, gives the Commission valuable
regulatory intelligence and data to enable the Commission to more effectively detect, analyse
and respond to risks to consumers. Intelligence and data informs the Commission’s risk profiling
of providers; the prioritisation and scope of monitoring and performance assessment activities;
as well as education, campaigns and targeted regulatory approaches on particular issues.
The Commission will use a number of processes including consideration by officers
and via computer based algorithms to assist with identification of potential non-compliances
with reporting obligations, and intelligence and trends arising from notifications.
Notifications (or absence of notifications) also enable trends to be identified over time, including
commonly notified reportable incidents; characteristics of consumers, providers or types of care that
may influence the number, types and response to incidents; who is making the notifications; areas
in which providers are not making notifications; the influence of notifications on a positive safety
culture; and the nature of improvements in care and services and in incident management systems.
Information that the Commission publicly reports on the operation of the SIRS may include
quarterly, annual and trend reporting (that is both quantitative and qualitative) to assist the sector,
policy makers and regulators understand current trends and emerging issues. Such information
would also be of interest to current and prospective consumers and their families.
agedcarequality.gov.au
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Receiving and referring information
The Commission may also receive information about a reportable incident through a complaint.
Based on the information received, the Commission can examine whether you are meeting your
responsibilities in relation to incident management and the notification of reportable incidents.
This can be through either the complaints resolution process, and/or through quality assessment
and compliance monitoring.
In addition, the Commission has the power to use and share information provided through the
SIRS in accordance with existing arrangements for the protection of information (see Part 7 of the
Commission Act). For example, the Commission may refer the information to police or another body
with responsibility in relation to the incident.
SIRS information will be shared with the Department of Health to inform research and support
future policy, regulatory and funding considerations. In this way, the SIRS will help to build provider
capacity and enable continuous improvement across the sector.

Commission’s regulatory response and actions
As with its other regulatory activities, the Commission has a responsive and risk-based
proportionate approach to regulation in relation to the SIRS, using the full range of educational
and regulatory tools to address provider level and sector wide risks. This includes:
• providing guidance and education to build the capacity of providers to develop effective systems
to prevent and respond to incidents
• feedback to the sector to promote understanding of reportable incidents and effective responses,
and to support continuous improvement by providers in the quality and safety of care
• use of monitoring and performance assessment activities, campaigns and targeted regulatory
approaches on particular SIRS or incident management issues
• application of enforceable regulatory actions and regulatory powers, as appropriate.
The regulatory actions taken by the Commission regarding reportable incidents will depend upon
the incident itself, and the Commission’s confidence in the provider that it has or will take action
relating to that reportable incident and the circumstances surrounding it.
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Assessment of a reportable incident
When the Commission receives a notification of a reportable incident, it will review the notice
to assess the risk to consumers, the adequacy of the actions being taken by the provider to manage
and mitigate any such risk and any other factors that may influence the Commission’s confidence
in the provider’s ability to manage the risk and reduce the likelihood of recurrence.
In responding to an incident, the Commission can:
• require the provider to give the Commission information, further reports or documents
• request or require the provider to complete remedial action(s) in relation to the incident
• require the provider to undertake an internal investigation into the incident and report
to the Commission
• require the provider to appoint an independent expert to undertake an investigation into
the incident and report to the Commission
• conduct an inquiry in relation to a particular reportable incident or series of reportable incidents
(whether or not a notification was made), request information relevant to the inquiry or consult
with individuals, organisations and government on matters relating to the inquiry
• refer the reportable incident to another responsible body, including the police or the Coroner
• take any other action to deal with the reportable incident that the Commissioner
considers reasonable.
Information obtained about the incident may be used by the Commission in relation to its other
functions. This may result in:
• an assessment contact to monitor quality of care and services
• a performance assessment against the Quality Standards
• a new complaint as the reportable incident may be more appropriately dealt with through
a complaint process.
For more information about the Commission’s approach to regulation and to explain what is meant
by responsive, risk-based regulation, refer to the Regulatory Strategy 14.

14 https://www.agedcarequality.gov.au/resources/regulatory-strategy

agedcarequality.gov.au

71
338

Chapter 5: Role of the Commission

Investigation of a reportable incident
The Commission may investigate a reportable incident including a provider’s compliance with
its responsibilities in relation to incident management, the Aged Care Quality Standards or other
responsibilities such as those under the Quality of Care Principles.
The Commission may investigate the most serious reportable incidents to understand:
• the circumstances that led to the reportable incident
• the risks that resulted from the reportable incident
• the risk mitigation actions taken or proposed by the provider
• the provider’s incident management system
• the provider’s capacity to manage the response.
Where an investigation is required, this may include a visit to the site by authorised officers of the
Commission. Authorised officers may exercise monitoring powers to determine whether a provider
is complying with its incident management responsibilities.
The Commission’s monitoring powers can be utilised regardless of whether or not there has been
non-compliance, and may support, precede or follow other actions.

Enforcement
To ensure that the SIRS delivers outcomes including reducing risks to consumers and improving
the quality and safety of care, the Commission now has additional regulatory powers.
In considering the appropriate response to a reportable incident notification, the action that
may be taken if a provider of a service demonstrates they are willing and able to comply and to take
all reasonable steps to do so will be different from action taken for a provider that is indifferent
to providing quality of care and safety or deliberately avoids compliance obligations and, perhaps,
places consumers at risk of harm.
If a reportable incident raises a compliance issue or where a provider is not complying with
its responsibilities, the Commission has a range of regulatory response powers. This includes
new powers in addition to existing enforceable regulatory actions. Under its full range of powers,
the Commission may:

SIRS-specific power
• issue an incident management compliance notice where a provider is not, or may not be,
complying with its incident management responsibilities (note that an incident management
compliance notice may only be issued in relation to the legislated responsibilities); this notice
is to specify actions the provider must take, or refrain from taking, within a reasonable period
to address the identified or potential non-compliance.
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Broader powers (also apply to SIRS)
• ask a court to impose a civil penalty for a breach of the Commission Act or Aged Care Act; under
the SIRS a civil penalty applies if the provider fails to comply with an incident management
compliance notice (new)
• seek an injunction from a court (new)
• issue an infringement notice in certain circumstances; for example, causing detriment to a person
who has made a disclosure regarding a reportable incident (new)
• impose sanctions under Part 7B of the Commission Act
• accept a written undertaking given by a provider that it will take specified actions to comply with
its responsibilities and/or will take specified actions to ensure that these responsibilities are not
contravened in the future; this can be used for incident management and reportable incident
responsibilities. An enforceable undertaking may then be enforced by court order (new)
• prior to imposing sanctions, issue a Non-Compliance Notice that may require the provider to give
an undertaking about remedying the non-compliance and/or issue a notice of requirement
to agree to certain matters (Notice to Agree), including if the Commission is satisfied that there
is immediate and severe risk to the safety, health and wellbeing of consumers as a result of noncompliance by a provider.
• issue a Restrictive Practices Compliance Notice where a provider is not, or may not be, complying
with its responsibilities in relation to the use of restrictive practices as detailed in the Quality
of Care Principles. This notice is to specify actions the provider must take, or refrain from taking,
within a reasonable period to address the identified or potential non-compliance.
The Commission may take one or more of these actions where it is deemed appropriate
and proportionate in order to address the non-compliance.
A number of these powers may be applied, as appropriate, where a provider is not complying with
its other aged care responsibilities.
For more information on the Commission’s approach to compliance and enforcement, including
use of its regulatory powers, refer to the Compliance and Enforcement Policy 15.
Further information on the Commission’s approach to these powers will be disseminated
to providers by separate communications.

15 https://www.agedcarequality.gov.au/media/89299
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Term / acronym

Meaning

Aged Care Act 1997
(Aged Care Act)

The Aged Care Act is the overarching legislation which outlines
the obligations and responsibilities that aged care providers must
follow to receive subsidies from the Australian Government.

aged care consumer/
consumer

A person who is receiving residential care or flexible care
in a residential care setting.

Aged Care Quality
and Safety
Commission
(Commission)

The national regulator of aged care services, and the primary point
of contact for consumers and providers in relation to quality and safety
in aged care in Australia.

Aged Care Quality
and Safety
Commission Act 2018
(Commission Act)

The Commission Act sets out the functions related to the Commission.

Aged Care Quality and
Safety Commission
Rules 2018 (Rules)

The Rules set out the process for how the Commission performs
its functions as defined in the Commission Act.

Aged Care Quality
and Safety
Commissioner
(Commissioner)

The Commissioner of the Aged Care Quality and Safety Commission
as established by the Commission Act.

agedcarequality.gov.au

The Commission’s primary purpose is to protect and enhance
the safety, health, wellbeing and quality of life of aged care consumers;
to promote aged care consumers’ confidence and trust in the provision
of aged care services; and to promote engagement with aged care
consumers about the quality of their care and services.
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Meaning

Aged Care Quality
Standards (Quality
Standards)

The Quality Standards with which organisations approved to provide
aged care services in Australia are legally required to comply.
Refer to the Commission’s website for Quality Standards guidance
and resources.

Charter of Aged Care
Rights (Charter)

Describes the rights of consumers of Australian Government funded
aged care services. Provides the same rights to all consumers,
regardless of the type of subsidised care and services they receive.
The Charter is made under the Aged Care Act.

clinical care

Health care that encompasses the prevention, treatment and
management of illness or injury, as well as the maintenance
of psychosocial, mental and physical wellbeing. It includes care
provided by doctors, nurses, pharmacists, allied health professionals
and other regulated health practitioners. Organisations providing
clinical care are expected to make sure it is best practice, meets the
consumer’s needs, and optimises the consumer’s health and wellbeing.

clinical governance

An integrated set of leadership behaviours, policies, procedures,
responsibilities, relationships, planning, monitoring and improvement
mechanisms that are implemented to support safe, quality clinical
care and good clinical outcomes for each consumer. The purpose
of clinical governance in aged care is to support the workforce and
visiting practitioners to provide safe, quality clinical care as part
of a holistic approach to aged care that is based on the needs,
goals and preferences of consumers.

cognitive function
or ability

Brain based skills and abilities which relate to carrying out tasks,
memory and thinking processes, such as attention, language, decision
making and learning.

consumer
representative

A nominated person given consent by an aged care consumer to speak
and act on their behalf. Includes:
• a person appointed under relevant legislation to act or make
decisions on behalf of a consumer; and
• a person the consumer nominates to be told about matters affecting
the consumer.

agedcarequality.gov.au

75
342

Glossary

Term / acronym

Meaning

continuous
improvement

A systematic, ongoing effort by an organisation to raise its
performance in achieving outcomes for consumers under the Quality
Standards. Continuous improvement:
• responds to the needs and feedback of consumers
• supports the workforce to improve and innovate in providing safe
and quality care and services
• can address practices, process or outputs to achieve a desired outcome.

incident

Incidents are any acts, omissions, events or circumstances that occur,
are alleged to have occurred, or are suspected to have occurred
in connection with the provision of care to a consumer and have
(or could reasonably be expected to have) caused harm to a consumer
or another person (such as a staff member or visitor to the service).

incident
management system
(IMS)

Any system that helps an organisation to prevent incidents
and to identify, respond to and manage any incidents that occur during
the course of delivering care and services to consumers. An incident
management system should apply to all incidents, including near
misses, that are known, suspected or alleged to have occurred
in connection with the delivery of care and services.

key personnel

A person defined in section 8B of the Commission Act to be a key
personnel of a person or body.

open disclosure

Open discussions with consumers, their family, carers and other
support people of incidents that have caused harm or had the
potential to cause harm to the consumer. It involves an expression
of regret and a factual explanation of what happened, the potential
consequences and what steps are being taken to manage this
and prevent it happening again.

personal information

Information or an opinion (including information or an opinion
forming part of a database), whether true or not, and whether
recorded in a material form or not, about an individual whose identity
is apparent, or can reasonably be ascertained, from the information
or opinion.

Principles

The principles made under the Aged Care Act.
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Term / acronym

Meaning

Priority 1
reportable incident

An incident that caused, or could have caused, a consumer physical
or psychological injury or discomfort that requires medical
or psychological treatment to resolve, or an unexpected death
or unexplained absence of a consumer (see subsection 15NE(2)
of the Quality of Care Principles.

Priority 2
reportable incident

An incident that does not meet the criteria for a Priority 1 incident.

provider (also
referred to as ‘you’
in this document)

Provider approved under the Aged Care Act to provide residential aged
care and/or flexible care in a residential setting or a service provider
funded to deliver National Aboriginal and Torres Strait Islander
Flexible Aged Care with responsibilities in relation to incidents.
In many cases this will include management and staff but where
separate requirements rest with certain staff or management this
has been identified.

provider
responsibilities

Responsibilities approved providers have in relation to the aged care
they provide through their services to aged care consumers/care
recipients. These responsibilities, under the Aged Care Act relate to:
• the quality of care they provide
• user rights for the people to whom the care is provided
• accountability for the care that is provided, and the basic suitability
of their key personnel.

Quality of Care
Principles 2014
(Quality of Care
Principles)

The Quality of Care Principles specify the care and services that
an approved provider must provide and the quality standards to which
that care must be delivered.

regulatory action

Any and all administrative or regulatory action and formal or informal
enforcement action undertaken by the Commission in response
to non-compliance with provider responsibilities.

reportable incident

An incident described in section 54-3 of the Aged Care Act
(and section 15NA of the Quality of Care Principles).
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Meaning

residential care
recipient (also
referred to as a
‘consumer’)

Includes both residential care recipients and flexible care recipients
who are receiving flexible care in a residential setting (see subsection
54-3(3) of the Aged Care Act).

risk

The chance of something happening that will have a negative impact.
It is measured by the likelihood of occurrence, and consequences
of occurrence.

risk assessment

A process or method to identify risks or hazards which have
the potential to cause harm.

service

The business run by an approved provider through which
Commonwealth funded residential care or flexible care is provided

Serious Incident
Response Scheme
(SIRS)

The scheme established to prevent, and reduce the risk of, incidents
of abuse and neglect in Australian Government-subsidised residential
aged care. It requires providers to have an effective incident
management system in place and to identify, record, manage, resolve
and report all serious incidents that occur, or are alleged or suspected
to have occurred.

staff member

Individual who is employed, hired, retained or contracted by the
provider (whether directly or through an employment or recruiting
agency) to provide care or other services.

subject of the
allegation

A staff member, consumer or any other person who has been accused
of being involved with a reportable incident that has occurred or was
alleged or suspected to have occurred.

User Rights Principles
2014 (User Rights
Principles)

The principles which set out the responsibilities of approved
providers in providing residential or home care services, and deal
with security of tenure for consumers, access for persons acting
for consumers, and the information the provider must give consumers
in particular situations.
Also describes the rights and responsibilities of consumers
of both residential care and home care.

you

agedcarequality.gov.au

Approved provider or service provider with responsibilities
in relation to incidents. In many cases this will include management
and staff but where separate requirements rest with certain staff
or management this has been identified.
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Attachment A:
SIRS notification form questions
All questions are mandatory, unless otherwise stated.

SIRS portal user details
• Last name

PL

• Position/role at residential aged care facility

E

• First name

• Work number
• Mobile number
• Email address

SA
M

• Contact numbers (at least one contact number is required)

• Name of the approved provider
• NAPS Provider ID

• Name of the residential aged care facility
• RACS ID (not mandatory)
• Notice of collection (Agree/Disagree)
• Have individuals named in this incident notice been provided with the Notice of Collection?

agedcarequality.gov.au
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Attachment A: SIRS notification form questions

Incident details
• Who initially raised concern/made the allegation? (Provide further details if unspecified)
• Date/time incident reported
• Date/time the incident is believed to have occurred
• Has a death occurred as the result of this incident?
• If death has occurred, has this been reported to the coroner? (not mandatory)
• Select the most relevant incident type (the eight incident types are available to select)
• Please provide a detailed description of the alleged incident
• Where did the incident occur? (for an unexplained absence, the incident might have occurred from
the “service”, at a “public place” or “other”. Provide further details if incident occurred at “public
place” or “other”) (not mandatory)

PL

Victim details

SA
M

People involved

E

• If the most relevant incident type is neglect, how long has the victim been subjected to this form
of neglect?

• Victim SPARC or ACMPS ID (look-up, not mandatory)
• Victim first name
• Victim last name

• Victim gender (provide further details if ‘other’ is selected)
• Please select the appropriate level of cognition of the victim (provider further details if ‘unknown’)
• Has the victim been named or described in any incident previously?
• Select the level of psychological impact to the victim
(provide further details if some level of impact is selected including not only actual harm,
but also harm that could reasonably have been expected to have been caused)
• Select the level of physical impact to the victim
(provide further details if some level of impact is selected including not only actual harm,
but also harm that could reasonably have been expected to have been caused)
• If the primary incident type is ‘unexplained absence from care’, ‘stealing’ or ‘financial coercion
by a staff member’, does the victim reside within a secure unit?

agedcarequality.gov.au
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Attachment A: SIRS notification form questions

Unexplained absence
• When was the unexplained absence reported to police?
• Has the care recipient been located?
• Where was the care recipient located? (provide further details if ‘other’)
• Please enter the date and time when the care recipient was returned to the service
• Has an unexplained absence involving this care recipient occurred in the past?
• Please enter details of the actions being undertaken to locate the missing care recipient
• Please provide a description of how it is believed the care recipient came to be absent
from the service

Alleged offender details
• Is the alleged offender an aged care recipient?

E

• If ‘no’:

PL

— Describe the alleged offender relationship to the AP or service

• Alleged offender unique client ID or SPARC ID (look-up, not mandatory)

SA
M

• Alleged offender first name
• Alleged offender last name

• Alleged offender gender (provide further details if ‘other’ is selected)
• Please select the appropriate level of cognition of the alleged offender
(provide further details if ‘unknown’ is selected)
• Has the alleged offender been named or described in any incident previously?
• Select the level of psychological impact to the alleged offender (care recipient) (provide further
details if some level of impact is selected including not only actual harm, but also harm that could
reasonably have been expected to have been caused)
• Select the level of physical impact to the alleged offender (care recipient) (provide further details
if some level of impact is selected including not only actual harm, but also harm that could
reasonably have been expected to have been caused)

agedcarequality.gov.au
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Attachment A: SIRS notification form questions

Police contact
• Has the incident been reported to the police? (provide a reason if ‘no’ is selected)
• Please provide the date and time the police were contacted (not mandatory)
• Police station reported to (not mandatory)
• Method of contact used (provide further details if ‘other’, not mandatory)
• Have the police arrested or charged a person in relation to this incident? (not mandatory)
• Please provide any details known of the police response to the incident (not mandatory)
• Has the victim’s representative(s) been contacted about the incident?
• Has the victim’s representative(s) expressed any ongoing concerns regarding the incident?
• Has the alleged offender (care recipient)’s representative(s) been contacted about the incident?
• regarding the incident?

E

• Has the alleged offender (care recipient)’s representative(s) expressed any ongoing concerns

PL

• What specific actions have been taken to ensure the health, safety and wellbeing of the care
recipient(s) involved?

SA
M

• What specific actions have been taken to manage or minimise the risk of recurrence of this
or a similar incident in future?
• Is there any other information or details you wish to include in relation to this notification
including any further actions proposed to be taken in response to the reportable incident?
Note: Throughout these guidelines, references to an ‘alleged offender’ or ‘offender’ is referred
to as ‘subject of the allegation’. Changes will be made to the My Aged Care portal in the future
to reflect this language.

Review and submit
Please ensure all fields are completed before submitting this notification to the Aged Care Quality
and Safety Commission. By clicking ‘submit’ you agree to provision further information regarding
this incident upon request.

agedcarequality.gov.au
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"EB-08"

National Screening and
Assessment Form
This fact sheet provides information about the National Screening and Assessment Form
(NSAF). Components of the NSAF are used by My Aged Care contact centre staff, the
My Aged Care Regional Assessment Service (RAS) and Aged Care Assessment Teams
(ACATs) when screening and assessing the aged care needs of clients.
Further information about the NSAF is also available in the NSAF User Guide, available at
https://agedcare.health.gov.au/programs/my-aged-care

Nationally consistent screening and assessment
process
The national screening and assessment process, facilitated through using the NSAF, has
three components:
•
•
•

Screening conducted over-the-phone by My Aged Care contact centre staff
Home Support Assessment conducted face-to-face by the RAS
Comprehensive Assessment conducted face-to-face by ACATs.

Screening
My Aged Care contact centre staff complete an initial needs identification of clients by
asking a series of questions over the phone. Screening occurs after a person registers
with My Aged Care, and has a client record created. Using a conversational approach,
screening considers a client’s needs, circumstances and functional ability.
Contact centre staff will develop an action plan with the client that identifies the pathway a
client will take, for example a referral to a Home Support Assessment or a Comprehensive
Assessment.
Contact centre staff will also provide relevant information to clients, including in the
instance where no further assessment or service provision is required.

Home Support Assessment
A Home Support Assessment builds on the information collected in contact centre
registration and screening, with a further level of detail to determine a client’s eligibility to
receive Commonwealth Home Support Programme (CHSP) services. Home Support
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Assessments are conducted by the RAS, generally face-to-face in the client’s usual
accommodation setting.
Home Support Assessment involves collecting information on the client’s:
•
•
•
•
•
•
•
•
•
•

Family, community engagement and support
Carer, caring responsibilities and sustainability of caring relationships
Level of function
Physical and personal health
Healthcare connections and health conditions
Cognitive capacity and psychosocial circumstances
Home and personal safety
Level of complexity and risk of vulnerability
Support considerations
Goals, motivations and preferences.

During the assessment, the assessor and client will work together to establish a support
plan that reflects the client’s strengths and abilities, areas of difficulty, and the support that
will best meet their needs and goals. This will include the consideration of formal and
informal services as well as reablement pathways where appropriate.

Comprehensive Assessment
A Comprehensive Assessment, undertaken by the ACATs, builds on the information
collected in the contact centre screening and Home Support Assessment (if applicable)
and in a suitable face-to-face context (preferably in the client’s usual accommodation
setting) to determine a client’s eligibility for care types under the Aged Care Act 1997 (the
Act).
The Comprehensive Assessment encompasses similar client information as the Home
Support Assessment at a deeper level. The assessor will comprehensively assess the
client’s physical capability, medical condition, psychosocial factors, cognitive and
behavioural factors, physical environmental factors and restorative needs.
The assessor and client will work together to establish a support plan that reflects the
client’s strengths and abilities, areas of difficulty, and the support that will best meet their
needs and goals. This will include the consideration of formal and informal services as well
as reablement and/or restorative pathways.
Where a care type under the Act is identified as the most appropriate type of support to
meet the client’s needs, and the client meets the eligibility criteria, the assessor will make
a recommendation for approval. A client may be approved for a Home Care Package,
Residential Care, Residential Respite Care or Flexible Care (Transition Care Program or
Short-Term Restorative Care). Clients may also be referred to CHSP services where
appropriate.

2
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Supplementary Assessment Tools
Supplementary Assessment Tools are included as part of the NSAF and may be used by
an assessor to inform a holistic assessment of a client’s needs.
The use of these clinically-validated assessment tools is not mandatory, but they should
be used if a need is identified that requires a greater level of assessment. An assessor
may also choose to use other clinically-validated tools at their discretion, but should record
the name of the assessment tool, the result of the assessment and also attach a copy of
the assessment to the client’s record.
The following Supplementary Assessment Tools are available for Comprehensive Assessors:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Caregiver Strain Index (CSI)*
Modified Caregiver Strain Index (MCSI)*
Older Americans Resources and Services – Instrumental Activities of Daily Living (OARS-IADL)*
Barthel Index of Activities of Daily Living*
Kimberley Indigenous Cognitive Assessment – Activities of Daily Living (KICA-ADL)*
Revised Urinary Incontinence Scale (RUIS)
Revised Faecal Incontinence Scale (RFIS)
South Australian Oral Health Referral Pad
Oral Health Assessment Tool (OHAT) for Non-Dental Professionals
Mini Nutritional Assessment (MNA)*
Brief Pain Inventory (Short Form)
Resident’s Verbal Brief Pain Inventory
Abbey Pain Scale
Alcohol Use Disorders Identification Test (AUDIT)
Standardised Mini-Mental State Examination (SMMSE)
Rowland Universal Dementia Assessment Scale (RUDAS)
Informant Questionnaire on Cognitive Decline in the Elderly (IQCODE)
Kimberley Indigenous Cognitive Assessment – Cognitive Assessment (KICA-COG)
Kessler 10 (K10)*
Kimberley Indigenous Cognitive Assessment – Carer: Cognitive Informant Report (KICA-Carer)
Geriatric Depression Scale (GDS)

*These Supplementary Assessment Tools are also available for Home Support Assessors.

3
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PRE SCREENING TOOL FOR PREPARATION OF CARE DELIVERY

Prospective/ Resident/customer Name:

D.O.B:

Diagnoses:
Source of information e.g. NSAF, Hospital staff, resident/customer:
NOTE: The full NSAF is to be used for pre assessment
Domain
1) Nutrition & Hydration

ACFI Criteria
Readiness to eat
Eating
Transfers
Locomotion
Un/Dressing; Shoes etc
Washing & Drying
Grooming
Use of toilet
Toilet completion
Urinary

Assistance level
0
1
2
0
1
2
0
1
2
0
1
2
0
1
2
0
1
2
0
1
2
0
1
2
0
1
2
1
2
3

Faecal

5

6

7

8

6) Cognition

PAS or other scale

1

2

3

4

7) Wandering

Consistent with Mobility?

1

2

3

4

8) Verbal Behaviour

Must not be related to unmet need

1

2

3

4

9) Physical Behaviour

Excludes medical conditions that
lead to injury eg seizures etc
Cornell Scale for Depression

1

2

3

4

1

2

3

4

5

6

Does not include time taken to crush
medications

1

2

3

4

5

6

2) Mobility
3) Personal Hygiene

4) Toileting
5) Continence

10) Depression
11) Medication

7

8

Rating

Brief explanation of care need

3

4

9
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Domain
12) Complex Health

ACFI Criteria
Refer to complex health care
procedures guidelines.

Assistance level
1 2 3 4 5
7

8

9

10

11 12

13 14 15 16

17 18

ACFI Estimate in dollars – Daily Rate
Other things to consider
Recommended for admission: Yes / No (if yes
continue to page 2)

Rating

Brief explanation of care need

6

$
Recommended home for admission:

Actions Required (e.g. Education of staff etc)
Requires Memory Support Unit : Yes / No

If no reason why:
State if person is from a special needs group (Aged
Care Act 1997, NDIS).
Preferred name:
Gender:
Identity, culture and diversity

Identity:
Culture:
Religion:

Specialised nursing requirements? If so, document,
including any actions required.
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Advice on Refurbishments/WHS issues etc required?
If so, document, including actions required.
Respite Resident? (Limited number of days /year)

Number of respite days left for the financial year?

Assessor’s Name:

Version No: 1.0

Approved By: SCPC

Assessor’s Signature:

Approval date: 03/02/2021

Date:

Amendment note: New
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CARE STAFF/COMPANIONS TO INFORM THE RN ON
DUTY/ON CALL IF ANY OF THE BELOW SYMPTOMS
ARE IDENTFIED

SYMPTOM
S
T
O
P

Seems different than usual self

A
N
D

Ate or drank less than usual

W
A
T
C
H

Weight changes – either a loss or gain

Talks/communicates less than usual. E.g. personal care, transfer, walking
Overall needs more help or assistance
Pain – new or worsening: participated less in activities

No bowel motion in 3 days. Diarrhoea. Change in colour or consistency
Dark, concentrated, cloudy urine. Change in odour.

Agitated or nervous more than usual
Tired, weak, confused or drowsy
Change in skin colour or condition
Having difficulty breathing - fast, noisy, breathless when talking

Reference Clinical Success Solutions 2018

Version No:1.00

Approved By: SCPC

Approved Date:16/05/2018

Amendment Note: reviewed June 2021 nil changes
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INCIDENT MANAGEMENT SYSTEM
POLICY & PROCEDURE

"EB-12"

1. POLICY STATEMENT
Warrigal is required to have effective systems and practices for preventing and managing all incidents,
including the use of an incident management system (IMS). The IMS supports the service to deliver safe
and quality care and services for residents/customers and to provide appropriate support for those
affected by an incident. It will also assist in taking action to prevent incidents from recurring and to
continuously improve.
Warrigal operates in the best interests of our residents/customers and provides a safe and healthy
environment where incidents are managed effectively and risks minimised. This is assured through
proactive care, the reassessment of resident’s/customer’s individual needs, preferences and goals and
the implementation of appropriate actions in an environment of continuous improvement and open
disclosure.
Incident management is consistent, inclusive and coordinated to provide residents/customers with a
person centred approach. This includes the identification, notification, investigation and analysis of
incidents with established performance indicators and compliance monitoring.
The incident management system, supports Warrigal to take appropriate action when there is an alleged,
suspected or witnessed incident. The IMS supports Warrigal to identify, record, manage and resolve
incidents and report serious incidents.
The IMS supports the Charter of Aged Care Rights, the Quality Standards, Open disclosure and clinical
governance requirements and the approach is based on resident/customer dignity and choice. The
Quality Standards 3, 6 and 8 relate particularly to the IMS and Warrigal’s responsibilities.
2. KEY ROLES AND RESPONSIBILITIES
The following responsibilities apply to Warrigal Board members, staff and volunteers.
The IMS sets out the roles and responsibilities of staff members in identifying, managing and resolving
incidents and in preventing incidents from occurring.
It is Warrigal’s responsibility to ensure that staff are aware of the IMS and understand their
responsibility to comply with these requirements. The IMS includes requirements for the provision of
training to staff in the use of, and compliance with, the IMS.
Board of Directors
(Care Governance
Committee)
Chief Executive
Officer

Executive Leaders

Operational Quality
and Compliance

1.1 To be advised of clinical indicators, benchmarking results and actions
taken to reduce incidence
1.2 Have oversight of meeting legislation responsibilities in relation to
incident reporting.
2.1 All significant incidents are immediately managed and reported as
assessed in a timely manner to the Board and the Board receives
regular communication until completion of the process.
2.2 That there are effective risk management strategies implemented to
minimise incidents.
3.1 Systems and resources are in place to enable the effective reporting,
recording, investigation and implementation of recommendations as a
result of an incident.
3.2 To receive advice of reportable incidents.
3.3 Recommendations derived from incident investigations are
appropriately addressed and effectiveness evaluated.
4.1
To
receive
completed
reportable
incidents
via
reportableincidents@warrigal.com.au
4.2 To maintain a master register of reportable incidents.
4.3 To report to the Executive Leader and Care Governance Committee
on incidents.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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Residential Services
Manager/Person in
Charge/General
Manager/Community
Home Services
Manager

Deputy Residential
Services
Managers/Assistant
General
Managers/Community
Home Services
Coordinators

Village Services
Coordinator

Registered
Nurse/Person in
Charge/Community
Home Services
Coordinator

4.4 To export via the electronic clinical information system an incident data
report and forward to QPS Benchmarking as required.
4.5 To forward the clinical data spreadsheet to Residential Care Homes
by the designated timeline.
5.1 Residential Care:
 To oversee all incident forms.
 To follow Reportable Incidents Policy and Procedure
 To assume responsibility where the severity of the incident is such
that the outcome of the investigation requires escalation.
 In conjunction with the Deputy Residential Services
Manager/Assistant General Manager, and by the designated
monthly deadline, ensure that the clinical data for the month is
accurate (cleansed) for forwarding to QPS Benchmarking.
 To review any analysis of QPS Benchmarking reports.
5.2 Community Home Services:
 Receive completed incident forms and initiate any required
actions.
 Make any notifications required (Person Responsible, Medical
Officer).
 To document the incident or near miss on the appropriate incident
form or reporting system and on the Incident Investigation form
if required.
5.3 To initiate where required an Incident Investigation form and forward
within designated timelines to the Executive Leader and the
Operational Quality and Compliance Manager, including any incident,
that under legislation, requires reporting under SIRS.
5.4 In conjunction with the Deputy Residential Services
Manager/Assistant General Manager / Community Home Services
Coordinator, for implementing, where possible, any recommendations
following any investigation of an incident or near miss.
6.1 To review all reports of incidents and near misses.
6.2 To ensure the person responsible has been notified of the incident,
where warranted.
6.3 To ensure the Medical Officer has been advised where the incident is
health related.
6.4 In conjunction with the Residential Services Manager/General
Manager/Community Home Services Coordinator, for implementing,
where possible, any recommendations following any investigation of
an incident or near miss.
6.5 For Residential Care:
 In conjunction with the Residential Services Manager/General
Manager, and by the designated monthly deadline, ensure that
clinical data for the month is accurate (cleansed) for forwarding to
QPS Benchmarking.
 To receive QPS Benchmarking reports, analyse results, identify
trends, and action where there is an identified need.
7.1 To report incidents/accidents and near misses through the eStaff
Health and Safety Incident / Accident reporting system that:
 They are advised of, and
 Intervention of Property Services if required.
8.1 To initiate an assessment of any incident or near miss and determine
the need to report to a more senior manager.
8.2 For Residential Care to report any incident to the Residential Services
Manager /General Manager that under legislation is a reportable
incident (SIRS).
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document
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Staff – Residential
Care

Staff – Community
Home Services
All staff

Volunteers

8.3 To document the incident or near miss on the appropriate incident form
or reporting system and on the Reportable Incident Investigation form
if required.
8.4 For advising the persons responsible of an incident if warranted.
8.5 For advising the resident/customers Medical Officer of an incident
where it is health related.
8.6 For ensuring that both the person responsible and the Medical Officer
are notified in the event that an incident results in hospitalisation.
8.7 To undertake an initial investigation of any incident or near miss and
where the incident is as a result of a hazard, report the hazard
accordingly.
8.8 To initiate any revised interventions, arrange Medical Officer follow up,
undertake any new assessments required and update the care plan.
8.9 To review all incomplete incident reports and ensure all mandatory
fields are completed and all other fields as required.
8.10 To complete all incident reports in electronic clinical information
system
9.1 To report all incidents or near misses to the Registered Nurse/Person
in Charge.
9.2 To report any incident to the Registered Nurse/Person in Charge that
under legislation are reportable incidents (SIRS).
9.3 For Residential Care Services, initiate a clinical incident report in the
electronic clinical information system for any incident witnessed or
advised of.
10.1To report all incidents /accidents or near misses to their
Coordinator/Manager.
11.1 To advise the Village Services Coordinator of any incident/accident
or near miss that they are aware of involving Village customers that
would require escalating to Property Services.
11.2 Attend training on responsibilities under SIRS
12.1To advise the Registered Nurse/Person in Charge of any
incident/accident or near miss that they are aware of involving
residents/customers.
12.2 To advise the Village Services Coordinator of any incident/accident
or near miss that they are aware of involving Village customers.

FEEDBACK AND COMPLAINTS
The incident management system should also draw from the Warrigal’s feedback and complaints.
Incidents and near misses are identified and reported by residents/customers and their
families/representatives, which may mean it is first recorded through the feedback and complaints system
and processes, and must subsequently be captured by the incident management system.
The IMS supports a ‘blame free’ culture, with a focus on understanding, learning and improvement,
encourages staff to report incidents and to learn from them. It also supports staff, residents/customers and
their families or representatives to collaborate and work on solutions when things go wrong.

3. PROCEDURE RESIDENTIAL CARE
The management of incidents must be focused on the safety, health, wellbeing and quality of life
of the residents/customers. Warrigal responds to an incident by:


assessing the support and assistance required to ensure the safety, health and well‑being
of persons affected by the incident; and

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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providing that support and assistance to those persons; and to ensure the safety, health
and wellbeing of those affected by the incident and providing that support and assistance;
and
assessing how to appropriately involve each person affected by the incident, or a
representative of the person, in the management and resolution of the incident; and
involving each person or representative in that way; and
using an open disclosure process.

3.1 RESIDENTIAL CARE
3.1.1 The current domains for the reporting of incidents in the residential care home are:
 SIRS
 NDIS
 Behaviours
 Falls
 Medications
 Skin Injury
 Infections
 Other
3.1.2 All incidents are to be reported and recorded in the relevant electronic clinical information
system incident form which will populate a progress note entry. Warrigal Clinical Business
Rules are to be followed.
3.1.3 If an incident prompts an assessment review, the care plan is updated based on the outcome
of the assessment review.
3.2 IDENTIFYING AN INCIDENT
3.2.1 Incidents or a near miss can be identified through a number of mechanisms, including:
 Direct observation
 Audits
 Team discussions
 Staff handover
 Reports received
 Staff meetings
 Comments and complaints
 Chart reviews
3.2.2 Families/person responsible/visitors can report an incident or a near miss in a number of
ways - most commonly:
 Verbally
 Completion of a “Share Your Thoughts With Us” form
 By a complaint/concern mechanism
3.3 ACTION TO BE TAKEN WHEN AN INCIDENT OCCURS
In responding to incidents, staff need to consider the individuals involved, the level of harm (or potential
harm) to these individuals and the circumstances surrounding the incident. Each incident will require
a tailored and considered response to ensure the health, safety and wellbeing of all people involved
and to explore how similar types of incidents can be prevented or mitigated in the future. Provide
information about access to advocates such as independent advocates and the National Aged Care
Advocacy Program).
3.3.1 Report the incident to the Registered Nurse/Supervisor after the situation has been made
safe and any initial care needs have been attended to.

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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3.3.2 The Registered Nurse/Supervisor is to assess the severity of the incident to prioritise any
actions and to prevent or minimise any future reoccurrence (Refer to the Incident
Management flowchart and follow the process).
3.3.3. Depending on the injury, actions could include:
 Call for assistance
 Provide immediate care
 Gather information
 Involve other health professionals if required
 Take observations
 Call an ambulance for a transfer to hospital
 Notify person responsible
 Notify Medical Officer
 Make situation safe to prevent any reoccurrence
 Ensure the safety of other residents/customers and staff if applicable
 Remove and/or make safe any faulty equipment if applicable
3.4 ASSESSING INCIDENTS
In accordance with section 15LA of the Quality of Care Principles, Warrigal must assess:
 whether the incident could have been prevented
 what, if any, remedial action needs to be undertaken to prevent further similar incidents
from occurring, or to minimise their harm
 how well the incident was managed and resolved
 what, if any, actions could be taken to improve your management and resolution of
similar incidents
 whether other persons or bodies should be notified of the incident.
Undertaking any actions identified through the assessment, including to notify the relevant persons
identified, minimise risks, prevent future incidents from occurring and improve the approach to
managing incidents.
3.5 INCIDENT REPORTS AND NOTIFICATIONS
3.5.1 The Registered Nurse/Supervisor to advise the manager of all incidents.
 The manager/delegate is to complete an Incident Investigation form if the incident
warrants such notification to the Commission or meets the Warrigal criteria.
 Reportable incidents must be reported to the Aged Care Commission and NDIS
Commission where relevant to comply with legislative requirements. Refer to the
Reportable Incidents Policy and Procedures for further information located on the
intranet.
3.5.2 All identified resident/customer incidents are to be documented at the time of the incident.
 A clinical incident report is to be initiated by the staff member who witnesses or is advised
of the incident, as soon as possible and before the end of the work shift. This is to be
reported to the Registered Nurse Supervisor immediately.
 The staff member is to initiate an incident form in electronic clinical information
system as per procedure and document as much detail of the incident in the report
as available.
 Once all information available is recorded, the staff member is to “save and exit” the
incident form.
3.5.3 The Registered Nurse/Supervisor/Manager is to advise the person responsible of the
incident.
 The preferred method of providing this advice is by telephone unless there is specific
instructions for another method of communication to be utilised.
 Email is not to be used unless specifically requested.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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WHS meetings

3.8 REGISTERED NURSE / SUPERVISOR RESPONSBILITIES
3.8.1 It is the Registered Nurse / Supervisor responsibility to:
 Review all incomplete incident reports.
 Ensure all mandatory fields are completed.
 Ensure all fields are completed where possible.
3.8.2 It is the Registered Nurse / Supervisor responsibility to:
 Implement any required interventions.
 Arrange for any follow up with the Medical Officer or other health professional if required.
 Make contact with the person responsible if required.
 Where there is a change in care needs, undertake a new assessment to reflect the
change in care needs and revised interventions
 Once the new assessment is completed, which automatically populates the relevant
domains, review and amend the care plan.
3.8.3 Once satisfied that all appropriate actions has been undertaken, the Registered Nurse is
responsible for “completing” the incident in electronic clinical information system on the shift
of the incident being reported.
3.8.4 At the beginning of each shift the Registered Nurse is responsible for checking incident
reports for the previous 24 hours to ensure all have been reviewed and completed.
 Any outstanding incident reports are to be completed. The time frame for
reviewing/resolving incidents will vary depending on the incident. All incidents should be
reviewed and resolved at the earliest possible time.
3.8.5 If at any time the incident report requires editing, the original incident form is to be archived
from management reporting.
3.9 DEPUTY RESIDENTIAL SERVICES MANAGER /ASSISTANT GENERAL MANAGER
RESPONSIBILITIES
3.9.1 Deputy Residential Services Managers/Assistant General Manager has the responsibility for:
 Reviewing incident forms.
 Editing incident forms as required.
 Escalating the incident to the Residential Service Manager/General Manager as
required.
3.10 RESIDENTIAL SERVICES MANGER /GENERAL MANAGER RESPONSIBILITIES
3.10.1 Managers have the responsibility for having oversight over all incidents.
3.10.2 Providing clinical governance to ensure the incident is managed effectively.
3.11 INCIDENT DATA COLLECTION
3.11.1 All incidents are to be recorded and entered into electronic clinical information system
3.12.1 Residential Services Manager/General Manager/Deputy Residential Services
Manager/Assistant General Manager to ensure that the incident data is accurate
(cleansed) as per the QPS Benchmarking Business Rules.
3.13.1 Incident monthly data (including vacant bed days) is collated and forwarded to QPS
Benchmarking for analysis by 4.00pm on the third working day of each month.
3.14.1 Operational Quality and Compliance team (OQaC) to forward a clinical data spreadsheet
to each residential care home to assist with their analysis.
ROOT CAUSE ANALYSIS (RCA)
The Commission may request that an internal or external investigation be undertaken. Under these
circumstances an RCA may be required.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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Warrigal has criteria and a process to follow when conducting an RCA. Refer to RCA procedure.
TREND ANALYSIS & REPORTING – RESIDENTIAL CARE
The Warrigal incident management system allows the collection of data that enables the review and
analysis of recurrent issues including patterns of abuse, and continuously improve the prevention and
management of incidents and provide information to the Commission.
Information about incidents will be used to identify and address systemic issues, review management of
these risks, feedback and education to staff and to improve Warrigal’s capability to prevent, manage and
resolve incidents.
The monthly QPS incident data is analysed by the management team, and this information is reported to
the Board on a monthly basis and to the Care Governance Committee on a quarterly basis.
The reportable incident data is discussed at staff meetings and resident/relative meetings to share
information about the trends and actions being taken to reduce the risk of incidents and how incidents are
managed.
The incident data summary results are discussed at the Specialised Care Practice Committee.
Lessons learned are shared and organisational-wide systems reviewed and processes and incorporate
with the continuous improvement system – eImprove. This may include de-identified communication of
outcomes of a reportable incident where changes are made to systems, procedures and practices.
A review of WHS incidents and any correlation with resident/customer incidents will be reviewed.
When a WHS incident occurs involving staff and a resident/customer interaction, the incident details are
submitted into e-Staff. This information is investigated by the facility manager and the WHS manager and
recorded in the WHS incident register. WHS reports include the Warrigal injury trend analysis, site injury
trend analysis and monthly safety report and these will be reviewed by managers to determine contributing
factors and any trends related to clinical incidents, staff incidents and hazards.

4. HOME SERVICES
4.1 Home Services
4.1.1 The current domains for the reporting of incidents in Home Services are:
 Aggressive Episode
 Falls
 Feed Back
 Medication
 Skin Tear
 Wound
 Other
4.2 Identifying an Incident
4.2.1 Incidents can be identified through a number of mechanisms, including:
 Direct observation
 Audits
 Team discussions
 Reports received
 Staff meetings
 Staff feedback
 Comments and complaints
4.2.2 Families/responsible persons/visitors can report an incident in a number of ways – most
commonly:
 Email
 Face to face
 Verbally
 Completion of a “Share your Thoughts With Us” form
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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4.3 Immediate actions to mitigate any incident
4.3.1 When an incident or near miss occurs, actions to mitigate the incident are to be undertaken
immediately.
4.3.2 If the incident results in an injury refer to the Incident Management flowchart for the process
to follow. Depending on the injury, actions could include:
 Call for assistance
 Provide first aid
 Call an ambulance
 Notify the Home Services Manager/Coordinator
4.3.3 Initiate actions that could assist to mitigate an incident including:
 Provide immediate care
 Make situation safe to prevent any reoccurrence
 Ensure safety of other customers and staff if applicable
 Apply first aid if applicable
 Remove and/or make safe any faulty equipment if applicable
4.4 Incident reports and notifications
4.4.1 Staff to report all incidents via telephone to the Home Services Coordinator/Manager
immediately upon being made aware of the incident and the situation has been made safe
and any initial care needs have been attended to.
4.4.2 An accident/incident form is to be completed and forwarded to the Coordinator/Manager as
soon as possible but within 24 hours.
4.4.3 The Home Services Manager/Coordinator to:
 Initiate any required actions within 24 hours.
 Make any notifications required (e.g. person responsible, Medical officer).
 Make an entry in the HCM history based on the accident/incident form.
 Upload any documentation received in relation to the incident in the customer’s history
in HCM.
 Where required initiate an assessment review and update the care plan based on the
outcome.
 Initiate any actions to prevent or minimise any future reoccurrence.
 Initiate an Incident Investigation form if the incident warrants such notification.
4.4.4 The Home Services Coordinator is to advise the persons responsible of the incident if
warranted.
 The preferred method of providing this advice is by telephone unless there is specific
instructions for another method of communication to be utilised.
 Email is not to be used unless specifically requested.
 Record in the HCM history all communications / attempted communications.
 Explain any process that may need to be implemented.
 Initiate the Open Disclosure process where required.
4.4.5 The Home Services Coordinator is to advise the customers Medical Officer if the incident is
health related.
 The preferred method for providing this advice is by facsimile unless there are specific
instructions for another method to be used.
 Record in the HCM history all communications / attempted communications.
4.4.6 In the event that the incident results in hospitalisation of the customer, the persons
responsible and the Medical Officer are to be notified.
4.4.7 Privacy and confidentiality requirements are to be maintained at all times.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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4.5 Incident Investigation
4.5.1 An investigation of all incidents and near misses is to be undertaken. The home Services
Coordinator is responsible for the initial investigation of incidents.
 The initial investigation is to be completed as soon as is possible and for a serious
incident within 48 hours of the incident.
 If the severity of the incident is such that the outcome of the investigation requires
escalation, the Manager will assume responsibility.
4.5.2 Should an incident investigation result in revised interventions for a customer, these are to
be documented in the customers care plan.
4.5.3 All new interventions must be communicated to relevant staff in a timely manner. There are
various communication tools available including email, staff meetings and case
conferences/reviews.
4.6 Action as a result of incident investigation
4.6.1 The Manager/Coordinator is responsible for implementing, where possible, any
recommendations following an investigation of an incident.
4.6.2 Recommendations are to be implemented as soon as possible.
4.6.3 The care plan is to be updated.
4.6.4 Any recommendations implemented are to be monitored and assessed for effectiveness.
4.6.5 Where recommendations cannot be implemented, the reasons as to why they cannot be
implemented are to be documented.
4.6.6 The implementation of any recommendation that may initiate improvements is to be
included in the continuous improvement plan.
4.6.7 Where any investigation leads to learnings that may be able to be incorporated more widely
within Warrigal, these learnings are to be shared as appropriate. This can be through
available mechanisms such as:
 Medication Advisory Committee (MAC) meetings
 Specialised Care Practice Committee meetings
4.7 Incident data collection
4.7.1 All incidents are to be recorded and entered in HCM history clinical indicators as per
procedure.
4.7.2 Data is collated quarterly and forwarded to QPS Benchmarking for analysis.
5. VILLAGE SERVICES
5.1 All incidents and accidents are to be reported. These are generally reported through:
 Email advice received through the INS Lifeguard system when a customer activates
that system
 By staff – either by email, verbally or via the telephone
 By Volunteers – either verbally directly or by telephone
5.2 Where the customer has a nominated person responsible and there is a documented instruction
to do so, Village Services make contact with the person responsible to advise of the incident.
5.3 This advice to the person responsible is to occur, where possible, on the same day as the report
is received. If the advice is not able to be provided on the same day, or the incident occurs
out of business hours, then as soon as feasible on the next business day.
5.4 At a suitable time following the incident and where feasible, Village Services are to make a
welfare contact with the customer person responsible to ascertain the status of the customer.
5.5 Additional welfare contact is to be made where requested and/or warranted.
5.6 Each contact made to be documented with the date and contact details recorded and filed
appropriately.
5.7 Reported incidents / accidents and near misses are to be reviewed by Village Services to
determine if any preventative action is required.
5.8 Initiate any actions that could assist in mitigating an incident, including:
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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Initiating an eStaff Health and Safety Incident and/or Hazard report.
Initiating an eProperty request where required.

6. ALL SERVICES
6.1 Near Miss
6.1.1 All incidents that have the potential to cause harm or damage (near misses) are to be reported
in the same manner as actual incidents.
6.1.2 Any actions that are identified as required to mitigate any potential near miss are to be
undertaken in the same manner as if the incident actually occurred.
6.1.3 Reporting near misses builds a safety culture where learning from events occurs and risks
can be understood and incidents prevented from occurring. Staff should be supported to
recognise and report near misses and be part of the learning and quality improvements that
come out of near misses or close calls.
6.2 Open Disclosure
6.2.1 Where an incident may require open disclosure as part of the incident management
process, the Open Disclosure policy and procedure is to be followed.
6.3 Continuous improvement
In accordance with section 15LB of the Quality of Care Principles, information must be collected
relating to incidents to continuously improve the prevention and management of incidents,
including to:
 identify and address systemic issues in the quality of care you provide
 provide feedback, support and training to staff about preventing and managing incidents.
This information must be regularly reviewed to assess the effectiveness of the prevention and
management of incidents and determine what, if any, actions could be taken to improve the
approach.
Any actions identified will be undertaken to ensure the continuous improvement of Warrigal’s
approach to managing incidents.
6.4 Clinical Governance
6.4.1 Warrigal provides timely escalation of Priority 1 and Priority 2 incidents including where
required immediate notification by the Executive Leader to the CEO who will advise the Board
of Directors if required.
6.4.2 Warrigal has a Care Governance Committee – a subcommittee of the Board of Directors that:
 Meets quarterly
 Reviews clinical incident data and trend analysis
6.4.3 Warrigal’s Board of Directors meet monthly:
 Receives a report on Priority 1 incidents including information on a balanced
scorecard report.
 Receives reports from the Care Governance Committee.

7. Record keeping
All incident records must be retained for a period of 7 years after 30 June of the year the incident was
identified.
8. STRATEGIES TO REDUCE RISK OF ABUSE OR HARM
Warrigal has processes in place to minimise the risk of abuse or harm to residents/customers and staff
including:
8.1 A Code of Conduct for staff and volunteers including the NDIS Code of conduct
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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8.2 Annual staff training about the Serious Incident Response Scheme (SIRS) and abuse of
people with disability; (forms part of the annual mandatory training program)
8.3 Application of the Charter of Aged Care Rights in the provision of services
8.4 Appropriate selection and screening of staff, contractors and volunteers
8.5 Staff access to policies and procedures outlining responsibilities
8.6 Provision of a safe environment
8.7 Access to supervision and support from Management
8.8 A hazard and incident reporting system
9. ENGAGING WITH RESIDENTS/CUSTOMERS, FAMILIES AND REPRESENTATIVES
Residents and customers will be informed about Warrigal’s incident Management system and that it
supports safe, quality care. Feedback and the reporting of near misses and incidents from residents and
customers will be encouraged.
10. DEFINITIONS
Charter of Aged Care
Rights (Charter)

Clinical governance

Clinical Incident

Describes the rights of consumers of Commonwealth-funded aged care
services to be consulted and respected. Provides the same rights to all
consumers, regardless of the type of subsidised care and services they
receive. The Charter is made under the Aged Care Act.
Clinical governance is an integrated set of leadership behaviours,
policies, procedures, responsibilities, relationships, planning,
monitoring and improvement mechanisms that are implemented
to support safe, quality clinical care and good clinical outcomes for each
consumer. Refer to (Standard 8(3) (e).
Any unplanned event which causes, or has the potential to cause, harm to
a resident/customer.

Clinical Significant
Incident

A significant incident is an event or circumstance which could have or did
lead to unintended and/or unnecessary harm to a resident/customer,
another individual or the organisation. Examples include a prolonged
hospitalisation; unexpected death; serious physical/psychological injury;
any incident that has the potential to involve a third party. This includes
incidents notifiable to Government Department.

Corporate Significant
Incident

A significant incident that relates to a breach of legislation, standards,
codes, values and best practice. This may include policies, procedures,
systems or processes that do not meet legislative requirements and
professional misconduct.

Incident

An incident is an act, omission, event, or circumstance which has, or could
have caused harm to a consumer or anyone else while providing care. All
incidents, including those which are known to, alleged, or suspected to
have happened, must be recorded in an incident management system and
managed appropriately.
An incident management system is a set of processes and procedures
used to prevent, manage and respond to incidents and is an essential
component of an effective clinical governance framework.
A near miss is when an occurrence, event or omission happens that does
not result in harm (such as injury, illness or danger to health) to a consumer
or another person but had potential to do so.

Incident Management
System (IMS)
Near Miss

Open Disclosure

Open discussion with residents/customers, their families, carers and other
support people of incidents that have caused harm to the
resident/customer. It involves an expression of regret and a factual
explanation of what happened, the potential consequences and what steps
are being taken to manage this and prevent it from happening again.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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QPS Benchmarking

Aged Care Quality
Standards (Quality
Standards)
The SIRS

QPS Benchmarking assists Warrigal to collect key performance indicator
data for the purpose of quality and business improvement and identifying
trends.
The Quality Standards with which organisations approved to provide
aged care services in Australia are legally required to comply. Refer to
the Commission’s website for Quality Standards guidance and resources
The SIRS aims to prevent and reduce incidents of abuse and neglect
in Australian Government subsidised residential aged care services
It requires providers to have an effective incident management system
in place and to identify, record, manage and resolve all incidents, and
to notify all reportable incidents that occur, or are alleged or suspected
to have occurred to the Commission (and the police where there are
reasonable grounds).

11. RELATED DOCUMENTS
11.1 Incident Management Flow Chart
11.2 Warrigal electronic clinical information system Business Rules
11.3 QPS Benchmarking Business Rules
11.4 Warrigal Incident Investigation form
11.5 Warrigal “Share your Thoughts with Us” form
11.6 Open Disclosure Policy and Procedure
11.7 Procedure 22.0 Staff - Incident Reporting and WHS Procedure
12. REGULATORY COMPLIANCE
12.1 Aged Care Act 1997
12.2 Aged Care Quality and Safety Commission Act 2018
12.3 Aged Care Legislation Amendment (Serious Incident Response Scheme) Instrument 2021
12.4 Aged Care Quality and Safety Standards
12.5 NDIS Act 2013
12.6 SIRS (Incident Management and Reportable Incident) Rules 2018
12.7 Work Health and Safety Act 2011 and Regulations 2017
12.8 Privacy Act 1988
12.9 Part 1-Amendments of the Quality of Care Principles 2014
12.10 Part 2-Amendments of the Aged Care Quality and Safety Commission Rules 2018
12.11 Part 3- Consequential Amendments
12.12 Accountability Principles 2014
12.13 Records Principles 2014

13. REFERENCES
13.1 Effective Incident Management Systems: best Practice Guidance March 2021
13.2 NSW Government Clinical Excellence commission – Clinical Incident Management. 2018
13.3 Queensland Government Department of Health – Best Practice Guide to Clinical Incident
Management – June 2014
13.4 NDIS Incident Management System – Detailed Guidance for Registered NDIS Providers June
2019
14. ATTACHMENTS
ATTACHMENT A
Incident Management System Flowchart
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IN THE FAIR WORK COMMISSION
Matter(s): AM2020/99; AM2021/63 & AM2021/65
Re Applications by: Health Services Union (HSU) and Australian Nursing And Midwifery
Federation (ANMF)

STATEMENT OF SUE CUDMORE

I, Sue Cudmore of 140 Arthur Street, North Sydney in the state of New South Wales state as
follows:

Background
1.

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

2.

I am currently the Chief Operating Officer - Recruitment Solutions Group Australia (Health
Solutions) and have operational control for Alliance Health Services Group Pty Ltd (ABN:
191 007 36294) (Alliance) and am Board Director at the Australian Community Industry
Alliance.

3.

I obtained my Bachelor of Nursing (Sydney University) in 1990 and I have been an
APHRA qualified Registered Nurse since that time.

4.

I obtained a Masters in Public Health from University of NSW in 2000.

5.

My nursing career has included working in the acute hospital environment across many
areas including neonatal and paediatric intensive care where in I completed a post

sue cudmore - witness statement - final.docx
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graduate certificate in neonatal intensive care through Thames Valley University, London.
I have held senior clinical roles including that of a clinical nurse specialist in paediatric
intensive care. I have also worked in community paediatrics.
6.

I worked for the Australian Council of Healthcare Standards as a customer services
manager supporting hospitals to achieve accreditation. I have also been a quality
management consultant supporting community and hospitals clients with their quality and
clinical governance programs.

7.

I have been working in the community and disability sector for around 18 years.

8.

For 16 of those years, I have been working in executive operational and managerial roles
in a nursing and disability service.

Health Solutions
9.

Health Solutions operates a number of labour hire agencies that work in the nursing industry
in Australia. This includes:
(a)

Belmore Nurses;

(b)

ACT Nursing Service;

(c)

RNS Nursing;

(d)

Alliance Nursing; and

(e)

CQ Nurses.

Alliance
10.

Alliance Health Services Group Pty Ltd was established in 2002 as a nursing agency. In
2004, in response to market requests, the business expanded into the community nursing
and disability services.

11.

Since 2015, the component of the business that provided community care and disability
support services was rebranded Alliance Community (Alliance Community), with the
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component of the business that provided nursing employees rebranded as (Alliance
Nursing).
12.

Today Alliance delivers:
(a)

community care and disability support services in NSW, ACT, SA and QLD
providing support and care services to over 1000 individuals; and

(b)

agency nurses, from assistants in nursing through to nursing specialists, to
residential and in-home aged care to over 100 providers across Australia.

Employees
Health Solutions
13.

Health Solutions employs around 5,800 nurses as of the writing of this statement.

14.

All the nurses are paid in accordance with the Nurses Award 2020.

15.

Health Solutions places over 5,800 nursing staff into host employers that are
predominantly hospitals or aged care facilities, but also operate in the community
services, corrective services, mental health and disability services space among others.
Alliance

16.

Alliance employs approximately 450 employees who work in the aged care and disability
services sector, mainly in in-home care.

17.

Alliance operate under two industrial instruments:
(a)

Social, Community, Home Care and Disability Services Award 2020; and

(b)

the Alliance Home Care Services Enterprise Agreement.

Placement of Employees
18.

Alliance and Health Solutions take a slightly different approach to placing employees with
a ‘host’ employer.

3

382

Health Solutions
19.

Before contracting with a host employer and agreeing to place employees with that host,
Health Solutions undertakes a thorough assessment to ensure they will provide a safe
workplace for our employees.

20.

This includes reviewing matters such as compliance with relevant safety and best practice
requirements and ensuring the host has the required accreditations.

21.

Once the host passes the relevant requirements, that host is responsible for day to day
matters such as work being performed, safety, infection control, PPE etc.

22.

This is an ongoing process of review. Each branch of the Health Solutions Group that
manages a contract with a host regularly checks in to ensure that host continues to meet
their obligations.

23.

If there is a problem raised with Health Solutions, there is an incident management
process which is reviewed by an internal governance committee that discuss matters such
as safety in the workplace.
Alliance

24.

Alliance operates in the community services and age care space in a much more ‘hands
on’ model.

25.

This means that we have responsibility and control over day-to-day operational matters
such as work undertaken, workplace health and safety, infection control, provision of PPE
etc.

26.

Alliance has developed a number of policies on these matters.
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Nature of the work undertaken by Alliance Employees
27.

Alliance Community mainly undertakes in-home care work.

28.

In relation to the work performed by Alliance Community employees, this includes:
(a)

assisting the elderly with daily living task such as bathing, dressing and at meal
time;

(b)

taking the elderly to the library, local bowling club and other types of community
engagement;

29.

(c)

providing companionship;

(d)

taking them grocery shopping or just generally to the shops;

(e)

assisting them with medication reminders;

(f)

undertaking domestic duties such as cleaning;

(g)

helping with meal preparation; and

(h)

assisting with travel.

The work is undertaken under the indirect supervision of the care coordinator, a team
leader and a community manager.

30.

If required, the employee can also have infield supervision.
Prior to performing services

31.

All Alliance employees are required to undertake a skills assessment to determine the
scope of the work they can perform. This is to ensure that we place employees with the
right skills to perform the work required by the client. Annexed and Marked SC-01
Alliance’s skill assessment.
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32.

When a client chooses Alliance as their home care provider, a care coordinator will
conduct an assessment of the clients needs and their goals work with the client to
determine the services they require and when they would like these services to be
performed. This may be conducted by the registered nurse or the Home Care Case
Manager. This will then become the care plan for the client. Annexed and Marked SC-02
is an example of a care plan.

33.

Before we service a client, a risk assessment is undertaken by an Alliance Community
team member to identify any risks in the home environment.

34.

A scheduler will then arrange for a care employee to perform the duties required under
the care plan. For example, if a client has requested domestic assistance in the form of
vacuuming, the care employee will be assigned domestic assistance. The care employee
can then check the care plan to see what specific domestic assistance has been assigned
to them.

35.

The care employee can only perform the work within the scope of their skill and role as
set out in their position description. Annexed and Marked SC-03 and SC-04 is Alliance’s
position descriptions which set out the typical duties of an employee at level 3 and level 4.

36.

In the Procura App (which is the application used by Alliance for scheduling, rostering,
documenting, communication, care plans etc) the employee can see what type of services
they have been scheduled for.
Commencing work

37.

The employee commences by logging into the Procura App and confirming their shift. The
employee is required to stay logged on until the end of their shift.

38.

When arriving at the home of the client, a home risk assessment is undertaken by the
employee prior to the commencement of the service. If the employee identifies a hazard in
the workplace, they are required to report this to the Alliance Community team
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immediately and remove themselves from the hazard. Depending on the severity of the
hazard they may need to remove the client from the hazard.
39.

The employee is required to call through to the office and report the hazard. An over the
phone assessment is immediately done with a care coordinator to determine if the service
can be started or need to be cancelled until the hazard is removed.

40.

Once the home risk assessment has been completed, the employee can commence the
service.

41.

If the client does not answer the door, the employee is to call the office immediately for
assistance. The employee cannot make the decision to use the spare key to open the
door or leave the service without first seeking advice.
Performing the Service

42.

The care employee is also provided with an employee handbook which details the
procedure to be followed for the majority of services that Alliance offers. Annexed and
Marked SC-05 is the employee handbook. For example, on page 36 of SC-05 details the
process for assisting a client with feeding.

43.

The service is to be performed in accordance with the care plan and the procedures set
out in SC-05.

44.

If once the employee attends the client, they would like to change the service that has
been contracted, the employee must call the office for advice. See page 25 of SC-05.

45.

The employee handbook also sets out when certain issues or concerns are required to be
escalated to the care coordinator. For example, if the employee notices signs of poor
circulation, skin damage or a wound they are to report this to the care coordinator. See
page 33 of SC-05.

46.

There are clear boundaries and guidelines regarding what work can be performed which
have been established by Alliance. These are set out in SC-05 which is provided to all
employees. For example, on page 26 of SC-05 we state that all communication between
7
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Home Care Package- Client Care Plan
Service Type:

Service Type:

Service Type:

Tasks include but are not limited to:

Tasks include but are not limited to:
•

Tasks include but are not limited to:
•

(Please note that domestic assistance does not include
the dusting of fine collectible items)
•
•
•
•
•
•
•
•

Change bedding
Tidy and clean kitchen bench
Tidy and damp dust loungeroom surfaces
Tidy and damp dust bedroom
Vacuum and mop hard floors
Clean bathroom sink/shower/toilet
Mop Bathroom
Assist with large laundry

This Care Plan has been formulated in consultation with (Client / Person Responsible) _____________________________________
Client / Person Responsible Signature __________________________________
Name of Case Manager

Date ______________________

Case Manager Signature _________________________

Home Care Package Consumer Care Plan

Date ______________________
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Domestic
Assistance

Typical Duties shall include, but not be limited to:

Assisting client with general housework. Activities may include any of the
following:
 Making bed, change bed linen
 Vacuuming
 Cleaning of kitchen surfaces and floors
 Regular cleaning of fridge discarding stale and out dated foods
 Occasional cleaning of cupboards and pantry
 Cleaning of bathroom including toilet, surfaces and floors and
commode
 Dusting and general tidying up
 Take out garbage including putting garbage bins out
 Laundry including: washing and hanging clothes on the line and
making sure they are brought in and ironing and folding clothes
 Unaccompanied shopping
Please note: the use of ladders or cleaning above shoulder
height should not be undertaken at any time

Personal Care

Activities may include any of the following:
 Assisting client with undressing, dressing and general grooming
 Assisting client with showering
 Assisting client with hair washing and drying
 Assisting client shaving and personal grooming

Documentation









Client Support
and Well Being






Personal
Development






Documenting any changes in client physical, emotional and social
wellbeing and to CHSP Coordinator
Documenting any changes to client care plan and returning to CHSP
Coordinator
Ensure all changes to client information is documented and given to
the CHSP Coordinator so that client database is updated and
maintained
Documenting hours of work accurately and filling in time sheet daily
Documenting accurately kilometers to be reimbursed for both client
travel and in between client travel
Ensuring time sheet is filled in accurately and returned to the office by
the date
Documenting any accidents or incidents as per the Incident, Hazard
and Injury Flow Chart
Provide emotional support to client and refer to CHSP Coordinator any
changes in client emotional wellbeing
Respect wishes of clients in when performing duties and ensure client
involvement in planning
Monitor wellbeing of client and notify CHSP Coordinator immediately if
there is any change in client’s health or circumstances
Providing care and support services that are sensitive to the clients
spiritual and cultural beliefs and values
Attending team meetings as required
Participating in training and support programs as provided
Participating in regular supervision and annual appraisals
Undertake other tasks as reasonably requested by the CHSP
Coordinator. Refer any unresolved complaints or problems in the first
instance to CHSP Coordinator then Aged Care and Brokerage Manager.

age 2 of 2
Commu

y Ca e a d D sab

y Suppo

Se v ces - Hea

Suppo

THIS DOCUMENT IS CONTROLLED

400

Wo ke - eve 3 Job Desc p o - V - AUTHOR S D - 7/08/20 8 - SSU NG AUTHOR TY Su y H s NSW

Local Fo

Typical Duties shall include, but not be limited to:
Showering and
Bathing






Toileting








Adults and children with/without severely limited/uncontrollable body movements eg.
Stroke, Parkinson’s disease, Cerebral Palsy, Multiple sclerosis and others.
Total bed bath where indicated eg. As above but also where there is a comfort or health
consideration.
Assisting with mobility/transferring to shower/commode chair.
Supervising a child’s bath/bathing a baby.
Assisting people to the toilet, assisting with clothing adjustment, changing
incontinence/sanitary pads.
Assisting with changing/emptying/cleaning continence aids such as catheter leg bags,
drainage bags, urinary sheaths, and colostomy bags.
Cleaning around catheter insertion site; check and clean stoma site.
Bowel management to include washing person and changing continence pads.
Care of glass catheters for clients who self-catheterise.
Assisting with a child’s toileting and changing babies’ nappies as required.

Transferring /
Mobility



Transporting client




Knowledge of safety factors in use of wheelchair/electric chair.
Alliance Home Care Service may authorise an employee to use a registered and
comprehensively insured private car owned or hired by the employee at their own
expense for the purpose of taking a client shopping or to a hospital, medical or allied
health appointment. The employee will be entitled to a flat rate Motor Vehicle Allowance
(MVA) per kilometre at the current rate.

Menstrual Care



Changing sanitary pads.

Skin Care



Application of creams for moisturising and where prescribed by a Medical Officer for
specific treatments to all areas of the body including genital if required.
Non-complex dressings in the presence of a current care plan and where indicated can
be performed by Health Support Worker.





Weight-bearing/Limited weight-bearing: Assist client to turn or sit and transfer out of
bed, chair or commode.
Non weight-bearing: Using mechanical aids to lift and transfer client eg. Pelican belt,
slide sheet, lifter. To be provided by client in negotiation with referring Medical/ACAT
Officers.

Nasal care



Cleaning noses

Grooming



Assisting with dressing/undressing for all clients including those with severely
limited/uncontrollable movements.
Hair care, trimming nails, except in the presence of complications of the nail bed eg.
fungal infection, or where the client is a Diabetic.
Shaving with electric razors wherever possible. Safety razors may be used where there
are no uncontrollable movements, and it is documented in a current care plan.




Oral Hygiene



Assisting with or attending to the care of teeth and/or dentures using brush, paste, oral
solutions only.

Nutrition



Assist with eating as requested, unless there is a risk of choking and/or directed by a
Speech Pathologist that client is Nil By Mouth, assisting client who has difficulty with
managing utensils.
Changing naso-gastric/PEG feed bags if competency has been assessed and achieved.


Oral Medications




Fitting Aids /
Appliances






In accordance with New South Wales Health Policy Directive PD2013_043 “Medication
handling in NSW Public Health Facilities.”
Supervision/assistance of client managing own medications: HSW may remove
medication as requested from a storage facility; may remove medication from a package
and may assist with client taking medications ONLY. Refer to Alliance Home Nursing
Services Medication Policy.
Assisting/Fitting appliances such as splints, callipers, leg wraps and arm wraps.
Assisting with fitting artificial limbs where there is a current care plan in place.
Therapy
Assisting with exercise regime in the presence of a documented current therapy
program.
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Section 1 – Welcome
Welcome
Thank you for joining Alliance Community.
Alliance Community provides clients with individualised care and support in the home
utilising Support Workers, assistants in nursing, enrolled nurses and registered nurses.
The service can also provide ancillary staff such as cleaners and gardeners as required.
Our expectation is to work in partnership with you to ensure an excellent reputation in
the industry and the community, which we will constantly strive to maintain and
enhance.

Mission, Vision, Values
Our Mission
To provide by way of personalised services and ethical recruitment practices, the
uppermost standard of human resources and services to our customers.
Our Vision
To be the national benchmark for Health Service Agencies, providing human resources
and services to all areas of health and community care.
Our Values
Alliance Community considers eight key values to be fundamental to the service.









Ethical principles
Sound recruitment policies
Partnership
Flexibility
Achievement
Accountability
Best practice
Innovation
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Alliance Community Aims, Philosophy and Objectives
Aims
The purpose of Alliance Community is to assist people through the provision of service to
maintain their independence, quality of life at home and in the community. We seek to
achieve this through the provision of appropriate, meaningful and quality services and in
doing this we also seek to assist carers and family to access suitable opportunities for
support and respite.
Philosophy
We believe in:




The right of people to make choices in their own lives
The right of people to be valued as individuals
The right of people to access services on a non-discriminatory basis

Objectives
Our objectives are:





To support people who are frail, aged or disabled and their carers and families to
remain independent in their own homes for as long as practicable
To support carers and families in their important role
To provide a service that is focused on the individual needs of the client and their
significant others
To deliver a service that is meaningful and appropriate

Disability Service Standards
Our Service Delivery model adheres to the principles of the NDIS Practice Standards.
1. Service Access
Each consumer seeking a service has access to a service on the basis of relative need
and available resources.
2. Individual Needs
Each person with a disability receives a service which is designed to meet, in the least
restrictive way, his or her individual needs and personal goals.
3. Decision Making and Choice
Each person with a disability has the opportunity to participate as fully as possible in
making decisions about the events and activities of his or her daily life in relation to the
services he or she receives.
4. Privacy, Dignity and Confidentiality
Each consumer’s right to privacy, dignity and confidentiality in all aspects of his or her
life is recognised and respected.
5. Participation and Integration
Each person with a disability is supported and encouraged to participate in activities that
enable him or her to achieve valued roles in the community.
6. Valued Status
Each person with a disability has the opportunity to develop and maintain skills and to
participate in activities that enable him or her to achieve valued roles in the community.
7. Complaints and Disputes
Each consumer is free to raise and have resolved any complaints or disputes he or she
may have regarding the agency or the service.
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8. Service Management
Each service adopts sound management practices which maximise outcomes for
consumers.
9. Family Relationships
Each person with a disability receives a service which recognises the importance of
preserving family relationships, informal social networks and is sensitive to their cultural
and linguistic environments.
10. Rights and Freedom from abuse
The agency ensures the legal and human rights of people with a disability are upheld in
relation to the prevention of sexual, physical and emotional abuse within the service.

Definitions of Terms
The Agency:

Alliance Community

Community Team:
Provider.

Alliance Community, also referred to as the Service

Clinical Care Coordinator: The person who undertakes assessment, oversees
implementation, regularly monitors and reviews the client’s service, is a Registered
Nurse. The Registered Nurse makes regular contact with the client, to ensure that the
service the client is receiving is appropriate, that the client is satisfied with the service
and a high standard and quality of service is being provided. They are here to support
you and encourage you to make contact with them if you have any questions and
concerns about any clients or delivering care.
Care Coordinator:
Based in our office and work as a team with you, the Clients and
Clinical Care Coordinators. They organise your roster based on your availabilities. They
are your first point of contact.
Community Manager:

Oversees Alliance Community Operations.

Client:

Recipient of care, also referred to as the Service User.

Carer: This is a person (usually family or a friend) who assists the client but is not paid
to do so.
Advocate:
This is a person the Client may elect to speak on their behalf. An Advocate
may be a friend, family member or an independent person from an advocacy group.
Individual Service Plan:
A document that provides detailed information about how to
care for the Client. Every Care Plan is different, as every Client has a set of individual
needs and service agreement. The Care Plan is developed in consultation with the Client.
Service Agreement: The agreement between the Client and us, the Service Provider.
The Service Agreement stipulates the services to be provided to a client. These Services
are then articulated in the Individual Service Plan.
Support Worker:
Employees who perform tasks and roles as defined in the job
description and scope of practice. Also referred to as Support Staff, Health Support
Worker, Health Support Community Worker, Service Personnel and Care Staff.

Definitions of Community Support Services
Alliance Community provides a range of support services to people who are aged or have
a disability in the community. The types of support services are described here.
Personal Care
Care provided that consists of assistance with activities of daily living such as getting up
from bed, bathing, dressing, transfers from bed to chair, meal preparation, light
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household tasks and other activities as outlined in the staff member position description.
As the staff member is in the client’s own home, tasks need to be completed in a
respectful, responsible manner with the client’s health and wellbeing a principle focus.
Home Nursing
Includes all the specific activities and nursing functions that are outlined in the scope of
the member’s position description. Services may be provided for post-acute hospital
care, early discharge, palliative, bereavement, support and maintenance and specific
intervention needs, such as dressings, continence management.
Post-Acute Care
The client requires nursing management at home after a hospital admission or some
medical attention, for a self-limiting condition from which full recovery is expected. This
includes early discharge from hospital, or follow-up after a surgical or non-surgical
intervention or a severe illness. Care is designed to be curative and will be for a limited
time frame.
Specific Intervention
A combination of general, technical and other nursing care that is required to support the
client. It may be that a team of Workers are involved with this type of client. Examples
of general nursing care are washing, grooming, toileting, pressure area care, mobility
and therapeutic exercise may be provided by an Assistant in Nursing/Health Care
Worker. Technical care will include medication administration, rather than medication
supervision by a Health Care Worker. Technical care such as wound dressings,
venepuncture, respiratory or nutritional therapies may be provided by an Enrolled Nurse
(EN) or Registered Nurse (RN) depending on the nurse’s scope of practice and individual
competencies. Other nursing interventions may include a one-off assessment,
counselling and emotional support, teaching/education or professional
monitoring/surveillance.
Palliative Care
Requires coordinated medical, allied health, nursing and support services for clients who
are terminally ill and wish to remain in their own home. Care is aimed at ensuring the
client maintains as much control and quality of life as possible and as they desire. It is
provided in the environment of the client’s choice and enables them to die with dignity
while also receiving physical, psychological, emotional and spiritual support. Any client in
this category cared for by an Alliance member will only be accepted where a
multidisciplinary model of care has been established by the referring facility or
GP/Specialist.
Support and Maintenance
For clients who are not expected to make significant improvements in function, or who
are at risk of further deterioration in health status unless cared for by a Health Support
Worker, or who would be at risk of admission to institutionalized care unless cared for by
a Health Support Community Worker. Care is aimed at preventing further deterioration,
maintaining function and supporting the client and Care Staff. Providing comfort and
companionship in addition to personal care comes into this category.
Sleepover
Sleepovers are provided where a client requests the presence of a worker, but the
worker is in a separate room and expected to sleep most of the night, only being woken
on one or two occasions to support the client. Work is planned in such a way that time is
allocated at the beginning of a shift to provide personal care, which is charged at a
standard hourly rate. A flat rate is then charged for the night. The hourly charge is
applied if the worker is required to get up more than twice during the night as
documented on the timesheet. Documented evidence must be supplied.
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Domestic Assistance and Meal Preparation
Light housework is regarded as part of personal care, such as cleaning up the kitchen
when a meal has been prepared as part of the service contract. Heavier tasks such as
moving furniture or standing on step ladders, is only to be undertaken if it has been
allocated as a specific job in a separate service contract.
Community Access
Community Access are planned activities organised with the client, focused on the client
engaging and participating in community life. The Support Worker assists the client in
attending these activities – these may include therapy groups, social outings, leisure
activities, exercise programs, sporting events etc.
In Home Respite
In Home Respite is assistance received by a non-paid carer (often a family member)
from a suitable paid Support Worker who provides supervision and assistance to the care
recipients (even though the non-paid Carer may still be present). The respite location is
generally in the client’s home.
Transport
Transport refers to traveling in any vehicle to access community activities and services
to/from medical appointments, day care, outlying venues, including taxi and other
modes of transport.
Transport in a car
Transporting a client is only appropriate and approved where it is pre-arranged, part of
the initial client service agreement and after the Alliance Community Motor Vehicle
Usage Agreement has been signed by both Worker and Client. Health Support Workers
may be requested to transport clients to appointments or within community access
activities. All staff transporting clients are required to have a valid driver’s license and
insurances.
Approved Travel
“Approved travel” is travel, within the job placement you are undertaking with a client
who has been pre-approved by Alliance. Travel will be paid at the standard rate. Where
the staff member is using their own car, a log sheet is required to be filled in and
submitted to facilitate reimbursement at the prescribed rate.
Unapproved Travel
As per accepted practices in all industries travel in not approved on the way to work, or
on the way home from work. This travel is not paid. Any other travel that has not been
pre-approved by Alliance will not be paid.
“An Approved Run”
In the circumstances where a group of clients are seen by an Alliance employee on a
"run", the employee is paid both the travel time between interventions and the travel
incurred. The Employee is required to document accurately both the face-to-face time
and the travel time. The Client type who are classified and allocated to a run are those
who receive a service based on a specific clinical/care intervention which on whole takes
less than 55 minutes to achieve - these may include medication administration,
dressings, personal care etc. The Alliance employee is advised prior to engagement that
they are being requested to undertake a "run".
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Section 2 – Communication with Alliance
Community
Our Phone Number is 1300 769 155
All staff are encouraged to liaise and make contact with the office where possible during
office business hours.

Our Team
Alliance Community Team is made up of the following staff
National Operations
Manager Community Care
and Disability

Overall responsibility for the Alliance Community
Department

Clinical Care
Coordinator/s

Clinical support to the Community Team, clients and
managers

Supports & Care
Coordinator

Coordination of client rosters, staffing, recruitment

Administration Assistant

Administrative support and payroll

Recruitment and
Operations Manager

Supports the Community Team

Field Staff

The team is supported by a number of Registered
Nurses, Enrolled Nurses in the field, as well as
Assistants in Nursing and Care Staff/Health Support
Workers.

Communication Policy
All staff are encouraged to communicate with the office staff in regard to any aspect of
client care and/or service provision.
For non-urgent communication make contact with the office where possible during
normal business hours. (Monday – Friday: 9am - 5pm).
All Urgent Communication must be done by phone.
This includes: sick calls, roster changes, urgent client issues, incident and hazard
notification.
It is not appropriate to cancel a shift via email or text message.
For non-urgent matters, staff may choose to communicate with the office by telephone,
email, or in person.
Tips on successful communication
 It is important to provide the person with your name.
 Identify the reason for the communication.
 Once communication has been established with the appropriate office staff person,
please provide:
- Clear and concise information delivery
- Seek clarification and/or direction from office staff
- Confirm an understanding of the information shared between the two
parties
 Write everything down in a diary – this is most important in regards to roster
changes and the like. Changes will be reflected in Procura.
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Once you have been provided with the information it is your responsibility to ensure
that you meet your employment requirements.

Accessing Work Opportunities – Availabilities
Community Staff are required to advise the office 1 month in advance of their work
availabilities. These availabilities are logged into the database and from this, work is
allocated. Any changes to your availabilities need to be made during office hours to the
Community Team.
Accepting jobs or work
Work is allocated based on the qualification and skills required for the role and your
availabilities. Once work has been allocated, you will be contacted by the Alliance
Community Team to confirm your acceptance of the work.
Once you have confirmed acceptance of your shift it is our expectation that you will
attend the job as per the directions given. Failure to attend work, as provided to you,
will be reviewed and could lead to disciplinary action.

Punctuality and Attendance
It is the expectation of our Service that employees will be punctual and reliable. A key
indicator of Our Service is the reliability of our staff. At Alliance Community we take this
very seriously and insist that all staff are punctual and reliable.
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Section 3 – Working with Alliance Community,
Employment Information
Your Employment with Alliance Community
The terms of your employment have been provided to you in the Employment
Agreement, job description and scope of practice. All work activities are to be done in
accordance with these documents.

Procura App
Alliance Community requires you to download onto your personal mobile phone or device
the Procura App. You will be required to log in to this App prior to the commencement of
your shift and remain logged in for the duration of the shift. Once logged in and you
have confirmed the start of your shift, the App will track and record your location at all
times. This tracking will cease once you confirm the end of your shift through the App.
The record of your location(s) during your shift will be stored for at least seven years.
Alliance Community is using the App and all information contained within, or entered
into, the App for a number of purposes including:







Enhanced
Improved
Improved
Advanced
Care plan
Improved

scheduling and rostering accuracy – via mobile app or portal
clinical notes management
communication with clients and Support Workers
audit functionality
management
payroll functionality and accuracy

The information stored in the App (including location records) may be disclosed to
clients, officers, employees, advisers, insurers and auditors of Alliance Community or its
related entities in connection with the above purposes. Alliance Community may also
disclose such information (including location records) to government, enforcement or
regulatory agencies or bodies in connection with any investigation, audit or enquiry that
such an agency or body undertakes in relation to Alliance Community or its related
entities. You may consult with Alliance Community in relation to the location surveillance
that is conducted through the App.

Uniform Policy
First impressions are paramount – all staff are expected to dress professionally. Your
appearance reflects our standards and your professionalism. The standard of dress is
tailored navy blue trousers (or navy skirt or culottes for females), with an Alliance
Community Shirt. Navy or skin coloured stockings and flat enclosed navy or black
shoes are required to comply with WH&S requirements. NO RUNNERS OR SANDALS.
Please do not wear track pants OR cargo pants – clients find these unacceptable. Alliance
has additional polo shirts available for purchase if required.
Jewellery must be kept to a minimum to comply with infection control and WH&S
protocols. Usually a wedding ring and one set of stud earrings are acceptable. Please
note that nose or eyebrow rings are generally not acceptable to clients.
If any Alliance Community Staff Member arrives at the client’s home and is refused entry
because of their uniform or appearance is in breach of this policy, no cancellation fee will
be paid.
Some placements will require you to dress in smart casual attire. For men, smart casual
is smart pants and button-up shirt/polo shirt. For women smart casual is smart pants or
shirt, skirt and top, dress or similar. Shoes must be closed in, practical and suitable to
the activities undertaken within the placement –NO THONGS.
The following are not acceptable:
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Singlets
Tracksuits and other sports gear
Leggings
Shorts
Thongs
Overexposed flesh, holes in pants, dirty runners, beachwear, nightwear
Caps
Beanies

You will be advised prior to the placement what the dress requirement is. Compliance
with the dress code is mandatory.

Identification
All staff are required to wear, at all times, their Alliance Community photo ID badge and
zinger, which is provided to you.

Equipment and Tools of the Trade
All Alliance Community Staff are given at induction hand gel and a box of gloves. It is
your responsibility to keep a current supply of these items with you at work to use in the
clients home or community if supplies are not available – if they run out. You may be
required to purchase Personal Protective Equipment (PPE) eyewear and disposable
aprons. It is your responsibility to supply and replenish your own emergency kit which
should include disposable gloves, torch, watch and a face shield with a one-way valve.
Alternatively these are available from our offices.
It is also your responsibility to follow Infection Control Policies and Procedures and
Equipment Safe Operating Practices and Instructions.

Travel
Travel to and from work is not paid. Travel within the service, with a client may be
“approved travel’ and paid. The Alliance Community Team will advise you if travel is
approved and required for the role. If travel is a component of the role you are required
to fill in a travel log sheet.
You will be advised by the Agency if a placement you are undertaking with a client, or
clients, will have travel allowances applicable.

Motor Vehicle Use
If you have a valid driver’s license and comprehensive car insurance you may be
requested to transport clients in the community. If you accept this work you will be
asked to sign the Alliance Health Services Group Motor Vehicle Agreement.
Key Points:






You must have a current driver’s license
You must have comprehensive insurance
Your car must be roadworthy, clean and in good condition
You must drive with care at all times, observing road rules
Any infringements occurred during your work, is your responsibility and you must
notify the office immediately.

Vehicle Log Sheet
If you have approved travel within your job you will be required to submit a detailed log
sheet with your attendance record sheet. The following example is provided:
Date

age 5 of 04
Commu y Ca e a d D sab

Time
In

y Suppo

Time
Out

Se v ces, Bus ess U

Purpose of Journey

Odometer
Start

THIS DOCUMENT IS CONTROLLED

- S a ed - Ha dbook - Commu

y Suppo

Odometer
End

Total
km

Approved

417

Wo ke - V4 - AUTHOR S D - 05/02/20 9 - SSU NG AUTHOR TY Su y H s NSW

Y/N
12/05/05

12.05

12.15

Travel from home to
Mrs B

001254

001264

10

No

13.15

13.25

Mrs B (Bondi) to Mrs
C (Randwick)

001264

001268

8

Yes

13.45

13.53

Mrs C (Randwick) to
Mrs D (Kingsford)

001268

001275

7

Yes

Mrs D (Kingsford) to
home

001275

001278

2

No

14.15

Note travel to and from work is not paid travel.

Australian Disability Parking Scheme (MPS) parking concessions
The parking concessions available to card holders are allowed only when the card is
displayed on the vehicle and the vehicle is being used to transport the cardholder. If the
client you are transporting has a card, you may use the card only when you are
transporting the client.

Pay Periods
You are paid weekly and payslips are sent via email notification.

Pay Queries
Pay queries are to be addressed to […]

What to do if your Bank Details Change
If you change your back details you are required to provide in writing advice of your new
BSB and account number. These details will be kept on file.

Superannuation
Superannuation is a compulsory requirement of the Australian Government. The rate has
been levied at 9.5% of your gross income when you earn more than $450/month.
Alliance Community currently offers you the ability to join a health industry
superannuation fund these include either HESTA, HIP (Health Industry Plan) or FFS.
Alternatively, Alliance will pay into a nominated fund of your choice. You will be required
to provide appropriate details.

Professional Indemnity Insurance
Alliance Community has undertaken on behalf of our agency personal Professional
Indemnity Insurance. If desired you may take out your own Accident and Health
Insurance and/or additional Professional Indemnity insurance. In this circumstance,
Alliance Community encourages you to seek your own advice from your insurance
broker.

Workers Compensation Insurance
Alliance Community covers your workers compensation insurance. For injuries that occur
in the workplace. Staff are required to notify the office immediately so they are able to
seek assistance and support.
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National Criminal History Record Check and Working with Children
Check
To be successfully employed by Alliance Community you must achieve a clear National
Criminal History Record Clearance and if working with young people, a Working With
Children Check. You will also be required to have a National Criminal Record Check
either supplied by yourself or alternatively Alliance Community can carry this check out
for you at a minimal cost every 3 years. This cost is tax deductable and the clearance is
valid for a period of three (3) years.

Supervision, Training and Performance Reviews
The Alliance Community Team will support you in the performance of your role. All staff
are expected to work within their scope of practice, as provided to you in your job
description.
A range of strategies are used to support Staff and they include infield supervision,
clinical assessment, training on the job, homecare induction program, annual compulsory
training sessions, client specific training session and other training opportunities as
advertised to staff.
Professional development opportunities are offered to staff relevant to their role and
requirements. Alliance Community has a training and development program that is
developed annually and is available for staff to access.
For more information please talk to the Alliance Community Team.

Grievances in the Workplace
If you have a grievance or issues in the workplace it is important that you make contact
with the Community Team to discuss the matter. All complaints and issues are treated in
a confidential manner and are reviewed by the management teams. Our goal is to
maintain a happy and consistent workforce, to achieve this we need your assistance in
communicating with us, if and when issues arise, so that they can be addressed in a
supportive and timely manner.
If a grievance or complaint has not been addressed to your satisfaction the complaint
can be escalated to the National Operations Manager.
What to do if:
You need to cancel your
shift.

When Alliance Community has allocated you a shift you are
expected to remain committed to that work. Cancellations
of shift are only accepted when there have been true and
genuine errors in your availabilities or urgent matters or
sick leave occurs. See below – when you are sick.

When a client cancels

If a client cancels within 2 hours of the appointed shift
commencement time, you will be paid a one (1) hour
cancellation fee – this fee will not apply however, if we
have attempted unsuccessfully to contact you in advance
or if you have been offered an alternative client. To avoid
this occurring, you are obliged to remain contactable up to
four (4) hours prior to the shift commencing.

You arrive at a client’s home
and they are not in

You must leave one of the calling cards provided to you at
interview, to advise the client of your attendance, note the
absence on your time sheet and call the Agency to advise
as soon as possible. The Community Team will liaise with
the client to determine if a cancellation payment is
applicable.
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You are running late for a
client visit

You must call the office and ask the staff to advise the client.
It may be necessary to re-schedule the visit.

If you arrive at the client’s
home and you know they are
there, but are not answering
the door

Call the office for assistance and refer to the policy for
Emergency Management -Section 11, of this handbook.

You are sick

If you need to cancel your shift, it is essential you inform us
with as much notice as possible. At the least we require 24
hours notice on shift cancellations. This will enable us to
provide an alternative staff member for our clients in the
community.
It is not appropriate to call after 7pm on the previous
evening to cancel a morning shift with a client.
All shift cancellations must be done by phone. It is not
appropriate to advise of a shift cancellation by text
message or email.
We know that you understand that meeting the needs of our
clients is paramount. To find suitable replacement staff we
need your assistance in providing ample time to find staff if
you are ill.
Depending on your sickness/illness you may be asked for a
medical clearance to return to work. You should not attend
to clients if unwell.

An incident or hazard occurs
in the workplace
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Section 4 – Support Workers Roles and
Responsibilities
This section outlines our expectation of you as an employee of Alliance Community in
relation to Company Policy.

Dignity, Respect and Empathy
At Alliance Community we expect that our staff conduct themselves in a professional,
empathetic and caring manner. We expect that staff are polite and well-mannered and
treat clients and their families and others in a respectful and dignified manner. This
approach aligns with the Companies’ mission, vision and values and is in line with our
motto of “working in partnership”.
To assist staff in performing their role, you will be given information and feedback prior
to your first visit with a client and you will be made aware of the clients care and service
plans. The Care Coordinators are your primary contacts for this information.
We also need your feedback on the service, including the client’s needs and changes in
the client’s status when you undertake your work. We value your feedback and
encourage you to speak with the Community Team regularly in relation to your work and
the clients you provide services too.

Duty of Care
A duty of care exists where a client is likely to be affected by what a service provider
does or does not do. Duty of care is part of common law and is an aspect of the law of
negligence.



We all have a duty of care as citizens and employees.
Employees need to ensure that they are undertaking tasks and duties as per their
job description and scope of practice.

Dignity of Risk
Dignity of risk references the client’s right to make an informed choice to experience life
and take advantage of the opportunity for learning, developing competencies and
independence and in doing so, take a calculated risk.
It is important for Staff to support clients in these scenarios as defined in the care plans
or instructions. In scenarios where you feel the activity is too high risk, you need to call
the Alliance Community Office to discuss with the Community Team.

Code of Professional Conduct and Ethics
All staff who are employed by Alliance Community, agree to abide by our code of
Professional Conduct and Ethics.
Policy Statement
Alliance Community is committed to providing the up most standard of human resources
and health services to our clients, by way of personalised services and ethical
recruitment practices that ensure the rights of our clients are respected.
This Code of Conduct and Ethics applies to all employees, regardless of position.
The purpose of this Code of Conduct and Ethics is to provide a framework for decisions
and actions that relate to a minimum standard of behaviour expected of each employee,
and underpins Alliance Community Service commitment to our duty of care to our
clients.
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NDIS Code of Conduct
The NDIS Code of Conduct requires workers and providers delivering NDIS supports to:








act with respect for individual rights to freedom of expression, self-determination,
and decision-making in accordance with relevant laws and conventions
respect the privacy of people with disability
provide supports and services in a safe and competent manner with care and skill
act with integrity, honesty, and transparency
promptly take steps to raise and act on concerns about matters that might have
an impact on the quality and safety of supports provided to people with disability
take all reasonable steps to prevent and respond to all forms of violence,
exploitation, neglect, and abuse of people with disability
take all reasonable steps to prevent and respond to sexual misconduct.

Discrimination and Harassment
 Alliance Community is committed to having a workforce that is free from
discrimination and harassment of any kind, either between employees or between
employees and clients.
 Clients are to be provided with a safe, careful service, considerate of the right to
be treated with respect, dignity and courtesy and are expected to respect the
dignity and professional status of our employees.
 Employees are expected to respect the dignity, culture, values and beliefs of every
individual and to promote and preserve trust between Care Staff and a client.
 Harassment or victimisation of employees is unlawful and will not be accepted.
Work Health and Safety
 It is the responsibility of all employees to act in accordance with NSW Work Health
and Safety legislation and the policies of Alliance Community and to practice in a
safe and competent manner in accordance with the agreed standards and policies
of Alliance Community.
 Employees are responsible for safety in the work area by following the safety and
security directions of management and advising management of areas where there
is a potential safety problem.
 Employees are responsible for minimising risks in the work area, particularly in
relation to security and manual handling.

Ethical Conduct
Employees must not bring discredit upon the reputation of Alliance Community and must
refrain from engaging in exploitation, misinformation and misrepresentation in regard to
health care products, procedures, nursing and care services.
Employees are not permitted to undertake any activity that involves legal or
financial matters, such as:











Operate a client’s bank account, unless the client has filled out the
deposit/withdrawal slips
Act as a power of attorney
Act as executor of an estate
Act as a formal Advocate for a client
Act as a witness for clients signing legal documentation such as wills, guardianship
and power of attorney forms and exchanges/settlements of property and assets.
Sign credit cards
Offer financial advice
Offer to buy or sell anything from/to a client
Introduce/refer the client to third parties without seeking prior approval from
Alliance Community
Accept loans or gifts, including any benefit from a client’s Will.
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Adherence to privacy and confidentiality of client information is mandatory.
Breach of Code of Conduct and Ethics
Breaches of any part of this Code of Conduct and Ethics may be punishable under
legislation and will be subject to review by Alliance Community which may lead to
disciplinary action.

Clients Rights and Responsibilities
Alliance Community upholds and acknowledges the following Client Rights and
Responsibilities. Employees of Alliance are required to uphold these principles in their
workplace.
Each client has the Right:
1. To be given enough information to make an informed choice about care.
2. To receive quality care appropriate to his/her needs, as and when they are due.
3. To full information about his/her own state of health and the recommended
treatment and care plan developed in consultation with Alliance Community
Services.
4. To have full access to his/her health care record and to have these kept confidential
by Alliance Community Staff.
5. To have access to Alliance Community Services documents and policies applicable
to your service in large print, delivered in an alternative medium such as video or
audio form or translated to another language.
6. To be treated with dignity and respect, without discrimination in regard to disability,
lifestyle, culture, gender and sexuality.
7. To personal privacy and freedom of speech.
8. To complain about services, without fear of reprisal, losing the care or being
disadvantaged.
9. To have access to an advocate, Complaints process and/or Code of Conduct to
resolve problems or disputes arising out of the Care relationship.
10. To have access to such services and activities as are generally available in the
community.
11. To have the right to die with dignity.
As a Client you are responsible for:
1. Trying to be well informed about your treatment by asking questions and
consulting with relevant medical or allied health personnel, or your relatives,
before reaching a decision.
2. Knowing your own medical history, including details of any medication you are
taking. Answer questions about your health frankly and honestly and always
discuss with your doctor any problems you feel may be affecting your health or
medical position.
3. To make sure the information given by you or on your behalf is correct and will
not mislead the organisation.
4. Complying with prescribed treatment or inform your health professional of your
intention not to do so and sign the appropriate documentation.
5. Accepting the consequences of your own decisions.
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6. Conducting yourself in an appropriate manner and advising Alliance Community
Services if there are changes to your treatment plan required or changes to your
home environment.
7. To respect the rights of staff of the organization. Staff are to be treated with dignity
and respect, free from harassment, and work in an environment which complies
with Occupational Health and Safety requirements.
8. Accepting responsibility for payment of your account, if you are a chargeable
client.
9. To advise the organisation if you will not require the services at a rostered time
and if you wish to suspend or terminate the services.

Advocacy
The Institute for Family Advocacy and Leadership Development defines advocacy as “the
process of standing alongside an individual who is disadvantaged and speaking out on
their behalf in a way that represents the best interest of that person”.
At Alliance we embrace the client’s right to advocacy and work alongside advocates to
ensure that quality services are provided.
As per our Advocacy Policy, an Alliance Staff Member cannot act as formal advocate for a
client.

Gifts or Gratuities from Clients
Gifts or Gratuities are defined as items or documents that could benefit the receiver in a
financially improved manner. The acceptance of any such items or documents by Alliance
Community personnel from a client as a result of contact with or care for the Client is
STRICTLY PROHIBITED.
Do not accept cash for payment of a client’s account.
Alliance will invoice the client for the service on a regular basis. Refer any queries about
the client account to the Alliance Community Team.
If shopping is part of the client contract for service, be fully accountable for any money
given to you to purchase goods or pay bills. Give all receipts to the client as soon as
purchases are made and fill in the expense register. See Section 9 Money Handling.

Documentation and Client Medical Record File









A Client booklet will be placed in the home at the commencement of services. The
booklet will contain personal information relating to the client’s health, treatment
regimes and care plan. A list of contents and the order of storage is provided in
each booklet and staff are required to maintain the documentation accordingly.
Workers are required to fill in the appropriate documentation and write in the care
progress notes where indicated (e.g. change of treatment, new/adverse event,
appointments). For any adverse event or change in client condition ensure the
documentation contains information on who was notified. Guidelines on the
principles of documentation are available on the NSW Nurses and Midwives
Association website.
All information in the client booklet remains the property of Alliance Community
and workers are not entitled to release information to any outside source, the media
or the general public unless specific consent is obtained from the Client through
the Office. Client information is subject to the Alliance Privacy Policy.
Please ensure you sign any entry in the client booklet (Sign name, designation and
print name after).
Please advise the Community Team if any documentation in the Client File needs
to be replenished.
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Complaints Policy and Procedure
Each Client has the right to make a complaint and have their issue/s addressed in a
supportive manner free from the fear of reprisal or withdrawal of their services.
As per our Complaints Policy and Procedure, the key principles that are upheld when a
client makes a complaint are:








The complaint is kept confidential.
Clients are not penalised for making a complaint – there will be no retaliation or
disadvantage to any party to a complaint.
Clients have the right to have a support person/advocate of their choice to assist
them through this process.
All complaints shall be handled in a manner that ensures the complainant’s
concerns are acknowledged, investigated and results are communicated back to
the complainant.
Investigations of complaints are conducted in a prompt and fair manner and as
confidentially as possible.
The procedure for making a complaint is based on the principles of clear and open
disclosure and safe client care.
If a complainant is unsure how to proceed, Alliance will provide information about
how to make a complaint and will provide the appropriate documentation to use.

In addition, all Alliance Staff have a right to make a complaint and have their issue/s
addressed in a supportive manner. All Alliance Staff complaints are treated with
sensitivity and in accordance with our Complaints Policy and Procedure.
Procedure
The nominated Alliance Community Care Manager shall consider the complaint and
attempt to resolve the matter immediately on the information available.
In seeking resolution, the Manager will:








Determine the nature of the complaint and any relevant procedures
Ensure that steps are taken within five working days to resolve the complaint
Consider mediation and conciliation where indicated
Involve specialist practitioners where indicated
Keep the complainant informed of the progress of the complaint
Provide a written record of the complaint for review, analysis and records
The complaint, action and outcome will be reported to the governing body.

Compliments
Compliments are also welcomed from clients and Staff Members. Compliments are fed
back through to clients and Staff in accordance with our Feedback Process as detailed in
our Complaints Policy and Procedure.

Personal Relationships with Patients/Clients





Care relationships are different from most other relationships. These relationships
have purpose i.e. it is different from a friendship in that it has specific goals that
can be articulated and monitored.
Support Workers must be aware that clients can be vulnerable.
When working with clients in the community, ethical dilemmas may arise regarding
boundaries between the client and the Support Workers.
It is important to note that ethical guidelines also apply in many cases, after the
caring intervention/service ends. There is a strong obligation to avoid any
exploitation of a client, emotionally, sexually, financially or in any other way.
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Sexual relationships with clients are never acceptable and constitute unethical
behaviour.
If you have any issues concerning relationships with the clients, you must discuss
with your manager.
Staff must not enter into personal monetary arrangements with clients.
Staff should not give their private phone numbers, social networking site details,
or enter into any private paid work arrangements with clients.
Staff cannot be formal Advocates for clients.

Reporting Process
 If staff are in any doubt about the nature of particular aspects of their relationship
with a client they should contact the Manager and have a discussion.
 If other staff are aware of a potentially inappropriate relationship between a
colleague and a client, or have concerns about a colleague’s insight into the
appropriateness of a relationship, they have an obligation to the client/patient and
colleague to report the matter to the manager and/or coordinator.
 Managers who are aware of such a situation should notify the Director. A full
investigation will be undertaken.

Professional Boundaries
Boundaries are mutually understood, unspoken physical and emotional limits of the
relationship between the patient and the nurse. (Farber, 1997)
When these limits are altered, the relationship may become ambiguous and possibly
unethical. The health and wellbeing of clients we provide services to depend upon a
collaborative effort between the Care Staff, care organisation (Alliance) and the Client
and their family.
Clients and their families can be extremely vulnerable to boundary violations because
they trust us as their service providers. They come to us in a time of need, presenting
with physical, and often emotional, distress. Some clients demand continuous attention
but are unaware of their insatiable neediness. There are also challenges for clients and
Care Staff when delivering services in the clients’ home and the community. This is a
very personal and private space to deliver care in and staff need to respect the client’s
privacy, space, needs and deliver care services strictly in line with the care plan.
Any requests or deviations from the care plan need to be immediately reported
to the Alliance Community Office for advice.
Warning signs of unhealthy boundaries could be:













You share personal problems or aspects of your intimate life with clients and their
families
You keep secrets with patients
You become defensive when someone questions your interaction with a client
You have received gifts from a patient
You speak to the patient about your own professional needs or inability
You speak poorly of co-workers or your employer to the client of their family
You talk to client/families about things that are out of your scope of practice
You give certain clients extra time or attention, outside the scope of the care plan
You give clients or their families personal contact information or money
You fail to set limits with clients or their families
You spend off duty/personal time with clients or their families
You feel that you understand the client and their families’ problems better than
other members of the healthcare team.

Violations of professional boundaries almost always are a result of the altered/changed
role of caregiver to the client/family in need of care. Professional boundary violations
occur one small step at a time and almost always without warning, yet if we are aware,
the warning signs are there. What appears to be innocent may end up being a
commitment to an unprofessional relationship with a client and/or their family.
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All nurses and Care Staff are vulnerable to boundary problems. Nurses and Support
Workers who provide care services to clients and their families over long periods of time
are especially vulnerable.
The best thing you can do is to remain mentally healthy. Take time to take care of
yourself and your family. If you are feeling vulnerable with a specific situation or patient,
do not be afraid to speak with the Community Team, we are here to support you.
Take home messages re: Professional Boundaries
 Do not give clients your mobile phone number or any other personal contact details
or information.
 Ensure all communication between the client and yourself regarding the care plan
and shifts are done between the office.
 When challenged by a client – feel confident to say that the request needs to be
approved by the Alliance Community Office first – as this is Company policy.
 If you are ever unsure about a request or issue – contact the Alliance Community
Office immediately
 Ask for support, if you feel that your professional boundaries are being tested.
 Acknowledge your role as the care provider is to deliver services to the approved
care plan, it is not to get involved in “other” issues that the client may want to
involve you in.
 If in doubt – call the office. We are here to work in partnership with you.

Consent
Consent is ‘an agreement to do or to act’ or ‘compliance with a request or instruction’
given by one person to another.
Consent and lifestyle issues
Lifestyle issues are those areas of a person’s life relating to decisions about
accommodation, accessing services, leisure activities, relationships, work, transport, day
programs etc. Staff members should endeavour to gain consent from the client, (taking
into account their level of understanding) before planning any activity whether the issue
is when/where to have lunch or what activities to engage in.
Consent and medical treatment
Written consent must be obtained from the client (or their ‘responsible person’) who will
receive the proposed medical treatment or intervention, unless the treatment is urgent
or minor (see below).
Additional features required to ensure that valid consent for medical procedures
and care activities is obtained include that:





The person understands that they can refuse the treatment.
The consent is sought only for a specific procedure.
The person has an understanding of the general nature and effect of the proposed
treatment including the likely and foreseeable consequences (risks and benefits).
A discussion of alternative treatments has occurred including a comparison of risks
and benefits with those of the proposed treatment.

Consent and financial issues
 Staff members should, if possible, obtain consent from a client, (taking into account
their level of understanding) before planning any use of funds on their behalf in
line with the care plan.
 Details of approved money handling activities will be provided to you by the
Community Team.
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Privacy and Confidentiality
Clients have the right to read any personal information kept about them. Requests from
clients to access files should be referred to the Manager who will ensure that assistance
is provided for the client to access their information within two weeks.
All staff members are instructed regarding the Policy on Privacy and Confidentiality,
when commencing work with Alliance Community, it is expected that:









All information regarding the people we support will be treated with respect and
integrity
In general, no information may be disclosed either verbally or in writing to other
persons without the users consent. This includes family, friends and private Health
Support Workers, and other professionals. If in doubt, you should consult the
Community Team
Conversations relating to confidential matters affecting clients should not take place
where they may be overheard by passers-by, i.e. in public places – such as
supermarkets, on the bus, etc.
Written records and correspondence must be kept securely at all times when not
being used by a staff member. Timesheets, rosters, keys, diaries, etc. must not be
left in unattended vehicles
You must not disclose any information that is confidential or that, if it were made
public, may lead to a breakdown in the trust and confidence of the company
You must not pass on any information, or make comment, to the press or other
media.
The same confidentiality must also be preserved when dealing with matters relating
to other personnel.

Any breach of confidentiality will be regarded as misconduct and will be the
subject of serious disciplinary action.

Valued Status
Each person with a disability, illness or a supportive care requirement has the
opportunity to develop and maintain the skills required to participate in activities that
enable their to achieve valued roles in the community.
Alliance Community Staff are expected to provide care and support to people in the
community that promotes a positive image of people with a disability, the frail aged or
those with an illness.
To achieve this we need to:




Deliver high quality services to our clients, reflecting best practice.
Encourage and increase independence.
Support integration into the community.

How do we do this on a practical level?








Support the client to assist them to undertake good grooming, appropriate dress
and behaviour.
Encourage clients to develop good social skills, through modelling good skills and
providing the client with assistance.
Use appropriate language when talking about people with a disability.
Provide support that is subtle (the least obtrusive way) so that the client, where
possible takes the lead and drives the interaction in the community.
Encourage clients to learn and practice life skills that promote independence
Support clients to maintain and develop relationships.
Encourage clients to identify their needs and exercise control over their decision
and choices.
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Support client’s decisions and choices.
Staff will be fully briefed in relation to clients who require access in the community
through the support of Alliance Community e.g. going to the shopping centre. The
relevant information, goals and outcomes are recorded in the individual client care
plan.
Encourage clients to make their own decisions about community access within the
guidelines of the care plan.
Support the client and their behaviour whilst they are accessing the community.

Community Participation and Access
Each person with a disability, illness or supportive care requirement is supported and
encouraged to participate and be involved in community life in a meaningful way.
Community access is a service delivery type. The goal of this type of service is to
promote meaningful participation and integration in the community for people.
A range of opportunities to assist clients participate in accessing the community are
developed in consultation with the client and other partners. These are documented in
the care plan and information is provided to you by the Community Team.
The objective of community access is to support the client to develop and maintain social
networks, social skills, participate in decision-making, obtain a sense of achievement and
value.

Client’s Right to Refuse Services or Treatment
Clients have the right to refuse services or treatment. Should this situation occur please
seek advice from the Alliance Community Team. Your primary objective however is to
ensure the client is safe and that you have met your duty of care.

Decision Making
Clients are encouraged to participate in decision making through supported informed
decision making processes. These include involvement in care planning, review and staff
feedback. At Alliance we acknowledge the value and the role of an Advocate (if
applicable) in this process with the end goal being that the client is authentically involved
in decision making.

Values and Beliefs/Cultural and Spiritual Identity
Values and beliefs vary from culture to culture and from person to person. We respect
that clients are individuals and acknowledge values, beliefs and cultural and spiritual
identity differ. Our role as Service Providers and Care Givers is to value and respect
these differences in a meaningful way.
Culture influences all aspects of human life. At Alliance Community we endeavour to
provide care that fits the client’s values and life patterns, to enable clients and families
to achieve meaningful and supportive care.

Individual Needs
Each client is unique and their care and service plans are assessed individually. Your role
is to deliver care and services required as instructed by the Community Team and
documented within the clients care plan and supporting documentation in the client’s
home.
Care and service plans are developed to support the client in the community to achieve
independence and quality of life. This is delivered by our staff in a manner that is
respectful and sensitive to the client’s age, gender, cultural, linguistic and religious
background.
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Antidiscrimination
Alliance Community ensures that no client, their family or staff are exposed to
discriminating behaviour. Access to services are not effected based on gender, race,
marital status, sexuality, cultural background or religious belief.

Protection of Human Rights and Freedom from Abuse
Alliance Community upholds the human rights of people with a disability, illness and the
frail aged. These rights include the prevention of sexual, physical and emotional abuse
within the service
What to do if you suspect abuse
Abuse can be sexual, physical or emotional. Support Workers are required to report
confidentially all allegations or suspected scenarios of abuse to the Alliance Community
Manager in their branch.
All information will be treated in an appropriate manner and the Alliance Community
Manager will follow mandatory reporting protocols in this regard.

Child Protection and Child Wellbeing
What is child abuse?
Child abuse can be neglect, sexual abuse, physical abuse, psychological abuse or harm
and domestic violence. Each has a detrimental effect on the health, well-being and/or
development of a child or young person.
Alliance Community complies with the Children’s and Young Persons (Care and
Protection - Act 1998) and the Keep Them Safe Guidelines. These documents and polices
are available in the office.
Alliance Community fulfils its legal, interagency and policy directed roles and
responsibilities in relation to child protection. As a Support Worker who has now
completed the orientation, you are now aware of your child protection roles and
responsibilities in relation to the services that we provide to children, young people and
their families.
All Support Workers work collaboratively to promote the safety, well-being and welfare
of children and young people. It is mandatory for health workers to report risk/s of
significant harm to children. Your responsibility is to inform management if you become
aware of an allegation or suspected incident of child abuse.
Should there be an incident or area of concern that you identify in relation to the
wellbeing and protection of children in the workplace, you are required to report this
immediately to the Alliance Community Manager. All information will be treated
sensitively.

Key Messages – Privacy, Dignity and Confidentiality
Each client has the right to privacy, dignity and confidentiality in all aspects of their life.
Some important points to remember:






Always seek client’s consent before you engage in any activity or task.
Adhere to the clients care plan and instructions provided by the Community Team.
If a client or family member request specific information from you please refer them
to the Community Team for the appropriate follow up. It is important to
acknowledge that you may not have the full information available to you to provide
a complete and appropriate response.
Following appropriate standards of documentation e.g. use factual and objective
language, do not be subjective.
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Information about an adult client is not to be passed on to family member without
the client’s permission.
Ensure physical privacy of clients e.g. closing doors when dressing or assisting
clients with personal care.
Do not access clients’ private mail or correspondence unless the client has asked
you to do this or it has been approved by the office.
Respect the privacy of the relationship between clients and their families and
friends.
Maintain your professional boundaries.
Client issues are not to be discussed by staff with people outside the services.
Client issues are not to be discussed with staff members other than those who need
information to ensure that effective support has been provided.
The client has the right to access information and records.
Remember to always treat the client’s home with respect and dignity. Knock when
you enter a home to gain permission.
If a client is unable to answer the front door, and if someone knocks, always ask
them to identify themselves prior to allowing them entry. Always seek the client’s
permission before allowing people to enter.
Keep physical contact appropriate and to a minimum.
When assisting clients to shower, pull the shower curtain to respect their privacy.
Do not take any photos of clients without their permission. Taking photos of clients
is only permitted in exceptional circumstances such as monitoring wounds - this is
only to be performed once approval is provided by the Alliance Community Manager
after careful discussion with the client and client Advocate/family has occurred.
Do not bring any other people to the client’s home
Treat every client as you would wish to be treated

Continuous Quality Improvement
Alliance Community is constantly seeking to improve governance and practice. A quality
program is in place and reviewed regularly. We value your input and will seek your
participation in our program.
Participation of surveys and regular feedback helps to improve and maintain a high level
of personalised service to our clients. It also helps us identify ways in which we can help
you develop professionally.
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Section 5 – Personal Care and Care Procedures
Personal Care and Support
Personal care and support should be provided in a way that maintains and respects the
privacy, dignity and lifestyle of the person receiving care at all times.
Care and support should be provided in the least intrusive way and staff should be
sensitive and responsive to the first language, race, culture, religion, age, disability,
gender and sexuality of the client receiving support.

Care Standards
Staff should communicate clearly with clients – Staff should always explain to clients
what they are intending to do at each step, talking the client through the procedure and
not suddenly doing something without explanation, which can startle or frighten them.
Ensure any hearing aids are in place, working appropriately. Pay regard to verbal and
non-verbal communication. Staff should try to communicate with clients even though
they may not be able to respond due a language, a speech or a hearing defect.
Staff should promote independence and choice whenever possible. Clients should be
encouraged to do as much as possible for themselves.
Staff should respect clients’ privacy and dignity. It is important that there is privacy, and
that doors are closed and curtains drawn when necessary. A client’s modesty should
always be safeguarded. Where possible, a towel or blanket should be available which is
placed so that the user can keep covered where possible and is never totally exposed
during washing.
Staff should ensure appropriate preparations are made. Before starting the clients care
regime, staff should gather all necessary items required. This is done so the client is not
left unattended once personal care tasks are commenced It is accepted that not all
clients will be in the habit of using, for example, two flannels and two towels, so staff
should therefore use the equipment provided by the client – accepting the client’s
choices.
Disposable gloves: Gloves should always be worn by the member of staff undertaking
personal care tasks and should be changed between different activities.
Temperature check: Plenty of water should be placed in the sink or bowl and the
temperature checked with the user. Most clients like hot water, but some prefer cooler
water. It is important to note that some clients may not have the ability to check the
temperature of the water for a shower/ bath; for example if they have a spinal injury,
brain injury, dementia etc. In these instances, this is where you the Support Worker
needs to exercise logic and safe judgment.
Preparations: Staff should check with clients which creams/lotions they use on various
parts of the body. You will need to wear gloves when applying creams and/or lotions.
Please check instructions and ask before applying.
Conditions: Staff should ensure the room is warm enough and whether additional
heating is required, giving thought to health and safety issues.
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Washing and Dressing – Generic Work Instructions
General




Face and Upper
body






Change of
water, etc.



Lower section
of body





Dressing




Care of teeth
and dentures
Grooming







Glasses and
hearing aids




Care of nails




Care of
equipment
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Care should be provided at the clients pace and in order of
client preference
Attention should be paid to any medical requirements and
the use of specialist equipment.
Start by washing the face paying attention to neck and
ears, eyes and nose.
Continue washing the upper body, paying attention to
neck, under breasts, under arms and folds of skin. Care
should be taken to ensure the client is properly dried,
checking with them that they feel dry.
Shoulders and elbows should be checked for pressure
areas.
Creams should be applied, if necessary, as well as
deodorants.
Water, flannel and towel should be changed before starting
on bottom half, if applicable.
The lower body should be washed and dried, paying
particular attention to groin area, buttocks, base of spine,
pressure areas and feet. Make sure you dry in between the
client’s toes.
Foot care is essential to maintaining mobility. Concerns
should be reported so that referral can be made to a nurse
or podiatrist as appropriate.
Creams/lotions should be applied at this point, if
necessary.
Assistance with dressing should be given according to the
client’s needs and abilities.
Care should be taken with clients who may have had a
stroke, remembering that it is easier to put the stroke
affected limb (arm) in first.
Clean teeth and or dentures using appropriate
preparations.
Dental appointments should be arranged where necessary.
Brush and/or comb hair. Staff may wash and dry client’s
hair, according to their preference, if required and if
suitable facilities are available.
Encourage clients to wear makeup if they wish.
Support clients to shave, if required. (Some clients might
prefer to be shaved before their wash, if wet shaving – this
should be checked beforehand).
Clean glasses and hearing aids. Assist the client, if
necessary to put on their glasses and insert hearing aid.
Inform the client/family when new batteries are required
for hearing aids
Staff may provide support with care to fingernails if no
irregularities are found
Toenails can only be cut if the Staff have received relevant
foot care training. NB: If the client is diabetic, or has
circulatory problems, staff should not provide nail care.
This would be undertaken by a health professional. Please
report back to the office if nails require attention in this
situation.
After completing the personal care tasks, flannels should
be washed out and left to dry. Towels should be hung to
dry, brushes and combs cleaned.
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Waste disposal



Reporting
concerns to the
Alliance
Community
Team





Note: Flannels and towels should be laundered frequently.
Staff should always leave bathroom and bedroom clean,
tidy and floors dry.
Incontinence pads and personal care gloves should be
double bagged and disposed of.
If you have concerns or particular observations such as
development of pressure areas or signs of poor circulation,
whilst supporting a client with personal care, it is essential
that this is recorded and reported to the care coordinator.
Where the client chooses not to bathe or wash for
prolonged periods the Community Team should be
informed.

Continence Care – Generic Work Instructions
Assisting with
toileting






Incontinence





Catheter care






Stoma care



Clients should be assisted to maintain their usual pattern of
using the toilet, or to establish a pattern that will maintain
and promote continence, discretion and dignity.
The client must be treated with sensitivity and care given
the intimacy of the procedure. The Support Worker may
remain in the toilet with the client, if requested to do so,
otherwise the carer should leave the room. However, the
carer should stay close by if it is unsafe to leave the client
alone. Please report to the Care Coordinator if the care
plan says ‘assist’ but the client refuses assistance.
If a commode is used, staff should make sure that it has
been emptied and cleaned out.
Please apply brakes to transit commodes when
appropriate.
Where necessary, the client should be assisted with the
correct method use of incontinence aids and with their
hygienic disposal.
Wet or soiled clothing and bedding must be changed as
soon as possible.
Client’s wet/soiled bedding should be washed and pads
disposed of. Clients must not be left in a chair, clothing or
bedding, which is wet or soiled.
Staff should only support clients with catheter care if they
have received the appropriate training.
Staff trained in catheter care will be able to empty and
change catheter bags from day to night bags and vice
versa.
They will also be taught to recognize problems,
e.g. changes in colour, viscosity or quantity or urine being
passed.
Any concerns must be reported to the Community
Team/ GP
Staff will be trained in stoma care, although clients should
be encouraged to carry out this task themselves whenever
possible to promote independence. Any concerns should be
reported to the Community Team.

Note – gloves must be worn for all personal care activities and tasks.
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Skin Management
Managing Skin Integrity – client with a spinal injury or paralysis
As a result of altered sensation, your client may not be able to feel their skin or have any
knowledge of trauma that has occurred. This, in combination with other physical
limitations, means that they will be unable to respond to deterioration in their skin
integrity.
Skin breakdown can significantly affect the independence and quality of life of people
with a spinal cord injury.
Stages of skin breakdown and treatment
Skin breakdown may be caused by multiple factors including pressure, burns, moisture,
cuts and abrasions. It usually occurs in stages and the sooner the skin breakdown is
detected and responded to the better the outcome for the client.
Stage 1: If skin does not receive an adequate blood supply it will change colour and may
appear pink-purple. Because the underlying capillaries have not been damaged, this
discolouration should disappear in about 30mins if the client stays off the area.
If you suspect there is a reduced blood flow to an area:



Do not massage – moisturising creams are only advised where skin is dry or scaly
Encourage the client not to apply continuous pressure over the area of
discolouration.

Stage 2: If the skin remains discoloured after pressure has been relived for 30 minutes,
then damage to the capillary beds have occurred.
Stage 2 should be managed by encouraging an extended period of nursing the area, free
from pressure. This may mean that your client may need to stay on bed rest. Please
document any such observations in the Client Home File notes. In addition, alert the
Care Coordinator so the situation can be assessed and managed appropriately by a
Clinical Nurse.
Stage 3: If the skin is broken, it is because trauma to the tissue has resulted in tissue
damage. If you suspect tissue damage:



Encourage your client to remain free from pressure
Alert the Care Coordinator of the situation so the pressure area and management
of the pressure area is reviewed as soon as possible.

Healed areas
Healed skin is usually indicated by scar tissue. Healed skin is 80% more fragile than skin
that has never broken down. Care must be taken to re-apply pressure gradually to a
healed area.
A key responsibility of a Support Worker is to regularly review their client’s skin and
report any changes to the Care Coordinator.
The most important times to check your client’s skin are in bed before they sit in their
commode or wheelchair; and when they return to bed before they lie in the one position
overnight.
During a skin inspection, you should observe the entire surface area of the skin and look
for any changes to the presentation of the client’s skin. These changes could include
discoloured, moist, dry or broken patches of skin.
When checking the client’s skin, you should pay special attention to the bony
prominences that they have been applying pressure over – a bony prominence is where
your client has the least amount of fleshy cover – as well as between the groin, toes and
beneath splints and appliance such as uridomes, teds etc.
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Although you must position the client as they direct, always encourage them to stay off
a suspected pressure area. This means that if you suspect your client has a pressure
area on their buttocks they should not get up in their wheelchair or lie on their backs
until it has resolved.
If not detected and responded to appropriately, skin breakdown may potentially lead to
medical complications that have to be managed in a hospital setting.
Skin inspection procedures




All skin inspection procedures should comply with our Infection Control and Manual
Handing Policies.
Morning inspection is best carried out at the start of your shift before elevating
your client for breakfast in bed.
Evening inspection is best done after returning your client to bed but before putting
on their bed clothes.

1. Wash and dry your hands.
2. Put on disposable gloves.
3. Protect your client’s privacy by covering their loin area, closing internal doors and
blinds.
4. Position the client off the body surface they have been lying on overnight.
5. Inspect the client’s skin from top of their body to their toes.
6. Describe to the client any changes you notice about the appearance of their skin.
If possible, help them to look at the area.
7. Although you must care for the client as they direct, always encourage them to
stay off a suspected pressure area. This means that if you suspect your client has
a pressure area on their buttocks they would not get up in their wheelchair or lie
on their backs until it has been resolved.
8. Dispose of the gloves.
9. Wash and dry your hands.
10. Document any alteration to skin integrity in the client notes so that the Support
Worker can review any further breakdown.
11. Document and report any changes to the Care Coordinator.
Potential complications
Some complications can be:



Local infection
General/systemic infection
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Feeding
Please also refer to Enteral Nutrition section in this handbook.
Each client will usually have personal preference relating to aspects of their feeding.
Always discuss these preferences with your client.
Their preferences may include:







The place or position in the normal areas where they like to eat their meal –this
usually needs to be comfortable for both the client and the Support Worker. While
you need to position clients comfortably, it is important to consider the aspiration
risk of clients when feeding.
Being fed from the left hand side or the right hand side –this may depend on the
Support Workers hand dominance
Using particular crockery/cutlery/attachments recommended by an Occupational
Therapist
How their food is served – amount and portion size or composition
How their food is delivered e.g. size of food when cut up, put potatoes on the fork
first – some of this may happen as you are feeding e.g. “put a bit of extra sauce
on that please”.

Procedures for feeding a client
1. Wash your hands thoroughly. The use of gloves is recommended, particularly with
new clients or any client who may bite or have a spasm during feeding. Although
this may make some clients feel a little uncomfortable, discussing the issue up front
and reinforcing the safety aspects for both you and the client can help avoid
embarrassment.
2. Sit as close to the client as possible – preferably at eye level, but not too close to
infringe on personal space.
3. Keep the food and drink in front of the client and in easy and comfortable reach for
yourself.
4. Offer a napkin or serviette and use these as the client requests and when
appropriate.
5. Don’t rush – give the client the time to chew, swallow and drink between each
mouthful, think of your own meal time and how often you pause, put your knife
and fork down, wipe your mouth, have a drink or breathe.
6. Monitor your clients eating pace and try to prepare the next mouthful just before
they are ready for it.
7. Carry on a normal conversation. Avoid patronising comments like “open wide here
comes the train”.
8. If you need to sneeze or cough, turn away from the client and the food. Always
wash your hands after coughing.
9. At the end of the meal, make sure the client doesn’t want any more to eat or drink.
10. Make sure the client’s mouth, chest and lap is free of food.
11. Make sure the eating area is left clean and tidy.
12. If you notice any changes in the client’s capacity to swallow or changes in their oral
intake, please document and inform the Care Coordinator.
13. Please remember some client’s will require mouth care after feeding.
Things to avoid
 Don’t do other tasks while feeding a client.
 Never comment on the client’s food preferences.
 Never impart your food preference on a client.
 Don’t mash or puree the food unless the clients requests to or if required e.g. dental
problems and swallowing difficulties.
 Don’t comment on the amount of food eaten by your client or make patronising
comments such as “you’ll never grow big and strong if you don’t eat more”.
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Cleaning a Client’s Ears, Eyes, Mouth and Nose
Ear cleaning
1. Wash your hands thoroughly and put on gloves.
2. Clean the outside of the client’s ear only – do not insert any objects into the ear
canal.
3. Use a damp wash cloth or cotton bud to wipe gently around the ear.
4. Clean the wash cloth or dispose of the cotton buds.
5. If the client has a build-up off wax inside the ear, they will need to see their doctor.
Please advise the Care Coordinator.
Eye cleaning and make up removal
1. Wash your hands thoroughly and put on gloves.
2. Use clean, damp wash cloth to wipe gently from the inside of the eye outwards.
3. Female clients removing make-up may wish to use an eye makeup remover, which
is applied using a cotton pad. Apply the makeup remover to two pads and ask the
client to close their eyes.
4. Hold a pad to each eye for several seconds to loosen mascara and make up and
then gently wipe the lid and lash area. Inside to out.
Nose cleaning
1. Wash your hands thoroughly and put on gloves.
2. Clean the lower part of the clients nose only using a damp wash cloth. Do not insert
any object up their nose as there is a risk of going into the nasal cavity.
3. Remember that your client cannot “pick their nose” to remove solid matter that is
causing discomfort. You many need to gently insert a gloved finger to loosen and
remove nasal deposits.
Mouth Care
Mouth care initially involves examining the mouth for debris, blisters, and cleanliness of
tongue. Depending on the client and their capacity, you may need to perform or assist
with cleaning teeth/dentures, flossing and using mouth wash. If a client has blisters and
or a coated tongue, please document this and report to Care Coordinator.
Cleaning teeth
The amount of assistance your client will need will depend on the level of their disability.
Some clients will clean their teeth as part of their shower routine, some will clean their
teeth at the basin after dressing, and some may clean their teeth after breakfast.
If your client is cleaning their teeth after getting dressed, make sure no toothpaste or
water gets onto their clothes – use towels over their clothes
Equipment needed
 Disposable gloves
 Toothbrush
 Toothpaste
 Mouthwash –if desired/required
 Floss –if desired
 Towel
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Helping your client clean their own teeth
1. Wash your hands and put on gloves.
2. Ask the client what help they need. It may only be putting toothpaste on the brush
and then putting the toothbrush in the client’s mouth. Ask what amount of
toothpaste they prefer.
3. Help the client to put on a splint or Palma bands they need for teeth cleaning.
4. Help the client, if necessary, with rinsing using either water or mouthwash.
5. Make sure the toothbrush is clear of residual toothpaste at the end of the
procedure.
6. Return the tooth brush to its designated spot in the bathroom.
When
1.
2.
3.
4.
5.

a client is unable to clean their own teeth
Wash your hands.
Put on gloves and goggles.
Set up the toothbrush and toothpaste as the client requests.
Attend to any pre-teeth cleaning requests such as rinsing mouth out with water
Brush the teeth gently and thoroughly with a circular motion –unless the client has
a particular preference for how they like their teeth cleaned. You may need to
support the client’s head while you are cleaning their teeth. Remember this is one
part of the body the client can feel 100% so they know if your actions are too rough
or too gentle. Be guided by what they tell you.
6. If the client uses an electric toothbrush, ask them for any preference they may
have –but generally guide the toothbrush around their mouth and teeth.
7. Assist the client with water to rinse the mouth.
8. Help the client with any mouthwash they may wish to use –allow them time to
swish it around their mouth.
9. Either rinse or wipe their mouth area to make sure no toothpaste is left.
10. Clean the toothbrush and return to designated area in the bathroom.
11. Remove gloves and wash hands.

Flossing
1. After teeth cleaning, the client may wish to floss their teeth. This may not be a
daily routine – it can be done 3 to 4 times per week. Many products are available
including string-like dental floss and plastic ‘picks’ with a piece of floss in the plastic
folder.
2. Wash your hands and apply gloves.
3. Never force the floss up between the teeth as bleeding can occur and infection can
set in. If the teeth are too tight set, other cleaning products are available to clean
gaps at the gum line. The client may wish to speak to their dentist about these
other options.
4. Ask the client to open their mouth and start flossing from the back forwards.
5. Gently slip the floss between two teeth and slide it down the side of each tooth
from the gum line.
6. Repeat between e.g. pair of teeth.
7. Dispose of the floss in the household waste.
8. Remove gloves and wash hands.
Cleaning dentures
1. Wash your hands and put on gloves.
2. To remove upper dentures, grasp the front teeth with your thumb and index finger.
3. Slightly wiggle the denture to break the seal and gently pull the dentures from the
client’s mouth.
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4. Remover the lower dentures by picking them out of their mouth – be aware of their
lips at all times.
5. Be careful not to drop the dentures – they can break easily.
6. Use a toothbrush and toothpaste to clean the dentures. Rinse them and or put them
back in the client’s mouth. Make sure they are comfortable.
7. Remove gloves and wash hands.

Menstrual care
A woman’s menstrual cycle is normally unaffected by a spinal cord injury or other
disability.
Spinal Injury and menstrual cycle
 Most women with a spinal injury resumes their pre-injury menstrual cycle within 69 month of their injury. Extra personal care may be required during this time
depending on the client’s individual circumstances. Usually tampons are not
advised for women who have no genital sensation, although this is also personal
choice and should be decided on an individual needs basis.
 Some women are able to insert tampons themselves with assistance in technique
and positioning. Some women may be able to insert the tampon, however may not
be able to remove it due to poor grip or dexterity. Care needs to be taken with the
use of tampons if the client is unable to remove them independently or the Support
Worker is not present to remove them –due to risk of toxic shock.
 Procedures preferred by the client should be discussed and reflected in the care
plan. Any changes to the client’s preference should also be reported. This aspect
of personal care should be treated with respect, dignity and in consideration of the
client’s personal privacy.
 Support Workers need to be aware that they may be the person who alerts the
client that their menstrual cycle has started. Clients may be aware that their cycle
is close, but may not be able to sense that the menstrual flow has started.
 It is possible during this time that the client may need assistance with menstrual
medication
 All these procedures may involve manual handling of hazardous substances such
as urine and blood and could therefore increase the potential for injury. Please
make sure you are reflecting practice from Our Infection Control Policy and all
Manual Handling Procedures which includes all back care principles, hoisting and
transferring procedures. If you need any clarification in relation to these Policies
and Procedures, please contact us.
Morning care routine
At the morning service, you need to be aware that a client may be using a pad or
tampon during a menstrual cycle.
Menstrual blood will pool overnight and you need to take precautions for blood flow with
hoist. You may need to place a blue sheet or a pan under the commode to prevent blood
dripping on the floor.

Bowel Care (do not attempt if you have not been previously trained in bowel
care)
This section includes procedures for per rectal stimulation, inserting a disposable enema
using a 10ml syringe, inserting a rectal suppository or enema and removing a stool using
digital stimulation.
All these procedures may involve manual handling or hazardous substances such as
urine and blood and could therefore increase the potential for injury. Please make sure
you are reflecting practice from Our Infection Control Policy and all Manual Handling
Procedures which includes all back care principles, hoisting and transferring procedures.
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If you need any clarification in relation to these Policies and Procedures, please contact
us.
Please ensure you document and report any significant changes of a client’s bowel
function to the client and the Care Coordinator e.g. the client may not be responding to
the existing bowel care regime or the client may be experiencing significant changes in
stool consistency and colour.
Per rectal stimulation (PR)
A PR is required before giving an enema, occasionally after giving an enema while
waiting for a result, and following the result to ensure the rectum is empty.
If more than five PRs per bowel session are required, then advice should be sought from
a qualified health professional.
Equipment needed
 Disposable gloves
 Water soluble lubricant
 An incontinence sheet if client is not on a commode chair
Procedure
1. Wash your hands.
2. Double glove.
3. If the client is having this procedure performed in the bed, turn them on to their
left side and place an incontinence sheet under their anus.
4. Lubricate your gloved index finger to the second joint.
5. Rotate the finger and remove, allowing any stool around the finger to come out
with the finger.
6. Remove top layer of gloves and continue, remove the gloves and wash your hands.
7. Document and report where appropriate.
Removing a stool using digital stimulation
Equipment needed
 Disposable gloves
 Water soluble lubricant
 Incontinence sheet if client is not on a commode chair
Procedure
1. Wash your hands.
2. Double glove.
3. If the client is not on a commode, turn them on to their left side and place an
incontinence sheet under their anus.
4. Lubricate your gloved index finger.
5. Gently insert the lubricated gloved index finger to the second joint.
6. Rotate the finger gently, breaking up any hard formed stool. Gentle action is
required so as not to cause trauma or damage the rectal mucosal lining.
7. Gently work the stool down and out of the anus.
8. Repeat steps 4 to 7 if necessary.
9. Remove the gloves.
10. Wash your hands.
11. Document and report as appropriate.
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Inserting a rectal suppository or disposable enema
Please read the procedure for per rectal stimulation before starting this procedure.
Always read the instructions on the packaging for any special precautions before
inserting the suppository.
Equipment needed
 Appropriate suppository or enema
 Water soluble lubricant
 Disposable gloves
 Incontinence sheet
Procedure
1. Wash your hands.
2. Respect your client’s privacy. Lay the client flat in the bed (not on a commode) and
then turn them on to their left side.
3. Position the incontinence sheet and put on disposable gloves.
4. Insert a lubricated gloved index finger to the 2nd joint into the rectum and rotate
the finger.
5. When removing your finger, allow any stool around the finger to come out.
6. Put on fresh disposable gloves.
7. Open the suppository or enema and apply lubricant to suppository or enema.
8. Gently insert the suppository or enema through the anus into rectum.
9. Dispose of the gloves.
10. If appropriate, transfer the client to the commode. If the client can tolerate, allow
some time (at least 10-15minutes) before transferring client onto transit commode
or to toilet.
11. Put on fresh disposable gloves and attend result. Some clients may need further
stimulation or a check to see if the rectum is empty. If so repeat steps 4 and 5.
12. Remove gloves and wash your hands
13. Document bowel action.

Bladder Care
This section includes procedures for applying a penile sheath, emptying a leg bag,
cleaning a reusable leg bag, changing a reusable leg bag to a night bottle, connecting
the reusable night bottle to the disposable drainage leg bag and disposable leg bag,
dressing a suprapubic catheter site and helping to manage an indwelling catheter.
All these procedures may involve manual handling or hazardous substances such as
urine, blood or Milton and could therefore increase the potential for injury. Please make
sure you are reflecting practice from Our Infection Control Policy and all Manual Handling
Procedures which includes all back care principles, hoisting and transferring procedures.
If you need any clarification in relation to these Policies and Procedures, please contact
us. We have a copy in our office.
Please ensure you document and report any significant changes in the client’s bladder
function to the client and the Clinical Care Coordinator.
Applying a penile sheath or uridome
It is essential that the client is advised by a qualified health professional on the
appropriate size and type of product to use.
The penile sheath is easily removed with warm soapy water and should be changed
every 24 hours. The penis should also be washed appropriately at this time.
Equipment needed
 Disposable gloves
 Penile sheath and tape or skin bond if required
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Appropriate drainage system e.g. leg bag
Scissors

Procedure
1. Wash your hands.
2. Put on gloves.
3. Make sure only the necessary area is exposed.
4. Check if the pubic hair needs trimming so that it doesn’t get caught in the penile
sheath
5. If it is self-adhesive penile sheath, you don’t need to use skin bond or tape. If you
do need to use tape, only use the tape supplied with the penile sheath by the
manufacturer. Apply the tape in a spiralling direction around the penis, making sure
it does not overlap. If you are using skin bond, paint one inch diameter around the
base of the penis.
6. Slowly roll the penile sheath onto the penis, leaving a 2cm gap between the tip of
the penis and the top of the penile sheath. Make sure the sheath is not wrinkled.
7. Gently squeeze the penile sheath to the penis to ensure adhesion.
8. Connect to an appropriate drainage system and make sure that all the tubing and
the sheath are not kinked.
9. Remove gloves wash your hands.
Empting a leg bag
Equipment needed
 Disposable gloves
 Urine bottle or urinal
 Goggles
Procedure
1. Locate where the leg bag is situated.
2. Put on gloves.
3. Position the urinal under the tap of the leg bag.
4. Release the tap and allow the urine to drain out completely.
5. Once the bag is emptied, make sure the tap is returned to the closed position.
6. Empty the urinal down the toilet.
7. Rinse the urinal and wash.
8. Readjust the client’s clothing and check that the leg bag is in the correct position.
Check again that the tap is in the closed position.
9. Remove and dispose of the gloves and remove goggles.
10. Wash your hands.
11. Notify the client of any change in their urine and document and report.
12. Call the Care Coordinator if unsure
Cleaning a reusable leg bag
This procedure should be done on a daily basis.
Equipment needed
 Goggles
 Disposable gloves
 Bucket to clean leg bag
 Storage container
Procedure
1. Wash your hands.
2. Put on gloves and goggles.
3. Disassemble leg bag in the bucket.
4. Rinse container with water.
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5. Leave the leg bag in a clean dry container.
6. Remove gloves and goggles.
7. Wash your hands.
Changing a reusable leg bag to a night bottle
Equipment needed
 Client’s night bottle and tubing
 Disposable gloves
 Goggles
 Urine collection device or urinal bottle
Procedure
1. Wash your hands.
2. Put on gloves and goggles.
3. Connect the drainage tubing to the night bottle, making sure you do not
contaminate or touch the white or green tips. It is green tip to bottle, white tip to
client.
4. Disconnect the leg bag.
5. Connect the night bottle white tip end of tubing into catheter.
6. Empty the leg bag into the toilet, rinse it.
7. Clean the reusable leg bag in accordance with procedure for ‘cleaning the reusable
leg bag’.
8. Remove gloves and goggles.
9. Wash your hands.
Connecting a reusable night bottle to a disposable drainage leg bag
Equipment needed
 Client’s night bottle and tubing
 Disposable gloves
 Goggles
Procedure
1. Wash your hands.
2. Put on gloves and goggles.
3. Connect the drainage tubing to the night bottle, green tip to bottle, and white tip
to client.
4. Connect the night bottle tubing white end to the bottom of the disposable leg bag.
5. Open out flow on disposable leg bag.
6. Remove gloves and goggles.
7. Wash your hands.
Disconnecting a reusable night bottle from a disposable drainage leg bag
Equipment needed
 Disposable gloves
 Goggles
Procedure
1. Wash your hands.
2. Put on gloves and goggles.
3. Return to the client’s bedside and turn the outflow connector of the disposable leg
bag to the off position.
4. Disconnect the night bottle tubing from the disposable leg bag.
5. Empty the night bottle into the toilet.
6. Thoroughly rinse the tubing and bottle and put the tubing inside the bottle.
7. The solution must stay in the bottle for a minimum of 1 hour.
8. Remove gloves and goggles.
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9. Wash your hands.
Changing from a reusable night bottle to reusable day bag
Equipment needed
 Disposable gloves
 Goggles
Procedure
1. Wash your hands.
2. Put on gloves and goggles.
3. Make sure the leg bag is appropriately connected with tubing, quick flow tap and
spigots (plugs).
4. Disconnect the night bottle. DO not drop the tubing on the floor.
5. Connect the leg bag using appropriate straps and make sure the quick flow tap or
drainage tap are in the off position.
6. Empty the night bottle into the toilet.
7. Thoroughly rinse the tubing and bottle and put the tubing inside the bottle.
8. Remove gloves and goggles.
9. Wash your hands.
Changing a disposable leg bag
Equipment needed
 One disposable leg bag
 Disposable gloves
 Goggles
Procedure
1. Wash your hands.
2. Put on gloves and goggles.
3. Open the package of the disposable leg bag, remembering that the bag is sterile
and not to be contaminated.
4. Disconnect the disposable leg bag that is currently on the client’s leg and hold the
catheter end with one hand. Make sure the end of the catheter does not come into
contact with objects that may cause contamination.
5. Remove the seal of the new disposable leg bag with your other hand and connect
it immediately to the catheter.
6. Adjust the leg bag straps as appropriate.
7. Dispose of the old leg bag.
8. Remove gloves and goggles.
9. Wash your hands.
10. Write down the date you changed the disposable leg bag and when it is next due
to be changed, on the bag, in the client’s file and service plan.
11. The disposable leg bag is supposed to reduce the incidence of infection by reducing
the number of times the leg bag is disconnected from the catheter. It is designed
with a permanent one way valve at the top of the bag and only needs changing
every seven days.
Dressing the suprapubic catheter site
Unless the suprapubic catheter (SPC) site is irritated and red looking, there is no need to
apply a SPC dressing using Betadine. However this may be the client’s preference. Some
clients who are quite hairy may need to wrap gauze around the SPC site to stop hair and
fluff gathering in the site. To reduce the risk of pressure areas developing, it may be
indicated and some clients may request for gauze to be wrapped around the SPC site to
act as a barrier against the skin. The will be documented in the care plan.
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Equipment needed
 Disposable gloves
 Dressing pack
 Normal saline
 Betadine, if needed
 Drainage sponge or gauze from dressing pack
 Appropriate tape – usually micropore if client is not allergic to it
Procedure
1. Wash your hands.
2. Put on gloves.
3. Remove old dressing.
4. Remove the gloves and wash your hands.
5. Put on new gloves.
6. Open the dressing pack and prepare cotton balls.
7. Clean around the catheter site with normal saline in a single or circular motion Use
a new cotton ball for each wipe.
8. Dry with gauze or cotton balls.
9. Apply drainage sponge and tape.
10. If there is no drainage sponge, unfold gauze and wrap it around the catheter once
and tape where the gauze overlaps itself. Do not cut the gauze as particles can fall
apart and irritate the SPC.
11. Remove gloves.
12. Wash your hands.
Indwelling catheter management
A catheter – generally silicon – is inserted by a qualified health professional into the
bladder via the urethra. The catheter is held in place with a balloon filled with sterile
water and is usually changed every four weeks. It is generally connected to a leg bag,
night bag or night bottle.
An adult with an indwelling catheter connected to a leg bag should be encouraged to
drink three litres of fluid per day. Provided the patient is not on a fluid restriction or
advised not to by a health professional such as a medical practitioner or dietician.
You can help your client with the day-to-day management of their catheter by:








Making sure the catheter is not tugged or pulled while you are assisting the client
Making sure the catheter is always appropriately secured to the thigh with a
catheter strap or other appropriate means
Following strict hand washing procedures and wearing gloves when providing
catheter care
Cleaning the catheter site – entry point to the body – with warm soapy water
morning and night
Bathing the area with downward strokes away from the area of entry
Making sure the leg bag is always attached appropriately and lower than the
catheter to ensure adequate drainage
Making sure the catheter is not kinked.
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Section 6 – Enteral Nutrition
What is Enteral Nutrition?
Enteral nutrition refers to the delivery of nutritionally complete formula/water/additives
into the gut via a tube. The tube is typically placed in the stomach, duodenum or
jejunum through the nose, mouth, throat and oesophagus or directly through the
abdomen. The aim of enteral nutrition is to improve nutritional intake and in doing so,
improve or maintain health status. Consent from the client must be obtained or guardian
consent must be in place for enteral nutrition procedures to be undertaken. The person
should be aware of the potential risks, why enteral nutrition is necessary, the length of
time it will be required and what the process of enteral nutrition entails. These risks
should be outlined by the client’s doctor – a dietician and clinical nurse consultant are
generally involved in educating and supporting such clients.

Who may Require Enteral Nutrition?
Enteral nutrition may be indicated for people:


Who are unable to maintain weight



Who have poor swallowing and/or who are at risk of aspiration (e.g. Muscular
Dystrophy, Motor Neurone Disease, Cerebral Vascular Accident (stroke)



With severe Gastro Oesophageal Reflux



With upper gastrointestinal obstruction (e.g. caustic burns, scarring)



Have palliative/terminal illness



With physiological anorexia



With tumours of the mouth or neck



With psychological or mental disorders



With increased nutritional requirements e.g. burns, Cystic Fibrosis



In post-operative care



Who are unconscious (head injury or ventilated)

Common enteral nutrition tubes include:


Nasogastric tube



Gastrostomy tube (percutaneous endoscopic gastrostomy (PEG), low profile
gastrostomy tube)



Jejunosotomy tube

See client specific protocol in their file. You will be trained and assessed prior to
administering enteral nutrition as per client specific needs.
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Nasogastric Tube
A Nasogastric tube is the most common route for short-term nutrition. A thin pliable
tube is passed through a nostril into the stomach and is secured to the nose and cheek
with tape.
Specific Care of Nasogastric Tube
Care Workers should never administer medications or dietary formula until they have
determined that the tube is correctly placed in the stomach. See client specific protocol
in their file, care plan.


It is recommended that 2 methods are used to ascertain the nasogastric tube is in
the correct position in the stomach.



Aspirating a small amount of fluid from the tube and testing it for acidity using pH
graded paper to ensure it is stomach content



Checking the indelible ink mark on the tube, it should be where the tube exits the
nose

If there is any difficulty obtaining aspirate or the exit mark is not visible, do not
administer nutrition.
The position of the nasogastric tube should be checked in the following situations:


On initial placement



Before administering anything into the tube



Before the administration of drugs



Following episodes of coughing, retching or vomiting



After the use of oro-pharyngeal suction



If the tube appears to have changed in length



At least once daily during continuous nutrition



If the person suddenly has signs of respiratory difficulties



If the person experiences discomfort or reflux into the throat or mouth

Gastrostomy Tube
Gastrostomy nutrition tubes pass through the abdominal wall directly into an opening in
the stomach wall called a stoma. The tube is secured internally with an inflatable balloon
or bumper and externally with a skin disc.
There are 2 main types of gastrostomy tubes:
1. A Gastrostomy tube can be inserted directly into the stomach through the
abdominal wall using Percutaneous Endoscopic Gastrostomy (PEG) or radiological
(X-ray) procedure. Any tube that has a long (catheter like) tube where the feeding
port sits away from the stoma is usually referred to as a PEG tube.
2. A low profile gastrostomy device (button) is a tube which sits flush against the
abdominal wall. These tubes are less conspicuous than PEG tubes, they offer more
freedom, and there is less chance of them becoming dislodged.
Also known as a ‘button’, the gastrostomy port lies flush with the skin and utilizes an
adapter for connection to the nutrition attachment. There are a variety of low profile
tubes available with differing insertion and removal methods. Removal is by external
traction after balloon deflation (if applicable). Low profile gastrostomy tubes are usually
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inserted in an establish gastrostomy tract. The size of the low profile tube depends upon
the length and diameter of the tract.
The different types of low profile gastrostomy tubes consist of an external stabiliser
which rests on the top of the skin, a safety plug, a shaft, anti-reflux valve and an
internal stabiliser. The one-way anti-reflux valve stops gastric contents from flowing
back out of the tube.

Jejunostomy Tube
Jejunostomy tubes are placed as a long-term solution to enteral nutrition when it is
necessary to bypass the upper gastrointestinal tract. Instead of delivering fluid and food
into the stomach, jejuna nutrition delivers it directly into the jejunum which is part of the
small intestine. Since the stomach, with its acidic anti-infection controls have been
bypassed, it is vital that jejuna nutrition is administered safely and uncontaminated.

Administration of Nutrition
Enteral tube nutrition can be administered by bolus, intermittent or continuous infusion.
Overnight nutrition is also practiced to allow greater freedom during the day. Care
Workers need to be involved in discussions about the regime and how it will be managed
by the person, family and Care Workers in the home setting.
More specifically, the methods of administration are:


Bolus – a measured amount is administered slowly over a specified time period,
with water flushes immediately before and after nutrition to maintain tube patency.
‘Small meals’ are spread over the day and allow the person freedom for socializing
and mobility. A 50ml catheter syringe, without the plunger or a container, are used
to deliver the nutrition. The rate of flow can be altered by holding the syringe at
different levels to the container



Intermittent – the nutrition is administered over a 24-hour period, with intervals of
rest. The method suits people who are mobile and do not want to be continuously
attached to nutrition pump, but do not tolerate bolus nutrition



Continuous – the nutrition is administered via a pump over the majority of the day
(e.g. 20 to 24 hours). This method is often used as a bridge to establishing a person
on a bolus or intermittent regimen, or when administration of large-volume
nutrition is contraindicated



Overnight – the nutrition is given overnight (usually via pump) to enable greater
flexibility of activity during the day, which is an effective technique for
supplementing oral intake during the day

It is not advisable to use a plunger to syringe nutrition directly through a tube. The
pressure created during syringing may increase the risk of reflux resulting in aspiration.
It can also mask underlying problems that are evident during a gravity feed.

Nutritional Formulas
There are various types of formulas to suit the needs of the individual (e.g. high fibre,
high energy, low energy, and low sodium). A dietician or health care professional, in
consultation with the dietician, will determine the appropriate formula, the amount to be
given and the regime for meals on the basis of assessment. Nutritional formulas are
available in ready-to-hang containers or the amount of formula can be put into a
delivery container from a can or made up from a powder mixed with water. It is
preferable to use sterile ready-to-use formulas, wherever possible, and avoid decanting,
to prevent infection.
The following information should be considered:


Use a ‘no touch’ technique when mixing nutrition
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Ensure that the formula is hung for the appropriate length of time: administering
nutrition for the maximum time keeps handling to a minimum (up to 24 hours
ready-to-use nutrition, and four hours for reconstituted nutrition)



Never hang the nutrition below the height of the person’s stomach



Do not decant sterile nutrition into a second reservoir



Store nutrition appropriately



Unopened nutrition should be kept at room temperature



Opened nutrition should be kept in the refrigerator (covered and labelled) for up to
24 hours, but then discarded if not used. Use by dates should be adhered to



Any open nutrition from the refrigerator should be allowed to return to room
temperature before being given to the person. Do not heat the formula in the
microwave

Administration Guidelines:
The following guidelines should be observed:


Thorough hand hygiene must be carried out before starting nutrition preparation.
Clean, disposable non-latex gloves are recommended when dealing with enteral
nutrition and enteral nutrition systems



Minimal handling and an aseptic ‘no touch’ technique should be used to connect
the administration system to the enteral nutrition tube. Avoid contact with the
person’s clothing. Care Workers suffering from infections, such as skin and wound
infections, sore throats, diarrhoea or vomiting, must not handle enteral nutrition



The tube should be flushed regularly to prevent occlusion. Refer to Care Plan for
amount of flush to be given before and after administration of medication and/or
formula. Ensure the amount of flush is sufficient to clear the tube



If cool boiled water is indicated, freshly drawn tap water is boiled and cooled, then
stored in a covered container in the refrigerator away from raw food. Use only clean
implements to decant required volume. Any unused water should be discarded after
24 hours



When nutrition is being given continuously, the tube should be flushed with water
every 4 hours to keep the tube patent



Document all aspects of the enteral nutrition regimen.

Equipment Care
The following processes should be observed:


Change giving sets, reservoirs and tubes according to the manufacturer’s
instructions or client specific guidelines



Syringes must be cleaned immediately after each administration using fresh soapy
water (e.g. dishwashing liquid). The plunger should be removed to allow for
thorough cleaning, and drying



The care worker should be familiar with specific manufacturer’s instructions and
guidelines regarding cleaning and disposal of equipment
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Positioning
It is recommended that the person must be sitting up, with head elevated to a minimum
of at least 30 degrees to reduce the risk of aspiration for the entire period of formula or
fluid administration. Nutrition should not be given when the person is lying down (unless
otherwise contraindicated), as there is a greater risk of aspiration (vomiting and then
breathing fluid into the lungs).
NB. If a client coughs during feeding the formula/fluid may come back up the tube.

Care Guidelines for People Receiving Enteral Nutrition
Surrounding Skin and Stoma Care
The skin surrounding the inserted tube should be cleaned using gauze or a soft cloth
(daily bath or shower time is ideal). When undertaking stoma care, a circular motion
from inner to outer should be used to reduce the risk of infection. After cleansing, the
area should be allowed to air dry. Keeping the skin clean and dry will prevent skin
breakdown and infection. Attention should be paid to the following information:


Avoid using creams or powders on the skin around the tube, as they can damage
the tube material and may lead to irritation of the skin and give rise to infection
(unless otherwise indicated by the Plan of Care)



Dressings around the gastrostomy tube are usually not required (unless indicated
by care plan or if there is a change in skin integrity.)



The skin around the site should be monitored for signs of irritation, inflammation,
bleeding, soreness or ooze. Report these signs to the Clinical Care Coordinator.
Sometimes there is over-granulation (growth) of new skin, which needs to be
treated by a Health care professional.

Mouth Care
Good oral hygiene is important to prevent tooth decay, gum disease and oral thrush.
People who are having minimal or nil oral intakes will have decreased saliva production,
which may cause excessive mouth and lip dryness, which is particularly important for
people with reflux or aspiration problems. The following information should be kept in
mind:


Mouth care is important if the client is not taking food or fluid by mouth or the
client’s capacity to perform mouth care independently is diminished. Refer to Care
Plan.



Examine tongue and if coated please document and advise Clinical Care
Coordinator.



Provide regular swabbing of the mouth with a large mouth swab (squeezed to
remove excess fluid, which could be aspirated). Water or a commercial mouth
preparation can be used



Apply lanoline to the lips

Observations


It is important to report and record any discomfort to the client, or concerns
regarding the nutrition regime or the stoma site to the Clinical Care Coordinator.



The person’s weight should be monitored. This is especially vital if the person has
no oral intake and relies on the nutritional formula for their entire intake.
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Document and report to the Clinical Care Coordinator any redness or discomfort in
the nose or mouth or around the stoma site of if there is any abdominal distension
or discomfort



Document and report to the Clinical Care Coordinator any pain associated with the
jejunostomy tube and should be investigated immediately by a health care
professional



Document and report to the Clinical Care Coordinator any pain, stomach distension
or bloating, gagging or coughing whilst having nutrition and needs to be
investigated by the health care professional

Care Plan
All people who require enteral nutrition have an individual Care Plan, as there is a need
for ongoing assessment of a person’s nutritional regime to see if it suits the person’s
lifestyle. A Care Plan should include:


Nutrition goals



Administration route



Prescribed nutrients



Administration schedule of time and amount of nutrition



Care of access device, equipment, solutions and formulas



Frequency of monitoring the person



Emergency plan for problems relating to access device, equipment and symptoms

Psychological Support
It is important to be aware of the psychological impact of long-term enteral nutrition for
the person receiving it. People have vastly different feelings toward nutrition via an
enteral nutrition tube and are likely to require different levels of support. The
preparation and eating of food and drink is a large part of our social life and when this is
no longer possible, people can feel isolated and depressed. Negative feelings need to be
recognised and supported by Support Workers with sensitivity. We can provide you with
support and training in effective communication skills and providing support.
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Section 7 – Domestic Assistance
Domestic Assistance, Cleaning and Other Household Activities
If indicated on the care plan the following guidelines should be followed.
Please wear gloves when cleaning. Please ensure after using cleaning products, they are
stored appropriately i.e. out of reach of children and vulnerable and confused persons.
Bathroom







Commodes






Living Room




Dusting



Seating




Floors




Furniture





Kitchen
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Toilets should be cleaned daily inside the bowl and under
the rim. Seats should be cleaned on both sides, round the
top of toilet pan and down the outside of the bowl.
Cisterns should be wiped clean paying particular attention
to the handle.
Raised toilet seats and hand-rails around the toilet should
be cleaned daily, taking toilet seat raisers off to clean
underneath them.
Floors should be vacuumed or washed thoroughly as
appropriate, paying attention to the area close to the
pan. Wet splashes on the floor following personal care
should be wiped up immediately.
Linen cupboards and under sink cupboards should be
tidied and cleaned periodically.
Commode bowls should be washed thoroughly each time
they are emptied. A small amount of disinfectant can be
left in the bottom when it is put back. Bleach must never
be left in the bowl.
A stained bowl can be cleaned by leaving it to soak, filled
with biological washing solution.
The seat top and underneath must be cleaned daily, arms
and frame should be cleaned daily. Back and legs should
be cleaned regularly.
Appropriate cleaning solutions should be used for the
above tasks.
Care must be taken not to mix cleaning solutions.
Cobwebs should be removed in all rooms regularly.
Dusting of cleared surfaces only is approved. It is the
client’s responsibility to remove any ornaments and
replace ornaments. Support Workers do not remove or
replace ornaments. Please take care with delicate
ornaments and treat client property with respect.
High level dusting is not approved.
Cushions should be shaken, chairs should be vacuumed,
including down the sides.
Floors should be vacuumed or mopped as appropriate.
Vacuum bags should be changed by the Support Worker
on a regular basis
Lightweight furniture or furniture on castors should be
moved and the floor cleaned underneath and behind.
Edges of fitted carpets should be cleaned regularly with
the nozzle of the vacuum cleaner if applicable.
Heavy furniture without castors should not be moved.
Such items should already have been identified and
agreed with the client.
Kitchen bench tops, kitchen appliances should be wiped
down daily.
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Laundry,
washing and
ironing
Bedroom







Outside
areas –
porch,
veranda



Gardening
Assistance



Washing up and wiping of dishes and utensils to be done
by Support Worker if they have prepared a meal for the
client. All items are then to be put away.
Microwaves to be cleaned inside once weekly but workers
are not to clean the inside of stoves.
Floors are to be vacuumed and mopped at every service.
If required workers are to do laundry for clients, including
hang out and bring in.
Laundry and ironing can be done for client but only one
reasonable sized basket per service.
Workers are to change client’s bed linen, put dirty linen in
washing basket weekly and remake clients’ bed.
Workers are to vacuum clients room on a regular basis
(minimum weekly)
The workers are not permitted to do any outside areas
unless authorised by the Care Coordinator.

The workers are not permitted to do any gardening
assistance unless authorised by the Alliance Care
Coordinator.

It is the responsibility of the client to provide adequate and suitable cleaning materials.
Staff should feel able to discuss this with them. If there is a problem, this should be
reported to your Care Coordinators who, in turn, should discuss it with the client.

age 53 of 04
Commu y Ca e a d D sab

y Suppo

Se v ces, Bus ess U

THIS DOCUMENT IS CONTROLLED

- S a ed - Ha dbook - Commu

y Suppo

455

Wo ke - V4 - AUTHOR S D - 05/02/20 9 - SSU NG AUTHOR TY Su y H s NSW

Section 8 – Food Preparation
Food Preparation Policy







Staff must always wash their hands before handling food and should keep
themselves clean and wear clean clothes. As much as possible, they should keep
hand contact with food to a minimum.
Staff should ensure that cuts and sores are covered with waterproof dressings
and they must never cough or sneeze over food.
They must advise their Care Coordinator if they have any skin, nose, throat, and
stomach or bowel trouble before starting a shift.
Utensils and work surfaces must be cleansed thoroughly after use.
Food should be presented in an appealing way.
Tables or trays should be laid with cutlery, crockery, utensils, condiments and
any necessary aids to protect from spillage in accordance with the clients own
preferences.

Storage
 All re-usable food must be stored in accordance with the client’s wishes and in a
safe and hygienic manner.
 Refrigerators must be checked regularly for out of date food which should be
disposed of after consultation with the client.
 Refrigerators should be kept clean, inside and out.
Disposal
 All waste food should be disposed of safely and hygienically. Washing hands after
putting waste into the rubbish bin.
Nutrition and fluids
 Staff should encourage clients to have regular meals and drinks, promoting
health and nutrition, taking into account dietary, cultural and religious needs.
 Food and drink must be prepared and cooked according to the user’s taste and
preferred methods, in a safe and hygienic manner.
 Raw and cooked food should be prepared separately.
Choice/Independence
 Clients must always be consulted as to what they would like to eat. The food
provided should be of the amount and consistency most suited to the user’s
tastes.
 Independence should be encouraged but staff should be able to judge whether to
cut the food for the client, guide their hand or, if necessary, feed them.
 The client must be assisted with eating and drinking in a way most suited to their
needs whilst respecting their dignity.
 Extra care should be taken when assisting clients who may have difficulty in
swallowing, to avoid the risk of choking.
High-risk food
Food poisoning bacteria are often naturally present in food, and in the right conditions a
single bacterium can grow into more than two million bacteria in just seven hours.
Bacteria grow and multiply on some types of food more easily than on others. The types
of food that bacteria prefer include: Prepared fruit salads, Meat, Poultry, Dairy Products,
Eggs, Small goods like salami and ham, Seafood, Cooked rice, Cooked pasta, Prepared
salads, like coleslaws, pasta salads and rice salad.
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Ten Easy Steps to Safe Food
1. Cook meats, poultry, fish and sausages thoroughly.
2. When in doubt, throw it out.
3. Keep your food in the ‘right’ zone. (i.e. Less than 5°C for cold foods and more
than 60°C for hot food)
4. A basic rule of thumb is to keep high-risk foods in the right temperature zone
for as long as possible. Avoid leaving high-risk foods in the Temperature Danger
Zone. (i.e. more than 5°C for cold foods and less than 60°C for hot foods)
5. When shopping:
 Buy from reputable suppliers with clean premises
 Buy chilled and frozen foods towards the end of your shopping trip
 Avoid spoiled foods, foods past their use-by dates or foods in damaged containers
or packaging
 Take chilled, frozen or hot foods straight home in insulated containers
 Hot chickens and other hot foods should be purchased later in your trip and kept
separate from cold food.
6. When storing and transporting food:
 Use a fridge thermometer to check the temperature of the fridge. The
temperature should be below 5°C
 Keep the freezer temperature around -15°C to -18°C
 Keep frozen food frozen solid
 Keep hot foods at 60°C or hotter. Keep high-risk foods out of the Temperature
Danger Zone. Keep chilled foods cold at 5°C or colder and hot food hot at 60°C or
hotter
 Throw out high-risk food left in the Temperature Danger Zone for more than 4
hours
 Consume high-risk food left in the Temperature Danger Zone for more than 2
hours – don’t keep it for later
 If hot, chilled or frozen foods have been purchased, you should get them home as
quickly as possible
 For trips longer than about 30 minutes, or on very hot days, it’s a good idea to
take an insulated cooler bag with an ice pack, to keep chilled or frozen foods cold
 Consider placing hot foods in an insulated container for trips longer than about
30 minutes
 Consider wrapping hot foods in foil
 Once you arrive to the client’s home, immediately transfer chilled and frozen food
into their fridge and freezer
 Keep raw foods and ready-to-eat foods separate.
7. Wash hands when preparing food
 Wash hands in warm, soapy water for at least 30 seconds before preparing food
 Wash your hands thoroughly before preparing food and after handling raw meats,
chicken, seafood, eggs and unwashed vegetables
 Dry your hands with clean towels or disposable towels
 If you have any cuts or wounds on your hands, cover them with waterproof
wound-strips or bandages
 Avoid preparing food if you feel unwell. Please advise the Care Coordinator if this
is the case.
 Keep things clean and separate
 Keep raw foods separate from ready-to-eat foods
 Use separate and clean utensils and equipment for ready-to-eat food
 Thoroughly clean and dry cutting-boards, knives, pans, plates, containers and
other utensils after using them
 Use hot soapy water to wash things and ensure they are thoroughly dry before
using them again
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Use fresh clean tea-towels or disposable towels to dry utensils and equipment,
otherwise allow them to air-dry
Rinse raw fruits and vegetables with clean water before using them
Avoid pets around areas where food is prepared or stored.

8. Use fridge to thaw frozen food
Bacteria can grow in frozen food while it is thawing, so keep frozen food out of the
Temperature Danger Zone (i.e. more than 5°C for cold foods and less than 60°C for
hot foods)







Unless instructions direct otherwise, thaw frozen food in the fridge or use a
microwave oven
If instructed on packaged frozen food, prepare and cook the food as directed,
straight from the freezer
Defrost frozen meats, fish and poultry thoroughly before cooking
Keep defrosted food in the fridge until is its ready to be cooked
If you are using a microwave oven, speed up the thawing by separating defrosted
portions from still-frozen portions then cook the food immediately after defrosting
Never re-freeze thawed food – either cook straight away or throw out.

9. Cook it right
 Cook poultry until the meat is white – there should be no pink flesh.
 Cook hamburgers, mince, sausages, and rolled or stuffed roasts right through
until any juices run clear
 Cook white fish until it flakes easily with a fork
 Thoroughly cook foods made from eggs such as omelettes and baked egg
custards.
10. Cooling and reheating foods
 Reheat foods thoroughly so they are steaming (above 75°C) or boiling
Keep cooked food out of the Temperature Danger Zone (i.e. more than 5°C for cold
foods and less than 60°C for hot foods)




If you need to store food for later use, once the steam stops rising, cover it and
put it in the fridge
When you cook ahead of time, divide large portions of food into small shallow
containers for refrigeration
If you don’t want to cool the food straight away, keep hot food at a temperature
of 60°C or hotter.
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Section 9 – Money Handling and Financial Matters
Money Handling
Alliance Community Staff should only have dealings with client’s money and property
when it forms part of the care plan.
Support Workers must not have knowledge of the client’s bank or post office account PIN
numbers.
There is a system in place for staff to record financial transactions (see below). This
system will be inspected at each supervision visit by the Community Team.

Recording of Financial Transactions
Clients who require services should have an expense register to record money
transactions in their Homecare Folder.
The following information should be entered for each financial transaction/shopping trip
undertaken on behalf of the client:







The name of the client and Alliance Community number
The date of the financial transaction
The amount of money received (money in). This amount should be counted out
and agreed with the client. Where possible, the client should sign to agree to the
amount, and receipt or ATM slip attached
A list of items purchased/receipt attached
The total amount spent/(money out)
The change given to the client (Float balance). This amount should be counted
out and agreed with the client. Where possible, the client should sign to
acknowledge agreement/reconciliation of the amount.

When collecting a shopping etc., the Support Worker should check that the money and
receipts are accurate before leaving the counter.
Receipts should be requested from all shops and these should be given to the client on
return or attached to the expense sheet. Shopping and money should be returned to the
client on the same day.
The expense register should be retained in the client file, but is the property of Alliance
Community. It must be returned to the office when completed. Completed expense
register will be retained by the service for a period of three years and randomly audited.
Expense Register - sample layout
Client Name:
Date
7/9/05

HC Number:

Expenses Item
description
W/D $300 for
shopping

Money

Money Out

Float
Balance

In

Signature

$300
$300

(ATM Slip)
Woolies shopping

$150

$150

Coffee Shop (Receipt)

$11.20

$139.80

$500 for Car Rego

$500

$139.80

(Receipt Attached
Eftpos)

(NB this is not added to the float
balance as it is an EFTPOS
transaction)

(Receipt)
8/9/05
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Shopping on Behalf of Clients








There should be an agreement with the client about which local shops are to be
used for shopping, taking distance into account.
Staff may not use any store discount/loyalty cards except those belonging to the
client.
The Support Worker should assist the user to compile the shopping list if
necessary, checking on details such as size, brands and types.
The Support Worker should take into account the users medical, cultural, religious
and dietary needs and ensure value for money wherever possible. Money
entrusted for shopping must be accounted for as detailed above.
The Member of Staff should assist the client to put the shopping away in the
correct place.
Staff must not undertake any of their own shopping or financial transactions at
the same time as undertaking tasks for the client.
The clients’ money should at all times be kept separate from money belonging to
anyone else.

Collection of Pensions/Payment of Bills
Bills paid only if part of the care plan, and as directed by the client.
All transactions or payment of bills, must be recorded in the clients expense register.
Money must not be kept for longer than is necessary to carry out the transactions. They
must not be kept overnight and must never be taken to a member of staff’s home.
At any one time staff can only collect up to a maximum of $250 in cash. Any requests
exceeding this amount should be discussed with your Care Coordinator.

Use of Clients’ Property
Staff should not help themselves to tea or coffee, or use the client’s telephone for
personal use.
In the event of an emergency, the telephone may need to be used to telephone the
office to advice of an incident or of an emergency and to call 000.
Staff should not take responsibility for looking after any valuables on behalf of the Client.

Acceptance of Gifts/Buying and Selling
Staff and their families must not accept money or gifts from clients and/or their
relatives. There may, however, be exceptional circumstances where a relationship with a
user would be damaged if a gift were rejected. Provided that the gift is of a token nature
e.g. a box of chocolates then the gift can be accepted.
Staff must report all gifts to their Care Coordinator who should note it on their personal
file.
Staff must not lend anything to, or borrow anything from clients.
Staff must not sell anything to, or buy anything from clients. This includes items from
catalogues and involvement in any lottery syndicate.
If you require clarification with any of these Money Handling and Financial Matters,
please ask our Community Team.
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Section 10 – Medication Administration Policy
Medication Administration






Do not administer medications until training has been completed and
you are deemed to be competent by Alliance Community.
Meet workplace health and safety responsibilities, which include taking
reasonable care for your own health and safety while at work and
taking reasonable care that acts or omissions do not adversely affect
the health and safety of other persons.
Ensure that your day to day practices with regard to medication
management comply with the policies and procedures of Alliance
Community and are not outside the scope of your responsibilities.
Reflect on your own skills, experience, knowledge and limitations and
inform Alliance Community if you do not understand or feel competent
in performing tasks required of you in the administration of
medication.
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Section 11 – Emergency Management
Emergency Management
All staff have a responsibility to maintain annual competency or training in response to
emergency situations such as Client collapse, cardiac arrest and fire and respond in
accordance with best practice in the event of any such emergency occurring.
Staff are recommended to have with them a kit containing: (These items can be
purchased through the Alliance Community Office if required): disposable gloves, an
Aqueous Hand Rub Gel, plastic disposable aprons, a torch, a watch and face shield with a
one-way valve.
Staff must complete an incident form (found in the client’s home file) after any
emergency and return it to the Alliance Office within 24 hours.

First Aid Policy
The Purpose of first aid is to:
 Give immediate and temporary care in case of accident or sudden illness
 Prevent further injury
 Assist recovery
 Arrange for the client to receive help as soon as possible either from a Doctor or
in hospital
The speed with which the client is placed under medical care is of the greatest
importance to recovery and may be the means of saving a life.

Emergency Action






Assess situation. Conditions endangering life must be dealt with first. These are
failure in breathing, haemorrhage, severe shock.
Reassure the client if they are conscious. This is important because injured people or
those overtaken by sudden illness are usually very frightened. Reassurance given in
a quiet and confident manner will often help in reducing the degree of shock.
Loosen tight clothing, but do not remove clothing unnecessarily. The client should not
be moved unnecessarily.
Send for a doctor, the police or an ambulance. The simplest way is to dial 000, and
speak clearly. State the service you require. Inform them briefly of the incident and
provide the name, address and nearest cross street of the client.

Fainting: If the client feels faint, have him or her sitting or lying down with the head
lower than the knees.
Haemorrhage: Haemorrhage (bleeding) may endanger life and must be treated without
delay. Pressure must be applied directly over the wound using a roll of bandage. If the
bleeding continues elevate the affected area, i.e. arm or leg with a cushion and make
sure the client is lying down.
Burns: If the clothing is in flames, staff should approach the client with a thick blanket,
rug or coat in front of themselves to give protection, then wrap it around the victim, lay
them flat and smother the flames.
1.
2.
3.
4.

Call an ambulance.
Do not apply lotions, oils or grease of any kind.
Run cold water over the burn for 20-30 minutes- in a cold shower if possible).
Do not remove clothing round the burn.
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Falls: If the client is on the floor when you arrive and is complaining of pain – DO NOT
attempt to pick them up. Cover them with a blanket and call an ambulance (dial 000).
Do not give them anything to eat or drink in case they may need an anaesthetic when in
hospital. Do not give any medication.
Stroke (C.V.A.): The onset is usually fairly sudden. In mild cases, the first sign of a
stroke may be the onset of the paralysis without unconsciousness, but in most cases the
client becomes drowsy and lapses into a coma or alternatively goes into a coma with
extreme suddenness. If the client is unconscious the breathing is usually very deep and
stertorious (snoring) and the pupils dilated, and incontinence of urine and faeces is
present.
1. Place the client in the recovery position, and keep them warm.
2. Telephone an ambulance (dial 000).

Emergency Procedures - Collapse/Medical Emergency
Quickly assess the situation
If the worker is present at the time of the event
If the worker is present when the collapse/emergency occurs, call 000 and note the
time. Give clear responses to the questions of the emergency response worker. Have the
Client address and phone number on hand beside the phone at all times to facilitate
response.
Follow the CPR steps – D.R.S.A.B.C.D
Danger

Ensure the area is safe for yourself, others and the patient
↓

Response

Check for a response –ask name –squeeze shoulders.
Response → Make comfortable and monitor response.
No Response
↓

Send

Call 000 for an ambulance or ask another person to make the call.
↓

Airway

Open mouth –if foreign material present.
Place in recovery position.
Clear airway with fingers.
↓

Breathing

Check for breathing –look, listen, feel.
Normal breathing → Place in recovery position and monitor
breathing.
Not normal breathing –START CPR
↓

CPR

Start CPR -30 chest compressions: 2 breaths.
Continue CPR until help arrives or patient recovers.
↓

Defibrillation
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Always commence CPR if breathing is not normal.
Always keep going with CPR until the ambulance arrives or responsiveness or
normal breathing returns.
Remain with the client until transferred to hospital or until help arrives.
Advise next of kin if nearby. Offer comfort and support to family/Care Staff if
present.
Advise Alliance Office and Community Care Manager, who will call the client’s GP
and next of kin (if not already aware).

If the Worker is NOT present at the time of the event
If the worker is NOT present, but arrives to find the client collapsed and note the time.
Follow the steps:
Danger

Ensure the area is safe for yourself, others and the patient
↓

Response

Check for a response –ask name –squeeze shoulders.
Response → Make comfortable and monitor response.
No Response
↓

Send

Call 000 for an ambulance or ask another person to make the call.

At this stage, assess for rigor mortis (stiffness) and/or circulatory pooling. If either is
present, CPR is not indicated. The client should be covered with a sheet and the Worker
will remain with the client till the ambulance arrives. If these are not present, commence
CPR, as above.

Basic Life Support
The principles of basic life support are:
D

Dangers?

R

Responsive?

S

Send for help?

A

Open Airway.

B

Normal Breathing.

C

Start CPR – 30 compressions: 2 breaths. If unwilling/unable to perform rescue
breaths continue chest compression.

D

Attach Defibrillator (AED) as soon as available and follow its prompts
Continue CPR until responsiveness or normal breathing return
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Emergency Procedure - Management of Foreign Body Airway
Obstruction
The procedure is
Assess Severity

Ineffective Cough

Effective Cough

Severe airway obstruction

Mild airway obstruction

Unconscious

Conscious
Encourage coughing

Call ambulance
Commence CPR

Continue to check client
until recovery or
deterioration

Call ambulance
Give up to 5 back
blows.
If not effective

Call ambulance

Give up to 5
Check thrusts
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Emergency Procedure – Diabetic Emergency
If a client is unconscious


Note the time



Follow D.R.S.A.B.C.D –this may include calling 000 for an ambulance

If the client is conscious, and signs suggest

low blood sugar:



Give sweet food or drink (not diet, diabetic or sugar fee drinks) every 15
minutes until client recovers or medical aid arrives



Call 000 for an ambulance

If client is conscious, and signs suggest

high blood sugar



Allow client to self-administer insulin – do not administer but assist if required



Call 000 for an ambulance



Give client water or sugar free fluids to drink, if help delayed.

Signs and symptoms
Low blood sugar

High blood sugar

Pale, hungry, sweating, weak, confused,
aggressive

Thirsty, needs to urinate, hot dry skin,
smell of acetone on breath.

Note: if you are not sure which form of diabetic emergency the client is
experiencing, give a sweet drink. If client has a high blood sugar emergency,
then giving them a sweet drink will not do undue harm.
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Emergency Procedure - Fire
Worker arrives at the client’s home and it is on fire
Do not enter the building if there is visible smoke or flame rising from it.
Ring 000 and provide clear responses to the questions of the emergency response
worker. Always have the client name, address and nearest cross street on hand when
working.
Wait for the Fire Department and direct them to the client.
If a fire occurs while you are in the building with the client
Apply the R.A.C.E. Principles
Remove

Move the client out of the immediate area, out of the building if possible

Alarm

Call 000 and respond clearly to the emergency worker’s questions

Contain

Close doors behind you as you leave the area

Extinguish

ONLY attempt to extinguish a fire if you are confident the client is safe and
you will not be in any danger by doing so, and ONLY if there is appropriate
equipment on hand (fire blanket, hose, fire extinguisher)














Remain calm.
Identify location of the fire.
Call fire brigade – 000.
Take fire extinguisher and/or blanket to the fire.
Confine/extinguish fire if practical and safe.
Rescue persons in immediate danger.
Contain fire.
Evacuate people from immediate danger and evacuate to a safe area.
Conduct a head count at an assembly area –if there is more than one Support
Worker, client or multiple family members.
Wait in a safe area for the Fire Brigade.
Call the Alliance Community Office and Clinical care Coordinator.
In consultation with the Alliance Office, you may need to call the Client’s next of
kin

Emergency Procedure -Armed Hold Up
In the event of an armed hold up:








Obey armed persons instructions
Observe mannerism, speech, clothing, car and other features, height,
characteristics of a person e.g. hair colour, visible tattoos
After the incident
Call the police 000
Give details of the incident – if you are unable to speak, ring 000, dial 55 when
the operator requests, they will then trace the call and send assistance
Record immediately your individual impressions of what happened, uninfluenced
by others.
Call the Alliance Community Office.

Emergency Procedure -An Intruder
In the event of an intruder:



Note intruder’s appearance, mannerisms, speech, clothing, height
Engage in conversation if appropriate
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Call police – 000 if possible while intruder is on site – if you are unable to
speak, ring 000, dial 55 when the operator requests, they will then trace the
call and send assistance
Report all significant information to the police.
Call the Alliance Community Office.

Emergency Procedure - A Car Accident
Any Worker driving a car, which is involved in an accident, is required to stop and render
assistance. The Worker must comply with all legal and insurance requirements.
The Driver must:








Stop at the scene
Attempt to make the scene as safe as possible, rendering assistance to injured
parties, as needed
Arrange emergency services as required, RING 000 if a person is injured
Obtain particulars of parties involved and exchange vehicle and licence
information with other driver(s)
The Police must be called to the scene in the following situations:
- If a person is injured or killed
- If any of the drivers involved in the accident fail to stop after the accident,
- If any of the drivers involved in the accident appear to be under the
influence of alcohol or other drugs, or
- A vehicle involved in the accident has to be towed
The Police line for reporting accidents is 13 14 44

The Worker must complete an Incident Form if any adverse incident occurs during an
escort or journey.
Any deviation from, or non-compliance with, these procedures is considered a breach of
Alliance Community Motor Vehicle Usage Agreement and will result in performance
management, which may finally result in dismissal of the Worker or cessation of services
to the Client.

Emergency Procedure - Discovery of a Deceased Client
Procedure in the event of an unexpected death
 On discovering the client is deceased, staff are to avoid touching the clients body
wherever possible as death may fall under the jurisdiction of the coroner.
 Record the time the staff member discovered the body.
 Deceased: a client whose life has ceased, that is, there is absence of a pulse and
respiration. If there is any doubt call the ambulance.
 Contact the Alliance Community Office immediately 1300 769 155.
 Contact the police 000. Clearly identify yourself and describe the situation.
 If possible, provide the police with the client’s details including date of birth, next
of kin and GP.
 If the family or significant other(s) are not at the scene of the death, it is the duty
of the police to contact them and advise them of the death.
 The incident must be logged on the incident form and a record noted in the
Alliance Community file.
 Support and assistance will be offered by Alliance Community
 Alliance Community will make bereavement follow up sometime after the event
as indicated by the circumstances.
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Section 12 – Infection Control
Infection Control in the Home Setting
The unique nature of the home as the setting for care provides some unique challenges
in the prevention of infection, given that the home setting is controlled by the client and
or family. In the home setting Infection Control is based on the principles of hygiene,
cleanliness and sterility. Community Staff have a responsibility to educate and provide
information both to clients and/or carers and have an understanding of the principles of
Infection Control.

Hand Hygiene
Hand washing and the use of sanitised hand gels are one of the most important aspects
of infection control.
Hand washing for hand hygiene is the act of cleaning the hands with or without the use
of water or another liquid, or with the use of soap, for the purpose of removing soil, dirt,
and/or microorganisms. Staff are required to wash their hands regularly when attending
to clients in the community.
Hand washing tips
 If hands are visibly soiled a source of running water should be sought.
 Hands must be cleaned immediately before and after any direct client care even if
gloves are used.
 Hands or other skin surfaces that are contaminated with a client’s blood or body
substances must be cleaned immediately or as soon as it is practical to clean
them.
 Paper towel or single use cloth towels should be used to dry hands.
 The requirement to clean hands applies regardless of whether gloves are also
required to be worn.
 Cover any breaks in your skin with a waterproof dressing.
 Use a suitable hand cream to minimise irritation or sensitivity due to repeated
hand washing.
 Use aqueous based hand creams before wearing gloves.
 After every 10 uses of aqueous hand gel, it is recommended that you perform a
community hand wash (wash your hands with water and soap for at least 15
seconds and dry with a paper towel).
 It is a requirement for Workers not to wear acrylic nails or nail polish.
Nails are to be kept short. Jewellery is to be kept at a minimum. The presence of
jewellery, especially rings increase the risk of infection.
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Hand Gels/Sanitisers
Recent research has demonstrated that hand gels are better than traditional soap and
water because they:






Require less time to use
Result in a significantly greater reduction in bacterial numbers than soap and
water in many clinical situations
Cause less irritation to the skin
Can be made readily accessible to all Heath Care Workers
Are more cost effective
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Standard Precautions – Definition
Standard Precautions are designed to reduce the risk of transmission of micro-organisms
from both the recognised and unrecognised sources of infection. Standard Precautions
constitute current best practice in infection control.




These precautions should be used in the care of ALL clients regardless of their
diagnosis or presumed infectious status.
The underlying principles is that blood and body substances from all clients
should be regarded as potential hazards, regardless of what is known or
suspected about their blood borne virus status.
These practices protect the health care worker from blood borne viruses and
pathogenic micro-organisms in other body substances.

Standard Precautions apply to:





Blood
All body substances, secretions and excretion except sweat, regardless of
whether or not they contain visible blood
Non-intact skin
Mucous membranes

Personal Protective Equipment (PPE)
Personal Protective Equipment (PPE) refers to protective clothing, gloves, goggles or
other garments designed to be worn to protect the person from injury or hazards. The
use of Personal Protective Equipment reduces the person’s risk of exposure to harm.
In the community care sector the common PPE used are gloves, goggles and aprons.
Standard Precautions involve the use of safe work practices and protective barriers
including:
Hand washing

Wash hands after touching blood, body substances, and
contaminated items, whether or not gloves are worn. Wash
hands immediately after gloves are removed, between client
contact and when otherwise indicated to avoid transfer of
micro-organisms to others. It may be necessary to wash
hands between tasks and procedures on the same client to
prevent cross-contamination of different body sites.

Gloving

Wear gloves (clean non-sterile gloves are adequate) when
touching blood, body substances, and contaminated items; put
on clean gloves just before touching mucous membranes and
non-intact skin. Remove gloves promptly after use, before
touching non-contaminated items and environmental surfaces,
and before going to another and wash hands immediately to
avoid transfer of micro-organisms to others.
Changing and discarding gloves
Gloves must be changed and discarded:
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Masking/Protective
Eye Wear

Hands should be washed or cleaned after the removal
and disposal of gloves

Wear a mask and eye protection or a face shield to protect
mucous membranes of the eyes, nose, and mouth during
procedures and client care activities that are likely to generate
splashes or sprays of blood, body fluids, secretions and
excretions.
A mask and protective eye wear should be worn while
performing any procedure where there is a likelihood of
splashing or dissemination of blood or body fluids. e.g.
emptying a catheter bag.
All masks are single use and to be discarded after they have
been worn. Place in and dispose of in clients’ waste unit.
Protective eyewear must be cleaned after use with alcohol
wipes, rinsed and dried.

Gowning

Wear a fluid-resistant gown or apron made of impervious
material to protect skin and prevent soiling of clothes during
procedures and patient care activities that are likely to
generate splashes or sprays of blood, body fluids, secretions
and excretions or cause soiling of clothing.

Appropriate device
handling

Handle used client care equipment, soiled with blood and body
substances in a manner that prevents skin and mucous
membrane exposures, contamination of clothing and transfer
of micro-organisms to others. Ensure that reusable equipment
is not used for the care of another client until it has been
appropriately cleaned; and that single use items are properly
discarded after use.

Appropriate
handling of laundry

Handle, carry and wash linen soiled with blood, body fluids,
secretions, and excretions in a manner that prevents skin and
mucous membrane exposures; contamination of clothing; and
transfer of micro-organisms to others.

Waste Management
Clinical waste is material that consists of human or animal tissue, blood or body
substances, excretions, drugs and other pharmaceutical products, swabs/dressings,
syringes, needles or other sharp instruments.
Appropriate handling of waste assists in reducing transmission of infectious agents.

Infectious Waste




Blood and body substances in the home setting are managed as household
sewerage by disposing directly into a toilet whenever possible.
Waste and disposable equipment that is contaminated with blood or body
substances are wrapped well in a plastic bag and placed into a second plastic leak
proof bag. Fasten securely.
Deposit double bagged contaminated waste into the household garbage for
collection by the local council.

Safe Handling, Use and Disposal of Sharps


A sharp is any sharp object potentially or actually contaminated with blood or
body substances. They include lancets, butterfly cannulas, suture cutters,
scalpels, glass ampoules and needles.
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Each health care worker who uses sharps is responsible for their management
and disposal.
Only RN’s must manage and dispose of sharps. All RN’s providing direct client
care must carry a sharps container in their car boot.
A needle must NOT be removed from a disposable syringe for disposal, or be
purposely broken or otherwise manipulated by hand.
Needles should not be re-sheathed.
Where ever possible, clients who manage their own injections also dispose of the
needles and the care worker would not be required to be exposed to the sharp or
the disposal method.

Sharps Containers
All clients requiring the use of sharp objects for their care must have yellow rigid walled
sharps container present at all times. These can be obtained from:




Local councils
Individual health care organisations, which provided sharps management service
Local pharmacy and pathology services

Disposal of sharps containers
 If you notice a sharps container overflowing, please call the Alliance Community
team immediately and advise persons to stay away from the hazard

Needle Stick and Blood and Body Substance Exposure
A needle stick injury is defined as a piercing injury from any sharp object that is actually
or potentially contaminated with a body substance. These include lancets, butterfly
cannulas, suture cutters, scalpel blades, glass blood tubes and needles (including insulin
pens).
Body substances include all blood, body fluids, excretions and secretions except sweat.
These include faeces, vomit, urine and discharges.
Needlestick injury
Employees are required to report all occasions of exposure to blood or body substances
to their immediate supervisor. Fill in incident report form and send to Alliance
Community within 24 hours. Exposure includes:




Parental – needle stick or cut
Mucous membrane – splash to the eye, nose or mouth
Cutaneous exposure – skin contaminated with blood or body substance

General






Immediate first aid – see below.
Medical assistance, screening and counselling. Ring the Alliance Office who will
direct you to attend your local hospital emergency department. You can also call
the needle stick hotline at anytime (24 hour service) - 1800 804 823.
Client screening.
Complete an Incident/Injury Form.
OH&S and WorkCover procedures apply.
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Immediate First Aid
Wash away the body substance with soap and water.
If the skin is broken:


encourage bleeding, then wash body substance from skin using copious amounts
of soapy water.

Eye or mouth exposure:


rinse for at least 15 minutes with clean water (ensure eyes are open while
rinsed).

Remember – the Community Team are here to assist you- call us- 1300 769 155.
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Section 13 – Occupational Health and Safety
Safety in the Community
Hazards can affect the safety of both staff and client/s, due to the nature of client’s
disabilities, the environment and/ or other factors beyond the control of Alliance. Staff
must be constantly aware of risk minimisation principles, considering the safety of their
clients, themselves and the general community and must not place anyone in a
potentially dangerous situation.
Principles
 If in doubt, don’t do it.
 Extreme weather should be avoided for outings.
 First aid kit, supplies of water, continence pads, hand cleaning gels, medication (if
required) and emergency contact details (if required should be carried).
 Fully charged mobile phones to be carried at all times.
 All vehicles must have child locks ‘on’ rear doors, seat belts and be in good
working order.
 Support Workers have signed Motor Vehicle Agreement.
In case of an accident:






Look after yourself first – if you are unharmed do not leave clients unsupervised
Ring for assistance 000
Commence First Aid
Ring the Alliance Community Office – 1300 769 155
Fill in Incident Report

Smoke Free Environment Policy
Employees working in community based services and other relevant employees are
entitled to expect that clients receiving services in their home refrain from smoking
during treatment. As this is within the Work Health and Safety Act which states that an
employer must ensure “that systems of work and the working environment of the
employees are safe and unintentional risks to health”.
Alliance Community staff are not allowed to smoke with clients. Smoking is prohibited
when working with clients (or in their company) and when transporting clients in their
cars.
Staff are encouraged to initiate discussion with clients in their home to progress to a
smoke free environment.
Strategies to be identified around reducing risk of exposure to smoke include:







Clients smoking when the Support Workers are not present
Clients smoking outside
Clients utilising nicotine patches and/or other nicotine replacement alternatives
Non-compliance with policy by clients is to be handled in a non-confrontational
way by staff
Support Workers are entitled to request that clients receiving health services in
their home refrain from smoking during care services
Please contact the Alliance Community Team if you have any concerns about
clients not providing a smoke free environment.
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Home and Environmental Assessments
Alliance Community has an occupational health and safety program that addresses the
unique and specific needs of the home and community sector, and the staff who work in
these environments.
Alliance Community endeavours to ensure that all workplaces in which our members
provide services, are safe and that best practice activities are undertaken to assess and
manage risk employees face in the home and community care environment.
Defining the workplace
According to the law, the workplace includes all sites and environments that the
employee visits during the course of their work, i.e. employees ‘take the workplace with
them’. The duties of employers and employees, therefore, extend to all the
environments within which work is carried out, such as client homes and community
settings.
Working from home or in a client’s home (employees and volunteers)
Where a private dwelling is a place of work, the employer has a duty of care with respect
to the work being carried out, to the employee and to anyone else at the place where
the work is being carried out.
Alliance Community has an occupational health and safety program that uses checklists
to identify potential safety hazards, in work environments where employees provide
community services to clients. These include:





the office or centre
vehicles used for staff, clients and volunteers
clients homes
community settings such as shopping centres, day centres, other Community
settings

Procedure
The referral process incorporates occupational health and safety risk management
criteria. All clients are assessed for potential occupational health and safety risks. Where
possible before the first service, a home site inspection is attended either by the
referring agency or an Alliance Community team member, to assess the risk.
Where the risks are assessed as low, Staff who have been specifically trained can
undertake a home risk assessment.
A home risk assessment form is filled in by the worker prior to the commencement of
duties. Hazards are identified, rated and reported to the Community Team.
Hierarchy of controls: Six ways to deal with hazards and controlling the risks to
health and safety
Following is a list of the six possible approaches to controlling a hazard or a risk to the
health and safety of employees. The effectiveness of these approaches is likely to be
lower, the lower down the list they appear.
1. Eliminate the hazard or risk – discontinue the practice or dispose of the hazardous
item.
2. Change equipment or materials – substitute the hazard for something that gives
rise to a lesser risk.
3. Isolate the hazard – separate the hazard in time or space from the person at risk.
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4. Design in safety – plan for safety through changing the work environment such as
redesigning the workplace, using automatic controls, providing greater ventilation or
lighting.
5. Change work methods – organise safe work practices through planning a safer way
of doing things followed by training, instruction and supervision.
6. Use personal protective equipment – this should not solely be relied upon and
should only be used as a last resort to control risks.
All Hazards are reported to the Manager who reviews the risks and control strategies.
Where extra resources are required to create a safe work environment, they are
allocated.

Hazard Identification – What to do if you identify a Hazard
If you identify a hazard in the workplace you are required to report this to the Alliance
Community team immediately and remove yourself from the hazard. Depending on the
severity of the hazard you may need to remove the client from the hazard.
You are required to call through to the office and report the hazard. An over the phone
assessment is immediately done with a care coordinator.

Incident Reporting Procedure






An incident is defined as any occurrence or event that has resulted in the harm,
or potential harm to a client or a staff member. Examples of incidents may
include a near miss, an accident, a client fall, a medication error, an issue at the
worksite etc.
All incidents must be reported immediately to the office so that assistance can be
provided.
An incident report form is required to be completed within 24 hours. Incident
Forms are provided to staff at induction, located in the client’s home file and are
available at the office.
All incidents are reviewed.

Violence in the Workplace
Alliance Community aims to provide a working environment that promotes safety,
courtesy, trust, equity, and mutual respect across the workforce and to clients of our
service.
Our mission is to achieve best practice in the prevention of violence. All acts of
threatening behaviour, harassment, intimidation, threats, and physical violence are
expressly prohibited.
Alliance Community recognises that the responsibility for the prevention of violence in
the workplace is the “duty of care” of the employer.
All workers are responsible for following the violence prevention policy, observing all
directives, and for assisting in maintaining a workplace that is free from threats,
harassment, intimidation or physical violence.
All incidents of occupational violence will be investigated.
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Risk Identification
A formal risk identification process must identify the extent and nature of the risk, the
circumstances under which risks arise, causes and potential contributing factors.
If abuse, threats and assaults have occurred in the past, the frequency, severity, and
characteristics of client/perpetuators and victim vulnerability need to be formally
documented.

Risk Assessment
If risks cannot be eliminated then work environment arrangements need to be altered to
ensure minimisation of risks.
Alliance Community management team and staff have a central role in any risk control
strategy. Tasks or recommendations should include but are not be limited to:











Violence prevention policy
Violence audits and reviews
Security arrangements
Identification of high risk clients
Emergency or crisis intervention/response planning
Off-site precautions
Post incident supports
Training programs
Introduction of interventions
Monitoring and evaluation process

Risk Control
Events that may precipitate violence typically include some form of deprivation of
personal liberty, social control (e.g. taking children into care, withholding information or
service or intervening to protect a third party.
A mix of risk control measures, specifically tailored to each site or individual case is
usually most effective.
Strategies to reduce risks for workers include but are not restricted to:




Reducing face to face contact
Checking credentials before face to face meetings
Training staff to identify early warning signs

Warning signs of impending client initiated violence
Does the client:














Complain regularly about the provisions of the service
Refuse to participate
Demonstrate ”cries for help” in some way
Indicate a heightened level of anxiety
Have rapid breathing, clenched fists/teeth/flared nostrils, flushing, loud talking or
chanting, restless repetitive movements/ pacing, making semi violent gestures
like pointing
Swear excessively and or use sexually explicit language
Threaten or abuse workers
Have noticeable mood swings and or unprovoked outbursts
Have a condition that has been associated with an increased potential for violence
e.g. Schizophrenia
Sexually harass staff
Blame others for all difficulties
Cause anxiety or unrest through aggressive behaviour
Argue frequently and intensely
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Blatantly disregard Policies and Procedures
Throw, sabotage or steal equipment or property
Have a substance abuse problem
Express violent to sexual comments via the telephone, email or letter
Have a fascination with weapons or military hardware
Have a history of violence
Make verbal threats to hurt workers or other clients
Tell others of their plans to initiate violence
Destroy property
Have physical confrontations
Display and or use weapons
Commit sexual assaults or arson
Talk about self-harm or suicide

When confronted with an aggressive client:










Stand outside of their personal space and out of arms reach
Stand on their non-dominant side (usually the side their wrist watch is worn)
Use calm, quiet but determined manner
Always be courteous to clients whatever their behaviour
Avoid staring eye contact
Avoid pointing or touching angry people
If providing guidance on condition/treatment/service/do so in terms of
suggestions rather than instructions
Try to appear relaxed and non-aggressive
Recognise the causes of complaint by the clients and explain the formal
complaints mechanism available to them

If threats by phone are received, record/write down:







Time of call
The telephone extension number the call was received on
The sex of the caller
Estimated age of the caller
Details of accent, background noises or any other distinguishing features
If the number is displayed on the receivers phone this should be recorded

Off Site Workers
Workers making home visits cannot control all the risk factors and may have limited
influence over the people they come into contact with.
Additional violence prevention measures may need to be implemented, these may
include:














Staff personal awareness of the limits of their physical mobility and strength
Detailed records are kept of the client whom Staff are visiting, the expected
length of the visits and when they are expected back
Using a predetermined phrase or sentence that could be incorporated into a
telephone conversation to indicate danger (e.g. strawberry)
Staff should always park their car in a well-lit area
Staff should carry a mobile phone with charger with them at all times
When staff knock at the door, they should stand to the side and not in a position
where opening the screen door will trap them
Staff should wait to be asked inside and let the client lead the way
Inside the house staff should try to ensure they have a clear exit line
If staff receive an aggressive reception they should leave straight away
Staff should try to avoid reacting to the house, i.e., smell, level of cleanliness etc.
At all times staff should remain alert to sudden changes in the client’s mood
If staff feel at risk they should leave the home immediately
On leaving the clients home walk with the keys in your hand
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Always check the back seat of the car before accessing the car
If people are hanging around the car as staff approach, they should walk away
from the car and call the police. They should never ask them “what they are
doing” as this will alert strangers to the fact that the car belongs to them
Appropriate clothing, low heel non-slip shoes should be worn in case of need for
quick escape
All staff should be forewarned of a client’s potential for violence

If concerned for their personal safety or/their client staff should contact the Alliance
Community Office who will assess risk and make contact with the relevant police
department if necessary
OR
Ring 000 if an emergency asking to be connected to the Police stating very clearly the
name of the Agency, the location of staff member/s and the need for immediate
assistance.
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Section 14 – Manual Handling
No Lift Policy
Alliance Community has a “No Lifting” policy for clients. Clients will be assessed at their
initial screening for any mobility aids or lifting equipment needed and advised that staff
will only be able to commence services after that equipment is in place. We have a list of
providers who can offer equipment for purchase or rent, at short notice. If you assess a
client as needing additional equipment, please contact your supervising RN or the Clinical
Care Coordinator.

Manual Handling and Back Care
Manual handling is defined in the national standard for manual handling as any activity
requiring the use of force exerted by a person to lift, lower, push, pull, carry or
otherwise move, hold or restrain any animate or inanimate object.
Manual handling is an integral part of a Support Workers role. Some of the tasks that
involve manual handling include:
Client transfers:






Using a hoist or slide sheet
Transferring into or out of bed
Moving onto or off the commode or wheelchair
Slide board transfers
Positioning in the wheelchair

Personal care:




Dressing in bed
Showering
Bladder and bowel care

Domestic tasks:




Vacuuming and mopping
Carrying shopping
Doing laundry

Alliance Community carries out assessments to identify manual handling risks and
minimise them by redesigning the task, providing appropriate equipment and providing
information and training. As an employee you are responsible for following procedures,
using any safety equipment provided and reporting any manual handling risks
immediately.
Looking after yourself while working as a Support Worker means taking a risk
management approach to manual handling. You need to assess the risk involved in each
task and minimise that risk by using your knowledge to complete the task as safely as
possible.
Posture
Good posture is not about straining to stand up straight – it is supposed to be relatively
easy and comfortable.
Good posture may be hard to achieve if you don’t use it regularly, muscles and
ligaments get used to being in a certain position. For example, in a constant slouched
position the back is hunched and the shoulders forward. If the back muscles are always
stretched out the chest muscles grow tight. When you straighten up, these muscles have
to work hard and cannot fully relax. The more you practice good posture, the easier it
gets.
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Lifting posture
When lifting, bending or moving, the semi-squat position enables you to use the larger
muscles for force and maintain good posture in your back. This posture minimises wear
and tear on your body and minimises manual handling risks.
The semi-squat position – Key Points:
1. Back in neutral position – maintain natural curves of your spine
2. Hips flexed
3. Knees bent
4. Feet positioned about shoulder width apart
5. Your bottom should stick out
6. When you begin lifting, maintain neck in neutral position
As a preliminary assessment, ask yourself the following questions:
1. Do you have good sitting and standing postures?
2. Do you try to avoid bending over a task for prolonged periods?
3. Do you maintain the natural curves of your spine as much as possible?
4. Do you adjust your surroundings so you can maintain good posture whatever
your task?
5. What could you work on over the next few weeks to improve your postural
habits?

Basic Principles for Safe Transfers


















Consult with the client to be transferred before attempting the transfer. Refer to
the care plan.
Communication is a major factor. Find out what the client can do, what assistance
you will need to provide and how.
Encourage client participation and independence as much as possible.
Check the surrounding environment. Make sure there is a clear path, adequate
space for the task and all obstacles are removed.
Plan the transfer. Use your mental checklist before and during the transfer. Think
through each step – is the wheelchair in the correct place, are the brakes on, is
the bed height adjusted, is the sliding board in place etc.
Make sure equipment is stable before and during the transfer – all brakes are on,
all loops hooked onto the hoist etc.
Know your own limits. Do not try to push, pull and manoeuvre what you know is
beyond your physical limitations. If you feel unsafe with a transfer, talk to your
client and your Clinical Coordinator as your client may need reassessment. Follow
risk protocols.
Brace your spine before manual handling by tightening your abdominals remember to maintain normal breathing patterns. A helpful instruction to use just
before you lift is ready, brace, move. This reminds you to brace your spine and
tells everyone who is involved in the transfer what they should be doing.
Get as close to the person as possible before you begin manual handling.
Stretch before and after the activity – the same as warming up and cooling down
for aerobics, a workout or sport.
Maintain a wide base of support with your feet about shoulder width apart. Face
the direction you are moving in.
Knees and hips should do the bending – use the semi-squat position.
Use your strongest muscles –your thighs and bend your knees.
Keep your back straight in a neutral position and maintain the normal curves in
your back.
Keep the weight close to your body and hold the person as close to you as
possible
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Do not twist your body while manual handling and transferring –never ever!
Change direction using your legs, rather than bending or twisting your spine.
Wear suitable footwear – comfortable, firm fitting shoes with non-slip soles, no
high heels or platforms, no thongs or sandals.

Basic Principles of Safe Manual Handling





















Stretch before and after the activity –the same as warming up and cooling down
for aerobics, a work out or sport.
Prepare the surrounding environment –make sure there is adequate space, clear
path and all obstacles are removed.
Size up the load so you know how much weight you are moving. For example
have a look inside the box, or read the outside label about the contents and
weight, or gently push the load with your hand or foot.
Know your own limits. Do not try to lift, push, pull or manoeuvre what you know
is too much for you. Ask for assistance, use a lifting aid or reduce the load and
perform multiple lifts.
Plan the lift. Use your mental checklist before and during the lift – ready, brace,
lift.
Face the load and position yourself in the direction that the load is to be moved to
minimise turning, if you need to turn, turn your feet and not your back.
Maintain a wide base of support, with your feet about shoulder width apart.
Knees and hips should do the bending. Use a semi-squat position and adjust
working heights where possible.
Use your strong muscles-your thighs-and bend your knees not your back.
Brace your spine before lifting by tightening your abdominals. When tightening
the abdominals, remember to maintain normal breathing patterns.
Take a firm hold of the load.
Keep your back straight in a neutral position and maintain the normal curves in
your back.
Do not work across the client’s midline –stand on the side you are working.
Keep the weight close to your body –hold the object as close to you as possible.
Do not over reach either above shoulder height or away from your body instead
build a bridge –put your knee on the bed to get closer to the client.
Do not twist your body while manual handling –never ever! Change direction
using your legs rather than bending or twisting your spine.
Place the load down by reversing these steps.
Pull or push when possible instead of lifting –pushing is less strenuous than
pulling.
Avoid quick jerky movements.
Wear suitable footwear –comfortable, firm fitting shoes with non-slip soles and no
high heels or platforms.

Remember
DO - Pushing not lifting
Back in neutral position
Hips flexed
Knees bent

DON’T - Lifting too much
Back over extended
Carrying item away from your body
Twisting while lifting
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Looking after yourself
Take a moment to stop and consider some things that may cause back pain. You may
think of slips, falls, accidents, bending or lifting the wrong way, lifting too much,
uncoordinated team lifting or twisting while lifting. These are all valid and may cause
back injury.
However, did you also think of other things such as being overweight, being pregnant,
childbirth, sleeping the wrong way, a saggy bed, a pillow of the wrong height, a saggy
seat, being over stressed, being overtired, being stubborn – like trying to clean up the
whole backyard at home in one day, using brute strength instead of your brain and not
thinking about the best way to perform a task.









Listen to your body. When does it ache? Where? Why?
Ask your client about body movement or spasms that may occur during
transferring so that you are prepared.
Be active in reporting hazards and risks you see around your work environment.
You may save yourself – or someone else – from a great deal of pain and
debilitating injury.
Take initiative in making an environment safe. For example move the items
everybody trips over to somewhere safe and make clear working floor space in a
cluttered room. Move around the hoist so that you are pushing/pulling in a
straight line, not trying to twist and manoeuvre it like a shopping trolley.
Recognise your limits -don’t push yourself beyond what you think you can do.
Recognise that when you’re stressed, tired or sick your limits will be lower.
Respect this –you can’t work as fast or hard as normal. Let your client and coworkers know when you are unwell
If you do sustain an injury while working, do not keep working as this may
increase the severity of the injury. Stop what you are doing immediately, notify
your client and the Alliance Community team, and seek medical attention.

Manual Handling Procedures – Transfers and positioning
This section includes procedures which explain how to roll a client in bed, how to use a
hoist to transfer them between a bed and a wheelchair or commode, how to do a sliding
board transfer between a wheelchair and a bed and how to position a client in a
wheelchair or on a commode.
All these procedures may involve manual handling or hazardous substances such as
urine or blood and could therefore increase the potential for injury. Please make sure
you are reflecting practice from Our Infection Control Policy and all Manual Handling
Procedures which includes all back care principles, hoisting and transferring procedures.
If you need any clarification in relation to these Policies and Procedures, please contact
us. We have a copy in our office.

Rolling in bed
If the client needs assistance, this procedure should be done on a bed that is at an
appropriate height for you. This height varies for each individual so a height adjustable
bed is recommended. The bed needs to be at a height that allows you to reach the client
without risk. A general guideline is to position the bed at a height equal to the top third
of your thigh, so that you are working with your arms at waist height.
You also need to be able to access the bed from both sides, as crossing the midline of a
client is not recommended due to manual handling risks. There should be clear access of
about one metre on both sides of the bed. Bed rails should also be used.
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This procedure has been written for when you are rolling a client to place an item, such
as a sling or a sliding sheet, under them. If you are changing the sheet while a client is
on the bed, you will need to adapt this procedure to include removing the old sheet. If
you are rolling a client for another reason, such as dressing them or checking their skin,
you will need to familiarise yourself with this procedure before you start.
Procedure
1. Wash your hands.
2. Tell your client what you are going to do.
3. Make sure the brakes are on the bed.
4. Position the bed to the correct height.
5. Make sure the bed rail is up on the side of the bed that the client is going to face.
6. Protect your client’s privacy by covering their loin area and closing any internal
doors.
7. Stand on the opposite side of the bed to the direction that the client needs to
face.
8. Make sure the client is positioned in the centre of the bed, and that you can
safely roll them from side to side.
9. Prepare the item to be placed under the client –it should be folded lengthwise in
half. Roll the item at the folded end to approximately half its width. Place the
item in front of you on the bed, with the rolled edge next to the client’s side that
is nearest you.
10. Using two hands bend the client’s knee that is closest to you. The knee should be
bent 90 degrees so that their foot is flat on the bed and level with their opposite
knee. Rest the bent leg on their other leg. This will help the client to roll.
11. Place your hands on the key points of control –one hand on the client’s shoulder
and the other hand on the client’s hip.
12. Position your legs one in front of the other, face the client. You should be
standing facing the bed.
13. Using a semi squat posture, push the client away from you using your arms and
your legs. Rock forward, shifting your weight from your back leg to your front leg.
Allow the client to rest safely on their side.
14. Position the item to be placed under the client with the rolled side as close to
them as possible.
15. Using the key points of control, and a semi squat posture with one leg in front of
the other, shift your weight to your back leg and reposition the client on to their
back.
16. If there are side rails or cot sides, lift the rail on the bed you have been working
on
17. Walk around to the other side of the bed and release the cot side.
18. Using two hands bend the client’s knee that is closest to you. The knee should be
bent 90 degrees so that their foot is flat on the bed and level with their opposite
knee. Rest the bent leg on their other leg. This will help them to roll.
19. Place your hands on the key points of control and position your legs one in front
of the other facing the bed.
20. Using a semi squat posture, push the client away from you using our arms and
your legs. Rock forward shifting your weight from your back leg to your front leg.
Allow the client to rest safely on their side.
21. Unroll the item that was positioned under the client. Make sure it is smooth and
there are no wrinkles that may impair skin function.
22. Using the key points of control, roll the client on their back. While rolling the
client towards you position your legs one in front of the other, use a semi-squat
position, and rock backwards on to your rear leg.
23. The client should now be lying on the item.
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Hoist transfers
Always follow the manufacturer’s instructions when using a particular hoist and sling.
The instruction manuals should be available for reference.
Always follow the basic principles of safe handling and transferring, maintain good
posture, and work within your own limits.
The general rules of transfer when using a hoist and sling are outlined below. The
procedure is written for one person using a standard one-piece sling. However, each
client should be assessed to determine whether one or two people are required to do the
transfer. Factors such as the client’s weight, their level of function, spasm and pain, the
size of the bed, the space around the bed and the general space available should all be
taken into consideration.

Procedure for transferring a client from their wheelchair to their
bed using a hoist
1. Always hoist in an environment with enough space to perform tasks from all sides
of the wheelchair and to enable you to maintain good posture.
2. Work out if there is a right and wrong side to the sling. Seams should always be
placed on the outside to protect the client’s skin.
3. Make sure the wheelchair brakes are on.
4. Find the centre back of the sling.
5. Lean the client forward.
6. If possible, the client should lean forward. If they need assistance:
7. Position one arm across the client’s chest and the other behind their shoulder
blades
8. Use a sideways lunge and lean the client forward, nose over knees
9. The back of the sling should sit/hang against the back of the wheelchair. Position
the sling in line with the client as follows:
10. Standard sling –put the rounded section of the back of the sling in line with the
tailbone.
11. Toileting sling –position to client’s waist.
12. Be aware of previous pressure area sites. If the tailbone is a fragile area the sling
should not be place in the position as it is likely to slip and cause friction, risking
breakdown. In this case, you need a different shape sling. Please advise the
Clinical Care Coordinator who will arrange an Occupational Therapy review.
13. If possible the client should lean back. If they need assistance:
14. Position on arm across the client’s chest and the other behind their shoulder
blades.
15. Use a sideways lunge to lean the client back.
16. Using a semi squat posture, guide the sling around the client’s hip and under the
thigh. Leave the footplates attached as they provide support for the legs.
17. Make sure there are no creases in the sling. Do not stoop or hunch your back
while doing this task. You can squat and place the client’s foot on your thigh, or
you could stand close in front and bend at the knees and hips keeping your back
in neutral.
18. Lean the client to the other side and repeat this process for the other leg.
19. Check to see that the shoulder straps are at about shoulder height for full support
slings, and shoulder blade height for slings without head support.
20. Make sure the sling is straight and without creases under the client.
21. Bring the hoist to the client and lower the bar to position hooks at about client
chest height. Put brakes on the hoist.
22. Attach the straps to the hooks. If returning from wheelchair to bed, it is common
to use short straps to attach to the legs and long straps to attach to the
shoulders. This may vary between clients.
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23. Make sure all straps are attached securely to the hooks on the yoke.
24. Confirm with the client that they are satisfied with the position of the sling.
25. Raise the boom or arm. Watch the client carefully as they are lifted up into the
sling. Look particularly for slippage in the sling or leg straps that creep up into the
groin, if necessary, come back down and reposition the sling. You may need a
small rolled up towel placed on the colostomy/ileostomy sites to make sure they
are not pulled or sites traumatised during a transfer. Once the client has been
lifted free of the wheelchair, watch that their legs and feet do not bump into the
mast or control box of the hoist.
26. Pull the hoist away from the wheelchair or move the chair out of the way. Turn
the client through 90 degrees if required, ready to position them over the bed.
27. Manoeuvre the hoist into the appropriate position to lower the client onto the bed.
Make sure that, as you push or pull the hoist with your body, it is working in a
straight line.
28. Don’t twist or turn while you are trying to move the hoist. Don’t try and stay in
the one position at the back of the hoist and do all of the manoeuvring, like a
shopping trolley.
If the boom is at an appropriate height, move to the side of the hoist when you
need to and use both the handles and the mast to push the hoist around.
29. When in position, carefully lower the client. You may need to lift the client’s feet
and swing them into an appropriate position on the bed. Lower the client, paying
attention
to the groin area and any sites, like catheter, colostomy, to prevent trauma from
dragging straps or the like.
30. Once the client is resting on the bed and the straps are loose, unhook the straps
and move the hoist far enough so that it is not in the way.
31. If the bed is height adjustable, adjust it to the appropriate working height.
32. Lift one knee and pull the leg strap out from under the leg.
33. Move to the opposite side of the bed and repeat for the other leg.
34. As for the rolling procedure, roll the client away from you and rest them on their
side. Roll the free area of the sling up and under the client.
35. Roll the client back to midline.
36. Move to the other side of the bed and roll the client away from you, resting them
on their side. Remove the sling. Roll the client back to midline and position as
appropriate.
37. Put the sling and hoist away in an appropriate place and check if the hoist needs
charging.

Procedure for transferring a client from their bed to their
wheelchair or commode using a hoist
1. Make sure the brakes are on the wheelchair or commode you are transferring the
client to.
2. If the bed height is adjustable, adjust it to the appropriate working height.
3. Find the centre back of the sling.
4. Make sure the seams and handles of the sling are on the outside.
5. Roll the half of the sling to be placed under the client. It is best to roll the outside
in so that it is easier to unroll.
6. Roll the client away from you as per rolling procedure. Rest them on their side.
7. Place the sling in position over the upper side of the client. The rolled half of the
sling should be placed gently under their lower side.
8. Standard sling – curved section of sling should be positioned in line with the
client’s tail bone. Make sure the sling is centred with relation to the client.
9. Toileting sling – positioned at client’s waist.
10. Roll the client back to midline.
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11. Move to the other side of the bed, roll the client toward you, and pull free the
rolled up section of the sling from under the client.
12. Make sure the sling is well positioned –it should be straight and without creases
under the client.
13. Bring the hoist to the client and lower the bar to position the hooks at about
client chest height. Put the brakes on the hoist.
14. Attached the straps to the hooks. When transferring to a seated position, it is
common to use short straps to attach the shoulders and long straps to attach the
legs. This varies for each individual.
15. Make sure all straps are attached securely to the hooks on the yoke.
16. Confirm with the client that they are satisfied with the position of the sling.
17. Raise the boom or arm of the hoist. Watch the client carefully as they are lifted
up off the bed. Look particularly for slippage in the sling or leg straps that creep
up into the groin. If necessary, come back down and reposition the sling. You
may need to put a small rolled towel in the groin area to prevent the sling cutting
in. Also watch catheters, uridomes, colostomy or ileostomy sites to make sure
they are not pulled or sites traumatised during a transfer. Once the client has
been lifted free of the wheelchair, watch that their legs and feet, do not bump
into the mast or control box of the hoist.
18. Pull the hoist away from the bed. Turn the client through 90 degrees if required.
Either use the handle on the spreader bar or push on the client’s knees to help
turn them. Again, watch the client’s feet as you push the boom.
19. Manoeuvre the hoist to face the wheelchair or commode you are transferring the
client into. Don’t twist or turn while you are trying to move the hoist. Don’t try
and stay in the one position at the back of the hoist and do all of the
manoeuvring, like a shopping trolley. If the boom is at an appropriate height,
move to the side of the hoist when you need to and use both the handles and the
mast to push the hoist around.
20. Make sure the power to the wheelchair is turned off or that the brakes are on a
manual wheelchair.
21. Open the hoist legs as per the hoist operation manual.
22. Position the client directly over the wheelchair, making sure that there is enough
room for the client to be lowered. Some wheelchairs may be too long for the hoist
arm. In this case, either lift up the footplates or remove the footplates to ensure
the person can be positioned directly above the wheelchair surface.
23. Stand facing the client to lower the hoist. Make sure they are being lowered into
the centre of the wheelchair and that their legs are being lowered safely.
24. Lower the client slowly towards the wheelchair until they are approximately 1 or 2
cm from the seat surface.
25. Make sure the client is as close as possible to the back of the wheelchair while
lowering them.
26. At all times be aware of the client’s head and the boom of the hoist –only lower
the hoist when their head is clear.
27. Once the client is lowered safely on to the wheelchair or commode chair and the
straps are loose, unhook the straps and move the hoist far enough away so that
it is not in the way.
28. Maintaining a semi squat position, lift one knee and pull the leg strap out from
under the leg. Move to the other side of the client and repeat to remove the sling.
29. Position one arm across the client’s chest and the other behind their shoulder
blades.
30. If possible the client should lean forward. If they need assistance, use a sideways
lunge to lean them forward –nose over knees. Remove the sling from behind the
client.
31. Make sure the client is positioned comfortably and safely. If they need further
positioning changes, refer to the procedures for manually positioning a client.
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32. Put the sling and hoist away in an appropriate place and check if the hoist needs
charging.

Positioning in a wheelchair using a hoist
The following procedure outlines how to position the client in their wheelchair once they
are hoisted. Please see the hoisting procedure for how to apply the sling and hoist the
client.
Always follow the manufacturer’s instructions when using a particular hoist and sling.
The instruction manuals should be available for reference. Especially note the maximum
client weight that the hoist/ sling can be used for
Always follow the basic principles of safe handling and transferring, maintain good
posture, and work within your own limits.
Equipment needed
 Sling
 The loops on the back of the sling will aid positioning. Make sure the client is in
an upright seated posture. If they are too reclined, re-hoist, shorten the top
loops, lengthen the bottom loops and readjust the sling
 Wheelchair
 If you are transferring a client to a power wheelchair that is fitted with tilt,
position the wheelchair approximately 30 degrees into tilt. This will facilitate
positioning and reduce the need for manual handling once the client is positioned
in the wheelchair
 Hoist

Lowering the client into the wheelchair with one Care Staff
assistance using a hoist
1. Tell the client what you are going to do.
2. Make sure the wheelchair is positioned in a clear space and there are no obstacles
in between transfer surfaces.
3. Apply the wheelchair brakes or make sure the power to the wheelchair is turned
off.
4. Manoeuvre the hoist to face the wheelchair to be transferred to.
5. Open the hoist legs as per hoist operation manual.
6. Position the client directly over the wheelchair, ensuring there is enough room for
the client to be lowered.
7. Some wheelchairs may be too long for the hoist arm. If this is the case, either lift
up the footplates or remove the footplates to ensure the client can be positioned
directly above the wheelchair surface.
8. Stand facing the client to lower the hoist. Make sure the client is being lowered
into the centre of the wheelchair and their legs are being lowered safely.
9. Lower the client slowly towards the wheelchair until they are approximately one
or two cm from the seat surface.
10. Make sure the client is as close as possible to the back of the wheelchair while
you are lowering them.
To make sure the client is positioned correctly:
Assisting from in front
 If there is enough room at the front of the hoist to maintain good posture or
when using a ceiling hoist, apply gentle pressure at the client’s knees.
Assisting from behind
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If the hoist is electric and there is a controller on a cord, or you are using a
ceiling hoist, you may walk behind the client and using two hands with wrists
straight, hold onto the loops at the back of the sling.



Place one foot in front of the other and as the client is lowered completely to the
wheelchair, rock on to your back foot – thus positioning the client at the rear of
the seat.



This posture may be awkward with some back rests. If this is the case, the first
option may be preferred.



At all times be aware of the client’s head and the boom of the hoist and only
lower the hoist when their head is clear.



Continue to lower the hoist until the client is positioned.

Check the position with the client. Reposition using the hoist as required before
removing the sling.
If further adjustment is required, please see the section on manual positioning.

Basic Handling of Manual Wheelchairs
To Fold a Wheelchair
If handles are provided at each side of the set; use these to pull upwards otherwise fold
your chair by holding the midpoint of the set at the front and back, pull upwards.
To Unfold a Wheelchair
Push down on both sides of the seat making sure you keep your fingers clear of the
edges of the seat frame in case they get trapped.
To Tilt a Wheelchair Back
Always warn the occupant of your intention.
Using the tipping lever located on the chair push down and under with your foot. At the
same time pull back and down on the handgrips.
To Assist Person in a Wheelchair Up a Kerb
Face the front of the chair to the kerb tip the chair onto its back wheels, place the
castors onto the pavement and then push the wheelchair up onto the-pavement.
To Assist a Person in a Wheelchair Down a Kerb
Face the kerb, tip the chair on to its back wheels and lower down the kerb taking care
not to jolt the occupant.
Wheelchair Safety


Sit well back in the wheelchair.



When standing up or sitting down always apply-brakes.



When standing up or sitting down always have footplates up.



Do not stand on the footplates, as the chair will tip forward



Keep the arm rests securely in place and in correct position.



Ensure feet are secure on the footplates and will not slip off. Ensure hands, arms
and fingers will not be injured or become entangled in wheel spokes.



Keep the weight of the body forward when propelling the chair up an Incline.
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Travel slowly - and safely - down inclines, in order to maintain control of the
wheelchair.



People with poor trunk control should wear a safety belt or harness.



Keep the chair clean, and well maintained.

If a hill, ramp or kerb seems too steep for you, do not attempt to push a person
up or down the Incline.

Positioning on a shower commode using a hoist
The following procedure outlines how to position the client in their shower commode
once they are hoisted. Please see the hoisting procedure for how to apply the sling and
hoist the client.
Always follow the manufacturer’s instructions when using a particular hoist and sling.
The instruction manuals should be available for reference.
Always follow the basic principles of safe handling and transferring, maintain good
posture, and work within your own limits.
Equipment needed
 Sling
 The loops on the back of the sling will aid positioning. Make sure the client is in
an upright seated posture. If they are too reclined, re-hoist, shorten the top
loops, lengthen the bottom loops and readjust the sling.
 Shower commode
 Hoist

Lowering the client into the shower commode with one Care Staff
assistance using a hoist
1. Tell the client what you are going to do.
2. Make sure the shower commode is positioned in a clear space and there are no
obstacles in between transfer surfaces.
3. Put on the shower commode brakes.
4. Manoeuvre the hoist to face the shower commode to be transferred to.
5. Open the hoist legs as per hoist operation manual.
6. Position the client directly over the shower commode, ensuring there is enough
room for the client to be lowered.
7. Some commodes may be too long for the hoist arm. If this is the case, either lift
up the footplates or remove the footplates to ensure the client can be positioned
directly above the commode surface.
8. Stand behind the commode to lower the hoist. Make sure the client is being
lowered into the centre of the commode and their legs are being lowered safely.
9. Lower the client slowly towards the wheelchair until they are approximately one
or two cm from the seat surface.
10. Make sure the client is as close as possible to the back of the commode while you
are lowering them.
To make sure the client is positioned correctly:
Assisting from in front
 If there is enough room at the front of the hoist to maintain good posture or
when using a ceiling hoist, apply gentle pressure at the client’s knees.
Assisting from behind
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If the hoist is electric and there is a controller on a cord, or you are using a
ceiling hoist, you may walk behind the client and using two hands with wrists
straight, hold onto the loops at the back of the sling.



If you have difficulty pulling the sling loops because of the shower commode
backrest style, gently pull the sides of the sling to position correctly over
commode seat.



At all times be aware of the client’s head and the boom of the hoist and only
lower the hoist when their head is clear.



Continue to lower the hoist until the client is positioned.



Check the position with the client. Reposition using the hoist as required before
removing the sling.

Precautions
Pull gently with the sling on the wet shower commode to prevent skin shearing and
breakdown.
Never tilt the shower commode to position the client correctly as it may tip back injuring
both you and the client. The exception to this is if the shower commode is a tilt-in-space
shower commode designed for this purpose.
Hoisting provides the safest and most accurate positioning of a client in a shower
commode because they need to be positioned over the hole in the commode. Manual
positioning on a shower commode is not recommended due to the risk of skin
breakdown.

Sliding board transfers
Always follow the manufactures’ instructions when using a sliding board. The instruction
manual should be available for reference.
Always follow the basic principles of safe handling and transferring, maintain good
posture, and work within your own limits.
The general rules for a sliding board transfer are outlined below. Each client should be
assessed to see if you need one or two assistants and any extra equipment such as a
transfer mat, slide sheet or client belt. Factors such as client weight, their level of
function, spasm or pain, their clothing, height difference in transfer surfaces, the friction
generated during transfer and the general space available should all be taken into
consideration.
To perform a sliding board transfer, the client should be able to move forwards in their
wheelchair, lean from side to side and be able to balance in long sitting (sitting with legs
straight out in front) or at least be stable when physically placed in long sitting.

Procedure for transferring a client from their wheelchair to their bed
using a slide board
There are many variations on the sliding board transfer but the most common practices
are as follows:
1. If the client is in a manual wheelchair or a chair with lateral support, they should
move forward so they are in front of the wheel and supports.
2. Remove any lateral supports, arm rests or other items on the side of the chair
nearest the bed.
3. Position the wheelchair next to the bed. If transferring from a manual wheelchair,
the wheelchair should be at a slight angle (approximately 30 degrees) and the
front of the chair should be facing in towards the bed. This will provide a greater
surface area for the transfer.
4. Put the brakes on.
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5. Lift the client’s legs onto the bed one at a time using a semi squat position. You
may grasp the shoelaces if the client has lace up shoes or grasp each leg under
the calf. Basic lifting principles should be followed at all times. Some clients do
not lift their legs on to the bed until they have transferred their body onto the
bed. As long as the client is well balanced and you are not required to carry
excess weight, this should be considered reasonable.
6. The client should lean away from the bed while you place the sliding board
partially under their buttocks. The sliding board should be moved in at a 30-45
degree angle so that the client’s skin is not pinched. The board should not be
inserted horizontally. You may help the client to lean away but don’t stop or
hunch over to place the sliding board.
7. You may assist from in front of or behind the wheelchair, depending on the
client’s level of function and balance and the space available. Move into position.
To make sure client is positioned correctly:
Assisting from in front
 If you are in front, the footplates should be moved out of the way. You should
stand with your legs near the bed and your feet should face toward the
wheelchair. Note how far you are required to reach to grasp the client’s hips –do
not over reach or twist while performing the transfer.
Assisting from behind
 If you stand behind the wheelchair and the wheelchair is angled toward the bed,
you should straddle the back wheel of the chair or place one knee on the bed.
You should judge how far you need to lean over to grasp the client’s hips to assist
with the transfer. Do not over reach or twist while performing the transfer. Keep
your back in alignment. Get as close in as you can so that you can keep the load
close to your body.


The client should place their far hand beside their far hip. Their near hand should
be placed on the end of the transfer board.



The client should lean forward and –on the count of ready, brace, move –slide
their hips over the sliding board. Assistance should be provided by guiding the
hips and sliding them along the board. You can grasp the belt of the client’s
transfers or the waistband of their jeans if they are wearing them. Take care if
you try to grasp the client’s hips as their skin is prone to injury and you at are
risk of wrist strain if you try to grasp an awkward or large object. It is
recommended that you use a transfer mat or belt as an appropriate place to
grasp.



The transfer can be completed in one move only if there is a short distance to
travel. It is often better to complete the transfer in two or three moves so that
you can reposition your body to be close to the transfer without twisting.



Once the client is balanced on the bed, remove the sliding board and if their feet
were not positioned on the bed previously –lift the feet onto the bed, facing the
bed and using a semi-squat position.

Reposition as required.
If this transfer requires more than minimal assistance, then the transfer should be done
with a hoist rather than a sliding board.

Procedure for transferring a client from their bed to their wheelchair
using a slide board
1. Remove any lateral support or arm rest on the near side of the wheelchair.
2. Position the wheelchair next to the bed.
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3. If transferring to a manual wheelchair, the wheelchair should be at a slight angle
– approximately 30 degrees –with the front of the chair facing in towards the
bed. This will provide a greater surface area for the transfer.
4. The client should lean away from the bed while you place the sliding board
partially under their buttocks.
5. The sliding board should be moved in at a 30-45 degree angle so that the client’s
skin is not pinched.
6. Don’t insert the board horizontally.
7. You may assist the client to lean away but don’t stop or hunch over to place the
sliding board.
8. You may need to move client’s legs to the edge of the bed or off the bed.
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Section 15 – Challenging Behaviours
Guidelines for Managing Challenging Behaviour
These guidelines have been developed from a Seminar and Workshop presented by Dr
Paul Kennedy, Head of Clinical Psychology at Stoke Mandeville Hospital in England, which
is the premier site for spinal cord injury rehabilitation in the United Kingdom (2006).
The guidelines are intended as a practical guide for Workers managing difficult behaviour
in clients. They are in point form and intended as guidelines only. They do not replace or
override consultation with the client’s treating medical practitioner or Clinical Care
Coordinator.

What is Difficult Behaviour?
A client who demonstrates any of the following behaviours is considered to be
challenging to manage. Workers are encouraged to discuss any client who exhibits one
or more of these behaviours with the Clinical Care Coordinator and/or Community Care
Manager.
Non-cooperation
A non-cooperative client may demonstrate the following behaviours:









Not taking responsibility for themselves or their treatment regime
Manipulative behaviour
Constant or regular disagreements with workers over treatment regime
Rigid, obsessive behaviour that does not respond to reasoning
Aggressive and abusive behaviour
Highly emotional attitude towards events or treatment; catastrophizing responses
Negativity and depressive attitude
Lack of recognition of the efforts of workers

Understanding Difficult Behaviour
All these behaviours are a form of communication and need to be assessed as such, in
an objective manner. A lot of difficult behaviour results from an attempt to regain control
of their life or bodily functions.
Questions to consider
 What triggered the difficult behaviour?
 What was said or done that triggered the response?
 What happened next?
 Did you feel threatened/abused/insulted/demeaned?
 Did the client achieve what they wanted?
 Was it possible for you to meet the need requested?
 What was the function of the behaviour?
 Was the Client seeking control of a situation -expressing, albeit dysfunctionally,
their views or feelings about choice over treatment?
 Was the client trying to stop an unpleasant event?
 Were they frightened of what was to occur?
 Was the response attention seeking or attempting to have perceived needs met?
Why do some people communicate like this?
 The client may be stressed over their situation or have an adjustment disorder.
 It can be a learned behaviour for getting attention.
 It can be a result of a particular mood such as anger, depression or bi-polar
disorder
 The client may have a long standing confrontational personality or communication
style.
 The client may have poor communication skills such as being non-assertive.
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The client may have cognitive or mental health problems.
The client may be affected by drugs and/or alcohol
There may be a physical condition causing the behaviour. For example; a diabetic
with low or high blood sugar levels

It is not the responsibility of the Worker to fix a pre-morbid personality that gives rise to
difficult behaviour; it is our responsibility to manage it.

Preventing Difficult Behaviour
Ensure your own communication skills are effective.
This includes verbal and non-verbal skills:









Do not raise your voice, but explain your feelings while also recognising that the
client is vulnerable as a result of their care dependency needs. Be honest and
direct.
Speak calmly, with an open stance and palms showing
Do not stand up, if you were sitting, do not stand over the client or point a finger
at them.
Recognise that the client has rights and the autonomy to refuse treatment.
Do not remain in a situation that is escalating into a confrontation or argument.
Ensure that the client is safe, then tell them you are going (it may only be to
another room in the house, for 10 – 15 minutes) negotiate a time and place for
you to return to discuss the situation, then LEAVE.
Make sure you do exactly what you say you will do. If you said you will return in
10 minutes, do so.
Inform the Alliance Community Office or the Clinical Care Coordinator.

Establishing clear boundaries is vital – physical, verbal and conservational
boundaries.
 Do not engage in touching, patting or stroking your client.
 Do not hold personal conservations with them.
 Do not disclose personal information with them or their family.
 Be consistent.
 Follow the Alliance Community Code of Conduct at all times.
Always complete an Incident Form after any such situation. It helps us to see a pattern
of behaviour and gives us more information for assessing the client, which leads to
appropriate management strategies.
Much difficult behaviour arises from loss of control and fear of the situation or treatment.
Include your client in decisions about their care -give them choices, listen to what they
say, be empathetic, facilitate independence and autonomy. Recognise that anger is a big
issue with people who can’t speak (e.g. stroke).

Restrictive Practices
In some circumstances to prevent the client from harming themselves or others a
restrictive practice may be employed. Restrictive Practices might be hurtful, harmful or
may not respect the rights of the person.
Restrictive Practices are only to be used where there is a Positive Behavioural Support
Plan in place and there has been approval for restrictive practices to be used. The use of
restrictive practices should only be used as a last result and in the least restrictive way
possible.
Other strategies to manage challenging behaviour should be used to prevent challenging
behaviour and instead of restrictive practices wherever possible.
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Strategies for Managing Anger and Aggression
The life span of an aggressive outburst is time limited! It generally escalates to crisis
point rapidly then recovery sets in, sometimes followed by a post-crisis depression
before returning to normal. This means that a strategy of withdrawing for a period of
time will often be an effective management strategy, as long as you ensure client safety,
and tell them what you are doing, why and when you will return.
An aggressive communication style is sending the message that “my needs are more
important than yours”. It is a form of bullying and causes dislike, even when the
aggressive person is right or gets what they want.







Step back, don’t shout, and don’t compete for airtime! (Wait calmly for a lull in
proceedings)
Do not initiate any physical contact.
Communicate a sense of calmness, be non-threatening and collaborative “We
need to sort this out together”.
Reflect the anger “I can see you are angry and I am going to come back in 10
minutes to discuss the problem”.
Say “no” without apologizing, use the “broken record” form of response (“I hear
what you are saying, but I can’t do that right now” “I can’t do that right now, but
I can do it tomorrow”).
Admit any mistakes without accepting that you always make that mistake (“OK, I
forgot to do that today, but I have done it every day in the past”).

If the client physically grabs you, do not negotiate anything other than letting go. Repeat
“I need you to let go” as often as necessary before you deal with anything else.
Practice assertion, be consistent, always stick to the time frame negotiated and always
follow through with what you agree as a solution. Never be tempted to remind the client
of the power differential between you i.e. that the client is dependent on you for care.

Strategies for Managing Sexually Inappropriate Behaviour
Sexually inappropriate behaviour is defined as any unwelcomed sexual advances,
requests for sexual favours and any other verbal or physical conduct of a sexual nature.
It is important to create a generally appropriate culture in the workplace that puts clear
boundaries in place for all concerned.
Effective responses:
If the behaviour is low key, such as whistling or lewd stares, it is best IGNORED.
If it is of moderate severity, such as lewd comments or brief minor touching,
immediately be very clear that the behaviour is inappropriate. Use full eye contact, a
stern facial expression and a clear verbal comment. Please contact the Clinical Care
Coordinator and/or Community Care Manager.
If it is of high severity, such as aggressive touching, cease the activity you are engaged
in and call for help. You may need to cease the care for that day, after ensuring the
client is safe, and seek immediate counsel with the Clinical Care Coordinator and/or
Community Care Manager.
Sexually inappropriate behaviour causes emotional stress and impairs productivity in the
workplace. It is not acceptable under any circumstances and must be reported to your
RN Supervisor and Community Care Manager immediately.

Working with Clients with Cognitive and Mental Health Problems
Some of the more common disorders you may be asked to deal with include:



The confused client
A client with an acquired brain injury such as a head injury, post stroke
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A mental illness such as schizophrenia
Dementia
Depression
A learning disability

Some of the problems you may encounter include:
 Learning and memory problems, some clients may forget what you are there to
do, they may try to smoke when it has been agreed they will not.
 Reduced ability to understand information and situations, they may refuse
treatment or react aggressively
 Reduced ability to participate in planning activities, they never get organized for
their shower
 Difficulty coping with changes, e.g. refusing to attend an outside appointment
Strategies
1. Orientate the person frequently to time, place and person.
2. Provide structure and routine. Care Staff to deliver a care plan that has been
agreed by client and developed in conjunction with the client, advocate, family,
Clinical Care Coordinator and members of the multidisciplinary team. The care
plan should provide them choices and given to the client.
3. Provide opportunities for communication –use paper, pen and a whiteboard.
4. Explain what you are doing clearly and repeatedly.
5. Tell the client what they are likely to FEEL as a result of any procedure –tell them
if it may hurt.
6. Reward anything approximating the desired behaviour –verbal praise and little
treats.
7. Respond to the emotions expressed by the client, reassure them they are safe.
Recognise that your best efforts may not always work with this type of client due to the
organic nature of their disease. Seek advice and debrief with the Clinical Care
Coordinator and/or Community Care Manager.

age 96 of 04
Commu y Ca e a d D sab

y Suppo

Se v ces, Bus ess U

THIS DOCUMENT IS CONTROLLED

- S a ed - Ha dbook - Commu

y Suppo

498

Wo ke - V4 - AUTHOR S D - 05/02/20 9 - SSU NG AUTHOR TY Su y H s NSW

Section 16 – Clinical Protocols, Resource and
Additional Information
Seizure Management
What is Epilepsy?
An Epileptic seizure occurs when ordinary high complex brain activity is suddenly
disrupted. A large part of the brain is involved at the onset and consciousness is
impaired or lost.
Seizures take many forms, and not all involve convulsions.
The brain is responsible for a wide range of functions, e.g. intelligence, mood,
personality, sensation, movement, consciousness. Any of these may be temporarily
disturbed during the course of an epileptic seizure.
Types of Epileptic Seizures
“Tonic/Clonic” -In which the person becomes rigid, then falls to the ground jerking the
limbs. Breathing is laboured and there may be loss of urine. Not all these features are
always seen.
“Petit Mal” -In which there is a brief interruption of consciousness without any other
signs, except perhaps a fluttering of eyelids, or the person appearing absent.
“Status Epilepsy” -Either defined as a prolonged major seizure, or repeated major
seizures without recovery or consciousness.
Some people experience “aura” sensation, warning them of an impending seizure. It
manifests itself as a strange feeling, a strange taste or smell or as some other sensory
disturbance.
Procedure
Basic First Aid for Epilepsy
 Do not restrain the client in the seizure
 Do not move the client unless in danger
 If the client is in a wheel chair ensure the brakes are on and the seat belt is on.
Leave the client in the wheel chair until jerking stops, support the head. If
necessary, remove the client from the wheelchair after the seizure and place
them on their side, if the client has vomited or has had food or loose debris in
their mouth at the time of the seizure
 Remove any obstacle e.g. furniture that they could injure themselves on
 Loosen tight clothing, particularly around the neck
 Do not put anything into their mouth
 If loose, remove dental appliances (post seizure)
 It is quite common for breathing to cease for a few seconds
 When possible place in the recovery position
 Reassure the client as they will be in a confused state
 Some clients may need to sleep after a seizure
Care Workers should:





Remain calm
Stay with the client
Time the seizure
Gently guide the client away from danger

Observing and recording seizures
If the client has known seizures a seizure management plan and record/chart will be in
their home file. Documentation should include:
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The time and date of the seizure and the duration
What happened just before and when the seizure started
Physical responses during the seizure such as eye rolling, head, body, limb
movements
Was there staring, wandering, mumbling, fidgeting, confusion, disorientation or
any other unusual behaviour
Responsiveness
Colour changes –pale, blue around the lips, redness
Did they bite their tongue
Loss of bladder control
Any breathing difficulties
Any injuries

Never leave a person who suffers from epilepsy:





In the bath or near water
On a hoist or “Arjo” bath hoist
In the kitchen
On the stairs

If a client suffers from epilepsy, a seizure management plan is developed and integrated
into the clients care plan and client folder.

Care of Clients with Diabetes
What is Diabetes?
Diabetes is a condition in which there is too much sugar in the blood which eventually
appears in the urine.
What causes it?
It is caused by a breakdown of the normal mechanism by which the body makes use of
glucose, which is a form of sugar.
Who gets Diabetes?
Type 1
In children and young people it is usually caused by a failure in the mechanism which
produces insulin, (the substance that the body makes in order to use the sugar).
Type 2
Affects people over 40 years, and is more common in people who are overweight. In
these people, insulin is produced, but not in sufficient quantities.
Can it be cured?
No. But it can be managed.
How is it managed?
There are three methods of treatment:
1. Insulin injections and diet
2. Tablets and diet
3. Diet alone
Key information to Care Workers
 Diabetics are prone to infections, particularly of the feet and legs. Care must be
taken to protect feet and legs and ensure that legs are dried and moisturized to
protect them.
 A high level of personal hygiene is needed for these people, as any spots or sores
or cuts are slow to heal and leg ulcers may result, which in turn may lead to
amputation of feet or legs.
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Diabetics are required to follow a low sugar diet. Care Staff providing, meal
preparation services should follow the meal plan in the client’s home file.
It is important that clients with diabetes take their medications at the prescribed
times. Health Support Workers need to follow the care plan in relation to
supporting the client in taking their medications.
Any issues or changes in the clients care plan or condition are to be reported to
the Clinical Care Coordinator and/or Community Care Manager.
See Emergency Procedures – Diabetic Emergency.

Arteriosclerosis
Particularly in elderly people, hardening of the arteries of the legs leads to an
impoverishment of the blood supply to the feet. Any minor damage to the toes takes a
long time to heal and is prone to infection. This dangerous sequence may lead to
gangrene, with consequent amputation of the whole leg.
Hence elderly diabetics must be urged to look after their feet. Members of staff must not
cut their toenails. Podiatrists must attend to diabetic clients.
Care of eyes
After many years, diabetics may develop cataracts or changes within the eye itself. It is
important to eat a well-balanced diet that is high in fibre, and low in fat and salt.
Tablets
It is important that tablets prescribed for diabetics are taken as instructed, as with any
prescribed medicine.
Illness
In all cases of illness, and especially where there is a high temperature, on no account
should the insulin be stopped. Call the Doctor.

Palliative Care
At Alliance Community it is our philosophy that it is a unique privilege to be able to care
for someone in their home as their life comes to a close. With this in mind we appreciate
the role of our team in supporting these clients and their families and Support Workers’
in this often challenging time.
We endorse the Palliative Care Associations statement that “the goal of palliative care is
to achieve the best possible quality of life for individuals, their families and Health
Support Workers”.
The goals of palliative care are to:









comfort, not cure the person
relieve pain and distress
support the person approaching death, their families and friends
neither hasten nor postpone death
encourage a ‘death with dignity’ approach to care
empower people to stay in control of their lives
achieve effective symptom management according to the person’s requests
support the person to self-manage their illness where ever possible and enjoy life
even in the face of death

What is Palliative Care?
Palliative care is an approach that relates to the care of people who have a progressive,
life-threatening illness and who are confronting death in the foreseeable future, or those
who have a life-limiting illness. This type of care differs from that provided in chronic
illness, where there is less likely to be a direct relationship between the illness and the
person’s death.
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A large proportion of people requiring palliative care have cancer, but some people may
have diseases, such as motor neurone disease, HIV/AIDS, end-stage heart, lung or
kidney failure. Palliative care can be provided in a person’s home, hospice, nursing home
or hospital.
With palliative care, interventions to cure stop, but the caring continues – not just for
the person, but also for the family and other people close to the person. The medical
practitioners, nurses, social workers and other team members look after the people
involved in ways that make it easier for all to support each other.
Palliative care does not mean the withdrawal of all medical intervention. It is critical that
people are still offered the same level of support and active interventions, if they will aid
in alleviating pain or symptoms, such as blood transfusions for lethargy and anaemia or
antibiotics for painful urinary tract infections.
Social and emotional support is an important facet of the palliative care experience.
Empathy compassion, trust building, respect and good listening skills are essential to
supporting people and their families through the journey.
Holistic care of a person who has a life-limiting illness in the community should have a
multi-disciplinary approach. Referrals to health care professional or groups may include:












general practitioner
palliative care team (medical consultant and/or pain specialist, nursing
consultant)
equipment service providers (for home safety assessment and/or equipment)
palliative care support group (positive effects on quality of life through social
support and contact)
pastoral care worker (or chaplain, rabbi, imam)
social worker
physiotherapist or occupational therapist
stoma therapist
wound care specialist
volunteer
complementary care therapist

If palliative care is appropriately provided, the time before death can be peaceful for the
person. There is a gentle winding down that can take several days. The person may
spend a lot of time sleeping and may be unconscious for long periods. Regular breathing
patterns may change, with shallow breathing and short periods of no breathing.
Sometimes fluid in the lungs may make a bubbling noise. Hands, feet and legs may be
increasingly cool to the touch and the colour of skin may change, showing that
circulation of the blood is slowing down. Much distress can be relieved by good palliative
care.
Closeness and appropriate touch are important for the client, family and friends. Even
though the client may not seem to be aware of anyone’s presence, the sound of voices
will probably still be heard.
Support Workers should not assume that the person cannot hear, but should speak
gently and naturally, letting the person know who they are and what they are doing or
about to do. Hearing is one of the last senses to be lost and it is important for the family
and friends to know they can still be in touch with the client, until the very end.
Support Workers may need to talk to the family and friends about the fact that their
loved ones probably hear everything that they say to them, but that they may not be
able to respond. Playing the client’s favourite music or messages from loved ones can
also be very helpful during this time. During this time, people who are close can give
their greatest support by expressing their love and their feelings openly and saying their
goodbyes.

age 00 of 04
Commu y Ca e a d D sab

y Suppo

Se v ces, Bus ess U

THIS DOCUMENT IS CONTROLLED

- S a ed - Ha dbook - Commu

y Suppo

502

Wo ke - V4 - AUTHOR S D - 05/02/20 9 - SSU NG AUTHOR TY Su y H s NSW

If you are confronted within the palliative care setting, please contact us, The
Community Team. We can provide you with support, training and education.

Spinal Cord Injuries
Autonomic Dysreflexia
Autonomic dysreflexia is a condition that commonly affects people with spinal cord injury
at or above T6.
It is triggered by sensations below the injury that stimulate excessive reflex activity of
the sympathetic nervous system. This causes high blood pressure which cannot be
controlled by centres in the brain and if left untreated can lead to death.
What are Signs and Symptoms of Autonomic Dysreflexia?
The signs and systems of Autonomic Dysreflexia may start suddenly.
All or some of the following symptoms will be seen:










What














sweating above the level of the spinal cord injury
goose bumps
flushing
chills without fever
pounding headache
elevated blood pressure
slow pulse rate (bradycardia)
nasal stuffiness
blurred vision
Shortness of breath and associated anxiety.
are the Causes/Stimuli for Autonomic Dysreflexia?
a full or distended bladder
bladder infection
bladder spasm
faecal mass in the rectum (severe constipation)
wind
skin abrasion or skin sores, burns, ingrown toenails
sever anxiety or emotional stress
infection
tight clothes
extremes of hot or cold
sunburn
traumatic injury (e.g. broken bone)
other irritation stimuli such as inserting a catheter, menstrual cramping,
pregnancy, labour, renal stones, stomach ulcers, distended abdomen.

How is Autonomic Dysreflexia Treated?
Autonomic dysreflexia should be treated as a medical emergency. Care Workers should
not leave the person alone.
It is important to find the cause of the Autonomic Dysreflexia as soon as possible and
resolve it. Care Workers should:







Place person in a sitting position with head elevated and legs lowered
Check bladder drainage system to detect possible obstruction
Check to make sure plug or clamp has been removed
Check for kinks in the catheter or drainage tubing
Check the inlet to bag to make sure it is not clogged
Check the leg bag to make sure it is not full
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Increase the frequency of intermittent catheterisations
Check when bowels were last open
Observe for skin injury or trauma
If the cause of the increasing blood pressure cannot be determined and
symptoms persist, care worker should seek urgent and prompt medical or
ambulance assistance, ensuring that attending personnel are aware of person’s
history of spinal cord injury and any previous episodes of Autonomic Dysreflexia
Inform the Alliance Office or Community Care Coordinator
Fill in an incident form within 24hours and send to Alliance Community Team

How is Autonomic Dysreflexia Prevented?
Comprehensive bowel and bladder care, including preventing infections, are the keys for
prevention of Autonomic Dysreflexia. The person should have an adequate daily intake of
fluid (approx. 2-3 litres per day) and eat a well-balanced, fibre-rich diet. Daily hygiene
should be attended to. During this time, Care Workers should check the skin to ensure it
is intact. Care Workers should ensure that the person’s aids and equipment are
maintained to minimise accidental rubbing or chafing. Clothing should not be restrictive
and the bladder drainage system should flow freely. A regular bowel management
regime also needs to be established to prevent constipation and therefore reduce the
risk of Autonomic Dysreflexia.
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IN THE FAIR WORK COMMISSION
Matter(s): AM2020/99; AM2021/63 & AM2021/65
Re Applications by: Health Services Union (HSU) and Australian Nursing And Midwifery
Federation (ANMF)

STATEMENT OF PAUL SADLER

I, Paul Sadler of Level 4, 320 Pitt Street, Sydney in the state of New South Wales state as
follows:

Background
1.

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

2.

I am the Chief Executive Officer of Aged & Community Services Australia (ACSA), the
peak body representing not-for-profit, church and charitable aged and community care
service providers. I have held this position since September 2021.

3.

I also run the aged care consultancy business Paul Sadler Consultancy, which has been
in operation since February 2021. As part of this business, I provide specialist aged care
services to providers on:
(a)

strategic planning,

(b)

policy development and advocacy,
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(c)

governance and leadership,

(d)

service development (including grant submissions, mergers and acquisitions),
review and advice in areas of practice including home care, elder abuse,
retirement living and residential care.

4.

Prior to my current roles, I was Chief Executive Officer of Presbyterian Aged Care (PAC)
from April 2007 to March 2021. As part of my role, I provided strategic leadership and
financial and operational oversight of residential and community aged care services in
NSW & ACT.

5.

PAC is a provider of in home and residential care and retirement in NSW and the ACT.

6.

During my time at PAC, it operated between 7 and 10 residential aged care homes, 15
retirement villages and assisted up to 4,000 older people through in home care programs
including Home Care Packages and Commonwealth Home Support Program services.

7.

PAC commenced operation in 1942 and during my employment there, employed roughly
700 staff.

8.

I have also held the following roles:
(a)

CEO of Aged & Community Services Association NSW/ACT from July 2000 to
April 2007;

(b)

Manager HACC (Home and Community Care) and Ageing Programs, Ageing &
Disability Department, NSW Government from 1997 to 2000;

(c)

Policy Manager, NSW Office on Ageing, NSW Government from 1992 to 1995;
and

(d)

Social Worker, Hornsby Ku-ring-gai Rehabilitation & Aged Care Service (including
two years with the Aged Care Assessment Team) from 1986 to 1992.

9.

I hold the following qualifications:
2
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10.

(a)

Bachelor of Arts (Honours) 1984

(b)

Bachelor of Social Work 1986

(c)

Master of Social Work, elder abuse 1992

I have been in the aged care industry since 1986.

ACSA
11.

ACSA has around 500 not-for-profit member organisations across Australia and was
founded in 1965. Member organisations are employers in the aged care industry, each
member organisation may have multiple facilities or operate in a mixture of residential
aged care, home care, respite care and residential villages.

12.

ACSA supports its members through consultancy, advocacy, training and employee
relations services. Through these services, ACSA enables its members to be influential,
informed, support and connected.

13.

ACSA represents it members’ views at both State and Federal levels.

14.

Some notable contributions ACSA has made on behalf of its members to the industry
include:
(a)

Representation in the Modern Awards process regarding awards pertinent to the
aged care industry.

(b)

Appearances and submissions to the Royal Commission into Aged Care Quality &
Safety.

(c)

Being a founding member of key aged care sector cooperative alliances such as
the National Aged Care Alliance and Australian Aged Care Collaboration.

(d)

Support for aged care workforce development through: advocacy; delivery of
training and education programs; auspicing funded workforce, industry
3
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development and sector support projects; and provision of industrial and employee
relations advice.

Regulation of the Industry
15.

The introduction of the Aged Care Act in 1997, brought about substantial changes to the
way residential and home care providers operate.
Standards

16.

With the implementation of the Aged Care Act a new set of residential care and home
care standards were introduced. These standards saw accreditation of the residential
aged care sector being brought in. Set out in Annexure PS-01 and PS-02 respectively are
the 1997 residential aged care and home care standards.

17.

The first round of accreditation occurred around 2000, which afforded providers 3 years to
familiarise themselves with the standards and bring their operations up to speed to meet
the standards.

18.

I am aware from my experience with ACSA and the NSW Government at the time many
services had areas of non-compliance and some services closed due to non-compliance.

19.

Residential aged care providers were then required to go through accreditation every 3
years. Over time, more providers were able to be compliant with the standards and
accreditation process due to internal continuous improvement and greater understanding
of what was required of them.

20.

It was around 2011 that the Community Care Common Standards, set out in Annexure
PS-03, were introduced, replacing the HACC Standards Instrument. However, the
introduction and implementation of these standards and the accreditation process was
staggered, as the Home and Community Care Program was administered by the
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individual States and Territories until 2012. After 2014, a revised set of Home Care
Standards, was applied uniformly across all home care programs.
21.

By around 2010 the compliance rates for residential care were around 90% with home
care compliance improving. Set out in Annexure PS-04 at page 16 is the report that sets
this out.

22.

In around 2018, a Technical Advisory Group was commissioned by the Department of
Health to review and update the residential and home care standards and to place a
greater emphasis on compliance overall and improve the delivery of clinical care for aged
care. I was a member of the Technical Advisory Group and my role/its role was to advise
the Department on the content of the new standards. Through this process, this led to the
creation of the Aged Care Quality Standards.

23.

On 1 July 2019, the Aged Care Quality Standards developed through the Technical
Advisory Group were introduced and have been effect since this date. The new standards
represented a shift from aged care consumers being treated as passive recipients of care
to having an active role in choosing and directing how their care is delivered. Set out in
Annexure PS-05 is the Aged Care Quality Standards.

24.

The 2019 standards introduced additional requirements around governance and clinical
care.

25.

The 2019 standards emphasised the planning of services in conjunction with consumers
and the individual care plan and how they gather the input from consumers at an overall
service planning level.

26.

The 2019 standards also introduced open disclosure, through standard 6, to the industry.
Open disclosure requires that providers openly disclose any incident or near miss with the
consumer, addressing any immediate needs or concerns and providing support,
apologising and explaining the steps the provider has taken to prevent it happening again.
5
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27.

With the introduction of the 2019 standards and the updated Aged Care Quality and
Safety Commission Rules 2018, this changed to how providers are assessed against the
standards. Assessors from the Aged Care Commission may now turn up announced or
unannounced and conduct an audit of the facility to ensure compliance against the
standards. As a result of this, there has been an increase in the prevalence of noncompliance, particularly among residential aged care providers. Set out in Annexure PSPS-06 at page 3 is the sector performance from January to March 2020, which shows
41% of the sites visited failed to meet one or more of the standards.

28.

The main impact arising out of the introduction of the 2019 standards and the updated
Aged Care Quality and Safety Commission Rules falls squarely on to the provider to
ensure compliance.

29.

The 2019 standards require providers to ensure “the organisation has a workforce that is
sufficient, and is skilled and qualified to provide safe, respectful and quality care and
services.” As such, the Aged Care Quality Standards do not directly require particular
actions be undertaken by care employees and nurses, but they do impact the way the
work is performed.
Serious Incident Response Scheme (SIRS)

30.

SIRS was introduced in 2021 for residential care and the and the updated Aged Care
Quality and Safety Commission have announced that it will be introduced to home care in
the near future. Set out in Annexure PS-07 is the Bill before Parliament which will
introduce SIRS in home care.

31.

Since 2008, providers have been required to report instances of or allegations of physical
or sexual assault and unreasonable use of force of the residents. However, the
introduction of SIRS has expanded upon what was required to be reported.

32.

Providers are now required to report upon:
6
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33.

(a)

unreasonable use of force;

(b)

unlawful sexual contact or inappropriate sexual conduct;

(c)

neglect of a consumer;

(d)

psychological or emotional abuse;

(e)

unexpected death;

(f)

stealing or financial coercion by a staff member;

(g)

inappropriate use of restrictive practices; and

(h)

unexplained absence from care.

From my experience in the industry, while most providers would have, in order to comply
with the previous compulsory reporting requirement and the Aged Care Quality
Standards, internal incident reporting in place which would record these incidents, they
haven’t had to report on this externally.

34.

Care workers are now required to identify potential issues and provide their concerns to
the registered nurse. The registered nurse is then required to document the report in the
providers internal reporting systems, this occurs every day on every shift, however, this
does not mean that an incident occurs every shift.

35.

However, it is legally the responsibility of the provider, not the employee, to report to
SIRS.

How the Industry is funded

36.

Over the last two decades, the way in which the industry has been funded has changed
and in turn has impacted the way that providers offer their services.

7
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Residential care funding
37.

The most significant change for residential care funding was in 2007/2008, when the
Resident Classification Scale was replaced with the Aged Care Funding Instrument
(ACFI). This meant that consumers were no longer classified as being high or low needs.

38.

The ACFI required more documentation to be completed by the provider to claim the
funding for the consumer, in turn, the Government would audit whether the claims were
reasonable or not. The ACFI documentation is generally completed by a care manager or
registered nurse.

39.

Sometimes as a result of the audit undertaken by the Government, the funding level for a
resident can be increased or reduced if they do not consider that the ACFI documentation
is accurate. When this occurs the resident is assessed, and due to receiving quality care,
their quality of life has improved. If this occurs, the funding is generally reduced. This does
not mean the care needs of the resident has changed, as the employer will still need to
provide the same level of care, however, with less funding.

40.

The introduction of the ACFI increased compliance-based activities for providers to
ensure they received the funding.

41.

RN’s have been diverted from direct care into completion of assessments for ACFI
purposes when a new resident is admitted or requires reassessment (at a minimum once
per year, after hospitalisation or as required). While this has affected both registered
nurses and care workers, it has particularly impacted RN workloads.
Home Care

42.

Home Care Packages are funded via individual budgets determined by an external
assessment by an Aged Care Assessment Team.

43.

Funding for home care providers were originally provided in advance, but there was a shift
to funding in arrears in late 2021.
8
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44.

In 2017, funding for home care shifted from the funding being allocated to the provider to
the consumer as part of the general shift in the industry to consumer directed care. From
my experience and from feedback from ACSA members, this shift has not impacted the
work that is being performed, rather when it is being performed and what services the
client wants.

45.

This means that the consumer can direct how they would like to spend the funding they
are allocated.
Commonwealth Home Support Programme (CHSP)

46.

The CHSP is the successor of the Home and Community Care Program and the lowest
level of support available to consumers. It is available to those who need small amounts
of assistance. Generally persons accessing this type of care, have low care needs

47.

Unlike the other two types of funding, CHSP is still block funded and paid in advance,
though the Government is making changes to this in mid 2022.
Impact of funding

48.

The industry, both for profit and not-for-profit, relies upon Government funding in order to
operate.

49.

Funding irrevocably impacts every staffing and wage decision a provider makes. It places
a limit on how much a provider can pay their employees and how many employees have
on shift.

50.

A lot of time is spent ensuring that a provider is operating within budget.

51.

It also requires providers to spend time on compliance-based activities to ensure the
provider can claim, manage and retain their funding.

52.

Changes to funding greatly impact the way providers operate and offer their services.

9
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The Residents
53.

Over the last two decades, there has been a noticeable shift in the types of consumers
accessing aged care services.

54.

Generally, consumers in residential care will now fall into three categories:
(a)

consumers that no longer can live comfortably at home and need daily living
assistance/have complex health care needs who will stay for between 6 and 18
months;

(b)

consumers with dementia/cognitive impairment who stay for between 2 and 5
years;

(c)

consumers who are considered palliative and will stay for anywhere from days to
12 months.

55.

This is a fairly stable trend for the past 10 year. Set out in Annexure PS-08 is an extract
from the AIHW website from 2010 and 2020 which identifies this.

56.

With home care consumers, there has also been a shift of more consumers accessing the
highest funding package - level 4.

57.

There has also been a significant increase in the availability of home care packages over
the last 20 years, which has contributed to consumers staying in their homes longer. This
means that residents are accessing residential aged care facilities older as well. Set out in
Annexure PS-09 at page 5 is the Home Care Packages Program Data Report from the
Department of Health which details the additional Home Care Packages since 2018.

58.

More generally, consumers accessing aged care are less mobile, have more than one
comorbidity and are increasingly experiencing incontinence.

59.

This is attributable to and in line with the trend in the ageing population across Australia.
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The Work Environment
60.

During my time in the industry, there has been a number of improvements made to the
work environment and living conditions of consumers in residential aged care facilities.

61.

There has been a shift away from multi-bed rooms to single rooms with ensuite. This shift
has occurred over the last 30 years.

62.

With this, has been the physical overhaul of the work environment to adapt to the
changing needs of the consumers.

63.

This has allowed for easier use of mechanical aids, more room to assist the consumer
with physical tasks (such as getting out of bed and showering) and providing more dignity
for the consumer.

64.

Essentially, new facilities and retrofitted facilities are more purpose built to suit the current
needs of the consumer.

65.

The home care and CHSP environment is more variable than the residential aged care
work environment.

66.

However, I would consider that the home environment has always been variable. There
have always been consumers who may be hoarders, may not undertake household
upkeep or have difficult landlords or family members which may impact the employees’
ability to perform the work required. I wouldn’t attribute this to a shift that has occurred in
the last two decades.

67.

What we have seen, is more ‘work arounds’ as the consumers are staying in their home
longer. This may involve working around a bed bound client who requires a lifter or
working with home modification services to modify the homes to be safer for the client and
the employee.

11
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68.

In these circumstances, a client can request home modifications through their funding
package.

Care Service plans
69.

Care plans have been around since at least 1997, if not earlier.

70.

In Residential Aged Care Facilities, care plans are developed by RN in consultation with
catering team, lifestyle, physiotherapists and care team leaders contributing to the
development. This does not necessarily require direct consultation, but can be
ascertained through progress notes.

71.

Although there is no stipulated timeframe within which services are required to review
care plans, most are reviewed regularly as the care needs or preferences change. For
example, a consumer with complex healthcare needs may have their care plan reviewed
formally every 3 months.

72.

The Registered Nurse has the ultimate responsibility for the development and
implementation of the care plan.

73.

In home care packages, care plans are developed by the case managers with direct input
from the consumers, their family and possibly care service worker and registered nurse if
there are clinical needs. It is the case manager who are in charge in making and ensuring
the care plans are met.

74.

The care plans are generally reviewed annually.

Medications
75.

In home care and CHSP, as part of the assessment undertaken by the provider when the
client signs on to access their services, the client will be assessed as to whether they
need help with medications. This may be developed in conjunction with doctors’ advice.

12
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76.

From my experience at PAC, in home care there are two types of clients:
(a)

those who can self-administer; and

(b)

those who need assistance with medications. This divides into two subsets of
clients, there is those who need assistance with their webster pack and those who
require the assistance with insulin and other forms of complex medications, the
latter subset will be helped by community nurses.

77.

The client is responsible for organising and coordinating their medications.

78.

It is quite feasible that personal care workers in home care will not assist with
medications.

79.

If the personal care worker does assist, it is generally just monitoring that the medication
is being taken properly or that the client has taken their medication from their
Websterpack.

80.

In residential care, a medication trained personal care worker, that is someone who
generally achieved through a certificate IV in individual aging or a certificate III with a
medication competency component, can assist a resident with taking their medication.

81.

The personal care worker will then receive internal training from a RN and be subjected to
appropriate supervision and checking by the RN. This is a continual process that involves
a RN checking the medication on the medication trolley is correct, monitoring the personal
care worker whilst undertaking a medication round and conducting audits of medication
charts to ensure the medication round has been undertaken properly.

82.

Assisting with medication involves popping the medication out of the Websterpack, giving
the consumer the medication to be taken in accordance with the care plan (for example
crushed, with water, with custard), supervising that the consumer has taken their
medication and completing the medication chart to reflect this.

13
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83.

It is not all personal care workers who undertake this work, only those who are trained to
do so.

84.

The change I have noticed is that around 15 years ago, this work would have been
generally undertaken by a registered nurse.

Engagement with external parties
85.

From my experience at PAC, there are differing levels and forms and types of
engagement with families (and to an extent external bodies such as doctors and the Aged
Care Commission) that occur on a daily basis. I will discuss these below.

86.

In the residential aged care context, formal engagement or addressing complaints will be
dealt with by the registered nurse or management of the facility.

87.

Communicating the condition of a consumer is undertaken by a registered nurse, given
that consumers have become more dependent on care, has increased. Families are
increasingly more concerned about their family member in care.

88.

In my opinion, good quality aged care requires more than just formal communication.
Personal carer workers on a daily basis engage in general/casual conversation with the
consumer and their families when they see them. They can give general observations on
the consumer such as “they enjoyed X activity” or “Mum had a good sleep”, look for a
piece of missing clothing or listen to a complaint. However, there is never an expectation
or requirement that a personal care worker deal with complaints or give clinical
information about a consumer

89.

From my experience I have not seen a change in this engagement practices, just that it
may be occurring more often as there are now more people in care than two decades
ago.
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90.

From my experience there is not an increase in the expectation or requirement to engage
with the consumer or their family, but what I can see happening due to the shift to
consumer-focused care is that, to a certain extent, the engagements have become more
‘conscious’, that is they are more aware of what is being said to ensure they are
considering the consumer in their communications.

91.

It has always been the expectation that all persons employed in residential aged care
engage with the consumers and their families in a friendly and helpful manner.

92.

Regulators, such as the Aged Care Quality & Safety Commission, may ask care workers
and RN’s to provide general information on policies and care plans when there is an
announced or unannounced audit. These occur annually for shorter assessment contacts
and at least every three years for full audits.

93.

In home care, the personal care worker will be the first point of contact for the family. As
with residential care, the carer workers engage with the family and answer general
questions. However, if there are any concerns with the condition of the consumer, or
services, they are to escalate these to the care manager, team leader or the scheduler.
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Technology
94.

Over the last two decades and particularly in the last decade there have been
technological changes in the industry.

95.

There have been advancements in monitoring equipment, case management systems,
medication charts, assistive technology and rostering systems. For example, rosters are
now generally given to employees through an app. Through this app, it can also send out
an alert to available employees to pick up shifts, put in their leave and communicate the
rostering team.

96.

The assistive technology is smarter, designed to relieve the physical nature of the work. It
is common practice and has been for some time, and there is an increasing prevalence of
assistive technologies in residential aged care facilities.

97.

The case management, monitoring and medication technologies are all designed to make
the work more targeted and streamlined.

98.

Staff do require training in the use of new technologies. However, generally the new
technologies streamline work practices and make the work easier.

Date: 1 March 2022
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PART 2: COMMON QUALITY REVIEW PROCESSES
2.1 OVERVIEW OF COMMON QUALITY REVIEW PROCESSES
The implementation of the Standards and quality review processes involves the cooperation of quality
reviewers acting for the Australian Government and State and Territory government departments. It is
recognised that quality reviewers will have a variety of backgrounds and experience and that the
implementation of the Standards quality review process requires quality reviewers to work together to
assess community care services.
The Standards and the collaborative review approach are expected to reduce the administrative burden on
both service providers and governments. While it may not always be possible to conduct concurrent
reviews across programs and jurisdictions in every service, government departments will work together to
share information (with permission from service providers as required) to reduce the administrative
burden on service providers.
If a service provider receives funding for the HACC Program and Commonwealth-only funded programs,
they may have all of their service provision assessed at the same time, where possible. A combined
assessment of the HACC Program and Commonwealth-funded programs will involve both quality reviewers
from the Department of Health and Ageing (authorised officers) and quality reviewers responsible for
assessing the HACC Program services, attending in one visit.

2.1.1 Review Processes
Depending on the programs delivered, quality reviews will be:
•

Single jurisdiction reviews involving either:
Quality Reviewers from State and Territory governments (HACC Program only services), or
Quality Reviewers who are Australian Government authorised officers (packaged care and NRCP
services)

•

Joint jurisdiction reviews consisting of:
A combined review involving quality reviewers from both State/Territory governments and the
Australian Government (where both the HACC Program and/or packaged care and NRCP services
are provided)
Streamlined separate reviews involving quality reviewers from both State/Territory governments and
the Australian Government (where both the HACC Program and/or packaged care and NRCP
services are provided) and where the quality reviewers share relevant information.

To date, jurisdictions have operated similar review processes across programs which will assist the
transition to common processes. The pilot of the Draft Community Care Common Standards conducted in
2009 trialled an approach incorporating many of the existing processes and practices and has resulted in
the development of this document and other tools to assist quality reviewers in a consistent review
approach, irrespective of the programs being reviewed.
This document has been developed to describe joint jurisdictional processes, but the same processes apply
to single jurisdiction reviews. All types of reviews will use the Standards, common reporting tools and
processes.

2.2 KEY RESPONSIBILITIES OF GOVERNMENT DEPARTMENTS
Government departments are responsible for scheduling quality reviews for the programs they administer
and for working together to schedule and plan joint jurisdiction reviews, including combined reviews.
Jurisdictions may undertake the scheduling process quarterly, twice-yearly or annually; arrangements may
require readjustment periodically.
Government departments in some states and territories delegate the conduct of the quality reviews to
external organisations. It is the responsibility of each jurisdiction to work with the state/territory office of
the Department of Health and Ageing to conduct joint assessments/visits where possible.
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Each jurisdiction is responsible for the programs they administer, including follow-up after the quality
review (as required), maintenance of records and monitoring of other quality and performance processes
relevant to their jurisdiction.
The key responsibilities of government departments in the common quality review processes include:
•

Scheduling and planning quality reviews, including joint jurisdictional review processes

•

Ensuring the availability of suitably qualified and experienced quality reviewers

•

Providing timely, accurate, appropriate and relevant information regarding the service provider to the
quality review team

•

Conducting effective quality reviews of service providers and determining outcomes of the reviews

•

Authorising reports and outcome letters to service providers in accordance with departmental
arrangements (this will be joint authorisation if a combined review is conducted)

•

Maintenance of records of the quality review process.

2.3 KEY RESPONSIBILITIES OF QUALITY REVIEWERS
Quality reviewers are responsible for reviewing the service provider’s performance against the Standards.
A review includes the submission of the service provider’s self-assessment, an on-site visit, the
development of a quality review report, and the review of the improvement plan that is developed from
the quality review visit. Each quality reviewer will need to ensure that the quality review meets the
individual program requirements for which they are responsible.
Quality reviewers’ key responsibilities include:
•

Participating in the joint scheduling and planning of quality reviews across jurisdictions (if applicable)

•

Organising and scheduling the on-site visit in consultation with the service provider and other quality
reviewers (if a combined review is undertaken)

•

Assessing and reporting on the service provider’s performance against the Standards by:
Reviewing the self-assessment submitted by the service provider, completing a desk review and
highlighting areas for follow-up in the quality reviewer tool
Consulting with service providers, staff, volunteers, service users (and/or their representatives) during
the on-site visit
Reviewing documentation and records relating to the achievement of the Standards expected outcomes
Providing feedback to service providers on the findings of the review
Developing a quality review report that details the on-site visit findings
Providing support to service providers to develop an improvement plan to address any areas for
improvement identified in the quality review report

•

Following up on any issues raised through the review process (for example, in the process of identifying
required improvements) and referring any program management issues to the responsible
departmental area as per jurisdictional guidelines.

2.3.1 Authorised Officers
Note: The following information is not applicable to the HACC Program.
Quality reviewers assessing service providers who receive CACP, EACH and EACHD funding will be
authorised officers under Section 90-3 of the Aged Care Act 1997. While it is not a requirement for the
provision of NRCP services, personnel conducting these reviews will also include authorised officers.
Authorised officers are required to produce an identity card verifying their authority to conduct the on-site
visit and to allow the service provider to examine the identity card. Authorised officers are also required to
inform service providers of their role, access powers and service provider options regarding the on-site
visit at the entry meeting. Service providers have the option of withdrawing consent for the conduct of the
on-site visit; however, this action may result in the imposition of a sanction.
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2.3.2 Contracted Quality Reviewers
Some State and Territory governments contract organisations to conduct quality reviews. These quality
reviewers have the same responsibilities in conducting quality reviews as government personnel. They are
required to abide by the quality review processes outlined in this document and act within relevant
legislative, regulatory and program requirements.

2.4 QUALITY REVIEWER SKILLS AND ROLES
Reviewing services against a defined set of Standards can be challenging, and quality reviewers need to
ensure that they:
•

Are competent in the conduct of their role and responsibilities including an understanding of the:
Standards quality review processes
Relevant legislative, regulatory and applicable program guidelines

•

Familiarise themselves through the desk review with the operations of each site they review

•

Have excellent verbal and written communication skills that enable them to engage effectively with
service providers and service users

•

Act professionally and courteously at all times when interacting with service providers, service users,
staff, colleagues and other stakeholders

•

Have a sound understanding of continuous improvement processes and the ability to articulate a
continuous improvement approach as they apply to the Standards

•

Seek advice and support in the conduct of their role when required

•

Develop clear reports based on procedural fairness, fact and evidence.

2.4.1 Role of Quality Reviewers and the Quality Review Team
The quality review team comprises a principal quality reviewer and quality reviewer(s) from the
jurisdictions responsible for the program being reviewed. Irrespective of whether single or joint jurisdiction
reviews are conducted, a principal quality reviewer is allocated to coordinate the on-site visit.
The decision regarding who will be the principal quality reviewer for each quality review where the HACC
Program and Commonwealth-only funded programs are being jointly assessed is determined between
government departments. Records of the quality review are maintained by both government departments.
The principal quality reviewer is responsible for coordinating the quality review, liaising with the service
provider and facilitating the completion of all documentation, including:
•

Receiving the self-assessment from the service provider and distributing it to the quality review team
for consideration

•

Finalising the service outlet information and desk review summary (with input from the quality review
team as applicable)

•

Completing relevant sections of the quality reviewer tool

•

Coordinating the team on-site and providing support to the quality reviewers

•

Conducting the on-site visit to review the service provider against the Standards

•

Finalising the completion of the quality review report (in conjunction with the members of the quality
review team)

•

Receiving and sharing the improvement plan received from the service provider with members of the
quality review team

•

Responding to any feedback from service providers regarding the quality review process and referring
any unresolved matters to the appropriate supervisory jurisdictional manager or senior official.
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Quality reviewers are responsible for contributing to the quality review process with specific reference to
their program requirements by:
•

Working collaboratively with the principal quality reviewer in conducting the quality review

•

Completing a desk review of the self-assessment

•

Completing relevant sections of the service outlet information and desk review summary and providing
this to the principal quality reviewer in a timely manner

•

Completing relevant sections of the quality reviewer tool

•

Working closely with and providing support to the principal quality reviewer and other team members

•

Conducting the on-site visit against the Standards

•

Completing relevant sections of the quality review report

•

Reviewing relevant sections of the improvement plan received from the service provider.
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LEGISLATION
AGED CARE ACT 1997
Age Care Principles
Home and Community Care Act 1985

NATIONAL PROGRAM DOCUMENTS AND REFERENCES
Home and Community Care (HACC) Program
Home and Community Care Agreement 2007
Commonwealth of Australia, National Program Guidelines for the Home and Community Care (HACC)
Program 2007
HACC Statement of Rights and Responsibilities
Community Packaged Care
Australian Government Department of Health and Ageing 2007, Draft Community Packaged Care
Guidelines
National Respite for Carers Program
Australian Government Department of Health and Ageing 2004, Administrative and Program Guidelines for
Respite Services funded under the NRCP
Australian Government Department of Health and Ageing, Operational Manual for Commonwealth Respite
and Carelink Centres, July 2010
Guidelines for Respite Services Funded Under the National Respite for Carers Program (NRCP)
Australian Government Department of Health and Ageing 2006, Overnight Community Respite: Standards
and Reporting Framework Attachment to NRCP Guidelines – Applicable to Overnight Community Respite
Other Documents
Australian Government Department of Health and Ageing 2008, Aged Care Complaints Investigation
Scheme: Guidelines for Approved Providers
Australian Government Department of Health and Ageing 2009, Guide for community care service
providers on how to respond when a community care client does not respond to a scheduled visit
Charter of Rights and Responsibilities for Community Care in the Aged Care Act 1997, Schedule 2: User
Rights Principles

Australian Commission on Safety and Quality in Healthcare, Preventing Falls and Harm From Falls in Older
People: Best Practice Guidelines for Australian Community Care 2009
http://www.health.gov.au/internet/safety/publishing.nsf/content/FallsGuidelines-AustCommunityCare
Note: The program guidelines listed above may be revised over time. Current versions of the guidelines
can be accessed through the Department of Health and Ageing website at http://www.health.gov.au under
the relevant program area.
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INTRODUCTION
This self-assessment tool has been designed to assist service providers to review their organisation’s
processes and practices and determine the extent to which they are meeting the Community Care
Common Standards. The document is available in electronic format and online (in some jurisdictions).
Service providers completing the tool need to consider and document the processes and practices they
have in place for the services they deliver and the outcomes (results) for service users. In the process,
service providers should be able to identify any areas requiring improvement that may currently exist and
determine what actions they will need to undertake to meet the Standards.
Completing the tool may also assist service providers to identify further opportunities to improve service
delivery and outcomes for service users as part of their continuous quality improvement programs.
Further information on completing the self-assessment is included in the Community Care Common
Standards Guide Section 2: The Quality Review Process.
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Community Care Common
Standards
Example
Completed Self-assessment Tool
Note: The information included here provides some examples of completed
expected outcomes in the self-assessment tool. These examples are not
intended to be prescriptive or complete. Each service provider will need to
complete the self-assessment tool to reflect their own organisation’s
practices and processes and the relevant program guidelines.
There may also be issues of particular importance in different States and
Territories that will need to be considered in completing the selfassessment tool.

694

695

Appendix 6:
Service Outlet Information and
Desk Review Summary

COMMUNITY CARE COMMON STANDARDS GUIDE APPENDICES – SERVICE OUTLET INFORMATION AND DESK REVIEW SUMMARY

706

COMMUNITY CARE COMMON STANDARDS GUIDE – SERVICE OUTLET INFORMATION AND DESK REVIEW SUMMARY

707

Appendix 7:
On-site Visit Schedule

COMMUNITY CARE COMMON STANDARDS GUIDE APPENDICES – ON-SITE VISIT SCHEDULE

710

COMMUNITY CARE COMMON STANDARDS GUIDE – ON-SITE VISIT SCHEDULE

711

Appendix 8:
Quality Reviewer Tool

COMMUNITY CARE COMMON STANDARDS GUIDE APPENDICES – QUALITY REVIEWER TOOL

714

COMMUNITY CARE COMMON STANDARDS GUIDE – QUALITY REVIEWER TOOL

715

Community Care Common
Standards
Quality Reviewer Tool

716

717
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TOOL
GUIDE TO THE QUALITY REVIEWER TOOL
Purpose: This document is used by the quality review team to:
•

Detail any areas for follow-up identified through the review of the service provider’s self-assessment
and completion of the desk review prior to the on-site visit

•

Guide their on-site review of each expected outcome of the Community Care Common Standards

•

Detail findings and evidence reviewed as part of the on-site visit.

Instructions: The quality review team completes the review of the service provider’s self-assessment and
documents any issues for follow-up in the ‘areas for follow-up during on-site visit (determined through
desk review)‘ of the quality reviewer tool. The quality reviewer then uses the ‘Quality reviewer notes’
section of the quality reviewer tool on site to document:
•

Personnel interviewed

•

Records reviewed

•

Findings of interviews and findings

•

Areas for follow-up or further review.

Further details of the processes for quality reviewers are included in Appendix 1: Information for Quality
Reviewers.
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REPORT
Service outlet name and ID number(s):
Community care programs reviewed:
Date(s) of review:
Quality reviewer(s):

QUALITY REVIEWER GUIDE TO THE QUALITY REVIEW REPORT
Purpose: This document is used by the quality review team to document the performance of the service
against each of the expected outcomes of the Standards. In addition, the quality review report details a
summary of evidence to support the identification of required improvements and improvement
opportunities.
Instructions: The quality review team completes the quality review report based on the assessment
conducted during the on-site review visit, and provides the quality review report and summary of expected
outcome ratings to the supervisory jurisdictional manager. Further details of the processes for quality
reviewers are included in Appendix 1: Information for Quality Reviewers.
Note: If a ‘not met’ outcome is determined against one community care program but that outcome is met
by another community care program, the quality review team documents this on the summary as, for
example, ‘Not met (CACP); met (HACC Program, NRCP)’, to inform the supervisory jurisdictional manager.

SERVICE PROVIDER GUIDE TO THE QUALITY REVIEW REPORT
The Summary of outcomes demonstrates your service’s achievement against each expected outcome
within each Standard, as assessed during your recent quality review visit. Performance against the
expected outcomes within each Standard are rated as either:
•

Met the expected outcome, or

•

Not met the expected outcome.

Depending on whether your service has met or not met the expected outcomes, you will be provided with
documented improvements in the quality review report from the Quality Review Team who reviewed your
service’s operations, these being:
Required improvements (RIs): are improvements that you are required to implement to ensure that
you comply with the expected outcome. They must be implemented within the time frame approved by the
quality reviewers and included in your improvement plan.
Improvement opportunities (IOs): are improvement opportunities that you are encouraged to
implement to improve your services in relation to the expected outcomes. We ask that you include them
on your improvement plan, together with any other improvements you have identified that you have not
yet implemented.
If no required improvements or improvement opportunities are identified in relation to a particular
expected outcome, no information will be detailed against that expected outcome.
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Executive Summary
 At 31 December 2021, 217,724 people had access to a Home Care Package
(HCP). This is a 6.7 per cent (13,578) increase since 30 September 2021
(204,146), and a 25.5 per cent increase (44,229) since 31 December 2020
(173,495).
 Of the 217,724 people, 198,109 were in a HCP with the remaining
19,615 people assigned a HCP and considering whether to take up their offer.
 The 198,109 people in a HCP at 31 December 2021 represented a
6.2 per cent (11,539) increase from 30 September 2021 (186,570) and a
24.3 per cent (38,770) increase since 31 December 2020 (159,339).
 In the December 2021 quarter, 21,592 people entered a HCP for the first time.
 At 31 December 2021, there were 44,650 people who were seeking a HCP at
their approved level, who had not yet been offered a HCP. Of these people,
98.4 per cent (43,942) had been approved for support through the
Commonwealth Home Support Programme (CHSP).
 At 31 December 2021, there were 23,779 people who were seeking a HCP at
their approved level, who had already been offered a lower level HCP.
Of these people, 63.3 per cent (15,041) chose to take an offered HCP,
28.1 per cent (6,682) were deciding on whether to take up their offer and
8.6 per cent (2,056) had not taken up their previous offer(s) of a lower level
HCP.
 Of the 68,429 people waiting for a HCP at their approved level at
31 December 2021, 99.0 per cent (67,721) had been provided the opportunity
to connect to some form of Commonwealth subsidised home care support.
 There were 32,853 approvals for a HCP in the December 2021 quarter.
 There were 50,400 HCPs released in the December 2021 quarter, at an
average of around 3,900 per week.
 There were 911 approved HCP providers with a home care service at
31 December 2021.

Home Care Packages Program – Data Report
3

874

INTRODUCTION
OVERVIEW
The Australian Government recognises that people want to remain living independently in
their own homes for as long as possible. To support this, the Government subsidises
packages through the Home Care Packages Program (HCPP) to provide home-based care
that can improve senior Australians’ quality of life and help them to remain active and
connected to their communities.
This report provides an update on the operation of the HCPP for the period between
1 October 2021 and 31 December 2021 (referred to as the December 2021 quarter for the
remainder of the report).
This report consists of four chapters:
 Chapter 1: assessment for home care and the number of approvals
 Chapter 2: the delivery of home care services
 Chapter 3: the prioritisation of people in the National Priority System (NPS), and
 Chapter 4: maximum exit amounts.
A Glossary is also provided at the end of the report explaining specific terminology and
abbreviations used throughout the report.
Data in this report was collected from systems and records held by the Department of Health
(the department) and Services Australia. Data was valid on the date of extraction. Data
extracted on a different date may vary from that in this report.
Further information on the HCPP, including eligibility, fees and recent reforms can be found
at https://www.health.gov.au/initiatives-and-programs/home-care-packages-program/aboutthe-home-care-packages-program.
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3. NATIONAL PRIORITY SYSTEM
NATIONAL PRIORITY SYSTEM
• The NPS allows for a nationally consistent and equitable process for assigning HCPs based
on people’s individual needs and circumstances, regardless of where they live. A person’s
wait time is dependent only on their date of approval and priority for service. The NPS is
refreshed each night to ensure the release of HCPs is up-to-date. HCPs are released on a
weekly basis to all four levels, across high and medium priorities.
• The NPS should be considered as more than a single queue. For example, the NPS includes
people who have accepted a lower level HCP that allows them to connect with home care
services early, as well as others who have not accepted a lower level HCP. It also includes
people that have approvals for other care types such as residential care and CHSP who may
not choose to take up their HCP.
• Independent and qualified Aged Care Assessment Teams (ACATs) assess a person’s needs
and, when making an approval for care, can approve a person for a HCP, residential care,
respite care, transitional care, and CHSP, depending on the person’s circumstances.
Therefore, based on care needs and choice, not everyone with a HCP approval will enter
home care. The majority of people assessed by ACATs are approved for permanent
residential care, reflecting their complex care needs.

ACCESS TO COMMONWEALTH HOME SUPPORT SERVICES
• In addition to receiving an approval for a HCP as an outcome of their assessment, most
people are also provided with approval to access CHSP to assist with specific care needs
identified during the assessment. Assessors provide these approvals to ensure people have
options to address care needs whilst awaiting their approved HCP.
• Of the 68,429 people in the NPS who were waiting on a HCP at their approved level at
31 December 2021, 98.2 per cent (67,200) had been approved for access to services through
the CHSP. Additionally, people retain the option of accessing some specific CHSP services
after they are offered a level 1 or 2 HCP when their budget has been expended or where
additional short-term episodic care is required. Diagram 1 shows that 99.0 per cent (67,721) of
people in the NPS at 31 December 2021 had been offered an interim level HCP and/or
approved for CHSP services.
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IN THE FAIR WORK COMMISSION
Matter(s): AM2020/99; AM2021/63 & AM2021/65
Re Applications by: Health Services Union (HSU) and Australian Nursing and Midwifery
Federation (ANMF)

STATEMENT OF MARK SEWELL

I, Mark Sewell of 2 Pine St, Albion Park Rail in the state of New South Wales state as follows:

Background

1.

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

2.

I have been employed by Warrigal for the past 20 years. I am currently employed as the
CEO and Company Secretary of Warrigal and have held this position for the past 13
years.

3.

Prior to this, I held the positions of deputy CEO and Operations Manager at Warrigal.

4.

I am also a national Director, NSW/ACT State Divisional Councillor and Illawarra South
Coast Regional Chair of Aged & Community Services Australia (the regional branch of
employer representational body). Through this regional role I facilitate regular forums and
meetings and provide guidance and support to, and obtain regular feedback from, the
other aged care providers in the region.
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5.

Prior to my employment with Warrigal, I was the Deputy Director Disability Services /
Regional Director South East Sydney for the NSW Department of Ageing, Disability &
Homecare for 6 years. In this role, I had responsibility for operational matters for NSW
disability services and aging policy implementation in the south east region.

6.

I have a:
(a)

Bachelors degree in Social Science;

(b)

Graduate Certificate in Public Service Management;

(c)

MBA in Business Law.

Warrigal

7.

Warrigal is 55 years old and was started by volunteers from the local rotary club, lions
club and other community groups in the Shellharbour region. The local rotary club, lions
club and other community groups established a care home in 1967.

8.

Since then, Warrigal has retained its charitable status and community roots and has now
grown to:
(a)

eleven residential aged care facilities spread across the Illawarra, ACT, southern
tablelands and southern highlands;

(b)

home care operations in Queanbeyan, Goulburn, Bundanoon and the Illawarra;

(c)

9 retirement villages connected to our residential aged care facilities. Those who
live at our villages can also access our home care services through the home care
package funding. When someone needs further support, they are encouraged to
move into Warrigal’s residential aged care facilities for residential respite or
permanent care; and
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(d)

Day-time Respite services offered at some of our residential aged care facilities
and accessed by either a fee for service arrangement or through the home
services program (CHSP).

9.

The Warrigal Way describes a philosophy of care that operates across all Warrigal
services, not just clinical care and safety, but ensuring engagement with and staying part
of the community. Even in high care services, everyone is encouraged to be active,
mobile, part of the community, to have visitors, partner in care with families, and
encourage a high level of volunteering.

10.

To provide services using this philosophy, Warrigal employs around 1500 employees and
roughly 350 volunteers from the community. This is broken down to approximately:

11.

(a)

1080 Personal Care Workers;

(b)

210 Enrolled and Registered Nurses;

(c)

245 Other support, including allied health, lifestyle, hotel services.

The services offered by Warrigal are holistic for all people as they get older, both the frail
elderly as well as the ‘Wellderly’ ie those who need community living and emotional
support but not personal care. This includes looking not just after clinical needs, but also
their spiritual, social and personal needs. To help achieve this Warrigal has chaplains,
lifestyle and entertainment staff and initiatives such as courtyard gardens and front lobby
cafés and a constant variety of social activities. We try to meet the personal, clinical and
health needs as well as elevate the happiness and socialisation needs of all our clients,
we call them customers.

12.

All of our offerings are integrated across a seamless system of services. Our residential
care homes, home care services and retirement villages are operated in the one service
team under the one operational management division.
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13.

Warrigal is currently undergoing a growth phase having recently acquired four homes, two
in Canberra, one in Albion Park and one in Wollongong. Three of these were previously
under Sanction status by the Quality and Safety Commission.

14.

We were asked by the Department of Health to consider acquiring one of these that
needed urgent operating assistance. The acquisition of homes coming out of sanctions
comes at an additional cost which Warrigal has to absorb as these facilities are not
permitted to receive new residents, and therefore do no receive subsidies from the
Government for those beds and rooms, usually for at least six months after going into
sanction.

15.

Warrigal has a community obligation to provide the best care it can and to take these
homes on and ensure these consumers and other older people in the area are provided
with a quality care service operated by a Not For Profit (NFP) operator for people with and
without financial means.

My Position

16.

As part of my role, I am responsible for the overall operations of Warrigal. I am continually
involved in the day-to-day operations as I directly support the operations leader, often
discussing operational matters daily, attend regular operational management meetings
and visit direct care sites on a regular basis.

17.

I report to a Board of Directors and have an Executive Team consisting of five direct
reports who ensure that the day-to-day operations run smoothly. Warrigal has a nonhierarchical structure where all customers and staff hear directly from the CEO and
Executive Team and are invited to contact them and give direct feedback.

18.

My role is based at our administration centre on site with one of our largest residential
aged care facilities. Prior to Covid, a regular part of my day, was to make my way through
4
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the facility and talk to volunteers, staff and any residents that are in the corridor and main
café, as well as the reception staff and the manager of the facility.
19.

COVID has impacted my normal ritual, however, whilst working from home I have
regularly visited one of the other facilities near where I live.

20.

I usually tour all of our residential aged care facilities twice per year, to see Warrigals
operations and allow our employees to familiarise themselves with me.

21.

Recently, I have attended five of our residential aged care facilities for a general visit. I
was at each facility for about two hours, talking to as many residents and employees as I
can during this time.

22.

I get to assess the environment, whether it’s safe and comfortable, hear general feedback
from the manager and their general interaction with the employees. I ask residents and
employees how their day is going. I sometimes end up in the staff room talking over a cup
of tea, a more relaxed way to get to know the reason our staff work for Warrigal, and ask
them about themselves, any issues they have.

23.

I refer matters identified during these visits on to the relevant executive for actioning such
as property or equipment improvements, access to training or transfers, etc.

24.

Last month I stayed with my Executive Team overnight at one of our Canberra aged care
homes, spent time in the dining and activity rooms with the residents and then attended
some shift handovers with staff. I have now done this practice three times at Warrigal and
ensure that my executive team does this as well to help us understand what life is like for
customers and staff in our facilities.

25.

I meet all of our new employees at their orientation. Warrigal has an onboarding week,
where they meet the CEO face to face, talk about the history and philosophy of Warrigal, I
ask why they chose Warrigal, and they also meet other members of the executive team.
This allows me to get to know the employees and they get to hear our expectations of
them at the start of their employment.
5
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26.

I also attend the consultative meetings with the Unions (Health Services Union, United
Workers Union and Australian Nursing and Midwife Federation) and in the unfortunate
event, any employee grievance meetings.

27.

It is important to me that I am accessible to Warrigal’s employees. We regularly run allstaff webinars where all staff are invited to ask questions and are advised of how to get
support and information to fulfil their work roles.

Governance of Warrigal

28.

I am heavily involved in the governance of Warrigal in my role as CEO and Company
Secretary.

29.

Over the last two decades the overarching legislation, the foundational Aged Care Act
1997 has generally remained the same, but there have been many partial amendments
including associated regulations and standards which have changed during this time.

30.

The industry has always been known as being very highly regulated, this has increased
even more with time.

31.

The process for accreditation has changed several times by successive governments;
they have granted the relevant regulatory body increased powers and it requires providers
to show more evidence in order to retain accreditation.

32.

The changes to the regulatory regime have become onerous at Warrigal. Warrigal, now
have a dedicated central care quality compliance team to undertake continual internal
audits, compliance documentation creation and regulatory support. This comes at a
material cost of around $1 million dollars per year, however, without this a lot of the work
would fall onto our direct care employees.

33.

Warrigal has always had at least one person, a Quality Manager, who assisted in its
compliance. However, over the last decade, the team has now been expanded to seven
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specialist employees. We have recently hired a new employee to assist with SIRS
(Serious Incident Response Scheme) reporting.
34.

At Warrigal, the residential aged care facility managers, deputy managers and RN’s, a
team of about 6 or 7 people at each home, spend a lot of time collating and preparing the
necessary documentation for our internal care compliance team, who are responsible for
developing the appropriate reports for the regulatory body.

35.

This allows our other direct care employees largely free to deliver care and report any
issues to the RN that may lead to potential breaches, may require reporting or require
follow through actions by an RN.

36.

In this respect, most of these changes to governance over time are managed by onsite
and central managers and senior clinicians.

37.

Our frontline care employees are having to be educated in when to report to their RN or
Manager, mostly they monitor the consumers and notice any changes.

38.

They are not required to keep comprehensive records; they use simple monitoring and
reporting charts to note that they have completed their tasks. They are required to report
anything they think is not right, monitoring of adverse effects of residents to someone who
can then determine if there is a concern for further action.

39.

Care employees are not expected to determine if a clinical problem/issue has occurred,
they are though required to report anything different to what they normally observe.

40.

Warrigal provides charts and forms and sheets for staff to do that, some use portable
devices, some report it straight into the iCare system, others like to report it on paper and
then sit down at the end of the shift and record their care activities into each consumers
file.

41.

I have witnessed a general level of frustration ‘on the floor’ amongst RN’s, regarding the
level of regulation and the requirement to complete increased levels of paperwork.
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42.

RN’s are spending more time recording their observations. RN’s would previously had
done half an hour of data entry, it is now about 1.5 hours per 8 hr shift.

43.

Clinical managers, who sit above the RN, used to spend 50% of their time doing
administrative activities, this is now about 80% of their time.

44.

The role of the care manager/clinical leader has changed. Much less verbal or face to
face.

45.

Most of the ‘direct care’ is now done by front line care employees.

The Wellderly are changing

46.

Originally when I entered the industry, aged care was a broad set of services for people
who included many who needed social support and low-level care.

47.

Consumers would access aged care for social support to combat loneliness, if they had a
lack of visitors at home to assist with personal needs, so they can have organised outings
and help around their new supported accommodation at the aged care home.

48.

As the federal government tightened their access requirements for residential aged care,
less people moved into facilities for low care support, over this time the home-care section
of Warrigal also experienced rapid growth to keep people out of residential aged care.

49.

This has resulted in the elderly only being approved to go into residential care if they have
high care needs and are towards the end of their life.

50.

Those coming into Warrigal’s care are now older, clinically frailer, less mobile and with
more complicated health conditions than two decades ago.

51.

A large portion of our customers have dementia, cognitive conditions or mental health
issues.
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52.

As a result of this, our front-line employees are now doing more physical support (with the
support of mechanical aids) to lift and reposition people, get the residents ready for the
day and to assist them with many simple but repeatable tasks such as toileting and
showering, eating etc.

53.

They also need to be able to diffuse emotional situations, as it can be understandably
frustrating for the residents to need help with everyday tasks.

54.

The residents often have limited support systems, I would estimate that approximately
30% of our residential aged care residents receive no visitors.

55.

The frontline care employees are increasingly providing social interaction social support
systems for the residents.

56.

We are now, more so than two decades ago, seeing a much shorter length of stay in
residential aged care. The length of stay being a range of between 5 months to 22
months.

57.

We often need to be able to assist the customers and their family with the process of
managing the end stages of their life and help them say goodbye well. This is required on
a regular basis in residential aged care.

The Work Environment

58.

The physical environment of residential aged care facilities has materially improved over
the last two decades. From my observations most residential aged care facilities are now
safer for both the residents and the employees.

59.

Most residential aged care facilities are now more purpose built to meet the needs of the
residents during the later stages of their lives. This includes wider hallways, single level,
large single rooms with air conditioning, ergonomic wheelchair accessible ensuites, and
large internal recreation rooms and courtyards.
9
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60.

There has also been an expansion in mechanical aids such as lifters and electric beds.
Warrigal has gone from 10% of residents in hospital style beds, to now having 100%
electric beds over the last 10 years.

61.

Electric lifters are now available for all employees to assist employees lift heavy and
immobile residents. No employee should undertake a single person lift anymore,
especially not without a mechanical aid.

62.

We engage Physiotherapists and Occupational Therapists who assess the residents,
source and provide them with walkers and wheelchairs to ensure that the residents are
appropriately supported to move about.

63.

Throughout the rooms and the facilities, tables and chairs are now aged care specific,
made to meet the functional needs of the residents.

64.

Warrigal spends more than $200,000 per year on new and replacement equipment (such
as lifters, high-lo beds) within its homes to assist the care staff with their duties.

65.

Warrigal’s care homes are now purpose built and community focused. They have café’s,
meeting rooms and therapy rooms. The focus of our homes is ensuring the residents have
their care and social needs met.

66.

When employees are visiting people in their own homes, it has all the complications of the
person’s own domestic environment, old bathrooms and kitchens, steps in the house etc.
There are more apartment buildings now too who have older people who receive home
care, even though they are better quality internal environments, the access arrangements
can create a challenge for staff to quickly and easily get in sometimes.

67.

For home care employees the work is fairly the same that it has been for a long time.

68.

Often their work is to attend to the domestic environment and cleaning and doing low
levels of personal care. One of the things that has changed would be contact with family
members, many older persons in their own home no longer have the family support levels
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they used to have, they may be lonely and require social support as well as low level
domestic or personal care.
69.

The issues faced by employees in home care, due to the environment not being a
workplace, have always been prevalent.

Funding and Operational Costs

70.

Warrigal is a not-for-profit organisation; this means we are not required to pay GST,
company tax or payroll tax.

71.

Our head office and overhead costs are very lean, sitting at about 10%.

72.

The directors are volunteers, and the executives receives no performance bonuses.

73.

All revenue is retained in the organisation and used to operate our services.

74.

The funding levels from the resident funding mix, the resident’s fees (are means tested)
we charge the residents and the donations we receive cover the cost of updating or
maintaining our equipment, the maintenance of our facilities, and all labour costs
associated with operating a residential care facility service.

75.

Warrigals community and charitable roots mean any additional fees charged to our
residents (outside of the funding we receive) is minimal.

76.

Warrigal also does not deny care to anyone on the grounds of affordability. We waive fees
for those who cannot afford them as there may be no other service offering in the area.

77.

Up until recently, Warrigal has been operating at a significant deficit for approximately
three years. This has only improved marginally with the new temporary resident basic
daily fee supplement of $10 per day, per resident introduced in 2021. This has enabled
Warrigal to start to ‘break even’, however, this is a temporary supplement and will be
removed when the new funding system is implemented.
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78.

Warrigal retirement villages are completely user pays, residents pay a ‘buy in’ amount and
pay fortnightly fees that are all set based on the services we provide and the costs of
those services. All our villages have separate levels of costs depending on what the
residents want/can afford.

79.

All of the village residents meet in a management budget committee each year to see if
they accept the fee levels Warrigal is proposing to charge.

80.

For some home care and respite clients we receive a low level of funding from our CHSP
clients, and we can charge them a subsidised hourly rate to provide them the services.
Our clients sometimes find it difficult to afford CHSP service fees as most are single
pensioners who live at home and do not have the means to pay even the subsidised
rates.

81.

Our home care package clients receive different levels of funding from the government
based on their externally assessed care needs. Warrigal can charge additional fees
based on means testing, however we sometimes don’t charge additional fees on top of
the funding we receive through the funding package as it’s a highly competitive service
growth environment and our charity status seeks to ensure we are accessible to all.

82.

In our home care operations, we are managing to break even.

83.

Overall, we try to offer an annual increase in wage rates for our employees that is above
the CPI, however, the ACFI funding increases have been below the CPI for the last 10
years. This means that more and more of our funding is put towards wages and we no
longer have additional funds to pay our employees more than the Enterprise Agreement
rates.

Technology changes
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84.

Our employees are coming to us knowing how to use social media, search the web, book
something online and text. These are all general skills which easily translate to use the
care systems which Warrigal uses as they are largely based on smart phones and tablets.

85.

Only a few years ago the corporate systems were very complicated, now most are user
friendly systems and staff need less training on how to use our systems that are mostly
intuitive to use.

86.

There is some training required to help employees navigate our systems for the first time,
but this training is no longer complicated.

87.

The current systems that Warrigal have in place are: iCare care records, Med Mobile
medication management, Epicor client billing and records, eStaff Payglobal payroll, Ento
rostering, eProperty Mex asset maintenance, Whisper text messaging, Explore inline
training, Microsoft Outlook email, Chrome web browser, Zoom online meetings and
webinars, etc.

Training and Qualifications

88.

Most of our internal, and external training, is conducted online. We found that most
employees did not like the inconvenience of face-to-face training that was conducted and
prefer online training where and when they wish.

89.

The mandatory training Warrigal provides each year to all employees is:
(a)

Orientation to Warrigal;

(b)

Covid19;

(c)

EEO, Discrimination, Bullying and Harassment;

(d)

Fire awareness and evacuation;

(e)

Infection control;
14
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90.

(f)

Privacy legislation; and

(g)

Serious Incident reporting.

All of our mandatory training is online, and the employees can access their qualifications
quickly, they are also uploaded into our systems automatically so there is no delay in this
process. Some training will require an in-person competency assessment such as hand
washing or manual handling.

91.

Mandatory training has always been required. There has been an increase in the number
and type of mandatory training required due to regulatory changes and changes to the
current work environment, for example COVID-19.

92.

Preferably, we would like our care employees to come into Warrigal with a certificate III
qualification. This is as we consider having a certificate III gives the employee a minimum
base line knowledge of what it is like to be in this care level position. The certificate III
gives these employees an understanding of the philosophical foundation of aged care and
the social and personal needs of those coming into care, which is required from day 1 in
this role.

93.

What a Certificate III cannot teach is the attitude and maturity required of this role that we
are looking for personal carers. From my experience, the required time to be a
experienced carer is around 3 years.

94.

There has been no change in the qualification requirement for our registered nurses,
property service employees and cooks and chefs etc.

95.

Warrigal also encourages career progression in Warrigal. In this respect we encourage
our employees to achieve their Certificate IV in aged care, become qualified in frontline
team leadership, or to start their nursing career with us and get an EN or RN qualification.
It is important that we provide and support these career development opportunities in
order to retain our staff.
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Engagement with external persons and bodies

96.

Frontline employees are required to have a level of good customer service skills,
interpersonal skills for personal interaction with the families of the residents. This has
always been the case.

97.

If a family member or person responsible wants to visit or seek information on their loved
one, they will ring into the reception and ask for the information manager of nurse in
charge or make a time to visit.

98.

The reception is generally the first point of contact within the facility. A visit can also be
booked though our online portal visitor management system.

99.

Our system requires that the manager of the facility approve the visit time and screening
criteria.

100.

If the family/personal responsible of the consumer requires information about their loved
ones, this will generally be referred to the RN in charge of the shift or the care manager in
charge of the day.

101.

If the family/personal responsible is in the room, a carer can speak about the general
happiness or wellbeing of the resident. If the question relates to clinical care, it will be an
RN or EN who will provide this information.

102.

If there is a complaint, this may be expressed to a carer who then refers this onto the
person in charge of the facility. It is not the responsibility or requirement that a carer deals
with this and seeks to clarify, report or resolve the complaint.

103.

Sometimes the family/personal responsible have enormous issues such as grief which our
employees may need to respond to, but they are not expected to manage this alone or
respond to resolve these issues. Even so, our employees can receive grief management
training especially if involved with palliative care implementation.
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104.

Our front-line employees need to have the skill to diffuse sensitive situations and know
when to refer issues to their supervisor. These skills have always been required.

105.

Police or Quality and Safety Commission Officers may be shown to a waiting room by a
carer or answer general questions about the facility or a policy but are not expected or
required to give formal information or reports about a critical incident or serious concern.
This is referred to the person in charge.

106.

Police may ask a carer or others present at the time questions about an incident,
however, this is only given in the capacity of the witness to an incident not someone
offering inter-ramble professional opinion or assessment.
Set out in Annexure MS-01 is the Warrigal Incident management procedure

107.

From my experience, I would state that there has been increase in engagement with
formal external authorities and regulatory bodies and a decrease in engagement with the
family given the changes to the fabric of our society.

108.

In home care there has been a decrease in engagement with the family. A carer may be
asked to ring a family member and explain the visit or give a general update on the client,
how the visit went or discuss what the client needs. The questions being asked are within
the scope of their role as the carer, any formal requests about detailed clinical or legal
matters or any changes to the care plan will need to be referred to the supervisor.

109.

There is no expectation that employees discuss matters they are uncomfortable with,
including confidential information about the client. We ensure that our employees know
they are to say ‘no’ when required and refer any concerns to their supervisor.

110.

Some front-line employees would feel pressured and might agree to discuss details
outside of their scope of work, but that is in contravention of Warrigal’s instruction.

111.

The expectations on the level of engagement between the provider and the person
receiving care and their family/person responsible have largely remained the same.
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However due to the change in the consumers health complexity, there may be a
requirement for the provider to engage and communicate more often.

Composition of the workforce
Residential care
112.

The client group/service profile and workforce profile have all changed over the last two
decades. However, the core nature of the work hasn’t changed, we are still supporting the
oldest people in the community through to their last day of life.

113.

The role of the RN has shifted since I have been in the industry. From my experience, the
role has now changed to be more administrative in nature. What I mean by that is that
RN’s are now spending more time undertaking duties such as compiling reports,
conducting audits of documentation and completing care plans.

114.

Due to this, RN’s are no longer undertaking as much hands on direct care as they once
were.

115.

It is the Warrigal experience that this has lead to personal care workers working under the
general supervision of RN’s rather than alongside the RN. The ultimate decision making
regarding the care remains with the registered nurses and care managers.

116.

Our personal care workers are well supervised and supported to perform their role. A
registered nurse is available in each building, and in most circumstance in each
‘community or neighbourhood’ (the way that residents are grouped at Warrigal) should
they require assistance, and our employees have online and hard copy resources they
can refer to as well. A carer will always be able to have access to the RN, a clinical nurse
specialist, a deputy manager (who is an RN), or a care manager (who is RN). There are
also more qualified carers (eg Certificate IV or Enrolled Nurses) in the team they can go to
as well.
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117.

The personal care worker, then performs standardised work in accordance with the care
plan. The physicality of the role has been reduced and has become more cognitive. There
is an increased expectation around engagement with the consumer.

118.

A certificate III or certificate IV qualified personal care worker, or one with many years of
experience, may be asked to give input on care planning, be involved in the shift
handover or be asked to give observations or feedback on regular contact residents.
Set out in Annexure MS-02 is the Warrigal position descriptions.
Home Care

119.

A carer usually works alone.

120.

Home care is supervised in a different manner as the supervision is not direct or inperson. However, they are being supervised by the home care manager or a coordinator
who is a phone call away. They can contact the relevant person and usually get a
response within 15 minutes. The changes in technology, such as video and picture
messaging, have also meant that there are more methods for consultation and
supervision.

121.

No one is working unsupervised or without prompt access to support.

122.

No one needs to make a serious decision without support or supervision. Our home care
employees are trained in assessing risks. They are guided by our policies from the time
they enter the home, to turning on switches and noticing changes in the consumer. set out
in annexure MS-03 is a copy of the Warrigal Safety Assessment guide

123.

A carer, in most circumstances, is not required or expected to make a judgement call
regarding a matter outside of their scope of work without first consulting a supervisor.
Unless it is an emergency situation (such as calling an ambulance).
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Medications
124.

Whilst medications are mostly managed and given by nurses, certain personal care
workers are now more involved with medications in residential aged care.

125.

A certificate III or certificate IV personal care worker, with a medication unit competency
and having undertaken internal policy training, can assist a resident with their
medications. This ensures that the carer has the minimal knowledge of the framework of
medications and side effects and has an understanding of what a nurse might say about
the medication.

126.

This work generally involves:
(a)

the personal care worker checks how the resident prefers their medication as per
their care plan;

(b)

the carer then checks the blister packaging to ensure the packaged medication is
for the correct resident;

(c)

checking the medication is the right medication as per the medication chart;

(d)

then assist or observe the resident with taking their medication; and

(e)

enter the information into the medication chart.
set out in Annexure MS-04 is a copy of the Warrigal medication procedure for
residential care.

127.

If a carer has a concern with the medication, the details or the effects, they do not have
the discretion or decision-making authority to make a decision to change the med or treat
a side effect. Having carer’s assist with certain medication processes allows more time for
the RN to be on the floor doing their rounds, seeing residents and undertaking schedule 8
medication rounds.

128.

In home care, personal care workers may assist the client through medication monitoring.
This means that they ensure that the client has taken their medications. Similar to
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residential care, this requires the personal care worker to conduct all of the necessary
checks to ensure that the customer and their medication are identified including the six
rights of medication administration or monitoring ensuring the:
(a)

right person;

(b)

right medication;

(c)

right dose;

(d)

right time;

(e)

right route; and

(f)

right documentation

set out in Annexure MS-05 is a copy of the Warrigal medication procedure for home care.
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INCIDENT MANAGEMENT SYSTEM
POLICY & PROCEDURE

"MS-01"

1. POLICY STATEMENT
Warrigal is required to have effective systems and practices for preventing and managing all incidents,
including the use of an incident management system (IMS). The IMS supports the service to deliver safe
and quality care and services for residents/customers and to provide appropriate support for those
affected by an incident. It will also assist in taking action to prevent incidents from recurring and to
continuously improve.
Warrigal operates in the best interests of our residents/customers and provides a safe and healthy
environment where incidents are managed effectively and risks minimised. This is assured through
proactive care, the reassessment of resident’s/customer’s individual needs, preferences and goals and
the implementation of appropriate actions in an environment of continuous improvement and open
disclosure.
Incident management is consistent, inclusive and coordinated to provide residents/customers with a
person centred approach. This includes the identification, notification, investigation and analysis of
incidents with established performance indicators and compliance monitoring.
The incident management system, supports Warrigal to take appropriate action when there is an alleged,
suspected or witnessed incident. The IMS supports Warrigal to identify, record, manage and resolve
incidents and report serious incidents.
The IMS supports the Charter of Aged Care Rights, the Quality Standards, Open disclosure and clinical
governance requirements and the approach is based on resident/customer dignity and choice. The
Quality Standards 3, 6 and 8 relate particularly to the IMS and Warrigal’s responsibilities.
2. KEY ROLES AND RESPONSIBILITIES
The following responsibilities apply to Warrigal Board members, staff and volunteers.
The IMS sets out the roles and responsibilities of staff members in identifying, managing and resolving
incidents and in preventing incidents from occurring.
It is Warrigal’s responsibility to ensure that staff are aware of the IMS and understand their
responsibility to comply with these requirements. The IMS includes requirements for the provision of
training to staff in the use of, and compliance with, the IMS.
Board of Directors
(Care Governance
Committee)
Chief Executive
Officer

Executive Leaders

Operational Quality
and Compliance

1.1 To be advised of clinical indicators, benchmarking results and actions
taken to reduce incidence
1.2 Have oversight of meeting legislation responsibilities in relation to
incident reporting.
2.1 All significant incidents are immediately managed and reported as
assessed in a timely manner to the Board and the Board receives
regular communication until completion of the process.
2.2 That there are effective risk management strategies implemented to
minimise incidents.
3.1 Systems and resources are in place to enable the effective reporting,
recording, investigation and implementation of recommendations as a
result of an incident.
3.2 To receive advice of reportable incidents.
3.3 Recommendations derived from incident investigations are
appropriately addressed and effectiveness evaluated.
4.1
To
receive
completed
reportable
incidents
via
reportableincidents@warrigal.com.au
4.2 To maintain a master register of reportable incidents.
4.3 To report to the Executive Leader and Care Governance Committee
on incidents.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document
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Residential Services
Manager/Person in
Charge/General
Manager/Community
Home Services
Manager

Deputy Residential
Services
Managers/Assistant
General
Managers/Community
Home Services
Coordinators

Village Services
Coordinator

Registered
Nurse/Person in
Charge/Community
Home Services
Coordinator

4.4 To export via the electronic clinical information system an incident data
report and forward to QPS Benchmarking as required.
4.5 To forward the clinical data spreadsheet to Residential Care Homes
by the designated timeline.
5.1 Residential Care:
 To oversee all incident forms.
 To follow Reportable Incidents Policy and Procedure
 To assume responsibility where the severity of the incident is such
that the outcome of the investigation requires escalation.
 In conjunction with the Deputy Residential Services
Manager/Assistant General Manager, and by the designated
monthly deadline, ensure that the clinical data for the month is
accurate (cleansed) for forwarding to QPS Benchmarking.
 To review any analysis of QPS Benchmarking reports.
5.2 Community Home Services:
 Receive completed incident forms and initiate any required
actions.
 Make any notifications required (Person Responsible, Medical
Officer).
 To document the incident or near miss on the appropriate incident
form or reporting system and on the Incident Investigation form
if required.
5.3 To initiate where required an Incident Investigation form and forward
within designated timelines to the Executive Leader and the
Operational Quality and Compliance Manager, including any incident,
that under legislation, requires reporting under SIRS.
5.4 In conjunction with the Deputy Residential Services
Manager/Assistant General Manager / Community Home Services
Coordinator, for implementing, where possible, any recommendations
following any investigation of an incident or near miss.
6.1 To review all reports of incidents and near misses.
6.2 To ensure the person responsible has been notified of the incident,
where warranted.
6.3 To ensure the Medical Officer has been advised where the incident is
health related.
6.4 In conjunction with the Residential Services Manager/General
Manager/Community Home Services Coordinator, for implementing,
where possible, any recommendations following any investigation of
an incident or near miss.
6.5 For Residential Care:
 In conjunction with the Residential Services Manager/General
Manager, and by the designated monthly deadline, ensure that
clinical data for the month is accurate (cleansed) for forwarding to
QPS Benchmarking.
 To receive QPS Benchmarking reports, analyse results, identify
trends, and action where there is an identified need.
7.1 To report incidents/accidents and near misses through the eStaff
Health and Safety Incident / Accident reporting system that:
 They are advised of, and
 Intervention of Property Services if required.
8.1 To initiate an assessment of any incident or near miss and determine
the need to report to a more senior manager.
8.2 For Residential Care to report any incident to the Residential Services
Manager /General Manager that under legislation is a reportable
incident (SIRS).
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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Staff – Residential
Care

Staff – Community
Home Services
All staff

Volunteers

8.3 To document the incident or near miss on the appropriate incident form
or reporting system and on the Reportable Incident Investigation form
if required.
8.4 For advising the persons responsible of an incident if warranted.
8.5 For advising the resident/customers Medical Officer of an incident
where it is health related.
8.6 For ensuring that both the person responsible and the Medical Officer
are notified in the event that an incident results in hospitalisation.
8.7 To undertake an initial investigation of any incident or near miss and
where the incident is as a result of a hazard, report the hazard
accordingly.
8.8 To initiate any revised interventions, arrange Medical Officer follow up,
undertake any new assessments required and update the care plan.
8.9 To review all incomplete incident reports and ensure all mandatory
fields are completed and all other fields as required.
8.10 To complete all incident reports in electronic clinical information
system
9.1 To report all incidents or near misses to the Registered Nurse/Person
in Charge.
9.2 To report any incident to the Registered Nurse/Person in Charge that
under legislation are reportable incidents (SIRS).
9.3 For Residential Care Services, initiate a clinical incident report in the
electronic clinical information system for any incident witnessed or
advised of.
10.1To report all incidents /accidents or near misses to their
Coordinator/Manager.
11.1 To advise the Village Services Coordinator of any incident/accident
or near miss that they are aware of involving Village customers that
would require escalating to Property Services.
11.2 Attend training on responsibilities under SIRS
12.1To advise the Registered Nurse/Person in Charge of any
incident/accident or near miss that they are aware of involving
residents/customers.
12.2 To advise the Village Services Coordinator of any incident/accident
or near miss that they are aware of involving Village customers.

FEEDBACK AND COMPLAINTS
The incident management system should also draw from the Warrigal’s feedback and complaints.
Incidents and near misses are identified and reported by residents/customers and their
families/representatives, which may mean it is first recorded through the feedback and complaints system
and processes, and must subsequently be captured by the incident management system.
The IMS supports a ‘blame free’ culture, with a focus on understanding, learning and improvement,
encourages staff to report incidents and to learn from them. It also supports staff, residents/customers and
their families or representatives to collaborate and work on solutions when things go wrong.

3. PROCEDURE RESIDENTIAL CARE
The management of incidents must be focused on the safety, health, wellbeing and quality of life
of the residents/customers. Warrigal responds to an incident by:


assessing the support and assistance required to ensure the safety, health and well‑being
of persons affected by the incident; and

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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providing that support and assistance to those persons; and to ensure the safety, health
and wellbeing of those affected by the incident and providing that support and assistance;
and
assessing how to appropriately involve each person affected by the incident, or a
representative of the person, in the management and resolution of the incident; and
involving each person or representative in that way; and
using an open disclosure process.

3.1 RESIDENTIAL CARE
3.1.1 The current domains for the reporting of incidents in the residential care home are:
 SIRS
 NDIS
 Behaviours
 Falls
 Medications
 Skin Injury
 Infections
 Other
3.1.2 All incidents are to be reported and recorded in the relevant electronic clinical information
system incident form which will populate a progress note entry. Warrigal Clinical Business
Rules are to be followed.
3.1.3 If an incident prompts an assessment review, the care plan is updated based on the outcome
of the assessment review.
3.2 IDENTIFYING AN INCIDENT
3.2.1 Incidents or a near miss can be identified through a number of mechanisms, including:
 Direct observation
 Audits
 Team discussions
 Staff handover
 Reports received
 Staff meetings
 Comments and complaints
 Chart reviews
3.2.2 Families/person responsible/visitors can report an incident or a near miss in a number of
ways - most commonly:
 Verbally
 Completion of a “Share Your Thoughts With Us” form
 By a complaint/concern mechanism
3.3 ACTION TO BE TAKEN WHEN AN INCIDENT OCCURS
In responding to incidents, staff need to consider the individuals involved, the level of harm (or potential
harm) to these individuals and the circumstances surrounding the incident. Each incident will require
a tailored and considered response to ensure the health, safety and wellbeing of all people involved
and to explore how similar types of incidents can be prevented or mitigated in the future. Provide
information about access to advocates such as independent advocates and the National Aged Care
Advocacy Program).
3.3.1 Report the incident to the Registered Nurse/Supervisor after the situation has been made
safe and any initial care needs have been attended to.

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document

930

Page 4 of 16

INCIDENT MANAGEMENT SYSTEM
POLICY AND PROCEDURE
3.3.2 The Registered Nurse/Supervisor is to assess the severity of the incident to prioritise any
actions and to prevent or minimise any future reoccurrence (Refer to the Incident
Management flowchart and follow the process).
3.3.3. Depending on the injury, actions could include:
 Call for assistance
 Provide immediate care
 Gather information
 Involve other health professionals if required
 Take observations
 Call an ambulance for a transfer to hospital
 Notify person responsible
 Notify Medical Officer
 Make situation safe to prevent any reoccurrence
 Ensure the safety of other residents/customers and staff if applicable
 Remove and/or make safe any faulty equipment if applicable
3.4 ASSESSING INCIDENTS
In accordance with section 15LA of the Quality of Care Principles, Warrigal must assess:
 whether the incident could have been prevented
 what, if any, remedial action needs to be undertaken to prevent further similar incidents
from occurring, or to minimise their harm
 how well the incident was managed and resolved
 what, if any, actions could be taken to improve your management and resolution of
similar incidents
 whether other persons or bodies should be notified of the incident.
Undertaking any actions identified through the assessment, including to notify the relevant persons
identified, minimise risks, prevent future incidents from occurring and improve the approach to
managing incidents.
3.5 INCIDENT REPORTS AND NOTIFICATIONS
3.5.1 The Registered Nurse/Supervisor to advise the manager of all incidents.
 The manager/delegate is to complete an Incident Investigation form if the incident
warrants such notification to the Commission or meets the Warrigal criteria.
 Reportable incidents must be reported to the Aged Care Commission and NDIS
Commission where relevant to comply with legislative requirements. Refer to the
Reportable Incidents Policy and Procedures for further information located on the
intranet.
3.5.2 All identified resident/customer incidents are to be documented at the time of the incident.
 A clinical incident report is to be initiated by the staff member who witnesses or is advised
of the incident, as soon as possible and before the end of the work shift. This is to be
reported to the Registered Nurse Supervisor immediately.
 The staff member is to initiate an incident form in electronic clinical information
system as per procedure and document as much detail of the incident in the report
as available.
 Once all information available is recorded, the staff member is to “save and exit” the
incident form.
3.5.3 The Registered Nurse/Supervisor/Manager is to advise the person responsible of the
incident.
 The preferred method of providing this advice is by telephone unless there is specific
instructions for another method of communication to be utilised.
 Email is not to be used unless specifically requested.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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WHS meetings

3.8 REGISTERED NURSE / SUPERVISOR RESPONSBILITIES
3.8.1 It is the Registered Nurse / Supervisor responsibility to:
 Review all incomplete incident reports.
 Ensure all mandatory fields are completed.
 Ensure all fields are completed where possible.
3.8.2 It is the Registered Nurse / Supervisor responsibility to:
 Implement any required interventions.
 Arrange for any follow up with the Medical Officer or other health professional if required.
 Make contact with the person responsible if required.
 Where there is a change in care needs, undertake a new assessment to reflect the
change in care needs and revised interventions
 Once the new assessment is completed, which automatically populates the relevant
domains, review and amend the care plan.
3.8.3 Once satisfied that all appropriate actions has been undertaken, the Registered Nurse is
responsible for “completing” the incident in electronic clinical information system on the shift
of the incident being reported.
3.8.4 At the beginning of each shift the Registered Nurse is responsible for checking incident
reports for the previous 24 hours to ensure all have been reviewed and completed.
 Any outstanding incident reports are to be completed. The time frame for
reviewing/resolving incidents will vary depending on the incident. All incidents should be
reviewed and resolved at the earliest possible time.
3.8.5 If at any time the incident report requires editing, the original incident form is to be archived
from management reporting.
3.9 DEPUTY RESIDENTIAL SERVICES MANAGER /ASSISTANT GENERAL MANAGER
RESPONSIBILITIES
3.9.1 Deputy Residential Services Managers/Assistant General Manager has the responsibility for:
 Reviewing incident forms.
 Editing incident forms as required.
 Escalating the incident to the Residential Service Manager/General Manager as
required.
3.10 RESIDENTIAL SERVICES MANGER /GENERAL MANAGER RESPONSIBILITIES
3.10.1 Managers have the responsibility for having oversight over all incidents.
3.10.2 Providing clinical governance to ensure the incident is managed effectively.
3.11 INCIDENT DATA COLLECTION
3.11.1 All incidents are to be recorded and entered into electronic clinical information system
3.12.1 Residential Services Manager/General Manager/Deputy Residential Services
Manager/Assistant General Manager to ensure that the incident data is accurate
(cleansed) as per the QPS Benchmarking Business Rules.
3.13.1 Incident monthly data (including vacant bed days) is collated and forwarded to QPS
Benchmarking for analysis by 4.00pm on the third working day of each month.
3.14.1 Operational Quality and Compliance team (OQaC) to forward a clinical data spreadsheet
to each residential care home to assist with their analysis.
ROOT CAUSE ANALYSIS (RCA)
The Commission may request that an internal or external investigation be undertaken. Under these
circumstances an RCA may be required.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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Warrigal has criteria and a process to follow when conducting an RCA. Refer to RCA procedure.
TREND ANALYSIS & REPORTING – RESIDENTIAL CARE
The Warrigal incident management system allows the collection of data that enables the review and
analysis of recurrent issues including patterns of abuse, and continuously improve the prevention and
management of incidents and provide information to the Commission.
Information about incidents will be used to identify and address systemic issues, review management of
these risks, feedback and education to staff and to improve Warrigal’s capability to prevent, manage and
resolve incidents.
The monthly QPS incident data is analysed by the management team, and this information is reported to
the Board on a monthly basis and to the Care Governance Committee on a quarterly basis.
The reportable incident data is discussed at staff meetings and resident/relative meetings to share
information about the trends and actions being taken to reduce the risk of incidents and how incidents are
managed.
The incident data summary results are discussed at the Specialised Care Practice Committee.
Lessons learned are shared and organisational-wide systems reviewed and processes and incorporate
with the continuous improvement system – eImprove. This may include de-identified communication of
outcomes of a reportable incident where changes are made to systems, procedures and practices.
A review of WHS incidents and any correlation with resident/customer incidents will be reviewed.
When a WHS incident occurs involving staff and a resident/customer interaction, the incident details are
submitted into e-Staff. This information is investigated by the facility manager and the WHS manager and
recorded in the WHS incident register. WHS reports include the Warrigal injury trend analysis, site injury
trend analysis and monthly safety report and these will be reviewed by managers to determine contributing
factors and any trends related to clinical incidents, staff incidents and hazards.

4. HOME SERVICES
4.1 Home Services
4.1.1 The current domains for the reporting of incidents in Home Services are:
 Aggressive Episode
 Falls
 Feed Back
 Medication
 Skin Tear
 Wound
 Other
4.2 Identifying an Incident
4.2.1 Incidents can be identified through a number of mechanisms, including:
 Direct observation
 Audits
 Team discussions
 Reports received
 Staff meetings
 Staff feedback
 Comments and complaints
4.2.2 Families/responsible persons/visitors can report an incident in a number of ways – most
commonly:
 Email
 Face to face
 Verbally
 Completion of a “Share your Thoughts With Us” form
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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4.3 Immediate actions to mitigate any incident
4.3.1 When an incident or near miss occurs, actions to mitigate the incident are to be undertaken
immediately.
4.3.2 If the incident results in an injury refer to the Incident Management flowchart for the process
to follow. Depending on the injury, actions could include:
 Call for assistance
 Provide first aid
 Call an ambulance
 Notify the Home Services Manager/Coordinator
4.3.3 Initiate actions that could assist to mitigate an incident including:
 Provide immediate care
 Make situation safe to prevent any reoccurrence
 Ensure safety of other customers and staff if applicable
 Apply first aid if applicable
 Remove and/or make safe any faulty equipment if applicable
4.4 Incident reports and notifications
4.4.1 Staff to report all incidents via telephone to the Home Services Coordinator/Manager
immediately upon being made aware of the incident and the situation has been made safe
and any initial care needs have been attended to.
4.4.2 An accident/incident form is to be completed and forwarded to the Coordinator/Manager as
soon as possible but within 24 hours.
4.4.3 The Home Services Manager/Coordinator to:
 Initiate any required actions within 24 hours.
 Make any notifications required (e.g. person responsible, Medical officer).
 Make an entry in the HCM history based on the accident/incident form.
 Upload any documentation received in relation to the incident in the customer’s history
in HCM.
 Where required initiate an assessment review and update the care plan based on the
outcome.
 Initiate any actions to prevent or minimise any future reoccurrence.
 Initiate an Incident Investigation form if the incident warrants such notification.
4.4.4 The Home Services Coordinator is to advise the persons responsible of the incident if
warranted.
 The preferred method of providing this advice is by telephone unless there is specific
instructions for another method of communication to be utilised.
 Email is not to be used unless specifically requested.
 Record in the HCM history all communications / attempted communications.
 Explain any process that may need to be implemented.
 Initiate the Open Disclosure process where required.
4.4.5 The Home Services Coordinator is to advise the customers Medical Officer if the incident is
health related.
 The preferred method for providing this advice is by facsimile unless there are specific
instructions for another method to be used.
 Record in the HCM history all communications / attempted communications.
4.4.6 In the event that the incident results in hospitalisation of the customer, the persons
responsible and the Medical Officer are to be notified.
4.4.7 Privacy and confidentiality requirements are to be maintained at all times.
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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4.5 Incident Investigation
4.5.1 An investigation of all incidents and near misses is to be undertaken. The home Services
Coordinator is responsible for the initial investigation of incidents.
 The initial investigation is to be completed as soon as is possible and for a serious
incident within 48 hours of the incident.
 If the severity of the incident is such that the outcome of the investigation requires
escalation, the Manager will assume responsibility.
4.5.2 Should an incident investigation result in revised interventions for a customer, these are to
be documented in the customers care plan.
4.5.3 All new interventions must be communicated to relevant staff in a timely manner. There are
various communication tools available including email, staff meetings and case
conferences/reviews.
4.6 Action as a result of incident investigation
4.6.1 The Manager/Coordinator is responsible for implementing, where possible, any
recommendations following an investigation of an incident.
4.6.2 Recommendations are to be implemented as soon as possible.
4.6.3 The care plan is to be updated.
4.6.4 Any recommendations implemented are to be monitored and assessed for effectiveness.
4.6.5 Where recommendations cannot be implemented, the reasons as to why they cannot be
implemented are to be documented.
4.6.6 The implementation of any recommendation that may initiate improvements is to be
included in the continuous improvement plan.
4.6.7 Where any investigation leads to learnings that may be able to be incorporated more widely
within Warrigal, these learnings are to be shared as appropriate. This can be through
available mechanisms such as:
 Medication Advisory Committee (MAC) meetings
 Specialised Care Practice Committee meetings
4.7 Incident data collection
4.7.1 All incidents are to be recorded and entered in HCM history clinical indicators as per
procedure.
4.7.2 Data is collated quarterly and forwarded to QPS Benchmarking for analysis.
5. VILLAGE SERVICES
5.1 All incidents and accidents are to be reported. These are generally reported through:
 Email advice received through the INS Lifeguard system when a customer activates
that system
 By staff – either by email, verbally or via the telephone
 By Volunteers – either verbally directly or by telephone
5.2 Where the customer has a nominated person responsible and there is a documented instruction
to do so, Village Services make contact with the person responsible to advise of the incident.
5.3 This advice to the person responsible is to occur, where possible, on the same day as the report
is received. If the advice is not able to be provided on the same day, or the incident occurs
out of business hours, then as soon as feasible on the next business day.
5.4 At a suitable time following the incident and where feasible, Village Services are to make a
welfare contact with the customer person responsible to ascertain the status of the customer.
5.5 Additional welfare contact is to be made where requested and/or warranted.
5.6 Each contact made to be documented with the date and contact details recorded and filed
appropriately.
5.7 Reported incidents / accidents and near misses are to be reviewed by Village Services to
determine if any preventative action is required.
5.8 Initiate any actions that could assist in mitigating an incident, including:
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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Initiating an eStaff Health and Safety Incident and/or Hazard report.
Initiating an eProperty request where required.

6. ALL SERVICES
6.1 Near Miss
6.1.1 All incidents that have the potential to cause harm or damage (near misses) are to be reported
in the same manner as actual incidents.
6.1.2 Any actions that are identified as required to mitigate any potential near miss are to be
undertaken in the same manner as if the incident actually occurred.
6.1.3 Reporting near misses builds a safety culture where learning from events occurs and risks
can be understood and incidents prevented from occurring. Staff should be supported to
recognise and report near misses and be part of the learning and quality improvements that
come out of near misses or close calls.
6.2 Open Disclosure
6.2.1 Where an incident may require open disclosure as part of the incident management
process, the Open Disclosure policy and procedure is to be followed.
6.3 Continuous improvement
In accordance with section 15LB of the Quality of Care Principles, information must be collected
relating to incidents to continuously improve the prevention and management of incidents,
including to:
 identify and address systemic issues in the quality of care you provide
 provide feedback, support and training to staff about preventing and managing incidents.
This information must be regularly reviewed to assess the effectiveness of the prevention and
management of incidents and determine what, if any, actions could be taken to improve the
approach.
Any actions identified will be undertaken to ensure the continuous improvement of Warrigal’s
approach to managing incidents.
6.4 Clinical Governance
6.4.1 Warrigal provides timely escalation of Priority 1 and Priority 2 incidents including where
required immediate notification by the Executive Leader to the CEO who will advise the Board
of Directors if required.
6.4.2 Warrigal has a Care Governance Committee – a subcommittee of the Board of Directors that:
 Meets quarterly
 Reviews clinical incident data and trend analysis
6.4.3 Warrigal’s Board of Directors meet monthly:
 Receives a report on Priority 1 incidents including information on a balanced
scorecard report.
 Receives reports from the Care Governance Committee.

7. Record keeping
All incident records must be retained for a period of 7 years after 30 June of the year the incident was
identified.
8. STRATEGIES TO REDUCE RISK OF ABUSE OR HARM
Warrigal has processes in place to minimise the risk of abuse or harm to residents/customers and staff
including:
8.1 A Code of Conduct for staff and volunteers including the NDIS Code of conduct
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
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8.2 Annual staff training about the Serious Incident Response Scheme (SIRS) and abuse of
people with disability; (forms part of the annual mandatory training program)
8.3 Application of the Charter of Aged Care Rights in the provision of services
8.4 Appropriate selection and screening of staff, contractors and volunteers
8.5 Staff access to policies and procedures outlining responsibilities
8.6 Provision of a safe environment
8.7 Access to supervision and support from Management
8.8 A hazard and incident reporting system
9. ENGAGING WITH RESIDENTS/CUSTOMERS, FAMILIES AND REPRESENTATIVES
Residents and customers will be informed about Warrigal’s incident Management system and that it
supports safe, quality care. Feedback and the reporting of near misses and incidents from residents and
customers will be encouraged.
10. DEFINITIONS
Charter of Aged Care
Rights (Charter)

Clinical governance

Clinical Incident

Describes the rights of consumers of Commonwealth-funded aged care
services to be consulted and respected. Provides the same rights to all
consumers, regardless of the type of subsidised care and services they
receive. The Charter is made under the Aged Care Act.
Clinical governance is an integrated set of leadership behaviours,
policies, procedures, responsibilities, relationships, planning,
monitoring and improvement mechanisms that are implemented
to support safe, quality clinical care and good clinical outcomes for each
consumer. Refer to (Standard 8(3) (e).
Any unplanned event which causes, or has the potential to cause, harm to
a resident/customer.

Clinical Significant
Incident

A significant incident is an event or circumstance which could have or did
lead to unintended and/or unnecessary harm to a resident/customer,
another individual or the organisation. Examples include a prolonged
hospitalisation; unexpected death; serious physical/psychological injury;
any incident that has the potential to involve a third party. This includes
incidents notifiable to Government Department.

Corporate Significant
Incident

A significant incident that relates to a breach of legislation, standards,
codes, values and best practice. This may include policies, procedures,
systems or processes that do not meet legislative requirements and
professional misconduct.

Incident

An incident is an act, omission, event, or circumstance which has, or could
have caused harm to a consumer or anyone else while providing care. All
incidents, including those which are known to, alleged, or suspected to
have happened, must be recorded in an incident management system and
managed appropriately.
An incident management system is a set of processes and procedures
used to prevent, manage and respond to incidents and is an essential
component of an effective clinical governance framework.
A near miss is when an occurrence, event or omission happens that does
not result in harm (such as injury, illness or danger to health) to a consumer
or another person but had potential to do so.

Incident Management
System (IMS)
Near Miss

Open Disclosure

Open discussion with residents/customers, their families, carers and other
support people of incidents that have caused harm to the
resident/customer. It involves an expression of regret and a factual
explanation of what happened, the potential consequences and what steps
are being taken to manage this and prevent it from happening again.
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QPS Benchmarking

Aged Care Quality
Standards (Quality
Standards)
The SIRS

QPS Benchmarking assists Warrigal to collect key performance indicator
data for the purpose of quality and business improvement and identifying
trends.
The Quality Standards with which organisations approved to provide
aged care services in Australia are legally required to comply. Refer to
the Commission’s website for Quality Standards guidance and resources
The SIRS aims to prevent and reduce incidents of abuse and neglect
in Australian Government subsidised residential aged care services
It requires providers to have an effective incident management system
in place and to identify, record, manage and resolve all incidents, and
to notify all reportable incidents that occur, or are alleged or suspected
to have occurred to the Commission (and the police where there are
reasonable grounds).

11. RELATED DOCUMENTS
11.1 Incident Management Flow Chart
11.2 Warrigal electronic clinical information system Business Rules
11.3 QPS Benchmarking Business Rules
11.4 Warrigal Incident Investigation form
11.5 Warrigal “Share your Thoughts with Us” form
11.6 Open Disclosure Policy and Procedure
11.7 Procedure 22.0 Staff - Incident Reporting and WHS Procedure
12. REGULATORY COMPLIANCE
12.1 Aged Care Act 1997
12.2 Aged Care Quality and Safety Commission Act 2018
12.3 Aged Care Legislation Amendment (Serious Incident Response Scheme) Instrument 2021
12.4 Aged Care Quality and Safety Standards
12.5 NDIS Act 2013
12.6 SIRS (Incident Management and Reportable Incident) Rules 2018
12.7 Work Health and Safety Act 2011 and Regulations 2017
12.8 Privacy Act 1988
12.9 Part 1-Amendments of the Quality of Care Principles 2014
12.10 Part 2-Amendments of the Aged Care Quality and Safety Commission Rules 2018
12.11 Part 3- Consequential Amendments
12.12 Accountability Principles 2014
12.13 Records Principles 2014

13. REFERENCES
13.1 Effective Incident Management Systems: best Practice Guidance March 2021
13.2 NSW Government Clinical Excellence commission – Clinical Incident Management. 2018
13.3 Queensland Government Department of Health – Best Practice Guide to Clinical Incident
Management – June 2014
13.4 NDIS Incident Management System – Detailed Guidance for Registered NDIS Providers June
2019
14. ATTACHMENTS
ATTACHMENT A
Incident Management System Flowchart

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document

940

Page 14 of 16

INCIDENT MANAGEMENT SYSTEM
POLICY & PROCEDURE

Document
owner:
Date:
Version:

OQAC Manager

Author:

04/05/2021
4.10

Next review due:
Amendment notes:

OQAC

Approved
SCPC & ELSIC
by:
04/05/2024
Doc ID:
Update on incident investigation form and flow chart

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document

942

Page 16 of 16

"MS-03"
8.8 CUSTOMER HOME SAFETY ASSESSMENT AND
CHECKLISTS
x
Part 1
This form is to be completed at the time of initial telephone interview to assess the
prospective customer’s residence prior to access.
Customer’s Name:
.…………………………………………………………………………………………...
Address:
………………………………………………………………………………………………………….
Telephone Assessment Conducted by:
……………………………………………………………………..
Position:
…………………………………………………………………………………………………………..
Date:
…………………..…………………………………………………………………………………..........
.

ACCESS TO CUSTOMER’S
RESIDENCE

Yes

No

Details/Action Required

Is house number clearly identified &
visible from the street?
Is street parking available? (Bus/Car)
Is street parking metered?
Is the driveway surface even, flat and
clear of obstacles/hazards?
Is there a key safe?
Would you like Warrigal staff to enter
using the key?

Location of key safe:
Access code:

Can staff be heard knocking at the door
or is there a door bell?
Are there gates?
Are gates easy to open?
Is outdoor lighting adequate at night?

document1
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Is access to the front door clear of
obstacles? Is an alternative access point
preferred?

Are any steps secure and safe?

Location & number of steps:

Will other people be present at the time
of the home visit?

Identify who & relationship:

Does anyone smoke inside the
residence?
Type and any specific details:
Do you have pets?

Do you or anyone in the household
currently have any flu like symptoms?

Type and any specific details

Do you or anyone in the household
currently have any other illness that
maybe contagious?

Type and any specific details

Have you or any family members/friends
that you have been in contact with,
returned from recent overseas travel?

If so where from?

Are firearms or weapons stored
according to legal requirements?
Can you identify any potential risks to
staff entering your premises?
RURAL
Is the property on a sealed road?

If no, unsealed km:

Can the property be accessed by an
average 2wd vehicle?
To access the house are staff required to
open & close gates?

Identify how many:

Are the gates usually locked?
Are there any electric fences?
Are there any livestock that may be on
the road to the house?
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8.8 CUSTOMER HOME SAFETY ASSESSMENTS AND
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Do mobile phones work in the area?

Additional comments: ....................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................

Actions required prior to home visit: ..............................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
.......................................................................................................................................................................................
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Part 2
Customer’s Name:
.…………………………………………………………………………………………...
Address:
………………………………………………………………………………………………………….
Conducted by:
……………………………………………………………………………………………………
Position:
…………………………………………………………………………………………………………..
Date of Inspection:
………………………………………………………………………………………….......
This form is to be completed annually to ensure the safety of the work environment for staff
and to promote safety for customers
Record any actions to address issues at the end of the form. (Complete relevant support
areas only, e.g. if vacuuming is not being supported, do not complete that section and put a
line through it). Copy of this risk assessment is to be filed in the Customer Record.

ACCESS

Yes

No

Corrective
Action Required

Outside the Residence
Any special considerations regarding parking? E.g. slope of driveway, condition of driveway
(cracks, lifting concrete, slipperiness)
Are gates easy to open and close?
Is the pathway from vehicle to the house safe (e.g. lighting, steps, ramps, rail, trip hazards
and overgrown vegetation?
Is outdoor lighting adequate at night?
Are doorways clear, free from obstruction and trip hazards and easy to open and close?
Is there a clear exit available in the event of fire?
Are steps secure and safe?
Are pets restrained and/or non-threatening?
Are there hazards presented by pools, dams, or other waterways?
Inside the Residence
General – Are the following safe?
•

floor surface (level and smooth)
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•

access ways (level and uncluttered)

•

power points (not loose in wall, no fraying, good working order and accessible)

•

electrical Cords (no fraying or exposure of wires, good working order)

•

temperature/humidity

•

lighting

•

position and design of furniture

•

mats present (safe and secure)

•

indoor steps secure

•

light switches visible

Vacuuming - is an appropriate vacuum available and fit for purpose
Dusting - is dusting equipment available and appropriate for the task e.g. duster,
microfiber cloth
Mopping - is the mop and bucket appropriate for the task
Are chemicals required to complete tasks, if so, advise customer of approved
chemicals (no bleach or corrosives and chemicals must be in original containers.
If there are any tasks involving working at heights, is there a safe method of carrying
out the work? (SWMS)
Are smoke detectors fitted and appropriately situated?
Are smoke detectors tested every three months? (sight evidence)
Is there a fire evacuation plan in place?
Is there appropriate domestic fire safety equipment (e.g. fire blanket, extinguisher)
Bathroom – Are the following safe?
•
•

access to shower, bath, toilet clear of obstructions and adequate for support
required
are aids in place and in good working order (e.g. shower chair, rails, hand held
hose)

•

floor surface (level, smooth and non-slip)

•

electrical equipment (e.g. leads on floor or heaters in bathroom)

•

water temperature easy to control

•

ventilation

Kitchen – Are the following safe?
•

work heights including seating for meal assistance

•

floor surface (level and smooth)

•

electrical equipment and power points

•

cooking appliances in good working order and free from obstructions
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Laundry – Are the following safe?
•

location of washing machine

•

table or trolley to reduce the need to bend or twist when loading and unloading the
washing machine

•

floor surfaces

•

electrical cords (e.g. on ground, water on floor, fit for purpose)

•

provision for soiled items

Bedroom - Are the following safe?
•

space around the bed sufficient to perform tasks in comfortable position

•

ventilation

•

power points and electrical leads

•

floor surfaces (level and uncluttered)

Customer/other people in residence
•

history of aggression or violence

•

threats or aggression to staff in any way

•

customer willing to participate and assist in care

•

customer able to accept directions and instruction

•

situation that is particularly emotionally demanding

•

evidence of a risk of infection disease

•

other people living in the home or stay for periods at the residence

•

internal and/or external security monitoring at the customer’s residence

Comments………………………………………………………………………………………………
……………………………………………………………………………………………………………
……………………………………………………………………………………………………………
……………………………………………………………………………………………………………
……………………………………………………………………………………………………………
…………………………………….

Review Date:

Attended by:

Designation:

Date:
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Part 3
Customer’s Name: .……………………………………………………………………………….
Address: ……………………………………………………………………………………………
Conducted by: ………………………………………………………………………………………
Position: …………………………………………………………………………………………..
Date of Inspection: …………………………………………………………………………….......
This part is to be completed once only at initial assessment to ensure the safety of the
work environment for staff and to promote safety for customers.
Staff are required to report any hazards identified as they occur through the estaff hazard
reporting process.

MANUAL TASKS CHECKLIST
Please indicate the appropriate response.
A “No” answer means that the hazards should be assessed and control measures
considered where the assessment indicates it is necessary.
Date of Inspection:
Person Conducting
Inspection

Name:

For any manual task

Signature:

Yes
/No

Nature of hazard identified/hazard report completed

Can you comfortably move without restriction around
the work area to do the tasks?
Can you work without:
•

excessive bending, twisting or over reaching?

•

holding part of your body still for long periods?

Have all the people handling tasks been assessed?
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Are appropriate handling methods in place to handle customers who are:
•

awkward to handle, unstable or unbalanced?

•

attached to any equipment?

•

uncooperative or have other behavioural problems?

Is there a safe method for transferring customers up or
down stairs?
Have workers been trained in safe handling of the
customer?
Can the task be carried out in a safe working
environment (floor, lighting, too hot/cold)?
Does the customer have any special requirement when travelling in a vehicle?
•

transfer customers in/out of the vehicle?

•

secure customers inside the vehicle?

•

transfer equipment into/out of the vehicle?

EQUIPMENT CHECKLIST
Please indicate the appropriate response.
A “No” answer means that the hazards should be assessed and control measures
considered where the assessment indicates it is necessary.
Date of Inspection:
Person Conducting
Inspection

Item

Name:

Is the item suitable
and in good order for
the task?

Signature:

Is the
equipment
easy to use?

Is the item
easily
accessible?

Is the item
easily
transportable?

Comments/
hazard
report
completed

Vacuum Cleaner
Bucket/Mop
Broom
Washing Machine
Laundry Trolley
Clothes dryer
Iron/Ironing Board
Food preparation
equipment
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PERSONAL EQUIPMENT CHECKLIST
Date of Last
Service

Are there any defects, signs of wear or
other problems?

Is the item being used
correctly?

Bed
Manual wheelchair
Power wheelchair
Shower chair/trolley
Transfer Devices:
•

slide sheet

•

grab rail/foot stool

Hoist:
•

standing

•

hydraulic floor

•

electrical floor

•

other

Electrical Safety of equipment

Yes/No

Comments/hazard report completed

Are there any electrical hazards in the home?
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Additional Comments and Actions:

HAZARDOUS SUBSTANCES CHECKLIST
Hazardous substances in the household may include chemicals such as methylated
spirits, caustic soda, oven cleaners, general cleaning agents, pesticides, disinfectants,
medicine (ie. Cytotoxic drugs) and others.
Tick the appropriate response. A “No” answer means that the hazards should be
assessed and control measures considered where the assessment indicates it is
necessary.
Date of Inspection:
Person Conducting
Inspection

Name:

Signature:

Yes/No

Comments/hazard report completed
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Is the worker aware of emergency procedures in case of an
accident involving a substance?
Are containers clearly labelled?
Are substances in original containers?
Are substances stored appropriately
Is the customer taking medications that may cause hazard
to others (Cytotoxic)
If yes, specific support plan required and should
include waste management
Is there an exhaust fan or open window for adequate
ventilation, when using the substance?
Can the use of the substance be eliminated or substituted
for a less hazardous substance?
Is the SDS Register for all substances identified and
accessible to workers?

Customer Acknowledgement
The need to conduct a workplace health and safety assessment of my home has been explained
to me and conducted with my permission. Hazards identified during the assessment have been
brought to my attention:

Customer/Family/Enduring
Guardian (please print)
Customer/Family/Enduring
Guardian signature:

Date:
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Schedule 8 (S8) and Restricted Schedule 4 (S4D) Medications (NSW)
Psychotropic Medications
Diabetes and Insulin Management
Anticoagulants
Cytotoxic and Hazardous Medication
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92
94
98
103

Appendices
Appendix B: Common Medications that should not be Altered or
Require Special Precautions
Appendix C: Nurse Initiated Medications (NIM) List
Appendix D: Respiratory Device Management: Technique and Maintenance
Appendix E: Antimicrobial Stewardship Tool
Appendix F:Psychotropic Management and Consent Form
Appendix H: Hypoglycaemia Flow Chart
Appendix I: Hyperglycaemia Flow Chart
Appendix J: Risk Assessment Template For Cytotoxic Drugs
Appendix N: Table of Hazardous Medication Commonly Used in Aged
Care Appendix O: Table of Cytotoxic Medication Commonly Used in Aged
Care Appendix P: Cytotoxic and/or Hazardous Medication Alert

111
112
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SPECIALISED MANAGEMENT AND HIGH RISK
MEDICINES
ANAPHYLAXIS TREATMENT
Policy Statment
Processes are in place to minimise the risk of anaphylactic reactions, and appropriately trained staff are able to
provide treatment if an anaphylactic reaction occurs.

Definitions

Anaphylaxis

• Any acute onset illness with typical skin features (urticarial rash or erythema/flushing, and/or angioedema),
plus involvement of respiratory and/or cardiovascular and/or persistent severe gastrointestinal symptoms; or
• Any acute onset of hypotension or bronchospasm or upper airway obstruction where anaphylaxis is
considered possible, even if typical skin features are not present.
• Indicated by any one of the following signs:
o Difficult/noisy breathing
o Swelling of tongue
o Swelling/tightness in throat
o Difficulty talking and/or hoarse voice
o Wheeze or persistent cough (unlike the cough in asthma, the onset of coughing during anaphylaxis is usually
sudden)
o Persistent dizziness or collapse
o Abdominal pain, vomiting (for insect stings or injected drug (medication) allergy)
o Pale and floppy (young children)

Background Information
•

Anaphylactic reactions can be life threatening. They should be treated as a medical emergency, requiring
immediate treatment.

•

Almost 20% of the Australian population has an allergic disease and this prevalence is increasing. Hospital
admissions for anaphylaxis have increased significantly in the past 20 years.

•

Common triggers of anaphylaxis include foods (nuts, egg, milk, wheat, shellfish etc), medications or insect venom,
or less commonly latex products or ticks. Anaphylaxis may occur rapidly (within 30 minutes) or may be delayed
several hours in food allergy. Anaphylaxis to stings and injected medications usually occurs within 5- 30 minutes
but may be delayed. Anaphylaxis to oral medication can occur but is less common than to injected medications.

•

The following signs and symptoms of mild or moderate allergic reactions may not always occur before
anaphylaxis:
Swelling of lips, face, eyes
Hives or welts
Tingling mouth
Abdominal pain, vomiting (these are signs of anaphylaxis for insect sting or injected drug (medication) allergy)

o
o
o
o

© Meditrax 2020
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Procedure
•

RNs must adhere to the Australian Nursing and Midwifery Board’s Professional Standards in relation to practice in
accordance with relevant policies, guidelines, standards, regulations and legislation.

•

RNs are to be familiar with the Australian Society of Clinical Immunology and Allergy’s guidelines, “Acute
management of Anaphylaxis”
https://www.allergy.org.au/images/ASCIA_HP_Guidelines_Acute_Management_Anaphylaxis_2020.pdf and are
recommended to complete Health Professional e-training course at https://etraininghp.ascia.org.au/mod/page/
view.php?id=23.

•

On admission to the facility, a medical history is taken for each consumer. This includes allergy information and
the reaction which occurs is to be documented. Allergic triggers should be avoided for consumers with known
allergies.

•

Consumers with a known history of anaphylaxis are to have adrenaline prescribed for PRN administration and
adequate supply kept (e.g. 2 x EpiPens or adrenaline 1:1000 (1mg in 1mL) ampoules).

•

Ensure availability of Nurse-initiated supply of adrenaline and that a procedure is in place to monitor stock
including expiry. A minimum stock level of 2 x EpiPens or adrenaline 1:1000 (1mg in 1mL) ampoules is to be
maintained.

•

Ensure consumer NIM list is signed by each consumer’s medical practitioner to authorise the administration of
adrenaline.

•

A readily available supply of 1mL syringes and 25mm length needles is to be kept together with adrenaline
ampoules (e.g. Anaphylaxis Kit).

•

Anaphylaxis

•

Remove allergen (if still present): flick out insect stings, freeze ticks with liquid nitrogen or ether containing spray
(if available) and allow to drop off.

•

Call for assistance. RN to attend to the person and other staff member to call for ambulance (000).

•

Lay the person flat. Do not allow them to stand or walk. If breathing is difficult, allow them to sit.

•

Adrenaline (epinephrine) is first line treatment. RN to give intramuscular injection (IM) adrenaline into outer midthigh without delay using an adrenaline autoinjector OR adrenaline ampoule/syringe.

Dose of adrenaline
Adrenaline (epinephrine) autoinjection 300mcg/0.3mL (Epipen) IMI into outer mid thigh
Adrenaline vial 1: 1000 (1mg/mL) draw 0.5 mL (500mcg) from ampoule. Inject IMI into outer mid thigh.

© Meditrax 2020
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•

RN to give oxygen (if available) at high flow rate

•

If there is no improvement within 5 minutes, repeat 0.5mL adrenaline administration from ampoule or
administer a second Epipen IMI

•

Ambulance transfer to hospital via stretcher – do not allow the patient to stand or walk even if they appear
to have recovered following administration of adrenaline. All cases MUST be admitted to hospital for further
observation and treatment, as adrenaline may wear off and allergic symptoms may return.

•

If required at any time, commence cardiopulmonary resuscitation (CPR)

•

Always give adrenaline first, then asthma reliever if someone with known asthma and allergy to food, insects or
medication has sudden breathing difficulty (including wheeze, persistent cough or hoarse voice) even if there
are no skin symptoms.

© Meditrax 2020
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HOW TO USE THIS RESOURCE

GUIDE TO ADMINISTRATION OF MEDICATIONS VIA PEG TUBE:

Altering of medications (dispersing, crushing/halving/breaking oral tablets, opening
capsules) should be avoided wherever possible to minimise the potential risk of harm to both
the resident and the person carrying out the altering. The decision to alter a medication is
best made in consultation with the prescriber and/or pharmacist. Where agreed appropriate
to be carried out routinely, this should be clearly documented in a resident's care plan and in
a place readily accessible to staff at the time of administering medications.

•
•
•
•

This resource is intended to be utilised by RNs as part of the decision-making process to
alter a medication. It includes medications considered most commonly used in the aged care
setting and does not contain a complete list of all medications that should not be altered. It
provides suggested alternative medicines or formulations and includes information about
the most appropriate alternative ways to administer some medicines (e.g. dispersing) where
altering by crushing or other means is not recommended.

•

© Meditrax 2020

Importantly, this updated version includes warnings regarding workplace safety
recommendations for staff who are or may be pregnant or planning parenthood, as some
common medications used in aged care may pose a potential risk of harm. It also highlights
cytotoxic medications, which should not be altered by any staff, unless strict guidelines are
adhered to, and if care home policy allows. For further information refer to Australian
Don't Rush to Crush Handbook 3rd edition (e.g. contact supply pharmacy as this reference is
required to be kept by all Australian pharmacies).

•

•
•
•
•

Stop the PEG feed
Flush the tube with 30mL water
Prepare and administer one medicine at a time
To disperse a tablet:
➔ Remove the plunger from an enteral syringe and place the tablet into the syringe.
Replace the plunger and draw up 10-20 mL water, allowing the tablet time to disperse,
shaking if necessary.
To crush a tablet:
➔ Crush the tablet then add 10 mL water and mix well. Draw the mixture into an enteral
syringe, then rinse the crushing device twice with 10-20 mL water to ensure all the dose
is drawn into the syringe.
To disperse the contents of a capsule or sachet:
➔ Remove the plunger from an enteral syringe and place the contents of the opened
capsule or sachet into the syringe. Replace the plunger and draw up 10-20 mL water and
mix well.
Give immediately into the PEG tube, rinsing the syringe with a further 10 mL water to
ensure all the dose is administered.
If more than one medicine is to be administered, flush the PEG tube with at least 5 mL
water between each medicine.
After administration of the final medicine, flush the PEG tube with 30 mL water.
Restart the PEG feed when appropriate, allowing additional time for absorption where
recommended for particular medications.

Important points:
IMPORTANT CONSIDERATIONS
•
•
•
•

Alter medicines immediately before giving them.
Use a suitable diluent considering particular recommendations for each medication (e.g.
medications which should not be given with dairy products) and any requirements for
particular residents such as thickened fluids.
Dry mouth may be a contributing factor to swallowing difficulty and the use of a
medication lubricant may improve the ability of some residents to swallow medications
without altering.
The resident should not chew tablets, capsules, granules, or the beads/pellets contained
in some capsules

•
•
•
•

•
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Do not add medicines directly to the PEG feed.
For residents on bolus or intermittent feeds, medications can be given between or after
the feeds.
Some medicines may interact with the PEG feed to reduce absorption of the medicine
and stopping the PEG feed for up to 2 hours before and after administration of the
medicine may be required.
If a medicine requires administration on an empty stomach, give it when the feed
is stopped (e.g. at night or early morning). If the PEG tube is into the stomach, stop the
feed for at least 30 minutes before giving the dose. Wait at least 30 minutes after
giving the dose before restarting the PEG feed. If the PEG tube is into the duodenum or
jejunum, a shorter break in feeding may be adequate.
Blockages of PEG tubes commonly occur due to inappropriate methods used for
administration of medications. It is important to seek advice about the most suitable
dosage form of a medicine. Tablets should be finely crushed, and all medicines well
dispersed for administration to minimize the risk ofblockage.
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MEDICATION MANAGEMENT IN HOME SERVICES

"MS-05"

1. POLICY STATEMENT
Warrigal aims to provide our customers within home services high quality medical care within the
limits of the program the customer receives services within.
2. KEY RESPONSIBILITIES

The following responsibilities apply to Warrigal staff.
ELSIC

1.1 List action(s) to be taken

Home
Services
Manager/Coordinator

2.1 Ensuring all support workers who deliver medication monitoring
services attend annual competencies
2.2 Reviewing the assessed need for medication support for customers
2.3 Liaising with the doctor and/or pharmacist as required
2.4 Ensuring medication support needs are documented appropriately
2.5 Reviewing customers medication support during reassessment
2.6 Managing the follow up and implementation of improvements
identified through medication incidents
3.1 Registered Nurses are able to administer medications (prescribed and
non-prescribed) as per their scope of practice and in line with the
requirements of the Poisons Act 1964 and Poisons Regulations 1965.
3.2 The Registered Nurse is responsible for supporting customers
associated with clinical care related home care packages with their
medications in the following ways:
• Ensuring their own competency to provide medication support
and other clinical services
• Assessing the need for medication support
• Identifying the type of medications currently taken by the
customer
• Liaising with the doctor and/or pharmacist as required
• Ensuring medication support needs are documented appropriately
• Support reassessment as relevant
3.3 Ensuring the competency of Support Workers to provide medication
support by providing medication support training and competency
assessment.
4.1 Not administer medication beyond skills and training
4.2 Maintain their medication competency every 12 months
4.3 Able to identify and document potential adverse effects medication
may have on the customer
4.4 Liaising with the Coordinator regarding medication support as
required including questions from customers and/or their representatives
regarding medication
4.5 Following all medication monitoring policies and procedures
4.6 Reporting any medication incidents on the electronic staff reporting
system

Registered Nurse

Support Worker

3. PROCEDURE
Medication monitoring can be provided to customers by the Support Workers. The Registered Nurse
can provide medication management and is bound to follow professional guidelines1 in the delivery of
medications. Support Workers can only provide medication monitoring if they have been deemed
competent to do so. Medication competencies are undertaken annually for support staff who provide
1

Nurses & Midwives Board of Western Australia 2010 Medication Management Guidelines for Nurses and Midwives

IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document
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this service. Customers are encouraged to remain independent in the management of their
medications.
3.1 Overview of medication support provided
If customers require the Support Workers to support them in taking their medications, Warrigal Connect
ensures that:
• Customer oral tablet medication is only dispensed if stored in a medication aid
(such as a blister pack dispensed by a pharmacist), as they are considered to
minimise potential errors
• Where medication is not suitable for a medication aid (e.g. liquid, eye drops
eardrops, ointment, cream etc.) the Support Workers provide support according to
their level of competency.
Support Workers are required to demonstrate their competency annually for the medication types
performed in their role. For sub-contractors, they are responsible for ensuring staff delivering
medication services receive relevant training and are deemed competent to provide this service.
•

Medication management and monitoring services are outlined within the
customers support plan.

3.2 Requirements for medication monitoring
If the customer is having medication monitoring, that is, the customer is being prompted to take their
medications or assisted with packaging the following is required:
• An assessment of their ability to self-medicate is discussed with the customer’s
representative as well as a health professional as appropriate.
• The medication monitoring service is outlined in the customers support plan and
relevant signing sheets are placed in the customer’s home file for signing at each
service.
3.3 Requirements for medication administration
If the customer is having their medications administered, that is, the customer is being assisted in all
aspects of their medication and the Support Worker/Registered Nurse is responsible for ensuring the
customer has taken their medication, the following is required:
• A Medication Order that outlines the doctor’s prescription (which may be a patient
medication summary, blister pack sheet provided by the pharmacist or a
Medication Order form)
• The medication service is documented in the support plan and in the electronic
customer record.
• A signing sheet (provided by the Pharmacist) for the Workers to sign for the
medications on each service
3.4 Requirements for all medication services
Support Workers are to:
• Conduct all of the necessary checks to ensure that the customer and their medication
are identified including the six rights of medication administration or monitoring
ensuring the:
o right person
o right medication
o right dose
o right time
o right route
o right documentation
• Ensure the customer is assisted with medication in line with their individual
requirements
• Observe and supervise the customer to ensure ingestion or completion is confirmed
as relevant
• Record medication completion as appropriate
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document
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•
•
•
•
•

Stay and observe the customer until they are sure that the medication has been taken
as relevant
Discard waste products appropriately
Notify Coordinator of any difficulty experienced (such as customer refusal, incomplete
ingestion or missing doses) and document in progress notes
Observe the customer for any adverse effects
Report any adverse effects to the Coordinator and document in progress notes

Support Workers are not placed in a position where they have to make discretionary judgements
concerning a customer’s health status when the customer needs assistance from expert health
professionals.
Examples of times when discretionary judgement may be required include:
• A customer that needs to be monitored because of unstable health (unstable health is
when a person’s health is inconsistent and requires some intervention and changing
of medication on a regular or ongoing basis).
• A customer that consistently displays inappropriate behavior, e.g. takes too much
medication, declines to take medication, takes incorrect doses or misuses medication
on a regular basis.
• Professional medication instructions are unclear, out of date, omitted or open to
interpretation
In these situations the Support Worker informs the Coordinator who works in partnership with the
customer and/or their representative to contact the customer’s Doctor or other health professional
for advice and ensures that the customer is appropriately reviewed. A Registered Nurse can
provide medication management.
3.5 Limits to medication monitoring or management practices
The following limits to medication monitoring or management practices are in place. The Registered
Nurse and/or Support Workers will not:
▪ Receive verbal orders or act on verbal orders from a doctor or other health
professional
▪ Give PRN (when required) medications
▪ Give any medications that are not authorised by a doctor with documented
evidence
▪ Give medications outside of the scope of their skill and competence.
3.6 Medication errors
In the event of an error in medication monitoring or management, including an error in dosage, time,
frequency or type of medication administered to or taken by a customer, the Support
Worker/Registered Nurse is to:
• Remain calm
• Acknowledge that an error has occurred
• Identify the nature of the error
• Inform the Coordinator who informs the General Practitioner or Pharmacist or
Poisons Information Line (13 11 26) for instructions
• Follow advice provided by the General Practitioner or Pharmacist or Poisons
Information Line (get this advice confirmed in writing as soon as possible after the
event and include it as part of the Incident Report)
• In accordance with the General Practitioner or Pharmacist or Poisons Information
Line instructions, observe the customer for changes in behaviour or well-being as
a result of the error and report these to the General Practitioner as advised
• Call an ambulance if the customer is in distress or showing signs as described by
the General Practitioner or Pharmacist or Poisons Information Line requiring
hospitalization
• Record the incident on the electronic register
IF PRINTED THIS MAY NOT BE THE CURRENT VERSION
See intranet site for up-to-date document

1138

Page 3 of 4

MEDICATION MANAGEMENT IN HOME SERVICES
4. DEFINITIONS
Medication Monitoring

Medication
Administration

is prompting or assisting the customer with self-medication. It involves
reminding or prompting the customer to take medication, assisting with
opening medication containers (such as blister packs) for customers and
other assistance not involving medication administration.
is the actual giving of medications and involves the storing of medicines,
opening of the container, removing the prescribed dosage (from approved
container), giving the medication as per instructions and ensuring that the
medication has been taken.

5. RELATED DOCUMENTS
5.1 Support Planning and Delivery Policy and Procedure
5.2
6. REGULATORY COMPLIANCE
6.1 Charter of Aged Care Rights
6.2 Aged Care Standards
6.3 Poisons Act 1964
6.4 Poisons Regulations 1965
7. REFERENCES
7.1 Policy Framework and Guidelines endorsed by the Home and Community Care Program and the
Office of the Chief Nursing Officer
7.2

This template for version control must be completed and is located on the last page of the policy and
procedure and at the base of the page (not within the footer)
Document
owner:
Date:
Version:

Home Services

Author:

Home Services

Approved by:

21/06/2016
1.00

Next review due:
Amendment notes:

21/06/2019
Doc ID:
New Updated and separated from Support planning and delivery policy
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IN THE FAIR WORK COMMISSION
Matter(s): AM2020/99; AM2021/63 & AM2021/65
Re Applications by: Health Services Union (HSU) and Australian Nursing and Midwifery
Federation (ANMF)

STATEMENT OF CRAIG SMITH
I, Craig Smith of 2 Pine Street, Albion Park Rail, in the state of New South Wales state as
follows:

Background
1.

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

2.

I am currently employed by Warrigal in the position of Executive Leader Service
Integrated Communities. I have held this position since December 2015.

3.

Prior to this, I was employed as General Manager - Lifestyle & Care North NSW for
the Illawarra Retirement Trust from April 2007 through to November 2015.

4.

I hold a Bachelor’s Degree in Commerce from the University of Wollongong.

Warrigal
5.

Warrigal is a provider of aged care services to the Illawarra, Southern Highlands and
Queanbeyan regions of NSW and the ACT and has been for over 50 years.
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6.

Warrigal operates 11 Residential Aged Care Facilities (RACF), community villages,
provides home care services to around 3706 elderly persons and social services to
the general community.

7.

Warrigal is a not-for-profit and is passionate about its community and giving back.

8.

Warrigal employs roughly:

9.

(a)

1246 Staff in Residential Care; and

(b)

128 Staff in Home Services.

Warrigal operates under the Warrigal and NSW Nurses and Midwives’ Association,
Australian Nursing and Midwifery Federation NSW Branch, and Health Services
Union NSW/ACT Branch Enterprise Agreement 2017. Annexed and marked CS1 is
this Enterprise Agreement.

My Position
10.

As part of my role, I am responsible for the overall operations of Warrigals RACF,
villages and home care services.

11.

I lead and manage a multi-disciplinary team involved in the direct provision of
Residential and Community services across a range of functional areas.

12.

I am responsible and accountable for the effective planning and efficient delivery of a
range of seamless care services across Warrigal.

13.

A part of my roles is to lead the operational and compliance team as well as the
wellness and lifestyle services of Warrigal.

14.

This involves:
(a)

ensuring Warrigal Residential and Community services and Villages are
compliant and offer a seamless service system for all our customers;

(b)

shaping the strategic improvements, along with the CEO, of our Residential and
Community based services across the organisation; and
2
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(c)

providing high level executive leadership across the Management Team in our
integrated and holistic care services.

15.

I also have spent time working ‘on the floor’ of some of our RACF’s to appreciate and
understand the work that is being undertaken by Warrigal’s employees.

Regulation of Warrigal
16.

I set out below the changes to the regulation of the industry and the impacts this has
had on Warrigal’s operations.

17.

It is the responsibility of me and my compliance team to ensure that Warrigal
understands, applies and complies with the regulations.
The Standards

18.

When I commenced with Warrigal around 6 years ago, the RACF operations of
Warrigal was going through its fourth round of accreditation under the Quality of Care
Principles 1997 (1997 Principles). Annexed and marked CS 2 is this Quality Care
Principles 1997.

19.

Under the 1997 Principles, there was four general areas with 44 outcomes, being:
(a)

management systems, staffing and organisational development – 9 expected
outcomes;

20.

(b)

health and personal care – 17 expected outcomes;

(c)

resident lifestyle – 10 expected outcomes; and

(d)

physical environment and safe systems – 8 expected outcomes.

In 2014, the 1997 Principles were updated to the Quality of Care Principles 2014
(2014 Principles). However, the four general areas and expected outcomes
remained the same.

3
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21.

Home Care Common Standards were also detailed in the 2014 Principles and
consisted of 18 expected outcomes across three standards, being:
(a)

Effective management (8 expected outcomes)

(b)

Appropriate access and service delivery (5 expected outcomes); and

(c)

Service user rights and responsibilities (5 expected outcomes).
Annexed and marked CS 3 is this home care standards.

22.

RACF’s and home care were audited by the Accreditation Agency on Warrigals
compliance with the 1997 Principles and 2014 Principles in order to maintain our
accreditation.

23.

The Aged Care Standards and Accreditation Agency would let the provider know they
were coming out to do an inspection and which sections of the 2014 Principles they
would be auditing the provider against.

24.

The accreditation process at the time was more about validating the information
Warrigal had previously supplied to the regulator, rather than undertaken an audit of
the operations or reviewing the RACF against each of the expected outcomes.

25.

From my experience being involved in this process, I would consider that the focus of
the accreditation process under the 1997 Principles and 2014 Principles was on
ensuring the clinical care provided to the consumer met the standards.

26.

In 2019, the Aged Care Quality Standards (ACQS) were introduced and replaced the
2014 Principles. Annexed and marked CS4 is the ACQS.

27.

The ACQS introduced a new set of standards which would apply across all aged care
services, including RACF, home care and Commonwealth Home Support Programme
(CHSP). There are now eight standards, being:
(a)

Consumer dignity and choice;

(b)

Ongoing assessment and planning with consumers;
4
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28.

(c)

Personal care and clinical care;

(d)

Services and supports for daily living;

(e)

Organisation’s service environment;

(f)

Feedback and complaints;

(g)

Human resources; and

(h)

Organisational governance.

The ACQS is now more consumer focused than the 2014 Principles, given that
consumer dignity and choice is now the first standard and is now the foundation to all
the other standards. In order to meet the ACQS, this requires aged care providers to
consult and involve the consumer (a change in language from ‘resident’ which was
also adopted during this time) and their family/responsible person in all decisions
regarding the consumer. This was not required under the 2014 Principles or its
predecessor (however was best business practice).

29.

For example, when developing a care plan for a consumer, they are now involved
and have a say in their care. the 2014 Principles did not require consultation with the
consumer in order to develop their care plan. This meant that Warrigal had to refocus
our approach to the consumer and ensure the consumers were involved in the
delivery of their care.

30.

The impact of the ACQS started with the governance processes of Warrigal and the
compliance team who had to understand how the ACQS would impact the way
Warrigal operates and to ensure compliance.

31.

For RACF’s, the main impact for personal care workers (PCW) and nurses (RN) was
that their roles moved from task based and regimented, to consumer having a greater
involvement. Examples of this include:

5
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(a)

when setting care plans, the consumer and registered nurse (normally) now set
the consumers goals together;

(b)

PCW and RN’s now need to have improved communication skills to determine
the needs and goals of the consumer; and

(c)

the care being provided is then in accordance with the care plan, this might
involve the consumer wanting to shower at night time as that is their preferred
time, rather than in the morning when the PCW might have done their shower
rounds.

32.

The fundamental role that these employees undertake hasn’t changed, they are still
providing the same daily care and clinical care in accordance with a care plan.

33.

The impact is to when and how the work is being perform going from task based to a
more varied process, on basis of the consumer needs. There is need for greater
communication and to work flexibly. For example, the work being performed is still
largely routine, however, a consumer may advise a worker that they would like to eat
in their room instead of the dining room.
Living Longer, Living Better

34.

Living Longer, Living Better (LLLB) was introduced in 2013 and with it, brought
reform across the whole industry. It was LLLB that introduced consumer directed
care to the industry.

35.

Aged care funding was previously based on high care and low care needs resident
and the funding was linked to a ‘bed’. For example, a low care needs resident could
reside in a hostel, and if the resident was deemed to need more support and thus be
a high care needs resident, they could be moved to a nursing home/RACF as this
was where the care was funded.

36.

However, with the introduction of LLLB changed the way that funding was provided to
providers and in turn how providers operated. LLLB removed the concept of high and
6
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low care in residential aged care facilities and the funding was now no longer
connected to a bed.
37.

The concept of ‘aging in place’ was also introduced. This meant that a consumer
would have more say and, using the example above, if they were in a hostel, could
choose to stay there, rather than being moved to the nursing home and still receive
the level of care required.

38.

With regards to home care, it brought about more home care packages and fairer
means testing arrangements for elderly persons looking to access in home support
through the government.

39.

The introduced of LLLB was recognition of the changing needs of elderly persons
(More elderly persons were coming in with more frailty, higher care needs, either
palliative or with dementia) and how this was effecting the industry.

40.

From a Warrigal perspective this meant that the consumer had more say in whether
they stayed at home/in one of our villages rather than going into a RACF.
National Aged Care Mandatory Quality Indicator Program (NACMQIP)

41.

NACMQIP was introduced on 1 July 2019 and implemented on 1 July 2021. Annexed
and marked CS5 is the NACMQIP

42.

NACMQIP is essentially a new reporting program for residential aged care facilities to
provide data that will be used to improve the quality of care and services.

43.

The NACMQIP requires that RACF providers collect and report on indicators, being:
(a)

Pressure injuries:

(b)

Physical restraints;

(c)

Unplanned weight loss;

(d)

Falls and major injury; and

(e)

Medication management
7
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44.

Some of the abovementioned indicators were required to be reported upon every 6
months prior to the introduction of the NACMQIP.

45.

Further, from my experience, most providers would have already collected the
information required through a providers own reporting/incident management system,
but just weren’t required to be reported upon. Indeed, from experience at Warrigal,
this information and more are already captured.

46.

The practical impact of NACMQIP is that there is an additional reporting requirement
for Warrigal’s compliance team.

47.

Having to report to regulatory bodies is not a new concept for providers. The industry
has always had to undertake reporting on certain matters. This was just expanded the
coverage of what providers need to report upon.

48.

For providers, the major impact is that the clinical care team need to document and
follow through with actions to address reportable incidents, and be able to provide
evidence of this. This requires more reviewing of the actions about the improvement.

49.

Another impact arising from the introduction of NACMQIP, is that residents must now
have a diagnosis that justifies the use of chemical restraints (such as Schedule 8
medications) not just a symptom.
Serious Incident Response Scheme (SIRS)

50.

SIRS was introduced in RACFs October 2021.Annexed and marked CS 6 is the
SIRS.

51.

SIRS is an initiative to help prevent and reduce incidents of abuse and neglect in
residential aged care services subsidised by the Federal Government by requiring
residential aged care providers report, reportable incidents and take reasonable
action to prevent incidents from happening.

52.

The reportable incidents under SIRS :
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53.

(a)

unreasonable use of force;

(b)

unlawful sexual contact or inappropriate sexual conduct;

(c)

neglect of a consumer;

(d)

psychological or emotional abuse;

(e)

unexpected death;

(f)

stealing or financial coercion by a staff member;

(g)

inappropriate use of restrictive practices;

(h)

unexplained absence from care.

Prior to the introduction of SIRS, there have been incidents in which providers had to
report upon and would keep a register of these incidents. An example of this includes
falls and unexpected deaths. The SIRS process now requires providers to report on a
broader range of incidents through to the regulatory body’s portal.

54.

I would estimate that across the 11 RACFs there is roughly between 25 to 30
reportable incidents per month or 1 per reportable incident at each RACF per week.

55.

The process for making a report involves:
(a)

A PCW is spending time with a resident, noticing a concern and then they will
document their observation or depending on the seriousness directly report it
the RN on shift;

(b)

the RN or deputy manager then collates the information into the clinical care
system; and

(c)

the centralised reporting team reviewing the information in the clinical care
system then logging a report with SIRS.

9
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56.

With regards to the PCW, if there was an incident or if the care worker had a concern
or observed an incident, they always had to report this to an RN. There is now an
increased number of incidents that need to be documented.

57.

In order to deal with regulatory requirements which have been introduced over the
last two decades and to assist our direct care employees, not just due to SIRS,
Warrigal has introduced a centralised reporting team.

58.

With regards to RN’s, the new reporting requirements are not new clinical skills,
rather an increase in what is required to be documented.

59.

That being said, and as discussed above, the average for Warrigal is one report per
home, per week. This has not significantly increased the work of PCW’s or RN’s.

The Elderly
60.

In my experience since being in the industry there has been a change in the elderly
persons accessing aged care.

61.

The persons coming in RACF are generally coming in with higher needs and are
frailer than they were previously.

62.

Warrigal’s average Aged Care Funding Instrument (ACFI) is currently sitting at
$192.00 per day, per resident. 2 years ago, our ACFI was $170.00 per day, per
resident. This demonstrates that the consumers are now being assessed as requiring
higher levels of care.

63.

In line with his change in the type of consumers in RACF, Consumers are more likely
to require two person assists or the use of mechanical aids as the consumers are
less mobile.

64.

Consumers are also staying for shorter periods in RACF. When I first entered the
industry, the length of stay could be up to 10 years or so. Now the general length of
stay is less than 2 years for consumers with higher care needs such as dementia.
10
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Funding
70.

Warrigal has been operating at a loss for the last 3 years. A recent and temporary
subsidy has allowed for Warrigal to just start operating not a deficit.
Residential

71.

When I entered the industry, funding for RACF was based on the Resident
Classification Scale (RCS).

72.

Consumers were classified on the RCS between level 1 (low) to level 8 (high)
depending on the care needs. The classification of the consumer would determine the
funding given to the provider.

73.

Around 8 years ago, the Aged Care Funding Instrument (ACFI) replaced the RCS as
the funding model. The ACFI is the tool that is provided to the Federal Government to
allocate funding to a provider based upon the care needs of consumers. The ACFI
provides information on the consumers needs across three care domains being:

74.

(a)

activities of daily living;

(b)

cognition and behaviour; and

(c)

complex health care.

A downfall to the ACFI is that it assigns funding on the consumers assessed care
needs, which may not be their current needs. An auditor can also come and assess
the consumer and change the level of funding provided.

75.

There was also a dementia supplement for RACF providers, however, it was removed
within months of it being implemented due to the high cost.

76.

Funding greatly impacts the operation of Warrigal.

77.

Warrigal relies upon funding to fund roughly 90% of our total costs

12
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As such, Warrigal uses the StewartBrown Benchmarking Report (SB Report) to
determine the number of staff we can have on and what we can pay them. Annexed
at CS 7 is the SB Report.
78.

Our RACF’s are benchmarked according to other Homes based on the average
ACFI/resident/day. One RACF falls into the highest band according to this report of
over $197 per resident per day.

79.

We then use the benchmarking to set out rosters and the rates of pay we can afford
for our employees (above and beyond any minimum payments under an industrial
instrument).

80.

What we can afford to pay our employees is irrevocably linked to the funding we
receive.

81.

The funding we restricts the number of employees we can have on per shift. For
example, if a Manager of an RACF would like to have 2 RN’s on shift, then there
would need to be less PCW’s as a RN rates of pay are higher.

82.

Without taking into account these considerations, Warrigal could not continue its
operations as we would not be able to afford our operational and direct care costs.

83.

The funding provided has not increased in line with the wage increases under the
Agreement nor the general cost of living (CPI increases). This means that wages
continue to eat into funding we receive, and the bottom line is getting closer and
closer. Without a significant funding boost, wages will completely consume the
funding we are provided.

84.

This would mean that we would have to increase the additional service fees that we
charge to consumers. Warrigal currently charges its consumers at all but three
RACF’s additional service fees between $2.10 - $38.00 per day depending on the
services.
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93.

Direct staffing costs take up roughly 80% of the funding we receive to provide these
services for these consumers. There is also a cost of the coordinator who arranges
the services for the consumers which is also factored into this figure.

94.

If minimum rates were increased, we would have to factor this in and increase the
cost of our services to the consumer.

95.

Generally, consumers are not using their full amount of home care funding. As at 31st
January 2022 there were 321 HCP customers with an unspent funds balance, overall
total unspent funds were $3,036,282 averaging $9,459 per customer.

96.

HCP consumers are not using their full amount of home care funding due to
consumers are unsure of what to use the funds for, they don’t necessarily need the
amount of services that the funds cover but mostly they are saving the funds for a
rainy day.

97.

Warrigal currently has around 600 CSHP customers.

98.

Warrigal receives funding from the Government which allows us to provide subsidised
aged care services to recipients of CHSP. Our current subsided rate is $14.60/hour.

Qualifications and Training
99.

In the past Warrigal did not require its PCW and home care workers to have a
certificate III qualification in order to be employed as a PCW.

100.

From my experience, there is less and less employees coming in at the non-qualified
entrant level under the Enterprise Agreement.

101.

This is due to Warrigal wanting PCW’s to come in with some understanding of the
industry and the eldery. Whilst we would prefer a CIII qualification from TAFE, due to
the limitations in the talent pool we will accept a CIII from anywhere.
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102.

Due to changes in the medication administration process, we are also seeking a CIII
with an assist clients with medication competency unit. Those who hold this
competency and undertake medication assistance are paid an allowance under the
Agreement.

103.

If an applicant doesn’t have the CIII we would train them internally and support them
to achieve a CIII.

104.

With regards to internal training offered, Warrigal has always offered internal training.
The shift over the last 5 to 10 years is that the training provided is now offered online,
rather than in face to face settings. Some internal training such as infection control
and manual handling still require a face to face assessment in order to be deemed
competent.

Date:

22 March 2022
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[2018] FWCA 3116

[5]
The Agreement is approved and, in accordance with s.54 of the Act, will operate from
7 June 2018. The nominal expiry date of the Agreement is 30 June 2020.

COMMISSIONER
Printed by authority of the Commonwealth Government Printer
<AE428588 PR607625>

2

1157

[2018] FWCA 3116

4

1159

[2018] FWCA 3116

5

1160

[2018] FWCA 3116

6

1161

1162

1163

1164

1165

1166

1167

1168

1169

1170

1171

1172

1173

1174

1175

1176

1177

1178

1179

1180

1181

1182

1183

1184

1185

1186

1187

1188

1189

1190

1191

1192

1193

1194

1195

1196

1197

1198

1199

1200

1201

1202

1203

1204

1205

1206

1207

1208

1209

1210

1211

1212

1213

1214

1215

1216

1219

1220

1221

1222

1223

1224

1225

1226

1227

1228

1229

1230

1231

1232

1233

1234

1235

1236

1237

1238

1239

1240

1241

1243

1244

1245

"CS2"

Quality of Care Principles 2014
made under section 96-1 of the
Aged Care Act 1997

Compilation No. 10
Compilation date:

1 September 2021

Includes amendments up to:

F2021L00923

Registered:

3 September 2021

Prepared by the Office of Parliamentary Counsel, Canberra

Authorised Version F2021C00887 registered 03/09/2021

1246

About this compilation
This compilation
This is a compilation of the Quality of Care Principles 2014 that shows the text of the law as
amended and in force on 1 September 2021 (the compilation date).
The notes at the end of this compilation (the endnotes) include information about amending
laws and the amendment history of provisions of the compiled law.
Uncommenced amendments
The effect of uncommenced amendments is not shown in the text of the compiled law. Any
uncommenced amendments affecting the law are accessible on the Legislation Register
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compilation date are underlined in the endnotes. For more information on any uncommenced
amendments, see the series page on the Legislation Register for the compiled law.
Application, saving and transitional provisions for provisions and amendments
If the operation of a provision or amendment of the compiled law is affected by an
application, saving or transitional provision that is not included in this compilation, details are
included in the endnotes.
Editorial changes
For more information about any editorial changes made in this compilation, see the endnotes.
Modifications
If the compiled law is modified by another law, the compiled law operates as modified but the
modification does not amend the text of the law. Accordingly, this compilation does not show
the text of the compiled law as modified. For more information on any modifications, see the
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Self-repealing provisions
If a provision of the compiled law has been repealed in accordance with a provision of the
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Preliminary Part 1

Section 1

Part 1—Preliminary
1 Name of principles
These principles are the Quality of Care Principles 2014.

3 Authority
These principles are made under section 96-1 of the Aged Care Act 1997.

4 Definitions
Note:

A number of expressions used in these principles are defined in the Act, including the
following:
(a) classification level;
(b) continuing residential care recipient;
(c) reportable incident;
(d) residential care recipient;
(e) restrictive practice;
(f) staff member.

In these principles:
Act means the Aged Care Act 1997.
ADL domain has the meaning given by the Classification Principles 2014.
approved health practitioner means a medical practitioner, nurse practitioner or
registered nurse.
behaviour domain has the meaning given by the Classification Principles 2014.
care and services plan, for a care recipient, means the care and services plan
documented for the care recipient in accordance with the Aged Care Quality
Standards set out in Schedule 2.
Note:

See Standard 2 (ongoing assessment and planning with consumers) set out in clause 2
of Schedule 2.

CHC domain has the meaning given by the Classification Principles 2014.
chemical restraint has the meaning given by subsection 15E(2).
consumer has the meaning given by section 4A.
domain has the meaning given by the Classification Principles 2014.
domain category has the meaning given by the Classification Principles 2014.
environmental restraint has the meaning given by subsection 15E(3).
home care setting has the meaning given by section 4 of the Subsidy
Principles 2014.
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Section 4A
mechanical restraint has the meaning given by subsection 15E(4).
medical practitioner has the same meaning as in the Health Insurance Act 1973.
nurse practitioner has the same meaning as in the Health Insurance Act 1973.
organisation means the approved provider of an aged care service.
physical restraint has the meaning given by subsection 15E(5).
priority 1 reportable incident has the meaning given by section 15NE.
Quality and Safety Commission Rules means rules made under the Quality and
Safety Commission Act.
registered nurse has the same meaning as in the Health Insurance Act 1973.
representative, of a consumer, has the meaning given by section 5.
residential care setting has the meaning given by section 4 of the Subsidy
Principles 2014.
restrictive practices substitute decision-maker, for a restrictive practice in
relation to a care recipient, means a person or body that, under the law of the
State or Territory in which the care recipient is provided with aged care, can give
informed consent to:
(a) the use of the restrictive practice in relation to the care recipient; and
(b) if the restrictive practice is chemical restraint—the prescribing of
medication for the purpose of using the chemical restraint;
if the care recipient lacks the capacity to give that consent.
seclusion has the meaning given by subsection 15E(6).
service environment has the meaning given by subclause 5(4) of Schedule 2.
services and supports for daily living has the meaning given by subclause 4(4)
of Schedule 2.
service staff, in relation to an aged care service, means staff (including
volunteers) who access, or are reasonably likely to access, any premises where
the operation or administration of the service occurs.
short-term restorative care has the meaning given by section 4 of the Subsidy
Principles 2014.
workforce, of an organisation that is the approved provider of an aged care
service, means the service staff in relation to the aged care service.

4A Meaning of consumer
(1) Consumer means a person to whom an approved provider provides, or is to
provide, care through an aged care service.

2
Compilation No. 10

Quality of Care Principles 2014
Compilation date: 01/09/2021
Authorised Version F2021C00887 registered 03/09/2021

Registered: 03/09/2021

1253

Preliminary Part 1

Section 5
(2) A reference to a consumer in a provision of the Aged Care Quality Standards set
out in Schedule 2 includes a reference to a representative of the consumer, so far
as the provision is capable of applying to a representative of a consumer.

5 Meaning of representative
(1) Representative, of a consumer, means:
(a) a person nominated by the consumer as a person to be told about matters
affecting the consumer; or
(b) a person:
(i) who nominates themselves as a person to be told about matters
affecting a consumer; and
(ii) who the relevant organisation is satisfied has a connection with the
consumer and is concerned for the safety, health and well-being of the
consumer.
(2) Without limiting subparagraph (1)(b)(ii), a person has a connection with a
consumer if:
(a) the person is a partner, close relation or other relative of the consumer; or
(b) the person holds an enduring power of attorney given by the consumer; or
(c) the person has been appointed by a State or Territory guardianship board
(however described) to deal with the consumer’s affairs; or
(d) the person represents the consumer in dealings with the organisation.
(3) Nothing in this section is intended to affect the powers of a substitute
decision-maker appointed for a person under a law of a State or Territory.
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Part 2 Residential care services

Section 6

Part 2—Residential care services
6 Purpose of this Part
For subsection 54-1(1) of the Act, this Part specifies:
(a) the care and services that an approved provider of a residential care service
must provide; and
(b) other responsibilities of an approved provider of a residential care service
in relation to the quality of the aged care that the approved provider
provides.

7 Care and services that must be provided
(1) For paragraph 54-1(1)(a) of the Act, an approved provider of a residential care
service must, for each item in a table in Schedule 1, provide the care or service
specified in column 1 of the item to any care recipient who needs it.
(2) The content of the care or service specified in column 1 of the item consists of
the matter specified in column 2 of the item.
(3) The care or service must be provided by the approved provider in a way that
complies with the Aged Care Quality Standards set out in Schedule 2.
(4) The maximum amount that the approved provider may charge a care recipient
who is not a care recipient to whom subsection (6) applies, for the provision of
care and services specified in Part 1 or 2 of Schedule 1, is:
(a) if the care recipient is a continuing residential care recipient—the amount
permitted under Division 58 of the Aged Care (Transitional Provisions)
Act 1997; or
(b) in any other case—the amount permitted under Division 52C of the Act.
(5) The maximum amount that the approved provider may charge a care recipient to
whom subsection (6) applies, for the provision of care and services specified in
Part 1, 2 or 3 of Schedule 1, is:
(a) if the care recipient is a continuing residential care recipient—the amount
permitted under Division 58 of the Aged Care (Transitional Provisions)
Act 1997; or
(b) in any other case—the amount permitted under Division 52C of the Act.
(6) This subsection applies to the following care recipients:
(a) a care recipient whose classification level includes any of the following:
(i) high ADL domain category;
(ii) high CHC domain category;
(iii) high behaviour domain category;
(iv) a medium domain category in at least 2 domains;
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Section 8
(b) a care recipient whose classification level is high level residential respite
care;
(c) a care recipient for whom there is no classification and who is taken, under
subsection 25-1(4) of the Act, to be classified at the lowest applicable
classification level under section 12 of the Classification Principles 2014;
(d) a continuing residential care recipient who on 19 March 2008 was
receiving a high level of residential care (as defined in the Act on 19 March
2008);
(e) a care recipient who:
(i) on 31 December 2009, was receiving a high level of residential care
(as defined in the Act on 31 December 2009); and
(ii) between 1 January 2010 and 30 June 2014, was not eligible to receive
a high level of residential care solely because of the amendment to the
meaning of high level of residential care in the Classification
Principles 1997 that commenced on 1 January 2010; and
(iii) is being provided with residential care through the same residential
care service from which he or she was receiving care on 31 December
2009.

8 Influenza vaccination schemes for service staff
An approved provider of a residential care service must:
(a) provide service staff with access to annual influenza vaccinations for free;
and
(b) promote the benefits, for service staff and care recipients, of service staff
receiving annual influenza vaccinations.
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Part 3 Home care services

Section 12

Part 3—Home care services
12 Purpose of this Part
For paragraph 54-1(1)(a) of the Act, this Part specifies the care and services that
an approved provider of a home care service may provide to a care recipient.

13 Care and services that may be provided
(1) An approved provider of a home care service must provide a package of care and
services selected from the care and services specified in Part 1 of Schedule 3.
(2) The care recipient and the approved provider may agree to include, in the
package of care and services, other care and services required to support the care
recipient to live at home, provided that:
(a) the approved provider is able to provide the care and services within the
limits of the resources available; and
(b) the item is not specified in Part 2 of Schedule 3 as an excluded item.
(3) The package of care and services may be used to support the use of telehealth
and digital technology, such as remote monitoring, if this is agreed under
subsection (2).
(4) The care and services must be consistent with the care and services plan for the
care recipient.
(5) The care and services must be provided by the approved provider in a way that
complies with the Aged Care Quality Standards set out in Schedule 2.
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Certain flexible care services Part 4

Section 15A

Part 4—Certain flexible care services
15A Purpose of this Part
For the purposes of subsection 54-1(1) of the Act, this Part specifies:
(a) the care and services that an approved provider of flexible care in the form
of short-term restorative care may provide to a care recipient; and
(b) other responsibilities of an approved provider of such flexible care in
relation to the quality of the aged care that the approved provider provides.

15B Care and services that may be provided in a residential care setting
(1) This section applies in relation to an approved provider of flexible care in the
form of short-term restorative care if the care is provided in a residential care
setting.
(2) The approved provider must, for each item in a table in Part 1 of Schedule 5,
provide the care or service specified in column 1 of the item to any care recipient
who needs it.
(3) The content of the care or service specified in column 1 of the item consists of
the matter specified in column 2 of the item.
(4) The care and services must be consistent with the care and services plan for the
care recipient.
(5) The care and services must be provided by the approved provider in a way that
complies with the Aged Care Quality Standards set out in Schedule 2.

15BA Influenza vaccination schemes for service staff—care provided in a
residential care setting
(1) This section applies in relation to an approved provider of flexible care in the
form of short-term restorative care if the care is provided in a residential care
setting.
(2) The approved provider must:
(a) provide service staff with access to annual influenza vaccinations for free;
and
(b) promote the benefits, for service staff and care recipients, of service staff
receiving annual influenza vaccinations.

15C Care and services that may be provided in a home care setting
(1) This section applies in relation to an approved provider of flexible care in the
form of short-term restorative care if the care is provided in a home care setting.
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Section 15C
(2) The approved provider must provide a package of care and services selected
from the care and services specified in Division 1 of Part 2 of Schedule 5.
(3) The package of care and services must not include an item specified in
Division 2 of Part 2 of Schedule 5 as an excluded item.
(4) The care and services must be consistent with the care and services plan for the
care recipient.
(5) The care and services must be provided by the approved provider in a way that
complies with the Aged Care Quality Standards set out in Schedule 2.
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Behaviour support and restrictive practices—residential care and certain flexible care Part 4A
Preliminary Division 1

Section 15D

Part 4A—Behaviour support and restrictive practices—
residential care and certain flexible care
Division 1—Preliminary
15D Purpose of this Part
This Part:
(a) specifies kinds of aged care; and
(b) provides that certain practices or interventions are restrictive practices; and
(c) sets out circumstances for the use of restrictive practices in relation to care
recipients; and
(d) specifies other responsibilities of approved providers.

15DA Kinds of aged care for the purposes of paragraph 54-1(1)(f) of the Act
For the purposes of paragraph 54-1(1)(f) of the Act, the following kinds of aged
care are specified:
(a) residential care;
(b) flexible care in the form of short-term restorative care provided in a
residential care setting.
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Part 4A Behaviour support and restrictive practices—residential care and certain flexible care
Division 2 Restrictive practices

Section 15E

Division 2—Restrictive practices
15E Practices or interventions that are restrictive practices
(1) For the purposes of subsection 54-9(2) of the Act, each of the following is a
restrictive practice in relation to a care recipient:
(a) chemical restraint;
(b) environmental restraint;
(c) mechanical restraint;
(d) physical restraint;
(e) seclusion.
(2) Chemical restraint is a practice or intervention that is, or that involves, the use
of medication or a chemical substance for the primary purpose of influencing a
care recipient’s behaviour, but does not include the use of medication prescribed
for:
(a) the treatment of, or to enable treatment of, the care recipient for:
(i) a diagnosed mental disorder; or
(ii) a physical illness; or
(iii) a physical condition; or
(b) end of life care for the care recipient.
(3) Environmental restraint is a practice or intervention that restricts, or that
involves restricting, a care recipient’s free access to all parts of the care
recipient’s environment (including items and activities) for the primary purpose
of influencing the care recipient’s behaviour.
(4) Mechanical restraint is a practice or intervention that is, or that involves, the use
of a device to prevent, restrict or subdue a care recipient’s movement for the
primary purpose of influencing the care recipient’s behaviour, but does not
include the use of a device for therapeutic or non-behavioural purposes in
relation to the care recipient.
(5) Physical restraint is a practice or intervention that:
(a) is or involves the use of physical force to prevent, restrict or subdue
movement of a care recipient’s body, or part of a care recipient’s body, for
the primary purpose of influencing the care recipient’s behaviour; but
(b) does not include the use of a hands-on technique in a reflexive way to
guide or redirect the care recipient away from potential harm or injury if it
is consistent with what could reasonably be considered to be the exercise of
care towards the care recipient.
(6) Seclusion is a practice or intervention that is, or that involves, the solitary
confinement of a care recipient in a room or a physical space at any hour of the
day or night where:
(a) voluntary exit is prevented or not facilitated; or
(b) it is implied that voluntary exit is not permitted;
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Section 15E
for the primary purpose of influencing the care recipient’s behaviour.
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Division 3 Circumstances for the use of restrictive practices

Section 15F

Division 3—Circumstances for the use of restrictive practices
15F Circumstances for the use of restrictive practices
For the purposes of paragraph 54-1(1)(f) of the Act, the circumstances in which
an approved provider may use a restrictive practice in relation to a care recipient
are that the requirements set out in this Division that apply to the restrictive
practice in relation to the care recipient are satisfied.
Note:

The use of a restrictive practice in relation to a residential care recipient of an approved
provider other than in these circumstances is a reportable incident (see
paragraph 54-3(2)(g) of the Act).

15FA Requirements for the use of any restrictive practice
(1) The following requirements apply to the use of any restrictive practice in relation
to a care recipient:
(a) the restrictive practice is used only:
(i) as a last resort to prevent harm to the care recipient or other persons;
and
(ii) after consideration of the likely impact of the use of the restrictive
practice on the care recipient;
(b) to the extent possible, best practice alternative strategies have been used
before the restrictive practice is used;
(c) the alternative strategies that have been considered or used have been
documented in the behaviour support plan for the care recipient;
(d) the restrictive practice is used only to the extent that it is necessary and in
proportion to the risk of harm to the care recipient or other persons;
(e) the restrictive practice is used in the least restrictive form, and for the
shortest time, necessary to prevent harm to the care recipient or other
persons;
(f) informed consent to the use of the restrictive practice has been given by:
(i) the care recipient; or
(ii) if the care recipient lacks the capacity to give that consent—the
restrictive practices substitute decision-maker for the restrictive
practice;
(g) the use of the restrictive practice complies with any provisions of the
behaviour support plan for the care recipient that relate to the use of the
restrictive practice;
(h) the use of the restrictive practice complies with the Aged Care Quality
Standards set out in Schedule 2;
(i) the use of the restrictive practice is not inconsistent with the Charter of
Aged Care Rights set out in Schedule 1 to the User Rights Principles 2014;
(j) the use of the restrictive practice meets the requirements (if any) of the law
of the State or Territory in which the restrictive practice is used.
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Section 15FB
(2) However, the requirements set out in paragraphs (1)(a), (b), (c), (f) and (g) do not
apply to the use of a restrictive practice in relation to a care recipient if the use of
the restrictive practice in relation to the care recipient is necessary in an
emergency.
(3) Subsection (2) applies only while the emergency exists.
Note:

See section 15GB for other responsibilities of approved providers that apply if the use
of a restrictive practice in relation to a care recipient is necessary in an emergency.

15FB Additional requirements for the use of restrictive practices other than
chemical restraint
(1) The following requirements apply to the use of a restrictive practice in relation to
a care recipient that is not chemical restraint:
(a) an approved health practitioner who has day-to-day knowledge of the care
recipient has:
(i) assessed the care recipient as posing a risk of harm to the care
recipient or any other person; and
(ii) assessed that the use of the restrictive practice is necessary;
(b) the following matters have been documented in the behaviour support plan
for the care recipient:
(i) the assessments;
(ii) a description of any engagement with persons other than the approved
health practitioner in relation to the assessments;
(iii) a description of any engagement with external support services (for
example, dementia support specialists) in relation to the assessments.
(2) However, the requirement set out in paragraph (1)(b) does not apply to the use of
a restrictive practice in relation to a care recipient if the use of the restrictive
practice in relation to the care recipient is necessary in an emergency.
(3) Subsection (2) applies only while the emergency exists.
Note:

See section 15GB for other responsibilities of approved providers that apply if the use
of a restrictive practice in relation to a care recipient is necessary in an emergency.

15FC Additional requirements for the use of restrictive practices that are
chemical restraint
(1) The following requirements apply to the use of a restrictive practice in relation to
a care recipient that is chemical restraint:
(a) the approved provider is satisfied that a medical practitioner or nurse
practitioner has:
(i) assessed the care recipient as posing a risk of harm to the care
recipient or any other person; and
(ii) assessed that the use of the chemical restraint is necessary; and
(iii) prescribed medication for the purpose of using the chemical restraint;
(b) the following matters have been documented in the behaviour support plan
for the care recipient:
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Section 15FC
(i) the assessments;
(ii) the practitioner’s decision to use the chemical restraint;
(iii) the care recipient’s behaviours that are relevant to the need for the
chemical restraint;
(iv) the reasons the chemical restraint is necessary;
(v) the information (if any) provided to the practitioner that informed the
decision to prescribe the medication;
(vi) a description of any engagement with persons other than the
practitioner in relation to the use of the chemical restraint;
(vii) a description of any engagement with external support services (for
example, dementia support specialists) in relation to the assessments;
(c) the approved provider is satisfied that informed consent to the prescribing
of the medication has been given by:
(i) the care recipient; or
(ii) if the care recipient lacks the capacity to give that consent—the
restrictive practices substitute decision-maker for the restrictive
practice.
Note:

Codes of appropriate professional practice for medical practitioners and nurse
practitioners provide for the practitioners to obtain informed consent before prescribing
medications. Those codes are approved under the Health Practitioner Regulation
National Law and are:
(a) for medical practitioners—Good medical practice: a code of conduct for doctors
in Australia (which in 2021 could be viewed on the website of the Medical Board
of Australia (https://www medicalboard.gov.au)); and
(b) for nurse practitioners—Code of conduct for nurses (which in 2021 could be
viewed on the website of the Nursing and Midwifery Board of Australia
(https://www nursingmidwiferyboard.gov.au)).

(2) However, the requirements set out in paragraphs (1)(b) and (c) do not apply to
the use of a restrictive practice in relation to a care recipient if the use of the
restrictive practice in relation to the care recipient is necessary in an emergency.
(3) Subsection (2) applies only while the emergency exists.
Note:
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Section 15G

Division 4—Other responsibilities of approved providers relating to
restrictive practices
15G Purpose of this Division
For the purposes of paragraph 54-1(1)(h) of the Act, this Division specifies other
responsibilities of an approved provider that provides aged care of a kind
specified in section 15DA of this instrument to a care recipient.

15GA Responsibilities while restrictive practice being used
If an approved provider uses a restrictive practice in relation to a care recipient,
the approved provider must ensure that while the restrictive practice is being
used:
(a) the care recipient is monitored for the following:
(i) signs of distress or harm;
(ii) side effects and adverse events;
(iii) changes in mood or behaviour;
(iv) changes in well-being, including the care recipient’s ability to engage
in activities that enhance quality of life and are meaningful and
pleasurable;
(v) changes in the care recipient’s ability to maintain independent
function (to the extent possible);
(vi) changes in the care recipient’s ability to engage in activities of daily
living (to the extent possible); and
(b) the necessity for the use of the restrictive practice is regularly monitored,
reviewed and documented; and
(c) the effectiveness of the use of the restrictive practice, and the effect of
changes in the use of the restrictive practice, are monitored; and
(d) to the extent possible, changes are made to the care recipient’s environment
to reduce or remove the need for the use of the restrictive practice; and
(e) if the restrictive practice is chemical restraint—information about the
effects and use of the chemical restraint is provided to the medical
practitioner or nurse practitioner who prescribed the medication for the
purpose of using the chemical restraint as mentioned in
paragraph 15FC(1)(a).

15GB Responsibilities following emergency use of restrictive practice
If an approved provider uses a restrictive practice in relation to a care recipient
and the use of the restrictive practice in relation to the care recipient is necessary
in an emergency, the approved provider must, as soon as practicable after the
restrictive practice starts to be used:
(a) if the care recipient lacked capacity to consent to the use of the restrictive
practice—inform the restrictive practices substitute decision-maker for the
restrictive practice about the use of the restrictive practice; and
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Section 15GB
(b) ensure that the following matters are documented in the behaviour support
plan for the care recipient:
(i) the care recipient’s behaviours that were relevant to the need for the
use of the restrictive practice;
(ii) the alternative strategies that were considered or used (if any) before
the use of the restrictive practice;
(iii) the reasons the use of the restrictive practice was necessary;
(iv) the care to be provided to the care recipient in relation to the care
recipient’s behaviour;
(v) if the restrictive practices substitute decision-maker for the restrictive
practice was informed about the use of the restrictive practice under
paragraph (a)—a record of the restrictive practices substitute
decision-maker being so informed; and
(c) if the restrictive practice is not chemical restraint—ensure that the
assessments mentioned in paragraph 15FB(1)(a) are documented in the
behaviour support plan for the care recipient; and
(d) if the restrictive practice is chemical restraint—ensure that the matters
mentioned in paragraph 15FC(1)(b) are documented in the behaviour
support plan for the care recipient.
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Section 15H

Division 5—Other responsibilities of approved providers relating to
behaviour support plans
15H Purpose of this Division
For the purposes of paragraph 54-1(1)(h) of the Act, this Division specifies other
responsibilities of an approved provider that provides aged care of a kind
specified in section 15DA of this instrument to a care recipient.

15HA Responsibilities relating to behaviour support plans
(1) If:
(a) an approved provider provides aged care to a care recipient; and
(b) behaviour support is needed for the care recipient;
the approved provider must ensure that a behaviour support plan for the care
recipient is included in the care and services plan for the care recipient.
(2) The approved provider must ensure that the behaviour support plan:
(a) is prepared, reviewed and revised in accordance with this Division; and
(b) sets out the matters required by this Division and Divisions 3 and 4.
(3) In preparing the behaviour support plan, the approved provider must take into
account any previous assessment relating to the care recipient that is available to
the approved provider.

15HB Matters to be set out in behaviour support plans—alternative strategies
for addressing behaviours of concern
A behaviour support plan for a care recipient must set out the following matters:
(a) information about the care recipient that helps the approved provider to
understand the care recipient and the care recipient’s behaviour (such as
information about the care recipient’s past experience and background);
(b) any assessment of the care recipient that is relevant to understanding the
care recipient’s behaviour;
(c) information about behaviours of concern for which the care recipient may
need support;
(d) the following information about each occurrence of behaviours of concern
for which the care recipient has needed support:
(i) the date, time and duration of the occurrence;
(ii) any adverse consequences for the care recipient or other persons;
(iii) any related incidents;
(iv) any warning signs for, or triggers or causes of, the occurrence
(including trauma, injury, illness or unmet needs such as pain,
boredom or loneliness);
(e) alternative strategies for addressing the behaviours of concern that:
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(i) are best practice alternatives to the use of restrictive practices in
relation to the care recipient; and
(ii) take into account the care recipient’s preferences (including
preferences in relation to care delivery) and matters that might be
meaningful or of interest to the care recipient; and
(iii) aim to improve the care recipient’s quality of life and engagement;
(f) any alternative strategies that have been considered for use, or have been
used, in relation to the care recipient;
(g) for any alternative strategy that has been used in relation to the care
recipient:
(i) the effectiveness of the strategy in addressing the behaviours of
concern; and
(ii) records of the monitoring and evaluation of the strategies;
(h) a description of the approved provider’s consultation about the use of
alternative strategies in relation to the care recipient with the care recipient
or the care recipient’s representative.

15HC Matters to be set out in behaviour support plans—if use of restrictive
practice assessed as necessary
If the use of a restrictive practice in relation to a care recipient is assessed as
necessary as mentioned in section 15FB or 15FC, the behaviour support plan for
the care recipient must set out the following matters:
(a) the care recipient’s behaviours of concern that are relevant to the need for
the use of the restrictive practice;
(b) the restrictive practice and how it is to be used, including its duration,
frequency and intended outcome;
(c) the best practice alternative strategies that must be used (to the extent
possible) before using the restrictive practice;
(d) how the use of the restrictive practice is to be monitored, including how the
monitoring will be escalated if required, taking into account the nature of
the restrictive practice and any care needs that arise from the use of the
restrictive practice;
(e) how the use of the restrictive practice is to be reviewed, including
consideration of the following:
(i) the outcome of its use and whether the intended outcome was
achieved;
(ii) whether an alternative strategy could be used to address the care
recipient’s behaviours of concern;
(iii) whether a less restrictive form of the restrictive practice could be used
to address the care recipient’s behaviours of concern;
(iv) whether there is an ongoing need for its use;
(v) if the restrictive practice is chemical restraint—whether the
medication prescribed for the purpose of using the chemical restraint
can or should be reduced or stopped;
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(f) a description of the approved provider’s consultation about the use of the
restrictive practice with:
(i) the care recipient; or
(ii) if the care recipient lacks the capacity to give informed consent to the
use of the restrictive practice—the restrictive practices substitute
decision-maker for the restrictive practice;
(g) a record of the giving of informed consent to the use of the restrictive
practice by:
(i) the care recipient; or
(ii) if the care recipient lacks the capacity to give that consent—the
restrictive practices substitute decision-maker for the restrictive
practice.
Note:

Assessments mentioned in sections 15FB and 15FC must also be documented in the
behaviour support plan (see paragraphs 15FB(1)(b) and 15FC(1)(b)).

15HD Matters to be set out in behaviour support plans—if restrictive practice
used
If a restrictive practice in relation to a care recipient is used in relation to the care
recipient, the behaviour support plan for the care recipient must set out the
following matters:
(a) the restrictive practice and how it was used, including the following:
(i) when it began to be used;
(ii) the duration of each use;
(iii) the frequency of its use;
(iv) the outcome of its use and whether the intended outcome was
achieved;
(b) if, under the plan, the restrictive practice is to be used only on an as-needed
basis in response to particular behaviour, or in particular circumstances:
(i) the care recipient’s behaviours of concern that led to the use of the
restrictive practice; and
(ii) the actions (if any) taken leading up to the use of the restrictive
practice, including any alternative strategies that were used before the
restrictive practice was used;
(c) the details of the persons involved in the use of the restrictive practice;
(d) a description of any engagement with external support services (for
example, dementia support specialists) in relation to the use of the
restrictive practice;
(e) details of the monitoring of the use of the restrictive practice as required by
the plan;
(f) the outcome of the review of the use of the restrictive practice as required
by the plan.
Note 1:

For paragraphs (e) and (f), see paragraphs 15HC(d) and (e) for the requirements for a
behaviour support plan for a care recipient to require monitoring and review of the use
of a restrictive practice in relation to the care recipient.
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Note 2:

If the use of a restrictive practice in relation to a care recipient is necessary in an
emergency, other matters must also be documented in the behaviour support plan for
the care recipient (see section 15GB).

15HE Matters to be set out in behaviour support plans—if need for ongoing use
of restrictive practice indicated
If a review of the use of a restrictive practice in relation to a care recipient (as
required by the behaviour support plan for the care recipient) indicates a need for
the ongoing use of the restrictive practice, the behaviour support plan for the care
recipient must set out the following matters:
(a) the restrictive practice and how it is to be used, including its duration,
frequency and intended outcome;
(b) how the ongoing use of the restrictive practice is to be monitored, including
how the monitoring will be escalated if required, taking into account the
nature of the restrictive practice and any care needs that arise from the use
of the restrictive practice;
(c) how the ongoing use of the restrictive practice is to be reviewed, including
consideration of the following:
(i) the outcome of the ongoing use of the restrictive practice and whether
the intended outcome is being achieved;
(ii) whether an alternative strategy could be used to address the care
recipient’s behaviours of concern;
(iii) whether a less restrictive form of the restrictive practice could be used
to address the care recipient’s behaviours of concern;
(iv) whether there continues to be need for the ongoing use of the
restrictive practice;
(v) if the restrictive practice is chemical restraint—whether the
medication prescribed for the purpose of using the chemical restraint
can or should be reduced or stopped;
(d) a description of the approved provider’s consultation about the ongoing use
of the restrictive practice with:
(i) the care recipient; or
(ii) if the care recipient lacks the capacity to give informed consent to the
ongoing use of the restrictive practice—the restrictive practices
substitute decision-maker for the restrictive practice;
(e) a record of the giving of informed consent to the ongoing use of the
restrictive practice by:
(i) the care recipient; or
(ii) if the care recipient lacks capacity to give that consent—the restrictive
practices substitute decision-maker for the restrictive practice.

15HF Reviewing and revising behaviour support plans
An approved provider must review a behaviour support plan for a care recipient
and make any necessary revisions:
(a) on a regular basis; and
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(b) as soon as practicable after any change in the care recipient’s
circumstances.

15HG Consulting on behaviour support plans
(1) In preparing, reviewing or revising a behaviour support plan for a care recipient,
an approved provider must consult the following:
(a) the care recipient and any other person nominated by the care recipient
(unless the care recipient lacks the capacity to be consulted);
(b) if the care recipient lacks the capacity to be consulted—a person or body
who, under the law of the State or Territory in which the care recipient is
provided with aged care, can make decisions about that care;
(c) health practitioners with expertise relevant to the care recipient’s
behaviours of concern.
(2) If the use of a restrictive practice in relation to the care recipient is assessed as
necessary as mentioned in section 15FB or 15FC, the approved provider must
also consult the following in preparing, reviewing or revising the behaviour
support plan:
(a) the approved health practitioner who made the assessment;
(b) if the care recipient lacks the capacity to be consulted—the restrictive
practices substitute decision-maker for the restrictive practice.
(3) In consulting under this section, the approved provider must provide the plan or
revised plan, and any associated information, in an appropriately accessible
format.
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Part 4B—Incident management and prevention
Division 1—Purpose of this Part
15K Purpose of this Part
(1) For the purposes of subparagraphs 54-1(1)(e)(i) and (ii) of the Act, this Part sets
out requirements that relate to an approved provider’s responsibility to manage
incidents and take reasonable steps to prevent incidents.
(2) This Part applies to incidents that consist of acts, omissions, events or
circumstances that:
(a) occur, are alleged to have occurred, or are suspected of having occurred, in
connection with the provision of residential care, or flexible care provided
in a residential setting, to a residential care recipient of the approved
provider; and
(b) either:
(i) have caused harm to the residential care recipient or another person;
or
(ii) could reasonably have been expected to have caused harm to a
residential care recipient or another person.
(3) Divisions 2 and 3 of this Part also apply to incidents not covered by
subsection (2) that consist of acts, omissions, events or circumstances that:
(a) the approved provider becomes aware of in connection with the provision
of residential care, or flexible care provided in a residential setting, to a
residential care recipient of the approved provider; and
(b) have caused harm to the residential care recipient.
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Section 15L

Division 2—Requirements for managing and preventing incidents
15L Purpose of this Division
For the purposes of subparagraph 54-1(1)(e)(ii) of the Act, this Division specifies
requirements that an approved provider must comply with in managing and
preventing incidents.
Note:

For incidents to which this Division applies, see subsections 15K(2) and (3).

15LA Requirements for managing incidents
(1) The approved provider’s management of incidents must be focused on the safety,
health, well-being and quality of life of residential care recipients of the provider.
(2) The approved provider must respond to an incident by:
(a) assessing the support and assistance required to ensure the safety, health
and well-being of persons affected by the incident; and
(b) providing that support and assistance to those persons; and
(c) assessing how to appropriately involve each person affected by the
incident, or a representative of the person, in the management and
resolution of the incident; and
(d) involving each person or representative in that way; and
(e) using an open disclosure process.
(3) The approved provider must assess the incident in relation to the following,
taking into account the views of persons affected by the incident:
(a) whether the incident could have been prevented;
(b) what, if any, remedial action needs to be undertaken to prevent further
similar incidents from occurring, or to minimise their harm;
(c) how well the incident was managed and resolved;
(d) what, if any, actions could be taken to improve the provider’s management
and resolution of similar incidents;
(e) whether other persons or bodies should be notified of the incident.
(4) The approved provider must:
(a) take any actions determined under paragraph (3)(b); and
(b) take any actions determined under paragraph (3)(d) that are reasonable in
the circumstances; and
(c) notify the persons and bodies determined under paragraph (3)(e).
Notifying police of incident
(5) If there are reasonable grounds to report the incident to police, the approved
provider must notify a police officer of the incident within 24 hours of becoming
aware of the incident.
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(6) If the approved provider later becomes aware of reasonable grounds to report the
incident to police, the provider must notify a police officer of the incident within
24 hours of becoming aware of those grounds.

15LB Requirements for improving management and prevention of incidents
(1) The approved provider must collect data relating to incidents that will enable the
provider to continuously improve the provider’s management and prevention of
incidents, including to enable the provider to:
(a) identify and address systemic issues in the quality of care provided by the
provider; and
(b) provide feedback and training to staff members of the provider about
managing and preventing incidents.
(2) The approved provider must regularly analyse and review this information to
assess:
(a) the effectiveness of the provider’s management and prevention of
incidents; and
(b) what, if any, actions could be taken to improve the provider’s management
and prevention of incidents.
(3) The approved provider must take any actions determined under paragraph (2)(b)
that are reasonable in the circumstances.

24
Compilation No. 10

Quality of Care Principles 2014
Compilation date: 01/09/2021
Authorised Version F2021C00887 registered 03/09/2021

Registered: 03/09/2021

1275

Incident management and prevention Part 4B
Incident management system requirements Division 3

Section 15M

Division 3—Incident management system requirements
15M Purpose of this Division
(1) An approved provider who provides residential care, or flexible care provided in
a residential setting, has a responsibility to implement and maintain an incident
management system.
Note:

This is a responsibility of the approved provider under Chapter 4 of the Act: see
section 54-1.

(2) For the purposes of subparagraph 54-1(1)(e)(i) of the Act, the incident
management system of the approved provider must comply with the
requirements set out in this Division.

15MA Incidents that must be covered
The incident management system of the approved provider must cover all
incidents to which this Division applies, including reportable incidents.
Note 1:

For incidents to which this Division applies, see subsections 15K(2) and (3).

Note 2:

For additional requirements that apply to reportable incidents, see Division 4.

15MB Incident management system procedures
(1) The incident management system of the approved provider must establish
procedures to be followed in identifying, managing and resolving incidents,
including procedures that specify the following:
(a) how incidents are identified, recorded and reported;
(b) to whom incidents must be reported;
(c) the person who is responsible for notifying reportable incidents to the
Quality and Safety Commissioner;
(d) how the provider will provide support and assistance to persons affected by
an incident to ensure their safety, health and well-being (including
providing information about access to advocates such as independent
advocates);
(e) how persons affected by an incident (or representatives of the persons) will
be involved in the management and resolution of the incident;
(f) when an investigation by the provider is required to establish:
(i) the causes of a particular incident; or
(ii) the harm caused by the incident; or
(iii) any operational issues that may have contributed to the incident
occurring;
and the nature of that investigation;
(g) when remedial action is required and the nature of that action.
(2) The procedures may vary, depending on the seriousness of the incident.
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(3) The incident management system must set out procedures for ensuring that the
requirements of sections 15LA and 15LB are complied with.
(4) The incident management system must provide that, if the incident is a reportable
incident, the incident must also be notified and managed in accordance with
Division 4.

15MC Documentation, record keeping and data analysis
(1) The approved provider must:
(a) document its incident management system procedures; and
(b) make the documented procedures available, in an accessible form, to the
following persons:
(i) residential care recipients of the provider;
(ii) each staff member of the provider;
(iii) family members, carers, representatives, advocates (including
independent advocates) of the residential care recipients, and any
other person significant to those residential care recipients; and
(c) assist persons referred to in paragraph (b) to understand how the incident
management system operates.
(2) The incident management system of the approved provider must provide for the
following details, as a minimum, to be recorded in relation to each incident:
(a) a description of the incident, including:
(i) the harm that was caused, or that could reasonably have been
expected to have been caused, to each person affected by the incident;
and
(ii) if known—the consequences of that harm;
(b) whether the incident is a reportable incident;
(c) if known—the time, date and place at which the incident occurred or was
alleged or suspected to have occurred;
(d) the time and date the incident was identified;
(e) the names and contact details of the persons directly involved in the
incident;
(f) the names and contact details of any witnesses to the incident;
(g) details of the assessments undertaken in accordance with
subsections 15LA(2) and (3);
(h) the actions taken in response to the incident, including actions taken under
subsections 15LA(2), (4), (5) or (6);
(i) any consultations undertaken with the persons affected by the incident;
(j) whether persons affected by the incident have been provided with any
reports or findings regarding the incident;
(k) if an investigation is undertaken by the provider in relation to the
incident—the details and outcomes of the investigation;
(l) the name and contact details of the person making the record of the
incident.
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(3) A record of an incident for the purposes of subsection (2) must be retained for 7
years after the date the incident was identified.
(4) The incident management system must provide for the collection of data relating
to incidents that will enable the approved provider to:
(a) identify occurrences, or alleged or suspected occurrences, of similar
incidents; and
(b) comply with section 15LB (about using information to continuously
improve the provider’s management and prevention of incidents); and
(c) provide information to the Quality and Safety Commissioner, if required or
requested to do so by the Commissioner.
(5) This section does not limit paragraph 15MB(1)(a).

15MD Roles, responsibilities, compliance and training of staff members
(1) The incident management system of the approved provider must set out the roles
and responsibilities of staff members of the provider in identifying, managing
and resolving incidents and in preventing incidents from occurring.
(2) Without limiting subsection (1), the incident management system must provide
that each staff member of the approved provider must comply with the incident
management system.
(3) The incident management system must include requirements relating to the
provision of training to each staff member of the approved provider in the use of,
and compliance with, the incident management system.
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Division 4—Reportable incidents
15N Purpose of this Division
(1) For the purposes of subsection 54-3(1) of the Act, this Division makes provision
for dealing with reportable incidents.
(2) Under subparagraph 54-1(1)(e)(i) of the Act the incident management system of
an approved provider must comply with the requirements set out in this Division
in relation to reportable incidents.
Note:

An approved provider who provides residential care, or flexible care provided in a
residential setting, has a responsibility under Chapter 4 of the Act to implement and
maintain an incident management system: see section 54-1.

15NA What is a reportable incident?
(1) This section is made for the purposes of subsection 54-3(4) of the Act. It defines
or clarifies the meaning of expressions used in paragraph 54-3(2)(a), (b), (c), (d),
(e), (f) or (h) of the Act.
Note 1:

Under subsection 54-3(2) of the Act a reportable incident is any of the incidents in
paragraphs 54-3(2)(a) to (h) of the Act that have occurred, are alleged to have occurred,
or are suspected of having occurred, in connection with the provision of residential
care, or flexible care provided in a residential setting, to a residential care recipient of
an approved provider. See also subsection 15K(2) for incidents to which this Part
applies.

Note 2:

The use of a restrictive practice in relation to the residential care recipient (other than in
circumstances set out in this instrument) is also a reportable incident: see
paragraph 54-3(2)(g) of the Act and Part 4A of this instrument.

Note 3:

Subsection 54-3(5) of the Act allows this instrument to provide that specified acts,
omissions or events are, or are not, reportable incidents. This instrument can override
subsection 54-3(2) of the Act in this regard. See section 15NB of this instrument which
is made for the purpose of subsection 54-3(5) of the Act.

Unreasonable use of force
(2) In paragraph 54-3(2)(a) of the Act, the expression “unreasonable use of force
against the residential care recipient” includes conduct ranging from a deliberate
and violent physical attack to use of unwarranted physical force.
(3) To avoid doubt, that expression does not cover gently touching the residential
care recipient:
(a) for the purposes of providing care; or
(b) to attract the residential care recipient’s attention; or
(c) to guide the residential care recipient; or
(d) to comfort the residential care recipient when the recipient is distressed.
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Unlawful sexual contact, or inappropriate sexual conduct
(4) In paragraph 54-3(2)(b) of the Act, the expression “unlawful sexual contact, or
inappropriate sexual conduct, inflicted on the residential care recipient” includes
the following:
(a) if the contact or conduct is inflicted by a person who is a staff member of
the approved provider or a person while the person is providing care or
services for the provider (such as while volunteering)—the following:
(i) any conduct or contact of a sexual nature inflicted on the residential
care recipient, including (without limitation) sexual assault, an act of
indecency and the sharing of an intimate image of the residential care
recipient;
(ii) any touching of the residential care recipient’s genital area, anal area
or breast in circumstances where this is not necessary to provide care
or services to the residential care recipient;
(b) any non-consensual contact or conduct of a sexual nature, including
(without limitation) sexual assault, an act of indecency and the sharing of
an intimate image of the residential care recipient;
(c) engaging in conduct relating to the residential care recipient with the
intention of making it easier to procure the residential care recipient to
engage in sexual contact or conduct.
(5) However, that expression does not include consensual contact or conduct of a
sexual nature between the residential care recipient and a person who is not a
staff member of the approved provider, including the following:
(a) another person who is a residential care recipient of the provider;
(b) a person who provides care or services for the provider (such as while
volunteering) other than while that person is providing that care or
services.
Psychological or emotional abuse
(6) In paragraph 54-3(2)(c) of the Act the expression “psychological or emotional
abuse of the residential care recipient” includes conduct that:
(a) has caused the residential care recipient psychological or emotional
distress; or
(b) could reasonably have been expected to have caused a residential care
recipient psychological or emotional distress.
(7) Conduct covered by subsection (6) includes (without limitation) the following:
(a) taunting, bullying, harassment or intimidation;
(b) threats of maltreatment;
(c) humiliation;
(d) unreasonable refusal to interact with the residential care recipient or
acknowledge the recipient’s presence;
(e) unreasonable restriction of the residential care recipient’s ability to engage
socially or otherwise interact with people;
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(f) repetitive conduct or contact which does not constitute unreasonable use of
force but the repetition of which:
(i) has caused the residential care recipient psychological or emotional
distress; or
(ii) could reasonably have been expected to have caused a residential care
recipient psychological or emotional distress.
Unexpected death
(8) In paragraph 54-3(2)(d) of the Act the expression “unexpected death of the
residential care recipient” includes death in circumstances where:
(a) reasonable steps were not taken by the approved provider to prevent the
death; or
(b) the death is a result of:
(i) care or services provided by the approved provider; or
(ii) a failure of the approved provider to provide care or services.
Stealing or financial coercion
(9) In paragraph 54-3(2)(e) of the Act, the expression “stealing from, or financial
coercion of, the residential care recipient by a *staff member of the provider”
includes the following:
(a) stealing from the residential care recipient by a staff member of the
approved provider;
(b) conduct by a staff member of the approved provider that:
(i) is coercive or deceptive in relation to the residential care recipient’s
financial affairs; or
(ii) unreasonably controls the financial affairs of the residential care
recipient.
Neglect
(10) In paragraph 54-3(2)(f) of the Act, the expression “neglect of the residential care
recipient” includes the following:
(a) a breach of the duty of care owed by the approved provider, or a staff
member of the provider, to the residential care recipient;
(b) a gross breach of professional standards by a staff member of the approved
provider in providing care or services to the residential care recipient.
Unexplained absence
(11) In paragraph 54-3(2)(h) of the Act the expression “unexplained absence of the
residential care recipient from the residential care services of the provider”
means an absence of the residential care recipient from the residential care
services in circumstances where there are reasonable grounds to report the
absence to police.
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15NB What is not a reportable incident?
(1) This section is made for the purposes of paragraph 54-3(5)(b) of the Act. Despite
subsection 54-3(2) of the Act, an incident covered by one of the following
subsections is not a reportable incident.
(2) Despite paragraph 54-3(2)(g) of the Act, the use of a restrictive practice in
relation to a residential care recipient is not a reportable incident if:
(a) the use of the restrictive practice is in a transition care program in a
residential care setting; and
(b) the use is in accordance with Part 4A of these principles (assuming that that
Part applied to the residential care recipient in relation to that care).
(3) Despite subsection 54-3(2) of the Act, an incident is not a reportable incident if
the incident results from the residential care recipient deciding to refuse to
receive care or services offered by the approved provider.

15NC Approved provider must notify reportable incidents in accordance with
this Division
An approved provider must take all reasonable steps to ensure that reportable
incidents are notified to the Quality and Safety Commissioner in accordance with
this Division.

15ND Approved provider must ensure that staff members notify reportable
incidents
An approved provider must ensure that a staff member of the provider who
becomes aware of a reportable incident notifies one of the following of that fact
as soon as possible:
(a) one of the provider’s key personnel;
(b) a supervisor or manager of the staff member;
(c) the person specified for the purposes of paragraph 15MB(1)(c) for the
provider.

15NE Priority 1 notice must be given within 24 hours
(1) If:
(a) an approved provider becomes aware of a reportable incident; and
(b) the provider has reasonable grounds to believe that the incident is a priority
1 reportable incident;
the provider must give the Quality and Safety Commissioner a notice (a priority
1 notice) in accordance with subsection (3) within 24 hours of becoming aware
of the reportable incident.
Note:

Notice about certain reportable incidents is not required to be given: see section 15NG.

(2) A priority 1 reportable incident is a reportable incident:
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(a) that has caused, or could reasonably have been expected to have caused, a
residential care recipient physical or psychological injury or discomfort
that requires medical or psychological treatment to resolve; or
(b) where there are reasonable grounds to report the incident to police; or
(c) of the kind covered by paragraph 54-3(2)(d) or (h) of the Act (about
unexpected death or unexplained absence).
Information to be included in notice
(3) Subject to subsection (4), the priority 1 notice must include the following
information about the reportable incident:
(a) the name and contact details of the approved provider;
(b) a description of the reportable incident including:
(i) the kind of reportable incident; and
(ii) the harm that was caused, or that could reasonably have been
expected to have been caused, to each person affected by the incident;
and
(iii) if known—the consequences of that harm;
(c) the immediate actions taken in response to the reportable incident,
including:
(i) actions taken to ensure the safety, health and well-being of the
residential care recipients affected by the incident; and
(ii) whether the incident has been reported to police or any other body;
(d) any further actions proposed to be taken in response to the reportable
incident;
(e) the name, position and contact details of the person giving the notice;
(f) if known—the time, date and place at which the reportable incident
occurred or was alleged or suspected to have occurred;
(g) the names of the persons directly involved in the reportable incident;
(h) if known—the level of cognition of the residential care recipients directly
involved in the reportable incident.
(4) The approved provider is not required to include information in the priority 1
notice if that information is not available within the 24 hours.
Additional information
(5) The approved provider must give the Quality and Safety Commissioner a notice
including the following information about the reportable incident within 5 days
after the start of the 24 hours, or within such other period as the Commissioner
determines under subsection 95C(1) of the Quality and Safety Commission
Rules:
(a) any information required by subsection (3) not provided in the priority 1
notice;
(b) any further information specified by the Commissioner under
subsection 95C(1) of the Quality and Safety Commission Rules.
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Section 15NF
(6) However, the approved provider is not required to give a notice under
subsection (5) if the Commissioner decides otherwise under subsection 95C(1) of
the Quality and Safety Commission Rules.
Form of notices
(7) A notice given under this section must:
(a) be in writing; and
(b) be in the approved form.
Note:

The Quality and Safety Commissioner must approve forms for the purposes of this
Division: see section 95F of the Quality and Safety Commission Rules.

15NF Priority 2 notice must be given within 30 days
(1) If:
(a) an approved provider becomes aware of a reportable incident; and
(b) the provider has not given a notice under section 15NE about the incident;
the provider must give the Quality and Safety Commissioner a notice (a priority
2 notice) in accordance with subsection (2) within 30 days of becoming aware of
the incident.
Note:

Notice about certain reportable incidents is not required to be given: see section 15NG.

(2) The priority 2 notice must include the following information about the reportable
incident:
(a) the name and contact details of the approved provider;
(b) a description of the reportable incident including:
(i) the kind of reportable incident; and
(ii) the harm that was caused, or that could reasonably have been
expected to have been caused, to each person affected by the incident;
and
(iii) if known—the consequences of that harm;
(c) the actions taken in response to the reportable incident, including:
(i) actions taken to ensure the safety, health and well-being of the
residential care recipients affected by the incident; and
(ii) whether the incident has been reported to police or any other body;
(d) any further actions proposed to be taken in response to the reportable
incident;
(e) the name, position and contact details of the person giving the notice;
(f) if known—the time, date and place at which the reportable incident
occurred or was alleged or suspected to have occurred;
(g) the names of the persons directly involved in the reportable incident;
(h) if known—the level of cognition of the residential care recipients directly
involved in the reportable incident.

Quality of Care Principles 2014
Compilation No. 10

Compilation date: 01/09/2021
Authorised Version F2021C00887 registered 03/09/2021

33
Registered: 03/09/2021

1284

Part 4B Incident management and prevention
Division 4 Reportable incidents

Section 15NG
Additional information
(3) If under subsection 95C(2) of the Quality and Safety Commission Rules the
Quality and Safety Commissioner requires the approved provider to give a notice
including specified further information about the reportable incident within a
specified period, the provider must give the Commissioner a notice including
that information with the specified period.
Form of notices
(4) A notice given under this section must:
(a) be in writing; and
(b) be in the approved form.
Note:

The Quality and Safety Commissioner must approve forms for the purposes of this
Division: see section 95F of the Quality and Safety Commission Rules.

Application
(5) This section applies to an incident that an approved provider becomes aware of
on or after 1 October 2021.

15NG Reporting not required in certain circumstances
Despite sections 15NE and 15NF, an approved provider is not required to give a
notice to the Quality and Safety Commissioner about a reportable incident under
those sections if the Commissioner has decided that the provider is not required
to do so under section 95D of the Quality and Safety Commission Rules.

15NH Significant new information must be notified
(1) An approved provider must notify the Quality and Safety Commissioner of
significant new information relating to a reportable incident as soon as
reasonably practicable after becoming aware of the information if:
(a) the provider notifies the Commissioner of the reportable incident under
section 15NE or 15NF; and
(b) the provider later becomes aware of the significant new information.
(2) The notification must:
(a) be in writing; and
(b) be in the approved form.
Note:

The Quality and Safety Commissioner must approve forms for the purposes of this
Division: see section 95F of the Quality and Safety Commission Rules.

15NI Final report about reportable incident must be given if required
(1) If required by the Quality and Safety Commissioner under subsection 95E(1) of
the Quality and Safety Commission Rules, an approved provider must give the
Commissioner a final report about a reportable incident.
(2) The final report must be given:
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Section 15NI
(a) within 84 days of the day a notice about the incident was first given to the
Quality and Safety Commissioner under section 15NE or 15NF; or
(b) within such other period as is specified by the Commissioner under
subsection 95E(2) of the Quality and Safety Commission Rules.
(3) The final report must:
(a) be in writing; and
(b) be in the approved form; and
(c) contain the information specified by the Quality and Safety Commissioner
under subsection 95E(1) of the Quality and Safety Commission Rules.
Note:

The Quality and Safety Commissioner must approve forms for the purposes of this
Division: see section 95F of the Quality and Safety Commission Rules.
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Part 5 Aged Care Quality Standards

Section 16

Part 5—Aged Care Quality Standards
16 Purpose of this Part
For the purposes of section 54-2 of the Act, this Part provides for Aged Care
Quality Standards. Aged Care Quality Standards are standards for quality of care
and quality of life for the provision of aged care.

17 Aged Care Quality Standards
(1) Schedule 2 sets out the Aged Care Quality Standards.
(2) Each standard deals with a particular matter, and consists of the following:
(a) a consumer outcome for the matter;
(b) an organisation statement for the matter;
(c) requirements for the matter.

18 Application of Aged Care Quality Standards
(1) The Aged Care Quality Standards apply to the following:
(a) residential care;
(b) home care;
(c) flexible care in the form of short-term restorative care.
(2) The Aged Care Quality Standards apply equally for the benefit of each care
recipient being provided with care mentioned in subsection (1) through an aged
care service, irrespective of the care recipient’s financial status, applicable fees
and charges, amount of subsidy payable, agreements entered into, or any other
matter.
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Schedule 1—Care and services for residential care
services
Note 1: See section 7.
Note 2: The care and services specified in this Schedule must be provided in a way that complies with the Aged
Care Quality Standards set out in Schedule 2 (see subsection 7(3)).

Part 1—Hotel services—to be provided for all care recipients
who need them
1 Hotel services—for all care recipients who need them
The following table specifies the hotel services that must be provided for all care
recipients who need them.
Hotel services—to be provided for all care recipients who need them
Item

Column 1
Service

Column 2
Content

1.1

Administration

General operation of the residential care service, including
documentation relating to care recipients.

1.2

Maintenance of
buildings and
grounds

Adequately maintained buildings and grounds.

1.3

Accommodation

Utilities such as electricity and water.

1.4

Furnishings

Bedside lockers, chairs with arms, containers for personal
laundry, dining, lounge and recreational furnishings,
draw-screens (for shared rooms), wardrobe space and towel rails.
Excludes furnishings a care recipient chooses to provide.

1.5

Bedding

Beds and mattresses, bed linen, blankets, and absorbent or
waterproof sheeting.

1.6

Cleaning services,
goods and facilities

Cleanliness and tidiness of the entire residential care service.

1.7

Waste disposal

Safe disposal of organic and inorganic waste material.

1.8

General laundry

Heavy laundry facilities and services, and personal laundry
services, including laundering of clothing that can be machine
washed.

Excludes a care recipient’s personal area if the care recipient
chooses and is able to maintain this himself or herself.

Excludes cleaning of clothing requiring dry cleaning or another
special cleaning process, and personal laundry if a care recipient
chooses and is able to do this himself or herself.
1.9

Toiletry goods

Bath towels, face washers, soap, toilet paper, tissues, toothpaste,
toothbrushes, denture cleaning preparations, mouthwashes,
moisturiser, shampoo, conditioner, shaving cream, disposable
razors and deodorant.
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Hotel services—to be provided for all care recipients who need them
Item

Column 1
Service

Column 2
Content

1.10

Meals and
refreshments

(a) Meals of adequate variety, quality and quantity for each care
recipient, served each day at times generally acceptable to
both care recipients and management, and generally
consisting of 3 meals per day plus morning tea, afternoon tea
and supper;
(b) Special dietary requirements, having regard to either medical
need or religious or cultural observance;
(c) Food, including fruit of adequate variety, quality and quantity,
and non-alcoholic beverages, including fruit juice.

1.11

Care recipient social
activities

Programs to encourage care recipients to take part in social
activities that promote and protect their dignity, and to take
part in community life outside the residential care service.

1.12

Emergency
assistance

At least one responsible person is continuously on call and in
reasonable proximity to render emergency assistance.
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Part 2—Care and services—to be provided for all care
recipients who need them
2 Care and services—for all care recipients who need them
The following table specifies the care and services that must be provided for all
care recipients who need them.
Care and services——to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content

2.1

Daily living
activities assistance

Personal assistance, including individual attention, individual
supervision, and physical assistance, with the following:
(a) bathing, showering, personal hygiene and grooming;
(b) maintaining continence or managing incontinence, and using
aids and appliances designed to assist continence
management;
(c) eating and eating aids, and using eating utensils and eating
aids (including actual feeding if necessary);
(d) dressing, undressing, and using dressing aids;
(e) moving, walking, wheelchair use, and using devices and
appliances designed to aid mobility, including the fitting of
artificial limbs and other personal mobility aids;
(f) communication, including to address difficulties arising from
impaired hearing, sight or speech, or lack of common
language (including fitting sensory communication aids), and
checking hearing aid batteries and cleaning spectacles.

2.2

Meals and
refreshments

Special diet not normally provided.

2.3

Emotional support

Emotional support to, and supervision of, care recipients.

2.4

Treatments and
procedures

Treatments and procedures that are carried out according to the
instructions of a health professional or a person responsible for
assessing a care recipient’s personal care needs, including
supervision and physical assistance with taking medications, and
ordering and reordering medications, subject to requirements of
State or Territory law.

Excludes hairdressing.

Includes bandages, dressings, swabs and saline.
2.5

Recreational therapy

Recreational activities suited to care recipients, participation in
the activities, and communal recreational equipment.

2.6

Rehabilitation
support

Individual therapy programs designed by health professionals that
are aimed at maintaining or restoring a care recipient’s ability to
perform daily tasks for himself or herself, or assisting care
recipients to obtain access to such programs.
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Care and services——to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content

2.7

Assistance in
obtaining health
practitioner services

Arrangements for aural, community health, dental, medical,
psychiatric and other health practitioners to visit care recipients,
whether the arrangements are made by care recipients, relatives
or other persons representing the interests of care recipients, or
are made direct with a health practitioner.

2.8

Assistance in
obtaining access to
specialised therapy
services

Making arrangements for speech therapists, podiatrists,
occupational or physiotherapy practitioners to visit care
recipients, whether the arrangements are made by care recipients,
relatives or other persons representing the interests of care
recipients.

2.9

Support for care
recipients with
cognitive impairment

Individual attention and support to care recipients with cognitive
impairment (for example, dementia and behavioural disorders),
including individual therapy activities and specific programs
designed and carried out to prevent or manage a particular
condition or behaviour and to enhance the quality of life and care
for such care recipients and ongoing support (including specific
encouragement) to motivate or enable such care recipients to take
part in general activities of the residential care service.
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Part 3—Care and services—to be provided for all care
recipients who need them—fees may apply
3 Care and services—for all care recipients who need them—fees may apply
The following table specifies the care and services that must be provided for all
care recipients who need them.
Note:

A care recipient to whom subsection 7(6) applies must not be charged an additional fee
for the provision of care or services specified in the following table (see
subsection 7(5)).

Care and services—to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content

3.1

Furnishings

Over-bed tables.

3.2

Bedding materials

Bed rails, incontinence sheets, ripple mattresses, sheepskins,
tri-pillows, and water and air mattresses appropriate to each care
recipient’s condition.

3.4

Goods to assist care
recipients to move
themselves

Crutches, quadruped walkers, walking frames, walking sticks,
and wheelchairs.

3.5

Goods to assist staff
to move care
recipients

Mechanical devices for lifting care recipients, stretchers, and
trolleys.

3.6

Goods to assist with
toileting and
incontinence
management

Absorbent aids, commode chairs, disposable bed pans and urinal
covers, disposable pads, over-toilet chairs, shower chairs and
urodomes, catheter and urinary drainage appliances, and
disposable enemas.

3.8

Nursing services

Initial assessment and care planning carried out by a nurse
practitioner or registered nurse, and ongoing management and
evaluation carried out by a nurse practitioner, registered nurse or
enrolled nurse acting within their scope of practice.

Excludes motorised wheelchairs and custom made aids.

Nursing services carried out by a nurse practitioner, registered
nurse or enrolled nurse, or other professional appropriate to the
service (for example, medical practitioner, stoma therapist,
speech pathologist, physiotherapist or qualified practitioner from
a palliative care team), acting within their scope of practice.
Services may include, but are not limited to, the following:
(a) establishment and supervision of a complex pain management
or palliative care program, including monitoring and
managing any side effects;
(b) insertion, care and maintenance of tubes, including
intravenous and naso-gastric tubes;
(c) establishing and reviewing a catheter care program, including
the insertion, removal and replacement of catheters;
(d) establishing and reviewing a stoma care program;
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Care and services—to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content
(e) complex wound management;
(f) insertion of suppositories;
(g) risk management procedures relating to acute or chronic
infectious conditions;
(h) special feeding for care recipients with dysphagia (difficulty
with swallowing);
(i) suctioning of airways;
(j) tracheostomy care;
(k) enema administration;
(l) oxygen therapy requiring ongoing supervision because of a
care recipient’s variable need;
(m) dialysis treatment.

3.11

Therapy services,
such as, recreational,
speech therapy,
podiatry,
occupational, and
physiotherapy
services

(a) Maintenance therapy delivered by health professionals, or care
staff as directed by health professionals, designed to maintain
care recipients’ levels of independence in activities of daily
living;
(b) More intensive therapy delivered by health professionals, or
care staff as directed by health professionals, on a temporary
basis that is designed to allow care recipients to reach a level
of independence at which maintenance therapy will meet their
needs.
Excludes intensive, long-term rehabilitation services required
following, for example, serious illness or injury, surgery or
trauma.
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Schedule 2—Aged Care Quality Standards
Note:

See section 17.

1 Standard 1—consumer dignity and choice
Consumer outcome
(1) I am treated with dignity and respect, and can maintain my identity. I can make
informed choices about my care and services, and live the life I choose.
Organisation statement
(2) The organisation:
(a) has a culture of inclusion and respect for consumers; and
(b) supports consumers to exercise choice and independence; and
(c) respects consumers’ privacy.
Requirements
(3) The organisation demonstrates the following:
(a) each consumer is treated with dignity and respect, with their identity,
culture and diversity valued;
(b) care and services are culturally safe;
(c) each consumer is supported to exercise choice and independence, including
to:
(i) make decisions about their own care and the way care and services are
delivered; and
(ii) make decisions about when family, friends, carers or others should be
involved in their care; and
(iii) communicate their decisions; and
(iv) make connections with others and maintain relationships of choice,
including intimate relationships;
(d) each consumer is supported to take risks to enable them to live the best life
they can;
(e) information provided to each consumer is current, accurate and timely, and
communicated in a way that is clear, easy to understand and enables them
to exercise choice;
(f) each consumer’s privacy is respected and personal information is kept
confidential.

2 Standard 2—ongoing assessment and planning with consumers
Consumer outcome
(1) I am a partner in ongoing assessment and planning that helps me get the care and
services I need for my health and well-being.
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Organisation statement
(2) The organisation undertakes initial and ongoing assessment and planning for care
and services in partnership with the consumer. Assessment and planning has a
focus on optimising health and well-being in accordance with the consumer’s
needs, goals and preferences.
Requirements
(3) The organisation demonstrates the following:
(a) assessment and planning, including consideration of risks to the
consumer’s health and well-being, informs the delivery of safe and
effective care and services;
(b) assessment and planning identifies and addresses the consumer’s current
needs, goals and preferences, including advance care planning and end of
life planning if the consumer wishes;
(c) assessment and planning:
(i) is based on ongoing partnership with the consumer and others that the
consumer wishes to involve in assessment, planning and review of the
consumer’s care and services; and
(ii) includes other organisations, and individuals and providers of other
care and services, that are involved in the care of the consumer;
(d) the outcomes of assessment and planning are effectively communicated to
the consumer and documented in a care and services plan that is readily
available to the consumer, and where care and services are provided;
(e) care and services are reviewed regularly for effectiveness, and when
circumstances change or when incidents impact on the needs, goals or
preferences of the consumer.

3 Standard 3—personal care and clinical care
Consumer outcome
(1) I get personal care, clinical care, or both personal care and clinical care, that is
safe and right for me.
Organisation statement
(2) The organisation delivers safe and effective personal care, clinical care, or both
personal care and clinical care, in accordance with the consumer’s needs, goals
and preferences to optimise health and well-being.
Requirements
(3) The organisation demonstrates the following:
(a) each consumer gets safe and effective personal care, clinical care, or both
personal care and clinical care, that:
(i) is best practice; and
(ii) is tailored to their needs; and
(iii) optimises their health and well-being;
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(b) effective management of high-impact or high-prevalence risks associated
with the care of each consumer;
(c) the needs, goals and preferences of consumers nearing the end of life are
recognised and addressed, their comfort maximised and their dignity
preserved;
(d) deterioration or change of a consumer’s mental health, cognitive or
physical function, capacity or condition is recognised and responded to in a
timely manner;
(e) information about the consumer’s condition, needs and preferences is
documented and communicated within the organisation, and with others
where responsibility for care is shared;
(f) timely and appropriate referrals to individuals, other organisations and
providers of other care and services;
(g) minimisation of infection-related risks through implementing:
(i) standard and transmission-based precautions to prevent and control
infection; and
(ii) practices to promote appropriate antibiotic prescribing and use to
support optimal care and reduce the risk of increasing resistance to
antibiotics.

4 Standard 4—services and supports for daily living
Consumer outcome
(1) I get the services and supports for daily living that are important for my health
and well-being and that enable me to do the things I want to do.
Organisation statement
(2) The organisation provides safe and effective services and supports for daily
living that optimise the consumer’s independence, health, well-being and quality
of life.
Requirements
(3) The organisation demonstrates the following:
(a) each consumer gets safe and effective services and supports for daily living
that meet the consumer’s needs, goals and preferences and optimise their
independence, health, well-being and quality of life;
(b) services and supports for daily living promote each consumer’s emotional,
spiritual and psychological well-being;
(c) services and supports for daily living assist each consumer to:
(i) participate in their community within and outside the organisation’s
service environment; and
(ii) have social and personal relationships; and
(iii) do the things of interest to them;
(d) information about the consumer’s condition, needs and preferences is
communicated within the organisation, and with others where
responsibility for care is shared;
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(e) timely and appropriate referrals to individuals, other organisations and
providers of other care and services;
(f) where meals are provided, they are varied and of suitable quality and
quantity;
(g) where equipment is provided, it is safe, suitable, clean and well maintained.
Meaning of services and supports for daily living
(4) Services and supports for daily living include, but are not limited to, food
services, domestic assistance, home maintenance, transport and recreational and
social activities.

5 Standard 5—organisation’s service environment
Consumer outcome
(1) I feel I belong and I am safe and comfortable in the organisation’s service
environment.
Organisation statement
(2) The organisation provides a safe and comfortable service environment that
promotes the consumer’s independence, function and enjoyment.
Requirements
(3) The organisation demonstrates the following:
(a) the service environment is welcoming and easy to understand, and
optimises each consumer’s sense of belonging, independence, interaction
and function;
(b) the service environment:
(i) is safe, clean, well maintained and comfortable; and
(ii) enables consumers to move freely, both indoors and outdoors;
(c) furniture, fittings and equipment are safe, clean, well maintained and
suitable for the consumer.
Meaning of service environment
(4) An organisation’s service environment means the physical environment through
which care and services are delivered, but does not include an individual’s
privately owned or occupied home at which in-home services are provided.

6 Standard 6—feedback and complaints
Consumer outcome
(1) I feel safe and am encouraged and supported to give feedback and make
complaints. I am engaged in processes to address my feedback and complaints,
and appropriate action is taken.
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Organisation statement
(2) The organisation regularly seeks input and feedback from consumers, carers, the
workforce and others and uses the input and feedback to inform continuous
improvements for individual consumers and the whole organisation.
Requirements
(3) The organisation demonstrates the following:
(a) consumers, their family, friends, carers and others are encouraged and
supported to provide feedback and make complaints;
(b) consumers are made aware of and have access to advocates, language
services and other methods for raising and resolving complaints;
(c) appropriate action is taken in response to complaints and an open
disclosure process is used when things go wrong;
(d) feedback and complaints are reviewed and used to improve the quality of
care and services.

7 Standard 7—human resources
Consumer outcome
(1) I get quality care and services when I need them from people who are
knowledgeable, capable and caring.
Organisation statement
(2) The organisation has a workforce that is sufficient, and is skilled and qualified, to
provide safe, respectful and quality care and services.
Requirements
(3) The organisation demonstrates the following:
(a) the workforce is planned to enable, and the number and mix of members of
the workforce deployed enables, the delivery and management of safe and
quality care and services;
(b) workforce interactions with consumers are kind, caring and respectful of
each consumer’s identity, culture and diversity;
(c) the workforce is competent and the members of the workforce have the
qualifications and knowledge to effectively perform their roles;
(d) the workforce is recruited, trained, equipped and supported to deliver the
outcomes required by these standards;
(e) regular assessment, monitoring and review of the performance of each
member of the workforce.

8 Standard 8—organisational governance
Consumer outcome
(1) I am confident the organisation is well run. I can partner in improving the
delivery of care and services.
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Organisation statement
(2) The organisation’s governing body is accountable for the delivery of safe and
quality care and services.
Requirements
(3) The organisation demonstrates the following:
(a) consumers are engaged in the development, delivery and evaluation of care
and services and are supported in that engagement;
(b) the organisation’s governing body promotes a culture of safe, inclusive and
quality care and services and is accountable for their delivery;
(c) effective organisation wide governance systems relating to the following:
(i) information management;
(ii) continuous improvement;
(iii) financial governance;
(iv) workforce governance, including the assignment of clear
responsibilities and accountabilities;
(v) regulatory compliance;
(vi) feedback and complaints;
(d) effective risk management systems and practices, including but not limited
to the following:
(i) managing high impact or high prevalence risks associated with the
care of consumers;
(ii) identifying and responding to abuse and neglect of consumers;
(iii) supporting consumers to live the best life they can;
(iv) managing and preventing incidents, including the use of an incident
management system;
(e) where clinical care is provided—a clinical governance framework,
including but not limited to the following:
(i) antimicrobial stewardship;
(ii) minimising the use of restrictive practices;
(iii) open disclosure.
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Care and services Part 1

Schedule 3—Care and services for home care services
Note 1: See section 13.
Note 2: The care and services specified in this Schedule must be provided in a way that complies with the Aged
Care Quality Standards set out in Schedule 2 (see subsection 13(5)).

Part 1—Care and services
1 Care services
The following table specifies the care services that an approved provider of a
home care service may provide.
Care services
Item

Column 1
Service

Column 2
Content

1

Personal services

Personal assistance, including individual attention, individual
supervision and physical assistance, with:
(a) bathing, showering including providing shower chairs if
necessary, personal hygiene and grooming, dressing and
undressing, and using dressing aids; and
(b) toileting; and
(c) dressing and undressing; and
(d) mobility; and
(e) transfer (including in and out of bed).

2

Activities of daily
living

Personal assistance, including individual attention, individual
supervision and physical assistance, with communication
including assistance to address difficulties arising from impaired
hearing, sight or speech, or lack of common language, assistance
with the fitting of sensory communication aids, checking hearing
aid batteries, cleaning spectacles and assistance in using the
telephone.

3

Nutrition,
hydration, meal
preparation and diet

Includes:
(a) assistance with preparing meals; and
(b) assistance with special diet for health, religious, cultural or
other reasons; and
(c) assistance with using eating utensils and eating aids and
assistance with actual feeding, if necessary; and
(d) providing enteral feeding formula and equipment.

4

Management of
skin integrity

Includes providing bandages, dressings, and skin emollients.

5

Continence
management

Includes:
(a) assessment for and, if required, providing disposable pads and
absorbent aids, commode chairs, bedpans and urinals, catheter
and urinary drainage appliances and enemas; and
(b) assistance in using continence aids and appliances and
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Part 1 Care and services

Care services
Item

Column 1
Service

Column 2
Content
managing continence.

6

Mobility and
dexterity

Includes:
(a) providing crutches, quadruped walkers, walking frames,
walking sticks and wheelchairs; and
(b) providing mechanical devices for lifting, bed rails, slide sheets,
sheepskins, tri-pillows, and pressure relieving mattresses; and
(c) assistance in using the above aids.

2 Support services
The following table specifies the support services that an approved provider of a
home care service may provide.
Support services
Item

Column 1
Service

Column 2
Content

1

Support services

Includes:
(a) cleaning; and
(b) personal laundry services, including laundering of care
recipient’s clothing and bedding that can be machine-washed,
and ironing; and
(c) arranging for dry-cleaning of care recipient’s clothing and
bedding that cannot be machine-washed; and
(d) gardening; and
(e) medication management; and
(f) rehabilitative support, or helping to access rehabilitative
support, to meet a professionally determined therapeutic need;
and
(g) emotional support including ongoing support in adjusting to a
lifestyle involving increased dependency and assistance for the
care recipient and carer, if appropriate; and
(h) support for care recipients with cognitive impairment, including
individual therapy, activities and access to specific programs
designed to prevent or manage a particular condition or
behaviour, enhance quality of life and provide ongoing support;
and
(i) providing 24-hour on-call access to emergency assistance
including access to an emergency call system if the care
recipient is assessed as requiring it; and
(j) transport and personal assistance to help the care recipient shop,
visit health practitioners or attend social activities; and
(k) respite care; and
(l) home maintenance, reasonably required to maintain the home
and garden in a condition of functional safety and provide an
adequate level of security; and
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Care and services for home care services Schedule 3
Care and services Part 1

Support services
Item

Column 1
Service

Column 2
Content
(m) modifications to the home, such as easy access taps, shower
hose or bath rails; and
(n) assisting the care recipient, and the homeowner if the home
owner is not the care recipient, to access technical advice on
major home modifications; and
(o) advising the care recipient on areas of concern in their home
that pose safety risks and ways to mitigate the risks; and
(p) arranging social activities and providing or coordinating
transport to social functions, entertainment activities and other
out-of-home services; and
(q) assistance to access support services to maintain personal
affairs.

2

Leisure, interests
and activities

Includes encouragement to take part in social and community
activities that promote and protect the care recipient’s lifestyle,
interests and wellbeing.

3

Care management

Includes reviewing the care recipient’s home care agreement and
care plan, coordinating and scheduling care and services, ensuring
care and services are aligned with other supports, liaising with the
care recipient and the care recipient’s representatives, ensuring that
care and services are culturally appropriate, and identifying and
addressing risks to the care recipient’s safety.

3 Clinical services
The following table specifies the clinical services that an approved provider of a
home care service may provide.
Clinical services
Item

Column 1
Service

Column 2
Content

1

Clinical care

Includes:
(a) nursing, allied health and therapy services such as speech
therapy, podiatry, occupational or physiotherapy services; and
(b) other clinical services such as hearing and vision services.

2

Access to other
health and related
services

Includes referral to health practitioners or other related service
providers.
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Part 2 Excluded items

Part 2—Excluded items
4 Items that must not be included in package of care and services
The following table specifies the items that must not be included in the package
of care and services provided under section 13.
Excluded items
Item

Column 1

Column 2

1

Excluded items

The following items must not be included in the package of care
and services provided under section 13:
(a) use of the package funds as a source of general income for the
care recipient;
(b) purchase of food, except as part of enteral feeding
requirements;
(c) payment for permanent accommodation, including assistance
with home purchase, mortgage payments or rent;
(d) payment of home care fees;
(e) payment of fees or charges for other types of care funded or
jointly funded by the Australian Government;
(f) home modifications or capital items that are not related to the
care recipient’s care needs;
(g) travel and accommodation for holidays;
(h) cost of entertainment activities, such as club memberships and
tickets to sporting events;
(i) gambling activities;
(j) payment for services and items covered by the Medicare
Benefits Schedule or the Pharmaceutical Benefits Scheme.

52
Compilation No. 10

Quality of Care Principles 2014
Compilation date: 01/09/2021
Authorised Version F2021C00887 registered 03/09/2021

Registered: 03/09/2021

1303

Care and services for short-term restorative care Schedule 5
Care and services that may be provided in a residential care setting Part 1
Hotel services—to be provided for all care recipients who need them Division 1

Schedule 5—Care and services for short-term
restorative care
Note 1: See sections 15B and 15C.
Note 2: The care and services specified in this Schedule must be provided in a way that complies with the Aged
Care Quality Standards set out in Schedule 2 (see sections 15E and 15F).

Part 1—Care and services that may be provided in a
residential care setting
Division 1—Hotel services—to be provided for all care recipients who
need them
1 Hotel services—for all care recipients who need them
The following table specifies the hotel services that an approved provider of
short-term restorative care must provide for all care recipients who need them, if
the short-term restorative care is provided in a residential care setting.
Hotel services—to be provided for all care recipients who need them
Item

Column 1
Service

Column 2
Content

1.1

Administration

General operation of the flexible care service, including
documentation relating to care recipients.

1.2

Maintenance of
buildings and
grounds

Adequately maintained buildings and grounds.

1.3

Accommodation

Utilities such as electricity and water.

1.4

Furnishings

Bedside lockers, chairs with arms, containers for personal
laundry, dining, lounge and recreational furnishings,
draw-screens (for shared rooms), wardrobe space and towel rails.
Excludes furnishings a care recipient chooses to provide.

1.5

Bedding

Beds and mattresses, bed linen, blankets, and absorbent or
waterproof sheeting.

1.6

Cleaning services,
goods and facilities

Cleanliness and tidiness of the entire flexible care service.

1.7

Waste disposal

Safe disposal of organic and inorganic waste material.

1.8

General laundry

Heavy laundry facilities and services, and personal laundry
services, including laundering of clothing that can be machine
washed.

Excludes a care recipient’s personal area if the care recipient
chooses and is able to maintain this himself or herself.

Excludes cleaning of clothing requiring dry cleaning or another
special cleaning process, and personal laundry if a care recipient
chooses and is able to do this himself or herself.
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Schedule 5 Care and services for short-term restorative care
Part 1 Care and services that may be provided in a residential care setting
Division 1 Hotel services—to be provided for all care recipients who need them

Hotel services—to be provided for all care recipients who need them
Item

Column 1
Service

Column 2
Content

1.9

Toiletry goods

1.10

Meals and
refreshments

Bath towels, face washers, soap, toilet paper, tissues, toothpaste,
toothbrushes, denture cleaning preparations, mouthwashes,
moisturiser, shampoo, conditioner, shaving cream, disposable
razors and deodorant.
(a) Meals of adequate variety, quality and quantity for each care
recipient, served each day at times generally acceptable to
both care recipients and management, and generally
consisting of 3 meals per day plus morning tea, afternoon tea
and supper;
(b) Special dietary requirements, having regard to either medical
need or religious or cultural observance;
(c) Food, including fruit of adequate variety, quality and quantity,
and non-alcoholic beverages, including fruit juice.

1.11

Care recipient social
activities

Programs to encourage care recipients to take part in social
activities that promote and protect their dignity, and to take
part in community life outside the flexible care service.

1.12

Emergency
assistance

At least one responsible person is continuously on call and in
reasonable proximity to render emergency assistance.
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Care and services for short-term restorative care Schedule 5
Care and services that may be provided in a residential care setting Part 1
Care and services—to be provided for all care recipients who need them Division 2

Division 2—Care and services—to be provided for all care recipients
who need them
2 Care and services—for all care recipients who need them
The following table specifies the care and services that an approved provider of
short-term restorative care must provide for all care recipients who need them, if
the short-term restorative care is provided in a residential care setting.
Care and services——to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content

2.1

Daily living
activities assistance

Personal assistance, including individual attention, individual
supervision, and physical assistance, with the following:
(a) bathing, showering, personal hygiene and grooming;
(b) maintaining continence or managing incontinence, and using
aids and appliances designed to assist continence
management;
(c) eating and eating aids, and using eating utensils and eating
aids (including actual feeding if necessary);
(d) dressing, undressing, and using dressing aids;
(e) moving, walking, wheelchair use, and using devices and
appliances designed to aid mobility, including the fitting of
artificial limbs and other personal mobility aids;
(f) communication, including to address difficulties arising from
impaired hearing, sight or speech, or lack of common
language (including fitting sensory communication aids), and
checking hearing aid batteries and cleaning spectacles.
Excludes hairdressing.

2.2

Meals and
refreshments

Special diet not normally provided.

2.3

Emotional support

Emotional support to, and supervision of, care recipients.

2.4

Treatments and
procedures

Treatments and procedures that are carried out according to the
instructions of a health professional or a person responsible for
assessing a care recipient’s personal care needs, including
supervision and physical assistance with taking medications, and
ordering and reordering medications, subject to requirements of
State or Territory law.
Includes bandages, dressings, swabs and saline.

2.5

Recreational therapy

Recreational activities suited to care recipients, participation in
the activities, and communal recreational equipment.

2.6

Rehabilitation
support

Individual therapy programs designed by health professionals that
are aimed at maintaining or restoring a care recipient’s ability to
perform daily tasks for himself or herself, or assisting care
recipients to obtain access to such programs.
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Schedule 5 Care and services for short-term restorative care
Part 1 Care and services that may be provided in a residential care setting
Division 2 Care and services—to be provided for all care recipients who need them

Care and services——to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content

2.7

Assistance in
obtaining health
practitioner services

Arrangements for aural, community health, dental, medical,
psychiatric and other health practitioners to visit care recipients,
whether the arrangements are made by care recipients, relatives
or other persons representing the interests of care recipients, or
are made direct with a health practitioner.

2.8

Assistance in
obtaining access to
specialised therapy
services

Making arrangements for speech therapists, podiatrists,
occupational or physiotherapy practitioners to visit care
recipients, whether the arrangements are made by care recipients,
relatives or other persons representing the interests of care
recipients.

2.9

Support for care
recipients with
cognitive impairment

Individual attention and support to care recipients with cognitive
impairment (for example, dementia and behavioural disorders),
including individual therapy activities and specific programs
designed and carried out to prevent or manage a particular
condition or behaviour and to enhance the quality of life and care
for such care recipients and ongoing support (including specific
encouragement) to motivate or enable such care recipients to take
part in general activities of the residential care service.
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Care and services for short-term restorative care Schedule 5
Care and services that may be provided in a residential care setting Part 1
Care and services—to be provided for all care recipients who need them—fees may apply Division 3

Division 3—Care and services—to be provided for all care recipients
who need them—fees may apply
3 Care and services—for all care recipients who need them—fees may apply
The following table specifies the care and services that an approved provider of
short-term restorative care must provide for all care recipients who need them, if
the short-term restorative care is provided in a residential care setting.
Care and services—to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content

3.1

Furnishings

Over-bed tables.

3.2

Bedding materials

Bed rails, incontinence sheets, ripple mattresses, sheepskins,
tri-pillows, and water and air mattresses appropriate to each care
recipient’s condition.

3.3

Goods to assist care
recipients to move
themselves

Crutches, quadruped walkers, walking frames, walking sticks,
and wheelchairs.

3.4

Goods to assist staff
to move care
recipients

Mechanical devices for lifting care recipients, stretchers, and
trolleys.

3.5

Goods to assist with
toileting and
incontinence
management

Absorbent aids, commode chairs, disposable bed pans and urinal
covers, disposable pads, over-toilet chairs, shower chairs and
urodomes, catheter and urinary drainage appliances, and
disposable enemas.

3.6

Nursing services

Initial assessment and care planning carried out by a nurse
practitioner or registered nurse, and ongoing management and
evaluation carried out by a nurse practitioner, registered nurse or
enrolled nurse acting within their scope of practice.

Excludes motorised wheelchairs and custom made aids.

Nursing services carried out by a nurse practitioner, registered
nurse or enrolled nurse, or other professional appropriate to the
service (for example, medical practitioner, stoma therapist,
speech pathologist, physiotherapist or qualified practitioner from
a palliative care team), acting within their scope of practice.
Services may include, but are not limited to, the following:
(a) establishment and supervision of a complex pain management
or palliative care program, including monitoring and
managing any side effects;
(b) insertion, care and maintenance of tubes, including
intravenous and naso-gastric tubes;
(c) establishing and reviewing a catheter care program, including
the insertion, removal and replacement of catheters;
(d) establishing and reviewing a stoma care program;
(e) complex wound management;
(f) insertion of suppositories;
(g) risk management procedures relating to acute or chronic
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Division 3 Care and services—to be provided for all care recipients who need them—fees may apply

Care and services—to be provided for all care recipients who need them
Item

Column 1
Care or service

Column 2
Content
infectious conditions;
(h) special feeding for care recipients with dysphagia (difficulty
with swallowing);
(i) suctioning of airways;
(j) tracheostomy care;
(k) enema administration;
(l) oxygen therapy requiring ongoing supervision because of a
care recipient’s variable need;
(m) dialysis treatment.

3.7

Therapy services,
such as, recreational,
speech therapy,
podiatry,
occupational, and
physiotherapy
services

(a) Maintenance therapy delivered by health professionals, or care
staff as directed by health professionals, designed to maintain
care recipients’ levels of independence in activities of daily
living;
(b) More intensive therapy delivered by health professionals, or
care staff as directed by health professionals, on a temporary
basis that is designed to allow care recipients to reach a level
of independence at which maintenance therapy will meet their
needs.
Excludes intensive, long-term rehabilitation services required
following, for example, serious illness or injury, surgery or
trauma.
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Care and services that may be provided in a home care setting Part 2
Care and services that may be provided Division 1

Part 2—Care and services that may be provided in a home
care setting
Division 1—Care and services that may be provided
4 Care services
The following table specifies the care services that an approved provider of
short-term restorative care may provide if the care is provided in a home care
setting.
Care services
Item

Column 1
Service

Column 2
Content

4.1

Personal services

Personal assistance, including individual attention, individual
supervision and physical assistance, with:
(a) bathing, showering including providing shower chairs if
necessary, personal hygiene and grooming, dressing and
undressing, and using dressing aids; and
(b) toileting; and
(c) dressing and undressing; and
(d) mobility; and
(e) transfer (including in and out of bed).

4.2

Activities of daily
living

Personal assistance, including individual attention, individual
supervision and physical assistance, with communication
including assistance to address difficulties arising from impaired
hearing, sight or speech, or lack of common language, assistance
with the fitting of sensory communication aids, checking hearing
aid batteries, cleaning spectacles and assistance in using the
telephone.

4.3

Nutrition,
hydration, meal
preparation and diet

Includes:
(a) assistance with preparing meals; and
(b) assistance with special diet for health, religious, cultural or
other reasons; and
(c) assistance with using eating utensils and eating aids and
assistance with actual feeding, if necessary; and
(d) providing enteral feeding formula and equipment.

4.4

Management of
skin integrity

Includes providing bandages, dressings, and skin emollients.

4.5

Continence
management

Includes:
(a) assessment for and, if required, providing disposable pads and
absorbent aids, commode chairs, bedpans and urinals, catheter
and urinary drainage appliances and enemas; and
(b) assistance in using continence aids and appliances and
managing continence.
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Part 2 Care and services that may be provided in a home care setting
Division 1 Care and services that may be provided

Care services
Item

Column 1
Service

Column 2
Content

4.6

Mobility and
dexterity

Includes:
(a) providing crutches, quadruped walkers, walking frames,
walking sticks and wheelchairs; and
(b) providing mechanical devices for lifting, bed rails, slide sheets,
sheepskins, tri-pillows, and pressure relieving mattresses; and
(c) assistance in using the above aids.

5 Support services
The following table specifies the support services that an approved provider of
short-term restorative care may provide if the care is provided in a home care
setting.
Support services
Item

Column 1
Service

Column 2
Content

5.1

Support services

Includes:
(a) cleaning; and
(b) personal laundry services, including laundering of care
recipient’s clothing and bedding that can be machine-washed,
and ironing; and
(c) arranging for dry-cleaning of care recipient’s clothing and
bedding that cannot be machine-washed; and
(d) gardening; and
(e) medication management; and
(f) rehabilitative support, or helping to access rehabilitative
support, to meet a professionally determined therapeutic need;
and
(g) emotional support including ongoing support in adjusting to a
lifestyle involving increased dependency and assistance for the
care recipient and carer, if appropriate; and
(h) support for care recipients with cognitive impairment, including
individual therapy, activities and access to specific programs
designed to prevent or manage a particular condition or
behaviour, enhance quality of life and provide ongoing support;
and
(i) providing 24-hour on-call access to emergency assistance
including access to an emergency call system if the care
recipient is assessed as requiring it; and
(j) transport and personal assistance to help the care recipient shop,
visit health practitioners or attend social activities; and
(k) respite care; and
(l) home maintenance, reasonably required to maintain the home
and garden in a condition of functional safety and provide an
adequate level of security; and
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Care and services that may be provided Division 1

Support services
Item

Column 1
Service

Column 2
Content
(m) modifications to the home, such as easy access taps, shower
hose or bath rails; and
(n) assisting the care recipient, and the homeowner if the home
owner is not the care recipient, to access technical advice on
major home modifications; and
(o) advising the care recipient on areas of concern in their home
that pose safety risks and ways to mitigate the risks; and
(p) arranging social activities and providing or coordinating
transport to social functions, entertainment activities and other
out-of-home services; and
(q) assistance to access support services to maintain personal
affairs.

5.2

Leisure, interests
and activities

Includes encouragement to take part in social and community
activities that promote and protect the care recipient’s lifestyle,
interests and wellbeing.

6 Clinical services
The following table specifies the clinical services that an approved provider of
short-term restorative care may provide if the care is provided in a home care
setting.
Clinical services
Item

Column 1
Service

Column 2
Content

6.1

Clinical care

Includes:
(a) nursing, allied health and therapy services such as speech
therapy, podiatry, occupational or physiotherapy services; and
(b) other clinical services such as hearing and vision services.

6.2

Access to other
health and related
services

Includes referral to health practitioners or other related service
providers.
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Part 2 Care and services that may be provided in a home care setting
Division 2 Excluded care and services

Division 2—Excluded care and services
7 Items that must not be included in package of care and services
The following table specifies the items that must not be included in the package
of care and services provided under section 15C.
Excluded items
Item

Column 1

Column 2

7.1

Excluded items

The following items must not be included in the package of care
and services provided under section 15C:
(a) use of the package funds as a source of general income for the
care recipient;
(b) purchase of food, except as part of enteral feeding
requirements;
(c) payment for permanent accommodation, including assistance
with home purchase, mortgage payments or rent;
(d) payment of flexible care fees;
(e) payment of fees or charges for other types of care funded or
jointly funded by the Australian Government;
(f) home modifications or capital items that are not related to the
care recipient’s care needs;
(g) travel and accommodation for holidays;
(h) cost of entertainment activities, such as club memberships and
tickets to sporting events;
(i) gambling activities;
(j) payment for services and items covered by the Medicare
Benefits Schedule or the Pharmaceutical Benefits Scheme.
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Endnote 1—About the endnotes

Endnotes
Endnote 1—About the endnotes
The endnotes provide information about this compilation and the compiled law.
The following endnotes are included in every compilation:
Endnote 1—About the endnotes
Endnote 2—Abbreviation key
Endnote 3—Legislation history
Endnote 4—Amendment history
Abbreviation key—Endnote 2
The abbreviation key sets out abbreviations that may be used in the endnotes.
Legislation history and amendment history—Endnotes 3 and 4
Amending laws are annotated in the legislation history and amendment history.
The legislation history in endnote 3 provides information about each law that has amended (or
will amend) the compiled law. The information includes commencement details for amending
laws and details of any application, saving or transitional provisions that are not included in
this compilation.
The amendment history in endnote 4 provides information about amendments at the provision
(generally section or equivalent) level. It also includes information about any provision of the
compiled law that has been repealed in accordance with a provision of the law.
Editorial changes
The Legislation Act 2003 authorises First Parliamentary Counsel to make editorial and
presentational changes to a compiled law in preparing a compilation of the law for
registration. The changes must not change the effect of the law. Editorial changes take effect
from the compilation registration date.
If the compilation includes editorial changes, the endnotes include a brief outline of the
changes in general terms. Full details of any changes can be obtained from the Office of
Parliamentary Counsel.
Misdescribed amendments
A misdescribed amendment is an amendment that does not accurately describe the
amendment to be made. If, despite the misdescription, the amendment can be given effect as
intended, the amendment is incorporated into the compiled law and the abbreviation “(md)”
added to the details of the amendment included in the amendment history.
If a misdescribed amendment cannot be given effect as intended, the abbreviation “(md not
incorp)” is added to the details of the amendment included in the amendment history.
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Endnote 2—Abbreviation key

Endnote 2—Abbreviation key
ad = added or inserted

o = order(s)

am = amended

Ord = Ordinance

amdt = amendment

orig = original

c = clause(s)
C[x] = Compilation No. x

par = paragraph(s)/subparagraph(s)
/sub-subparagraph(s)

Ch = Chapter(s)
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Dict = Dictionary
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National Aged Care Mandatory Quality Indicator Program Manual 2.0 – Part A
This publication is published by the Australian Government Department of Health as a manual to administer
the National Aged Care Mandatory Quality Indicator Program (QI Program).

Copyright Notice
© 2021 Commonwealth of Australia as represented by the Department of Health, except for the text in
respect of pressure injuries in Chapter 8 which includes material from the International Statistical
Classification of Diseases and Related Health Problems, Tenth Revision, Australian Modification reproduced
under licence from the Independent Hospital Pricing Authority.
This work is copyright. You may copy, print, download, display and reproduce the whole or part of this work
in unaltered form for your own personal use or, if you are part of an organisation, for internal use within your
organisation, but only if you or your organisation:
a. do not use the copy or reproduction for any commercial purpose, and
b. retain this copyright notice and disclaimer as part of that copy or reproduction.
Apart from rights as permitted by the Copyright Act 1968 (Cth), or allowed by this copyright notice, all other
rights are reserved, including (but not limited to) all commercial rights. Unauthorised use of a copy or
reproduction is strictly prohibited.
This licence does not cover, and there is no permission given for, use of the Commonwealth Coat of Arms or
any logos and trademarks (including the logo of the Department of Health).

Disclaimer
The information in this manual does not constitute, and must not be relied upon as, medical or clinical
advice. Any medical questions must be referred to, and obtained from, an independent medical or clinical
adviser.

Assistance
For further assistance, please contact the My Aged Care provider and assessor helpline on 1800 836 799.
The helpline will be available between 8am and 8pm Monday to Friday, and between 10am and 2pm on
Saturday local time across Australia, except for public holidays.
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Quality indicators in the QI Program

The QI Program requires the collection and reporting of quality indicators that relate to important aspects of
quality of care across five crucial care areas. Data for each quality indicator is collected through
measurements and assessments within each of the categories set out in Figure 2 below. Information is then
compiled or derived, and is provided to the Secretary of the Australian Government Department of Health
(Secretary), or the Secretary’s delegate, in accordance with the legislative requirements.
The Aged Care Quality and Safety Commission (Commission) is responsible for operational administration of
the QI Program, including QI Program compliance. QI Program data reported by approved providers of
residential aged care is used to guide the Commission’s regulatory activities. The Commission’s Compliance
and Enforcement Policy details the approach to non-reporting of information.
All approved providers of residential care services must collect data across the five quality indicators,
comprising of eight categories, in accordance with the table below.
FIGURE 2: SUMMARY OF QI PROGRAM QUALITY INDICATORS
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2.1.

Percentage value for quality indicators

For each of the quality indicators, the percentage value is derived using the following formula:

2.2.

How information for the QI Program will be collected and
managed

The QI Program involves specific methods for collecting, recording, submitting, and interpreting information
about the quality indicators. In accordance with the legislation, residential care services must collect data
consistently using the methods prescribed in the National Aged Care Mandatory Quality Indicator Program
Manual 2.0 – Part A (Manual).
Residential care services must record and submit their quality indicator data into the My Aged Care provider
portal (provider portal). Further information is outlined in sections 8 to 14 of this Manual.
The provider portal will:
• capture, process, and display information from residential care services about their quality indicator data;
and
• provide reports to residential care services in relation to their quality indicator data.
The provider portal will use the quality indicator data to produce reports for each residential care service.
Residential care services will be able to access these reports through the Reports and documents tile of the
provider portal.
Residential care services will be able to interpret quality indicator data and related reports and use this
information to influence quality of care and implement continuous quality improvement.
The approved provider is responsible for ensuring that quality indicator data is submitted. This remains the
responsibility of the approved provider despite any other organisation, such as a commercial benchmarking
service, being involved in the submission of the data.
Further guidance relating to the provider portal is in Part C of this Manual.
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Pressure injuries

8.1.

Overview of pressure injuries

A pressure injury is a localised injury to the skin and/or underlying tissue, usually over a bony prominence,
as a result of pressure, shear, or a combination of these factors 1. Pressure injuries are potentially life
threatening, decrease the care recipient’s quality of life, and are expensive to manage. Regular monitoring of
pressure injuries is important because pressure injuries may develop rapidly are a painful, costly, and often
preventable complication of which many older Australians are at risk.
Approved providers of residential aged care must collect and report on pressure injury data quarterly,
according to the requirements set out in this Manual.
The ICD-10-Australian Modified (AM) 2 pressure injury classification system outlined in the Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline 2019 3 is the pressure injury classification
system used for the purposes of the QI Program.

1

Australian Wound Management Association (2014)
National Centre for Classification in Health, International Statistical Classification of Diseases and Related Health Problems, Tenth
Revision, Australian Modification. 11th ed. 2019.
3 European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance.
Prevention and Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The International Guideline. Emily Haesler (Ed.).
EPUAP/NPIAP/PPPIA:2019.
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8.2.

Key terms for pressure injuries

A pressure injury is a localised injury to the skin and/or underlying tissue, usually over a bony prominence,
as a result of pressure, shear, or a combination of these factors 4.
The ICD-10-Australian Modified (AM) pressure injury classification system outlined in the Prevention and
Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline 2019 includes the following six pressure
injury stages:
TABLE 3: STAGES OF PRESSURE INJURIES

STAGE 1 PRESSURE INJURY
Intact skin with non-blanchable redness of a localised area usually over a bony prominence. Darkly
pigmented skin may not have visible blanching; its colour may differ from the surrounding areas. The area
may be painful, firm, soft, warmer or cooler as compared to adjacent tissue.
STAGE 2 PRESSURE INJURY
Partial thickness loss of dermis presenting as a shallow open ulcer with a red/pink wound bed, without
slough. May also present as an intact or open/ruptured serum-filled blister.
STAGE 3 PRESSURE INJURY
Full thickness tissue loss. Subcutaneous fat may be visible, but bone, tendon or muscle are not exposed.
Slough may be present, but does not obscure the depth of tissue loss.
STAGE 4 PRESSURE INJURY
Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may be present on
some parts of the wound bed. Often include undermining and tunnelling. The depth of a stage 4 pressure
injury varies by anatomical location.
UNSTAGEABLE PRESSURE INJURY
Full thickness skin and tissue loss in which the base of the injury is covered by sough (yellow, tan, grey,
green or brown) and/or eschar (tan, brown or black) in the wound bed. Until enough slough or eschar is
removed to expose the base of the wound, the stage cannot be determined. Excludes pressure injury
reclassified to stage 3 or 4 after exposure/debridement.
SUSPECTED DEEP TISSUE INJURY
Purple or maroon localised area of discoloured intact skin or blood-filled blister due to damage of
underlying soft tissue from pressure and/or shear. The area may be preceded by tissue that is painful,
firm, mushy, boggy, warmer or cooler as compared to adjacent tissue. Deep tissue injury may be difficult
to detect in individuals with dark skin tones. Evolution may include a thin blister over a dark wound bed.
The wound may further evolve and become covered by thin eschar. Evolution may be rapid exposing
additional layers of tissue even with optimal treatment. Excludes pressure injury reclassification to stage 1
to 4 after exposure/debridement.

4

Australian Wound Management Association (2014)
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8.3.

Measurements and assessments for pressure injuries

The purpose of assessing a care recipient through the process set out below is to collect data relating to the
pressure injury quality indicator.
Pursuant to section 26(a) of the Accountability Principles, approved providers must make assessments and
measurements that are relevant to indicating the quality of residential care in accordance with the
requirements listed below.
1. Identify a date once every quarter to assess each care recipient residing at the service for pressure
injuries, this assessment should be on or around the same time each quarter.
2. Inform care recipients about the proposed observation assessment and ensure consent is sought from
each care recipient before the assessment can take place.
3. Record the care recipients excluded because they withheld consent to undergo an observation
assessment for pressure injuries for the entire quarter.
4. Record the care recipients excluded because they were absent from the service for the entire quarter
(e.g. the care recipient was hospitalised for the entire quarter).
5. Conduct a full-body observation assessment of each care recipient residing at the service during the
quarter to assess for the presence of pressure injuries. Where possible, do this as part of the care
recipient’s usual personal care.
6. Record each care recipient with one or more pressure injuries.
Note: The care recipient may have more than one pressure injury. In this case all pressure injuries must
be assessed and the presence of a pressure injury at each stage (one or more) must then be recorded
against each of the six stages as per Step 7 below.
Note: All instances of pressure injuries must be recorded at this Step, irrespective of where they were
acquired.
7. Record each care recipient with one or more pressure injuries against each of the six stages under the
ICD-10-AM (2019) pressure injury classification system:
– Stage 1 Pressure Injury
– Stage 2 Pressure Injury
– Stage 3 Pressure Injury
– Stage 4 Pressure Injury
– Unstageable Pressure Injury
– Suspected Deep Tissue Injury
8. Record each care recipient with one or more pressure injuries acquired outside of the service during the
quarter (e.g. acquired during a hospital stay or pressure injuries present on newly arrived care recipients).
9. Record each care recipient with one or more pressure injuries that were acquired outside of the service
during the quarter (e.g. acquired during a hospital stay or pressure injuries present on newly arrived care
recipients), against each of the six stages under the ICD-10-AM (2019) pressure injury classification
system:
– Stage 1 Pressure Injury
– Stage 2 Pressure Injury
– Stage 3 Pressure Injury
– Stage 4 Pressure Injury
– Unstageable Pressure Injury
– Suspected Deep Tissue Injury.
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8.3.2. Inclusions for pressure injuries
All care recipients must be assessed for pressure injuries except those listed in 8.3.3. Exclusions for pressure
injuries.

8.3.3. Exclusions for pressure injuries
Care recipients who, for the entire quarter:
• withheld consent to undergo an observation assessment for pressure injuries; or
• were absent from the service;
are excluded from assessment for pressure injuries.

8.4.

Data reporting for pressure injuries

Pursuant to section 26(b) of the Accountability Principles, approved providers must compile or otherwise
derive information from these measurements and assessments that is relevant to indicating the quality of
residential care. The information compiled or derived from the measurements and assessments must not be
personal information (within the meaning of the Privacy Act 1988) about any of the care recipients.
Approved providers must compile or derive information in accordance with the requirements below.
Approved providers must ensure that the information compiled or derived in accordance with these
requirements does not contain personal information about any of the care recipients.

QI PROGRAM MANUAL 2.0 PART A

13

1338

FIGURE 4: REQUIREMENTS FOR DATA REPORTING ON PRESSURE INJURIES

8.5.

How to report pressure injuries

Pursuant to section 26(c) of the Accountability Principles, approved providers must submit the quality
indicator data into the provider portal in order to make the information available to the Secretary.
Approved providers must consult with a suitably qualified health practitioner if there is uncertainty about the
presence or stage of a pressure injury.

8.6.

Additional resources for pressure injuries

More information and resources related to pressure injuries are available at www.health.gov.au and in Part B
of this Manual.
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10.2. Key terms for significant unplanned weight loss
For the purposes of the QI Program, unplanned weight loss is where there is no written strategy or ongoing
record relating to planned weight loss for the care recipient.
Note: If a care recipient has a written record from a medical doctor or dietitian, which includes intentional
weight loss (e.g. body fat or fluid), this weight loss will not be counted as unplanned weight loss, because it
does not meet the definition.
Significant unplanned weight loss is weight loss equal to or greater than 5% over a three month period.
This is determined by comparing the last weight from the previous quarter and the last weight from the
current quarter. Both these weights must be available to provide this result.
Finishing weight is the final weight recorded for each care recipient, recorded in the final month of the
quarter. The finishing weight for significant and consecutive unplanned weight loss is the same weight
collected at the same time, in the final month of the quarter.
For the purposes of the QI Program, end-of-life care is the terminal phase of life, where death is imminent
and likely to occur within three months. This is sometimes referred to as actively dying.

10.3. Measurements and assessments for significant unplanned weight
loss
The purpose of assessing a care recipient through the process set out below is to collect data relating to the
significant unplanned weight loss quality indicator.
Pursuant to section 26(a) of the Accountability Principles, approved providers must make assessments and
measurements that are relevant to indicating the quality of residential care in accordance with the
requirements listed below.
Note: Finishing weights for the previous quarter (‘previous weight’) and current quarter may have already
been recorded for each care recipient as part of assessments and measurements made for consecutive
unplanned weight loss. The same finishing weights can be used for significant unplanned weight loss and do
not need to be collected again.
1. Using your service’s weight records, identify each care recipient’s finishing weight from the previous
quarter.
2. In the final month of the current quarter, collect and record the finishing weight for each care recipient
residing at the service, using a calibrated scale.
Note: Always request the consent of care recipients to assess their bodyweight before making the
assessment. If they withhold consent to be assessed for their finishing weight, record this (see Step 3).
Note: Weigh care recipients at or around the same time each month.
Note: Weigh care recipients at around the same time of the day and wearing clothing of a similar weight
(e.g. a single layer without coats or shoes).
3. Record the care recipients who withheld consent to be weighed on the finishing weight collection date.
4. Record the care recipients who were not weighed because they are receiving end-of-life care.
5. Record the care recipients who were not assessed for significant unplanned weight loss because they did
not have the required weight records. Include comments as to why the weight recording/s are absent (e.g.
the care recipient was hospitalised).
6. For each care recipient who provided their consent, compare their finishing weight from the current
quarter with their finishing weight from the previous quarter and calculate the percentage of weight loss
(formula provided below). The percentage of unplanned weight loss can be calculated using an
automated template or the following formula:
QI PROGRAM MANUAL 2.0 PART A
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11.2. Key terms for consecutive unplanned weight loss
For the purposes of the QI Program, unplanned weight loss is where there is no written strategy or ongoing
record relating to planned weight loss for the care recipient.
Note: If a care recipient has a written record from a medical doctor or dietitian, which includes intentional
weight loss (e.g. body fat or fluid), this weight loss will not be counted as unplanned weight loss because it
does not meet the definition.
Consecutive unplanned weight loss is weight loss of any amount every month over three consecutive
months of the quarter. This can only be determined if the care recipient is weighed on all three occasions
within the quarter, and at the end of the previous quarter (previous quarter finishing weight).
Starting weight is the weight recorded for each care recipient, in the first month of the quarter. The starting
weight for significant and consecutive unplanned weight loss is the same weight collected at the same time,
at the start of the quarter.
Middle weight is the mid-quarter weight recorded for each care recipient, recorded in the second month of
the quarter.
Finishing weight is the final weight recorded for each care recipient, recorded in the final month of the
quarter. The finishing weight for significant and consecutive unplanned weight loss is the same weight
collected at the same time, in the final month of the quarter.
For the purposes of the QI Program, end-of-life care is the terminal phase of life, where death is imminent
and likely to occur within three months. This is sometimes referred to as actively dying.

11.3. Measurements and assessments for consecutive unplanned
weight loss
The purpose of assessing a care recipient through the process set out below is to collect data relating to the
consecutive unplanned weight loss quality indicator.
Pursuant to section 26(a) of the Accountability Principles, approved providers must make assessments and
measurements relevant to indicating the quality of residential care in accordance with the requirements listed
below.
Note: Finishing weights for the previous quarter (‘previous weight’) and current quarter may have already
been recorded for each care recipient as part of assessments and measurements made for significant
unplanned weight loss. The same finishing weights can be used for consecutive unplanned weight loss and
do not need to be collected again.
1. Using your service’s weight records, identify each care recipient’s finishing weight from the previous
quarter.
2. In the first month of the quarter, collect and record the starting weight of each care recipient residing at
the service, using a calibrated scale.
Note: Always ask for care recipients’ consent to assess their bodyweight before making the assessment.
If they withhold consent to be assessed for either a starting, middle or finishing weight, record this (see
Step 5).
Note: Weigh care recipients at or around the same time each month.
Note: Weigh care recipients at around the same time of the day and wearing clothing of a similar weight
(e.g. a single layer without coats or shoes).
3. In the second month of the quarter, collect and record the middle weight of each care recipient residing at
the service, using a calibrated scale.
4. In the third and final month of the quarter, collect and record the finishing weight for each care recipient
residing at the service, using a calibrated scale.
QI PROGRAM MANUAL 2.0 PART A

24

1349

5. Record the care recipients who withheld consent to be weighed at the starting, middle and/or finishing
weight collection dates.
6. Record the care recipients who were not weighed because they are receiving end-of-life care.
7. Record the care recipients who were not assessed for consecutive unplanned weight loss because they
did not have a previous, starting, middle and/or finishing weight record/s. Include comments as to why the
weight recording/s are absent (e.g. the care recipient entered the service during the quarter).
8. For each care recipient compare the starting, middle, and finishing weights to determine if there has been
weight loss in every month over three consecutive months of the quarter.

11.3.1. Inclusions for consecutive unplanned weight loss
All care recipients must be assessed for unplanned weight loss except those listed in 11.3.2. Exclusions for
consecutive unplanned weight loss.

11.3.2. Exclusions for consecutive unplanned weight loss
Care recipients who:
• withhold consent to be weighed at the starting, middle and/or finishing weight collection dates; or
• are receiving end-of-life care; or
• do not have a previous, starting, middle and/or finishing weight recorded;
• are excluded from assessments to determine whether there has been consecutive weight loss.

11.4. Data reporting for consecutive unplanned weight loss
For the purposes of section 26(b) of the Accountability Principles, approved providers must compile or
otherwise derive information from these measurements and assessments that is relevant to indicating the
quality of residential care. The information compiled or derived from the measurements and assessments
must not be personal information (within the meaning of the Privacy Act 1988) about any of the care
recipients.
Approved providers must compile or derive information in accordance with the requirements below.
Approved providers must ensure that the information compiled or derived in accordance with these
requirements does not contain personal information about any of the care recipients.
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12.2. Key terms for falls and major injury
For the purposes of the QI Program, a fall is defined as an event that results in a person coming to rest
inadvertently on the ground or floor or other lower level. 6 Falls resulting in major injury that occurred while
the care recipient was away from the service and not under direct supervision of service staff are not
included.
A fall resulting in major injury is a fall that meets the definition above and results in one or more of the
following:
• Bone fractures;
• Joint dislocations;
• Closed head injuries with altered consciousness; and/or
• Subdural haematoma. 7

12.3. Measurements and assessments for falls and major injury
The purpose of assessing a care recipient through the process set out below is to collect data relating to the
falls and major injury quality indicator.
Pursuant to section 26(a) of the Accountability Principles, approved providers must make assessments and
measurements that are relevant to indicating the quality of residential care in accordance with the
requirements listed below.
1. The collection date must take place in the 21 days after the end of the quarter, in order to review records
for the entire three month assessment period.
2. Record the care recipients whose records are reviewed for the quarter, to assess for falls and falls
resulting in major injury. All care recipients residing at the service during the quarter should be included.
3. Record the care recipients who were absent from the service for the entire quarter (e.g. the care recipient
was hospitalised for the entire three month period).
4. Record whether each care recipient experienced a fall (one or more) at the service during the quarter.
Note: Care recipients who only experienced a fall or fall resulting in major injury that occurred while the
care recipient was away from the service and not under direct supervision of service staff are excluded
from these counts.
5. Record whether each care recipient experienced a fall at the service, resulting in major injury (one or
more), during the quarter.

12.3.1. Inclusions for falls and major injury
All care recipients must be assessed for falls and major injury except those listed in 12.3.2. Exclusions for
falls and major injury.

12.3.2. Exclusions for falls and major injury
Care recipients who were absent from the service for the entire quarter.

World Health Organisation (2007), WHO global report on falls prevention in older age.
RTI International. MDS 3.0 Quality Measures USER’S MANUAL. RTI International; 2019; Xu D, Kane R, Arling G.
Relationship between nursing home quality indicators and potentially preventable hospitalisation. BMJ Qual Saf.
2019;28(7):524-33.

6
7
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13.2. Key terms for polypharmacy
For the purposes of the QI Program, medication is defined as a chemical substance given with the intention
of preventing, diagnosing, curing, controlling or alleviating disease or otherwise enhancing the physical
and/or mental welfare of people. For the purpose of the QI Program, it includes prescription and nonprescription medicines, including complementary health care products, irrespective of the administered
route.
For the purposes of the QI Program, polypharmacy is defined as the prescription of nine or more
medications to a care recipient.
For the purposes of the QI Program, any medication with an active ingredient is counted in the polypharmacy
quality indicator, except for those listed below which must not be included in the count of medications:
• Lotions, creams or ointments used in skin and wound care;
• Dietary supplements, including those containing vitamins;
• Short-term medications, such as antibiotics or temporary eye drops; and
• PRN medications.
Different dosages of the same medicine must not be counted as different medications.

13.3. Measurements and assessments for polypharmacy
The purpose of assessing a care recipient through the process set out below is to collect data relating to the
polypharmacy quality indicator.
Pursuant to section 26(a) of the Accountability Principles, approved providers must make assessments and
measurements that are relevant to indicating the quality of residential care in accordance with the
requirements listed below.
1. Identify and record a collection date for the quarter.
2. Record the care recipients whose medication charts and/or administration records are reviewed to assess
for polypharmacy. All care recipients residing at the service on the collection date must be included in the
assessment.
Note: The audit for polypharmacy will be completed using each care recipient’s medication charts and/or
administration records as they are on the identified collection date.
3. Record the care recipients who were not assessed due to hospital admission on the collection date.
4. Review each care recipient’s medication chart and/or administration records as on the collection date and
record whether each care recipient was prescribed nine or more medications.
Note: It may not be feasible to conduct the medication chart/administration record audit for all care
recipients on a single day. The review may be spread out over several days, however the review of
medication charts and/or administration records must always be as they were on the identified collection
date.

13.3.1. Inclusions for polypharmacy
All care recipients must be assessed for medication management except those listed in 13.3.2. Exclusions
for polypharmacy.

13.3.2. Exclusions for polypharmacy
Care recipients who were a hospital admitted patient on the collection date.
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14.2. Key terms for antipsychotics
For the purposes of the QI Program, medication is defined as a chemical substance given with the intention of
preventing, diagnosing, curing, controlling or alleviating disease or otherwise enhancing the physical and/or
mental welfare of people. For the purpose of the QI Program, it includes prescription and non-prescription
medicines, including complementary health care products, irrespective of the administered route.
Diagnosed by a medical doctor, psychosis is characterised by symptoms such as delusions, hallucinations,
and perceptual disturbances, and by the severe disruption of ordinary behaviours (adapted from the
ICD-10-AM, 2017).
Disorders where there may be a diagnosed condition of psychosis include: schizophrenia bipolar disorder,
Huntington’s chorea, delusions and hallucinations. End-of-life care recipients may also experience psychosis.
A non-exhaustive list of antipsychotic medications is available in Part B of this Manual.

14.3. Measurements and assessments for antipsychotics
The purpose of assessing a care recipient through the process set out below is to collect data relating to the
antipsychotics quality indicator.
Pursuant to section 26(a) of the Accountability Principles, approved providers must make assessments and
measurements that are relevant to indicating the quality of residential care in accordance with the
requirements listed below.
1. Identify and record a collection date during the quarter – between the second week and end of the
quarter. The collection date and the six days prior will be the assessment period for which all care
recipient medication charts and administration records are reviewed for antipsychotic medications.
Note: The collection date must be varied between quarters and must not be identified to, or conducted
by, staff directly involved in care.
2. Record the care recipients whose medication charts and/or administration records are reviewed to assess
for receipt of antipsychotic medications over the seven-day assessment period. All care recipients
residing at the service during the seven-day assessment period must be included in the assessment.
3. Record the care recipients who were not included in the assessment due to hospital admission for the
entire seven-day assessment period.
Note: This is the only basis for exclusion, as it is possible that the medication being received by the care
recipient is different from that included in their medication charts.
4. Review each care recipient’s medication charts and/or administration records of the seven-day
assessment period and record whether each care recipient received an antipsychotic medication. This
includes PRN medications.
5. Of those care recipients who received an antipsychotic medication in Step 4, also record whether the care
recipient has a medically diagnosed condition of psychosis by performing a review of their medical records.
Note: It may not be feasible to conduct the medication chart/administration record audit for all care recipients
on a single day. The review may be spread out over several days however, the review of medication charts
and/or administration records must always be as they were on the identified collection date.

14.3.1. Inclusions for antipsychotics
All care recipients must be assessed for medication management except those listed in 14.3.2. Exclusions
for antipsychotics.

14.3.2. Exclusions for antipsychotics
Care recipients admitted to hospital for the entire seven-day assessment period.
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1.2

Quality indicators in the QI Program

The QI Program requires the collection and reporting of quality indicators that relate to important aspects of
quality of care across five crucial care areas. Data for each quality indicator is collected through
measurements and assessments within each of the categories set out in Figure 2 below. Information is then
compiled or derived and is provided to the Secretary of the Australian Government Department of Health
(Secretary), or the Secretary’s delegate, in accordance with legislative requirements.
The Aged Care Quality and Safety Commission (Commission) is responsible for the operational
administration of the QI Program, including QI Program compliance. QI Program data reported by approved
providers of residential care is used to guide the Commission’s regulatory activities. The Commission’s
Compliance and Enforcement Policy details the approach to non-reporting of information.
All approved providers of residential care services must collect data across the five quality indicators,
comprised of eight categories, in accordance with the figure below.
FIGURE 2: SUMMARY OF QI PROGRAM QUALITY INDICATORS

1.3

The QI Program Manual 2.0

The QI Program Manual 2.0 consists of three parts, all available on the Department’s website. QI Program
Manual 2.0 – Part A (Part A) provides legislated guidance for collecting, recording and submitting data.
QI Program Manual 2.0 – Parts B (this document) and C are not legislated. QI Program Manual 2.0 – Part B
aims to support providers to improve quality of care through continuous quality improvement. QI Program
Manual 2.0 – Part C (Part C) is a guide for approved providers to access and use the QI Application in the
My Aged Care provider portal as well as submit quality indicator data and access QI Program reports.
2
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Data recording templates
A data recording template is available for each quality indicator to automatically calculate and summarise the
quality indicator data to enter and submit through the provider portal’s Quality Indicator tile. The data
recording templates are available on the Department of Health and Aged Care Quality and Safety
Commission websites. Instructions on how to use the data recording template are included in the template.

How information for the QI Program will be collected and managed
The QI Program involves specific methods for collecting, recording, submitting, and interpreting information
about the quality indicators. In accordance with the legislation, residential care services must collect data
consistently using the methods prescribed in the National Aged Care Mandatory Quality Indicator Program
Manual 2.0 – Part A (Part A).
Residential care services must record and submit their quality indicator data into the My Aged Care provider
portal (provider portal).
The provider portal will:
• capture, process, and display information from residential care services about their quality indicator data;
and
• provide reports to residential care services in relation to their quality indicator data.
The provider portal will use the quality indicator data to produce reports for each residential care service.
Residential care services will be able to access these reports through the Reports and documents tile of the
provider portal.
Residential care services will be able to interpret quality indicator data and related reports and use this
information to influence quality of care and implement continuous quality improvement.
The approved provider is responsible for ensuring that quality indicator data is submitted. This remains the
responsibility of the approved provider despite any other organisation, such as a commercial benchmarking
service, being involved in the submission of the data.
Further guidance about the QI Program is available on the Department of Health website at
http://www.health.gov.au/qi-program.
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2.

Select ‘Staff administration’ from the provider portal home page

3.

On the ‘Staff administration' page, click on the person you would like to give access to the Quality
Indicator Application.

For information about how to add a staff member to your service in the My Aged Care provider portal,
please refer to the My Aged Care provider portal user guide on Administrator Functions.
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4.

Click ‘Edit staff details’.

5.

Scroll down and click ‘Manage Roles’.

6.

Select ‘Quality Indicators’ followed by ‘Next’.
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Please note: Administrators will have access to the ‘Quality Indicator’ tile, although the ‘Quality Indicator’ role
may not appear

7.

Check the correct outlets are selected and click ‘Save Roles’.

8.

A green box will appear to inform you the new Role has been saved, click ‘Save’.

How do I manually enter the quality indicator data for a service?
1.

From the Provider Portal home page, click on the ‘Quality Indicators’ tile.
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2.

Select the service you wish to enter quality indicator data for.

3.

Scroll downward on the screen. The Quality Indicator questionnaire is displayed for your selected
service.
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4.

Enter data for:
• Set up QI targets (optional)
• Pressure injuries (mandatory)
• Physical restraint (mandatory)
• Unplanned weight loss (mandatory)
• Falls and major injury (mandatory)
• Medication management (mandatory).

Validation checks will be presented if you need to update data. A green tick will be displayed next to
the quality indicator once you have correctly inputted your facility’s service data.
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5.

Click ‘submit’ or ‘save as a draft.

6.

If you have submitted, a green box will appear at the bottom of the screen to inform you that your data
has been successfully submitted.

How do I upload my quality indicator data in a file?
You are able to upload a file to enter multiple services’ quality indicator data at once. To upload a file, follow
the steps below.
1. From the provider portal home page, click on the ‘Quality Indicators’ tile.
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2. Click the ‘Upload file for QI data’ button.

3. Download the File Upload template.

4. Fill in all required data fields then save the file. Note: It is important that the file for bulk upload is not
modified (e.g. changing heading field names or deleting columns).

Services will need to ensure accurate records are entered, the following details to note are:
•
•
•
•

NAPS ACO ID
My Aged Care Outlet ID
NAPS Service ID
Correct Service Name (including spacing)

If Services are unsure of their NAPS Service or NAPS Organisation (ACO) ID details above, the best
and most accurate method of receiving this information is to contact the My Aged Care and Provider and
Assessor Helpline on 1800 836 799. The caller will need to confirm their identities through security checks
relating to the service and their My Aged Care records such as administrator and user details.
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A file with null targets (columns BF-BS) will upload as these are not mandatory fields.
If any mandatory field is missing, the system will not upload the data. Provider/User will get an error =
‘Processed with errors’ and file status = ‘Note uploaded’.
5. Browse for the file. Then click ‘continue’ to upload it.

6. Follow the prompts on screen to match valid services.
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7. Rectify unmatched services by looking up the correct service details.

8. Delete data for services that you cannot match.
You must re-upload for the services you have removed, or you can enter each service manually.

More information
If you have technical issues, you can call the My Aged Care Service Provider and Assessor Helpline on
1800 836 799 and ask the call centre staff to escalate the issue to the tier 2 team for resolution.
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3. How to access the quality indicator dashboard and
reports
This chapter helps you access the quality indicator dashboard and reports in the My Aged Care provider
portal. If you have ‘Administrator’, Team Leader or Staff Member access to the Quality Indicators tile in the
My Aged Care provider portal, then you can access your service’s QI Program data in the dashboard and
reports.
The chapter is split into sections as follows:
•
•
•
•

How do I access the quality indicator dashboard?
How to use the quality indicator dashboard
How do I access my service’s quality indicator reports?
More information

How do I access the quality indicator dashboard?
To access quality indicator dashboard follow the steps below:
1. From the Provider Portal homepage, click on the ‘Quality Indicators’ tile.

2. Click the ‘QI Reporting Dashboard’ button.
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3. The dashboard will be displayed.

How to use the quality indicator dashboard?
Using the quality indicator dashboard you can:
•
•
•

Compare your services against similar services
Report on multiple services you have access to at once
Choose different styles of graphs and tables.

To enter reporting parameters and generate the dashboard follow the below steps:
1. Fill out the service field by typing in the Service box, select the appropriate service, then press the plus
(+) sign.

You can select one or multiple services to display (if you have been assigned access to these
services).
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2. Select time periods to display.

3. Select a display format i.e. Line chart, Bar chart or Tabular.

The dashboard cannot display tabular reports for more than 2 services. You will need
to select ‘Request Report’ button to download this report if there are more than 2 services.
4. Tick the checkboxes to view your desired quality indicators.
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5. Tick the benchmarks you would like displayed.

6. Click ‘Apply Filters’. Note: If there are more than two services selected, the preview will come up with an
error message, but you will be able to run a report with more than two services selected.
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7. The report will be displayed on the dashboard.

8. You can export the report in PDF, CSV and XLSV formats. This is optional, ‘Display format’ option needs
to be selected as ‘Tabular’.
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How do I access my service’s quality indicator reports?
To access quality indicator reports follow the below steps.
1. Select ‘Reports and Documents’.

2. Select the report you want to view or download.
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3. You must fill in the three mandatory fields to request a report. Choose which file type you would like in
the ‘Output Type’ field. Then click the ‘Request Report’ button.

4. The report will then be generated.

7.

Once the report is generated you can open the file from your downloads. Note: how you see your
downloads depends on your browser settings.
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8.
All recently requested reports can be accessed from the ‘Reports and Documents’ page in the ‘My
Reports’ section.

More information
For more information refer to the Department of Health website www.health.gov.au/qi-program.
If you have technical issues, you can call the My Aged Care Service Provider and Assessor Helpline on
1800 836 799 and ask the call centre staff to escalate the issue to the tier 2 team for resolution.
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Chapter 1:
Introduction

Overview
• The Serious Incident Response Scheme (SIRS) is a new initiative aimed at reducing
the risk of abuse and neglect of older Australians in residential services.
• The SIRS establishes responsibilities for approved providers of residential aged care
and flexible care delivered in a residential aged care setting to prevent and manage
incidents (focusing on the safety and wellbeing of consumers), to use incident data
to drive quality improvement and to report serious incidents.
• Effective management of incidents is critical to effective clinical governance and will
enable you to manage risks to consumers and improve the quality of care and services
you provide.
• The SIRS commenced in 2 stages:
— From 1 April 2021 providers are required to have in place an effective incident
management system and report to the Commission all reportable incidents
assessed as Priority 1 reportable incidents
— From 1 October 2021 providers are required to report all reportable incidents
whether they are assessed as Priority 1 or Priority 2.
• The introduction of the SIRS places specific obligations on providers to have
an effective incident management system in place and identifies the range of incidents
which must be reported to the Commission.
• The SIRS complements other regulation including the integrated expectations
of the Charter of Aged Care Rights, the Aged Care Quality Standards and open
disclosure requirements.
• This guidance describes provider responsibilities in relation to the SIRS.
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The Serious Incident Response Scheme
The Serious Incident Response Scheme (SIRS) is a new initiative to help prevent and reduce the risk
and occurrence of incidents of abuse and neglect in residential aged care services subsidised
by the Australian Government.
The SIRS complements existing provider obligations under the Aged Care Act by establishing
responsibilities for providers to prevent and manage incidents (focusing on the safety and
wellbeing of consumers), to use incident data to drive quality improvement and to report
serious incidents.
The SIRS will promote an aged care system that supports consumers to feel safe and confident
about the quality of their care. It is also intended to ensure providers take responsibility
for continuously improving the care and services provided to older Australians, and for preventing,
managing and resolving incidents impacting consumers, so as to deliver enhanced outcomes
for these consumers.
The aim of the SIRS is to reduce the risk of abuse and neglect of older Australians in residential
services by:
• building provider capacity to better identify and mitigate risks of potential harm, and respond
to and manage serious incidents if and when they occur
• driving learning and improvement at a system and service level to reduce the number
of preventable serious incidents
• holding providers to account to provide appropriate support to consumers in the event
of an incident.
The effective management of incidents is critical to effective clinical governance and will enable
you to manage risks to consumers and improve the quality of care and services you provide.
By systematically recording and investigating incidents, you are better placed to identify trends
and issues, and to pursue continuous improvement at your service.
In notifying the Aged Care Quality and Safety Commission (Commission) of reportable incidents,
you enable the Commission to assess and respond to risk at a service level, as well as to identify
and act on opportunities for education and improvement across the sector.
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Context
Australians have a right to live free from abuse and neglect as a matter of human rights, current
law and reasonable community expectation. These rights, which do not diminish with age, include
the right to live dignified, self-determined lives, free from exploitation, violence and abuse.
In addition, consumers of Commonwealth-funded aged care services have specific rights and
expectations for safe and quality care and services.
Preventing and responding to serious incidents effectively is an essential part of providing safe
and quality aged care. In support of these rights and the prevention of abuse and neglect in aged
care, the Australian Government has introduced the SIRS for approved providers of residential
aged care and flexible care delivered in a residential aged care setting.

Commencement of the SIRS
The SIRS commenced in 2 stages.
The first stage commenced on 1 April 2021. From this date, providers of residential
care and flexible care in a residential setting are required to have in place an effective
incident management system that enables their appropriate and timely prevention,
identification, and response to all incidents.
Also from 1 April 2021, the same providers are required to report to the Commission
all reportable incidents assessed as Priority 1 reportable incidents to the Commission.
On 1 October 2021, the second stage of the SIRS commenced. From this date, providers
of residential care and flexible care in a residential setting must report all reportable
incidents. Reportable incidents must still be assessed as Priority 1 or Priority 2 as this
will determine the relevant time for notifying the Commission. Detail regarding what
is a reportable incident, the distinction between Priority 1 and Priority 2 incidents,
and when to notify the Commission is provided in the following chapters.
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What is the relationship between incident management systems and the SIRS?
All aged care services are required to have effective systems and practices
for preventing and managing all incidents, including the use of an incident management
system (IMS). An IMS will support you to deliver safe and quality care and services
for aged care consumers and to provide appropriate support for those affected
by an incident. It will also assist you to take action to prevent incidents from reoccurring
and to continuously improve.
For providers of residential care and flexible care in a residential setting, a subset
of the incidents addressed through your IMS are likely to pose a high risk to consumers.
These are known as reportable incidents and must be reported to the Commission.
Notification of reportable incidents under the SIRS focuses on the provider’s response
to serious incidents, including the supports they put in place for impacted consumers,
the actions they take to continuously improve and reduce the likelihood of incidents
reoccurring and the way they use information about incidents to inform organisationwide management of risks, feedback and education to staff and to improve the service’s
capability to prevent, manage and resolve incidents.

Broader regulatory framework
Provider responsibilities
Aged care consumers have the right to live a life free from abuse, neglect, exploitation
and violence. In support of this, all providers of Commonwealth-funded aged care operate in the
context of the aged care legislative framework. For approved providers of residential care and
flexible care delivered in a residential setting, the SIRS is one element of the framework that
supports the provision of quality care and services and a safe environment.
The introduction of the SIRS places specific obligations on providers to have an effective incident
management system in place. The scheme also identifies the range of incidents which must
be reported to the Commission. The Commission has been provided with regulatory powers that
will support a proportionate response to non-compliance with these obligations.
The SIRS complements other regulation including the integrated expectations of the Charter
of Aged Care Rights 1 (the Charter), the Aged Care Quality Standards 2 (the Quality Standards)
and open disclosure 3 requirements. Together, these settings support providers to engage in risk
management and continuous improvement activities to deliver safe, quality care to consumers.
1
2
3

https://www.agedcarequality.gov.au/consumers/consumer-rights
https://www.agedcarequality.gov.au/providers/standards
https://www.agedcarequality.gov.au/resources/open-disclosure
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The Charter

Under the Charter, consumers have the right to safe and high-quality
care and services, the right to be treated with dignity and respect,
and the right to live without abuse and neglect. Providers are required
to uphold these rights and ensure consumers in their care understand
their rights under the Charter.

The Quality Standards

All providers must meet the requirements of the Quality Standards,
which detail the standards of care all aged care consumers can expect.
The Quality Standards require providers to maintain effective
organisation-wide governance and risk management systems and
practices to prevent and manage incidents and to identify and respond
to abuse and neglect of consumers.
Providers are also required to regularly review the care and services
provided for effectiveness, including when incidents impact on the
needs, goals or preferences of consumers, and to effectively manage the
high impact and high-prevalence risks associated with the care of each
consumer to ensure that each consumer gets safe and effective personal
and clinical care.
Other requirements in the Quality Standards are also relevant to how
providers prevent, assess and manage risks of incidents, and actual
incidents. This includes requirements to provide consumers with choice,
control and independence; to enable consumers to take risks to live
the life they want; and to support consumers to maintain relationships
of choice.

Open disclosure
requirements

As outlined under the Quality Standards, providers must use an open
disclosure process when things go wrong. This means that providers
should facilitate an open discussion with consumers (and their
representatives) when something goes wrong that has harmed
or had the potential to cause harm to a consumer.
Providers are expected to practice open disclosure in their prevention
and management of any incidents impacting consumers.

agedcarequality.gov.au
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The Commission
The Commission is the national regulator of aged care services, and the primary point of contact
for consumers and providers in relation to quality and safety.
Complaints or concerns about the quality of care and services can be made to the Commission
and, like notification of serious incidents, complaints play an important part in helping providers
to improve the quality of care and services through a continuous improvement process.
The Commission accredits, monitors and assesses the performance of providers against the
Quality Standards and helps consumers resolve complaints about a provider’s responsibilities
or actions. This is part of the Commission’s function to ‘protect and enhance the safety, health,
wellbeing and quality of life of aged care consumers’. Through the Commission’s engagement and
education work, it aims to build confidence and trust in aged care, empower consumers, support
providers to comply with Quality Standards and promote best practice service provision.
The Commission is responsible for administering the SIRS and will receive serious incident
notices from aged care providers. The Commission will monitor provider compliance with the
SIRS requirements, including whether providers are responding appropriately and effectively
to incidents to ensure the safety, health and wellbeing of consumers. The Commission has the
power to take regulatory action(s) where appropriate to address non-compliance with provider
responsibilities regarding SIRS obligations, including issuing compliance notices for suspected
non-compliance, and commencing investigations.
The Commission will publish information on the operation of the SIRS and support providers
to meet their responsibilities, including through providing guidance and education.

Purpose of this guidance
The Commission recommends you familiarise staff at your service with the legislative changes
which support the introduction of SIRS. The changes affect both provider obligations and
Commission regulatory powers. The Explanatory Memorandum 4 that accompanied the SIRS
Bill when it was introduced to Parliament should be used alongside this guidance to further
understand these changes and your obligations regarding SIRS.
This guidance describes provider responsibilities in relation to the SIRS, including:
• requirements relating to incident management, response and prevention
• types of incidents that must be notified to the Commission
• requirements for making a notification, including when and what must be notified
• the role of the Commission in managing reports and ensuring providers are notifying
and responding to reportable incidents.

4

https://www.aph.gov.au/Parliamentary_Business/Bills_Legislation/Bills_Search_Results/Result?bId=r6642
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Overview
• Providers have requirements under paragraph 54-1(1)(e) of the Aged Care Act 1997
(the Aged Care Act) and Part 4B of the Quality of Care Principles 2014 to manage
incidents and take reasonable steps to prevent incidents, including through
implementing and maintaining an incident management system.
• The legislation and Effective incident management systems: Best practice guidance
developed by the Commission describe your responsibilities in identifying, responding
to, managing and recording all incidents, and preventing the recurrence of similar
incidents in future. This includes:
— assessing all incidents that occur to determine the appropriate support to provide
to those impacted, and any remedial actions to be taken
— undertaking any actions identified through your assessment
— collecting and regularly reviewing information relating to incidents to enable you
to continuously improve your approach, and undertaking identified actions to ensure
continuous improvement
— implementing and maintaining an incident management system that meets the
requirements of the aged care legislation and the guidance
— ensuring your incident management system enables you to record specified details
in relation to each incident, regardless of whether the incident is reportable under
the SIRS.
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12
1457

Chapter 2: Incident management

Incident management and prevention
Providers of residential care or flexible care provided in a residential setting have requirements
under section 54-1(1)(e) of the Aged Care Act 1997 (the Aged Care Act) and Part 4B of the Quality
of Care Principles 2014 to manage incidents and take reasonable steps to prevent incidents,
including through implementing and maintaining an incident management system.
Your approach to managing incidents must focus on the safety, health, wellbeing and quality
of life of consumers and meet the requirements of the aged care legislation and the Effective
incident management systems: Best practice guidance. The legislation and guidance describe your
responsibilities in identifying, responding to, managing and recording all incidents, and preventing
the recurrence of similar incidents in future.
Reporting requirements under the SIRS relate to the range of serious incident types (including
allegations and suspicions of incidents) outlined in Chapter 3 of this document. However,
the definition of ‘incident’ which a provider is expected to prevent, manage and resolve through
an effective incident management system is broader than this.
This also includes incidents that have (or could reasonably be expected to have) caused harm
to staff or visitors to the service – for example, where a visitor slips on a wet floor or where
a staff member sustains a significant burn in the kitchen. As noted above, it encompasses
a broader range of incidents than those that are reportable under the SIRS.

Definition of ‘incident’ for the purposes of incident management
system requirements
Incident management system requirements relate to any acts, omissions, events
or circumstances that occur in connection with the provision of care and services
to a consumer that have, or could reasonably be expected to have, caused harm
to a consumer or another person. Incident management system requirements also
relate to any acts, omissions, events or circumstances that the provider becomes aware
of in connection with the provision of care that have caused harm to the consumer.
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Commencement of the SIRS
The SIRS commenced in 2 stages. The first stage commenced on 1 April 2021. From this
date, providers are required to have in place an effective incident management system
that enables their appropriate and timely prevention, identification, and response
to all incidents. Additionally, providers are required to report to the Commission
all reportable incidents assessed as Priority 1 reportable incidents.
On 1 October 2021, the second stage of the SIRS commenced. From this date, providers
must report all reportable incidents. Reportable incidents must still be assessed
as Priority 1 or Priority 2 as this will determine the relevant time for notifying
the Commission.

Responding to incidents
Under section 15LA of the Quality of Care Principles (Aged Care Act 1997), management
of incidents must be focused on the safety, health, wellbeing and quality of life of the consumers
at your service.
You must respond to an incident by:
• assessing the support and assistance required to ensure the safety, health and wellbeing of those
affected by the incident and providing that support and assistance
• appropriately involving each person affected by the incident (or a representative of the person)
in the management and resolution of the incident
• using an open disclosure process, which means you should facilitate an open discussion with
those affected by an incident and engage with that person or people in the management and
resolution of the incident.
In responding to incidents, you will need to consider the individuals involved, the level of harm
(or potential harm) to these individuals and the circumstances surrounding the incident.
Each incident will require a tailored and considered response to ensure the health, safety and
wellbeing of all people involved and to explore how similar types of incidents can be prevented
or mitigated in the future.
In some cases, you must also notify police of the incident within 24 hours of becoming aware of the
incident. Police must be notified if there are reasonable grounds to do so.
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The phrase ‘reasonable grounds’ may include scenarios where an approved provider is aware
of facts or circumstances (alleged or known) that lead to a belief that an incident is likely
to be of a criminal nature and therefore should be reported to police (e.g. if the approved provider
suspects the incident involves an indecent assault, or if there is an ongoing danger). If you become
aware of reasonable grounds at a later time, you must notify the police within 24 hours of becoming
aware of those grounds.

Assessing incidents
As part of your approach to managing and preventing incidents, you should assess all incidents
that occur to determine the appropriate support to provide to those impacted, and any reasonable
and proportionate remedial actions to be taken. In doing this, you must consider the views of those
impacted by the incident.
In accordance with section 15LA of the Quality of Care Principles, you must assess:
• whether the incident could have been prevented
• what, if any, remedial action needs to be undertaken to prevent further similar incidents from
occurring, or to minimise their harm
• how well the incident was managed and resolved
• what, if any, actions could be taken to improve your management and resolution
of similar incidents
• whether other persons or bodies should be notified of the incident.
You are responsible for undertaking any actions identified through your assessment, including
to notify the relevant persons identified, minimise risks, prevent future incidents from occurring
and improve your approach to managing incidents.

Continuous improvement
In accordance with section 15LB of the Quality of Care Principles, you must collect information
relating to incidents to enable you to continuously improve your prevention and management
of incidents, including to:
• identify and address systemic issues in the quality of care you provide
• provide feedback and training to staff about preventing and managing incidents.
You must regularly review this information to assess the effectiveness of your prevention
and management of incidents and determine what, if any, actions could be taken to improve
your approach.
You are responsible for undertaking any actions identified to ensure the continuous improvement
of your approach to managing incidents.
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Incident management system
You must implement and maintain an incident management system that meets the
requirements of the aged care legislation and the Effective incident management systems:
Best practice guidance.
Your incident management system must enable you to collect data relating to incidents
in a way that enables you to:
• identify occurrences (or alleged or suspected occurrences) of similar incidents
• identify and address systemic issues in the quality of care you provide
• continuously improve your management and prevention of incidents
• provide information relating to incidents to the Commission (as required).

Incident management system procedures
You must establish incident management system procedures to be followed in identifying,
managing and resolving incidents. In accordance with section 15MB of the Quality of Care
Principles, your procedures must, at a minimum, describe the following:
• how incidents are identified, recorded and reported
• the person within your organisation to whom incidents must be reported
• how reportable incidents are notified and managed (in line with legislative requirements)
• the person within your organisation who is responsible for notifying reportable incidents
to the Commission
• how you will provide support and assistance to those affected by an incident to ensure their
safety, health and wellbeing (including providing information about access to advocates such
as independent advocates and the National Aged Care Advocacy Program)
• how people affected by an incident (and/or their representatives) will be involved
in the management and resolution of the incident
• when an investigation is required by you to establish:
— the cause(s) of a particular incident
— the harm caused by the incident
— any operational issues that may have contributed to the incident occurring
• processes for undertaking an investigation
• when remedial action is required and the nature of those actions.
Your procedures may include different levels of investigation and may vary based
on the seriousness or type of incident.
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Documentation
Your incident management system must be documented, with written policies and procedures
regarding your incident management system made available to consumers and staff, and to family
members, carers, representatives, advocates and any other person significant to consumers.
Documented policies, procedures and information about your system must be accessible to the
person reading the documents. It is your responsibility to support people to understand how your
incident management system operates, including how to report an incident (or suspected incident),
the process for assessing/investigating an incident and the actions you will take in response
to incidents.

Record keeping
Section 15MC of the Quality of Care Principles states that, at a minimum, your incident management
system must enable you to record the following details in relation to each incident, regardless
of whether the incident is reportable under the SIRS:
• a description of the incident, including the harm that was caused (or that could reasonably have
been expected to have been caused) to each person affected by the incident and, if known,
the consequences of that harm
• whether the incident is a reportable incident
• the time, date and place at which the incident occurred, or was alleged or suspected to have
occurred (where this is known)
• the time and date the incident was identified
• the names and contact details of the people directly involved in the incident
• the names and contact details of any witnesses to the incident
• details of the assessment you have undertaken
• the actions taken in response to the incident, including to provide support and assistance
to those affected and any notifications to other bodies or persons
• any consultations undertaken with the persons affected by the incident, including to determine
the level of harm (or potential harm) to those persons and identify an appropriate resolution
to the incident
• whether persons affected by the incident have been provided with any reports or findings
regarding the incident
• the details and outcomes of any investigation undertaken by a provider (where this occurs)
• the name and contact details of the person making the record of the incident.
All incident records must be retained for a period of 7 years after the incident was identified. You
should maintain appropriate controls in relation to the privacy and confidentiality of all incident
information, particularly where it relates to sensitive and personal information of consumers.
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Roles and responsibilities
Your incident management system must set out the roles and responsibilities of staff members
in identifying, managing and resolving incidents and in preventing incidents from occurring.
It is your responsibility to ensure that staff are aware of your organisation’s incident management
system and understand their responsibility to comply with these requirements. Your incident
management system must include requirements for the provision of training to staff in the use
of, and compliance with, your incident management system.

Further guidance
For further guidance regarding establishing and maintaining an effective incident managing
system, refer to the Effective incident management systems: Best practice guidance.
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Overview
• Section 54-3 of the Aged Care Act defines a reportable incident and outlines the eight
types of reportable incidents that are required to be notified to the Commission
under SIRS.
• You must notify the Commission of all reportable incidents. The period of time
for notifying a reportable incident to the Commission will depend on your
categorisation of the incident as Priority 1 or Priority 2.
• In some cases, you must also notify police of the reportable incident within 24 hours
of becoming aware of the incident.
• As part of your online notification of a SIRS reportable incident, you are required
to confirm that you have provided a notice of collection (where appropriate)
to any person affected by the incident for whom you have recorded personal
or sensitive information.
• An incident does not need to be reported under the SIRS if the incident results from
the consumer choosing to refuse to receive care and services offered by the provider.
• Where a reportable incident occurs under SIRS that involves a consumer who is also
an NDIS participant, you will be required to notify both the Commission and the NDIS
Quality and Safeguards Commission.
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What is a reportable incident?
As an approved provider of residential care, or flexible care provided in a residential setting, you
are required to notify the Commission of reportable incidents. The notification and management
of reportable incidents is one part of your responsibility to have an incident management system.
The range of incidents that are reportable incidents under the SIRS is broader than those you were
required to report under previous compulsory reporting requirements.
Under section 54-3 of the Aged Care Act, a reportable incident is any of the following incidents that
have occurred, are alleged to have occurred, or are suspected of having occurred to a residential
care recipient (consumer), in connection with the provision of residential care, or flexible care
provided in a residential setting:
• unreasonable use of force against a consumer
• unlawful sexual contact or inappropriate sexual conduct inflicted on a consumer
• psychological or emotional abuse of a consumer
• unexpected death of a consumer
• stealing from, or financial coercion of, a consumer by a staff member of the provider
• neglect of a consumer
• use of a restrictive practice in relation to a consumer (other than in the circumstances
set out in the Quality of Care Principles)
• unexplained absence of a consumer from the service.
You must notify the Commission of all reportable incidents, even where you believe that you have
acted and responded appropriately, or where an internal or police investigation is underway.
However, the period of time for notifying a reportable incident to the Commission will depend
on your categorisation of the incident as Priority 1 or Priority 2, see Chapter 4 for details.
Your legislated responsibility to notify the Commission of a reportable incident applies regardless
of whether the consumer and/or their representative or family wish the incident to be notified.
You are required to determine how to appropriately involve people affected by the incident
(or their representatives) in managing and resolving the incident, but this does not mean they
can decide whether the incident is reported to the Commission or not.
As specified in Chapter 2, in some cases, you must also notify police of the reportable incident
within 24 hours of becoming aware of the incident. Police must be notified if there are reasonable
grounds to do so.
The phrase ‘reasonable grounds’ may include scenarios where an approved provider is aware
of facts or circumstances (alleged or known) that lead to a belief that an incident is likely
to be of a criminal nature and therefore should be reported to police. For example, if the approved
provider suspects the incident involves an indecent assault, or if there is an ongoing danger.
If you become aware of reasonable grounds at a later time, you must notify the police within
24 hours of becoming aware of those grounds.
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You are also required, as part of your online notification of a SIRS reportable incident, to confirm
that you have provided a notice of collection (where appropriate) to any person affected
by the incident for whom you have recorded personal or sensitive information (whether in records
regarding the reportable incident, or in the notification to the Commission).
Making the notification to the Commission does not replace your existing obligations to report
particular events to another person or body with relevant responsibilities in relation to the incident.

‘In connection with’ the provision of care
The definition of a reportable incident includes the phrase ‘in connection with’. The meaning
of ‘in connection with’ the provision of residential care or flexible care provided in a residential
setting is intended to be broad. It covers incidents occurring during the course of care being
provided to a consumer and incidents that arise out of the provision of that care (including because
the consumer is in the residential setting). For example, incidents that occur while the consumer
is outside of the service under the supervision of staff and for reasons that are in connection with
the provision of care, such as when they are attending a specialist appointment or are on a social
outing organised through the service, are included under the SIRS.
The SIRS is not intended to apply in respect of incidents that occur when a consumer is on leave
from the service, for example, because they are in hospital or are visiting family (without service
staff supervision). However, if you become aware of incidents during such periods where
a consumer is away from the service you must still act in the best interests of the consumer
to protect their wellbeing, including considering amendments to your risk assessments relating
to a consumer’s independent travel and outings where relevant. Depending on the nature,
suspicion or allegation of the incident about which you become aware, this may also mean
reporting matters to the police or other authorities. If the consumer has been harmed by the
incident you will also be required to manage the incident under your incident management system.
Further detail about each type of reportable incident is discussed below, including principles
to help your consideration of whether an incident is a reportable incident.

Commencement of the SIRS
The SIRS commenced in 2 stages. The first stage commenced on 1 April 2021. From this
date providers are required to report to the Commission all reportable incidents
assessed as Priority 1 reportable incidents.
The second stage commenced on 1 October 2021. From this date, providers must report
all reportable incidents. Reportable incidents must still be assessed as Priority 1
or Priority 2 as this will determine the relevant time for notifying the Commission.
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Incidents that are not reportable under the SIRS (that is, are out of scope)
An incident does not need to be reported under the SIRS if the incident results from
the consumer choosing to refuse to receive care and services offered by the provider.
For example, this may include where the consumer decides to decline health or medical
advice regarding their care despite being informed of the risks. An example would
be where a consumer chooses to eat food that is inconsistent with their dietary needs.
In supporting the consumer to make a decision for themselves, all reasonable
efforts must be made to assist the consumer and, where appropriate, their family
or representative, to understand the need for those care and services, including
any potential consequences or impacts of that refusal on the consumer’s health
and wellbeing and measures for mitigating the risk to the consumer.
In these circumstances, the consumer’s refusal should be recorded in relevant
care planning documents. The record should include the circumstances in which
the consumer has refused care and services and your understanding of why that
decision has been made, as well as measures taken to mitigate risk and support
the consumer’s wellbeing in the circumstances.

Incidents involving consumers who are also participants of the National
Disability Insurance Scheme
Registered National Disability Insurance Scheme (NDIS) providers are required to notify the NDIS
Quality and Safeguards Commission (NDIS Commission) of reportable incidents that result
in harm to an NDIS participant or occur in connection with the provision of supports and services
by registered NDIS providers.
Where a reportable incident occurs under SIRS that involves a consumer who is also an NDIS
participant, you will be required to notify both the Commission and the NDIS Quality and
Safeguards Commission.
It should be recognised that the definitions of what is considered a ‘reportable incident’ may differ
between the SIRS and the NDIS. Timeframes for reporting, and the information to be reported, may
also differ. For further guidance on reporting incidents to the NDIS Commission, refer to Reportable
Incidents Guidance – Detailed Guidance for Registered NDIS Providers 5.

5

https://www.ndiscommission.gov.au/document/596
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Unreasonable use of force
Subsections 15NA(2) and (3) of the Quality of Care Principles provide that unreasonable use of force:
• includes conduct ranging from a deliberate and violent physical attack to use of unwarranted
physical force
• does not include gently touching the consumer:
— for the purposes of providing care
— to attract the consumer’s attention
— to guide the consumer
— to comfort the consumer when they are distressed.
This definition captures conduct such as shoving, pushing, hitting, punching, kicking or rough
handling of a consumer. The use of force can be unreasonable regardless of whether it causes
injury or visible harm such as bruising. It will still be a reportable incident even where the
consumer does not require medical treatment. The period of time for reporting a reportable
incident to the Commission will depend on your categorisation of the incident as Priority 1
or Priority 2. Please see Chapter 4 for guidance on how to distinguish types of incidents as
Priority 1 or Priority 2. This is important information and will impact on when and how you notify
the Commission.
The definition is not intended to capture kind, considerate and respectful care, which
may include gentle touching of a consumer that would be objectively appropriate and acceptable
in the circumstances.
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What is not unreasonable use of force?

What is unreasonable use of force?

• Gently touching a consumer to attract their
attention or to guide them.

• The use of unwarranted or unjustified
physical force against a consumer,
including any rough handling of the
consumer in the delivery of care
and services.

• Gently touching a consumer to comfort them
if they are distressed.
• Accidental contact (unless it is careless
or negligent).
• Physical contact that has lawful justification.
For example, pushing a consumer out of harm’s
way (such as out of the way of an oncoming car
that would otherwise hit them or out of the way
of a falling item).
• Reasonable management or care of a consumer
taking into account any relevant code
of conduct or professional standard. For
example, where a staff member is genuinely
trying to assist a consumer and is acting in
accordance with applicable professional
standards and, despite the staff member’s
best intentions, the consumer receives a small
scratch that causes them no discomfort.

• Physical force including actions such
as hitting, punching, pushing, shoving,
kicking, spitting, throwing objects
towards consumers or making threats
of physical harm.
• Deliberate physical attacks or assaults
on a consumer.
• Any physical behaviour towards
a consumer that is an offence under
the law of a state or territory.
• Incidents of physical contact that
in isolation may not be significant but
when they occur over an extended period
of time, have an impact on the consumer.

• Minor disagreements between consumers.
For example, where one consumer taps
another consumer on the hand as the result
of a disagreement over a card game.
• Potential incidents. For example, where
a consumer is prevented from harming another
consumer through the intervention of a staff
member or other person.

The above examples are illustrative only. While some of these examples are clear cut reportable
incidents, there are other instances that will necessarily depend on the provider examining
the circumstances and making a reasonable judgement taking into account the impact on the
consumer. It is important to note that reporting requirements under SIRS include the reporting
of allegations of serious incidents regarding unreasonable use of force. In a scenario where
a consumer or their representative believes that an incident should have been reported and the
provider holds a different view, the Commission may receive a complaint about the provider’s
performance that it would then need to work to resolve.
agedcarequality.gov.au
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Important information for staff
Staff should consider how effective verbal communication can best support the delivery
of care and services. For example, it may be possible to engage a consumer in their care
by asking them to sit themselves up in bed, rather than automatically touching them
to assist them to sit up in bed. If the consumer does require assistance to sit up in bed,
staff must ensure that they explain what they are doing to help and use the gentlest
touch possible to achieve this.

Unlawful sexual contact or inappropriate sexual conduct
Subsections 15NA(4) and (5) of the Quality of Care Principles expand on the meaning of unlawful
sexual contact or inappropriate sexual conduct inflicted on the consumer to describe that unlawful
sexual contact or inappropriate sexual conduct as including:
• if the contact or conduct is inflicted by a person who is a staff member of the provider or a person
who provides care or services for the provider who is providing such care and services at the time
of the incident (e.g. while volunteering):
— any conduct or contact of a sexual nature inflicted on the consumer, including but not limited
to sexual assault, an act of indecency or sharing of an intimate image of the consumer
— any touching of the consumer’s genital area, anal area or breast in circumstances where this
is not necessary to provide care or services to the consumer
• any non-consensual contact or conduct of a sexual nature, including but not limited to sexual
assault, an act of indecency or sharing of an intimate image of the consumer
• engaging in conduct relating to the consumer with the intention of making it easier to procure
the consumer to engage in sexual contact or conduct.
The Principles also provide that it is not a reportable incident where there is consensual contact
or conduct of a sexual nature between the consumer and a person who is not a staff member,
for example is another consumer at the service or a volunteer (other than while they are providing
volunteer services).
This ensures, for example, that a consumer who wishes to engage in a consensual sexual
relationship with their partner, who is a volunteer at the service, is not prevented from
doing so. In this scenario, it is expected that the provider would support both the consumer
and the volunteer, such that volunteers working in an aged care service are clear as to what
is appropriate conduct while engaged as a volunteer.
The definition also ensures that any conduct or contact of a sexual nature inflicted on the
consumer by a staff member is always a reportable incident (i.e. consumer consent in this
circumstance will not negate the requirement to report the incident).
agedcarequality.gov.au
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The period of time for reporting a reportable incident to the Commission will depend on your
categorisation of the incident as Priority 1 or Priority 2. Please see Chapter 4 for guidance on how
to distinguish types of incidents as Priority 1 or Priority 2. This is important information and will
impact on when and how you notify the Commission.
While reports of unlawful sexual contact inflicted on a consumer were required under the
previous compulsory reporting scheme, and providers will therefore be familiar with the concept,
the requirement to notify incidents of this nature has been extended under the SIRS to also
include inappropriate sexual conduct. This is consistent with similar incident reporting schemes,
including the NDIS.
It is important to note that SIRS notification requirements are designed to protect vulnerable
consumers, not to restrict their sexual freedoms. Unlawful sexual contact or inappropriate sexual
conduct refers to non-consensual sexual activity involving consumers (unless the subject of the
allegation is a staff member, in which case any sexual contact is a reportable incident).

Consumers’ right to maintain relationships of choice
Consumers have the right to have control over and to make choices about their personal and social
life, including the right to sexual freedom and to give and receive affection. The Quality Standards
require providers to support consumers to exercise choice and independence, including to make
connections with others and maintain relationships of choice, including intimate relationships.
It is expected that you will support the consumers at your service to maintain connections
of importance to them.
These rights and freedoms include consumers with a mental or cognitive impairment. This means
you must balance your responsibilities in providing a safe environment for vulnerable consumers
with the consumer’s right to maintain relationships of choice.

Understanding capacity to consent
Consent and decision making capacity are central to the requirements in the Quality Standards.
You should therefore be familiar with assessing capacity and have existing systems and processes
(including relationships with relevant health professionals who undertake such assessments)
that support you to understand a consumer’s capacity to make informed decisions and provide
consent. This may include speaking with a consumer’s family and/or carer to gain additional
information and further understand the consumer’s capacity to consent, and ensuring that
consumers are supported to effectively communicate their concerns, wishes and consent.
It is acknowledged that consumers may have decision making capacity for some matters and not
others and that capacity can fluctuate, including for consumers with cognitive impairment who
may have moments of lucidity, such that their capacity to provide consent varies at different points
in time. However, it is expected that your workforce is trained and equipped to manage issues
of consent and determine a consumer’s ability to make decisions.
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When considering the nature of a sexual contact, it can be useful for providers to consider
the following questions:
• Does the consumer have the capacity to consent to this particular activity, at this time?
• Does the consumer have the capacity to refuse participation in the activity?
• Does the consumer have the capacity to agree to participate in the activity?
• Does the consumer show signs of distress?
Determining a consumer’s capacity to consent to sexual activity is a decision that may also
be informed by an assessment by a health professional, which should be considered on a caseby-case basis. If it is determined that the consumer has the capacity to consent to the
particular activity at that particular time, and the consumer’s family and/or carer disagree
with that assessment, providers should manage that through careful and sensitive discussion.
Capacity to consent should be reviewed on a regular basis.
If you have doubt about a consumer’s capacity to consent to an incidence of sexual contact,
then the incident should be notified. Any incident of sexual contact that results in a consumer
being distressed or upset should also be notified.

Important information for staff
At times staff may witness consumers engaging in activities that they are unsure
about whether to report. For example, where they see a consumer kissing another
consumer, or where a consumer has their hand under the clothing of another consumer.
In determining whether the incident is reportable, staff should be encouraged
to consider the person’s capacity to consent to the activity, and the relationship
between the parties. It is critical to note that consumers with a cognitive impairment
may not be aware or able to comprehend the nature of what is happening to them
during sexual activity and in the absence of apparent resistance or obvious distress,
staff may wrongly assume that ‘no observable impact’ means the activity is consensual.
Broader commentary on unlawful sexual contact
There may be a range of emotional, behavioural, and physiological responses
to unlawful sexual contact, including symptoms related to post-traumatic stress,
such as depression and withdrawal. Sometimes these will mirror symptoms of cognitive
impairment such as agitation, distress and confusion. There may be no discernible
response. This does not mean that the person has not suffered from physical,
emotional or psychological trauma.
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What is not unlawful sexual contact
or inappropriate sexual conduct?

What is unlawful sexual contact
or inappropriate sexual conduct?

• Consensual acts of affection such
as greeting someone with a kiss
on the cheek or a hug.

• Any conduct or contact of a sexual nature
inflicted on the consumer by a staff member
or a person who provides care or services for
the provider, while that person is providing
such services (e.g. while volunteering).

• Consensual sexual relations between
consumers, or between a consumer
and their partner who is not a consumer
at the service.
• Gestures of comfort, for example a carer
rubbing a consumer’s back or patting
a consumer on the knee where this aligns
with the consumer’s personal preferences.
• Helping a consumer to wash and
dry themselves, where the carer
is acting in accordance with applicable
professional standards.

• Sexual contact without the consumer’s
consent, against their will or where consent
is negated for other reasons such as lack
of capacity to consent.
• Having sexual intercourse or sexually
penetrating a consumer (with a body part
or an object) without consent.
• Touching consumer’s genitals (or other
private areas) without a care need.
• A person masturbating, showing their
genitals to a consumer or exposing
themselves in the presence of a consumer.
• Undressing in front of a consumer
or watching consumers undress
in circumstances where supervision
is not required.
• Inappropriate exposure of consumers
to sexual behaviour of others.
• Sexual innuendos, sexually explicit language
or showing pornography to a consumer
or using a consumer in pornography.
• Grooming, stalking or making sexual threats
to or in the presence of a consumer.
• Forcing, threatening, coercing or tricking
a consumer into sexual acts.
• Unlawful sexual contact encompasses
any behaviour of a sexual nature that
is an offence under any criminal statute
of a state, territory or the Commonwealth.
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The above examples are illustrative only. Whether contact or conduct of a sexual nature is unlawful
or inappropriate will need to be assessed in each individual case. For example, in the context
of someone making a gesture of comfort, it is important to understand whether the consumer
perceives that gesture to be comforting. Some consumers will be more comfortable with physical
touch than others, and you will need to assess the situation based on your knowledge of the
consumer and their relationships with those providing comfort. You will also need to determine
whether a reportable incident is a Priority 1 or Priority 2 incident (further information on Priority 1
and Priority 2 is outlined in Chapter 4).

Important information for staff
Staff are expected to engage with consumers appropriately and respectfully,
and to maintain professional boundaries. For example, it is not appropriate
to encourage consumers to engage with staff in a sexually inappropriate manner,
such as telling sexual jokes or making sexual innuendos or crude comments.

Psychological or emotional abuse
Subsections 15NA(6) and 15NA(7) of the Quality of Care Principles expand on the meaning
of psychological or emotional abuse to provide that psychological or emotional abuse
of a consumer includes conduct that has caused, or that could reasonably have caused,
the consumer psychological or emotional distress, including actions such as:
• taunting, bullying, harassment or intimidation
• threats of maltreatment
• humiliation
• unreasonable refusal to interact with the consumer or acknowledge the consumer’s presence
• unreasonable restriction of the consumer’s ability to engage socially or otherwise interact
with people
• repetitive conduct or contact which does not constitute unreasonable use of force but the
repetition of which has caused, or could reasonably have caused, the consumer psychological
or emotional distress.
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As part of the Quality Standards, consumers must be treated with dignity and respect at all
times. It is expected that you have systems and processes in place to ensure consumers feel
accepted and valued (regardless of their needs, ability, gender, age, religion, spirituality, mental
health status, ethnicity, background or sexual orientation) and that consumers feel safe to report
disrespectful care or discrimination. The systems and processes you have in place should ensure,
for example, ongoing education and training for the workforce and feedback to staff about how
they provide care and services in a way that is respectful, culturally appropriate and ensures
consumers feel valued and heard.

Patterns of abuse
In addition to incidents that comprise a single event, such as a staff member yelling at a consumer,
this category includes incidents that are part of a pattern of abuse. While the behaviour may not
cause significant harm or suffering to the consumer in each instance, the repetitive nature of the
behaviour (over time) has a cumulative effect which intensifies the level of harm to the consumer,
or consumers.
Your incident management system must be able to record incidents in a way that allows for
repeated minor instances of these types of behaviour to be identified easily so that any pattern
of abuse can be recognised and notified as a single reportable incident (as well as acted on by the
service to prevent recurrence).

Important information for staff
Staff may witness others interacting with consumers in a way they consider
inappropriate or disrespectful. Examples include, a staff member giving abrupt,
terse or brusque orders to consumers, or a visiting family member making inappropriate
or cruel comments or jokes to a consumer or within earshot of a consumer.
Where this occurs, staff must be encouraged to raise it with the person directly
or with service management and consider whether it should be reported. Any incident
or series of incidents that cause a significant negative impact on a consumer should
be considered a reportable incident.
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What is not psychological
or emotional abuse?

What is psychological
or emotional abuse?

• A person raising their voice to attract
attention or speak with a consumer who
has hearing difficulties.

• Yelling, name calling, bullying or harassing
a consumer.

• Minor disagreements between consumers.

• Making threatening or aggressive gestures
towards a consumer or feigning violence.

• Making reasonable requests of a consumer
to enable the safe and effective delivery
of care and services (for example, asking
a consumer to cooperate or encouraging
a consumer to eat their dinner).

• Humiliating or intimidating a consumer.

• Unreasonably ignoring a consumer,
threatening to withhold care or services
from a consumer or threatening to mistreat
a consumer.
• Unreasonably refusing a consumer
access to care or services
(including as a punishment).
• Taunting, making disparaging comments
about a consumer’s gender, sexual
orientation, sexual identity, cultural identity
or religious identity or constantly criticising
a consumer.
• Making repeated actions such as flicks, taps
and bumps to a consumer (which of itself
does not constitute physical assault but
the repetitive nature causes psychological
or emotional anguish, pain or distress).
• Any action inflicted on a consumer where
the individual is knowingly causing anguish
or distress to a consumer (for example,
calling a consumer by the wrong name
or ignoring a consumer’s expressed
(and reasonable) preferences).

The above examples are illustrative only and each case will need to be assessed. While any
incident resulting in a consumer being evidently upset or humiliated should be a reportable
incident, as noted above under the heading Understanding capacity to consent, incidents of abuse
involving a consumer who is not notably ‘harmed’ or who, due to a cognitive impairment, does not
recognise the action as abuse, are also reportable incidents. If a reportable incident is identified
you will also need to determine if it is a Priority 1 or Priority 2 incident (further information
on Priority 1 and Priority 2 is outlined in Chapter 4).
agedcarequality.gov.au
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Unexpected death
Subsection 15NA(8) of the Quality of Care Principles expands on the meaning of unexpected death
of a consumer to provide that this includes death in circumstances where:
• reasonable steps were not taken by the provider to prevent the death
• the death is the result of care or services provided by the provider or a failure by the provider
to provide care and services.
Providers are required to notify any death where the provider, including staff and health
professionals engaged by the provider:
• did not take appropriate steps to prevent or mitigate an incident which resulted in the death
of a consumer
• did not take appropriate action to assess and treat a consumer following an incident
and the consumer died as a result of injuries related to the incident
• was (or reasonably should have been) aware of a consumer’s condition and did not take timely
and adequate steps to assess and treat the consumer
• made clinical mistake(s) resulting in death
• did not deliver care and services in line with a consumer’s assessed care needs or provided
clinical care and services that were poorly managed or not in line with best practice, resulting
in death.
A death may occur immediately, or some time, after a ‘mistake’ was made or a ‘failure’ or incident
occurred. Where the death could reasonably be considered to be related to a mistake, failure
or incident, your obligation to notify the Commission is in addition to notifying the coroner
in accordance with state/territory requirements and this applies even where a coroner has not yet
determined the cause of death, or where the provider is advised of such a death which may not
have occurred at the service. You are not required to report all deaths where the cause of death
is yet to be confirmed, only those that could reasonably be considered to be related to a mistake,
failure or incident. If the cause of death does not include circumstances mentioned under
section 15NA(8) of the Quality of Care Principles, you are not required to notify the Commission
of the unexpected death.
All unexpected death reportable incidents are considered Priority 1 reportable incidents
for the purposes of notifying the Commission (see Chapter 4).

agedcarequality.gov.au

32
1477

Chapter 3: Types of incidents to be notified

Additional reporting obligations for deaths
Each state and territory has specific requirements in relation to the obligations of providers
to notify a death to other bodies, such as the coroner and police.
If a death is required to be reported to the coroner of a state or territory, it is the coroner’s role
to determine the date, place and circumstances and medical cause of that death.
It is acknowledged that this process can take some time and, as a result, you may not be able
to provide all required details at the time of reporting an unexpected death to the Commission.
Refer to Chapter 4, under the heading Notifying Priority 1 reportable incidents for information
on providing additional information to the Commission. You are expected to notify the Commission
as significant new information becomes available using the Commission-approved form.
As there may be multiple reporting obligations, providers are strongly encouraged to have policies
and procedures for staff to understand how to respond to a death, including who is responsible
for notifying the Commission and other bodies and the timeframes for reporting.

Important information
It is acknowledged that unexpected deaths may occur even where staff do everything
within their power to appropriately assess and manage a consumer’s condition
(including injuries sustained from an incident).
While you may not be able to ascertain whether the death is related to an incident
or the actions (or lack of action) until a coroner has assessed the death, any time
you are unsure of whether a death was related to a specific incident, mistake or poor
management or care – including where a resident is admitted to hospital following
an incident and then dies in hospital – this should be reported.
Deaths may be referred to a coroner for a range of reasons, including if a person dies
unexpectedly, or from an accident or injury, or if the death is unnatural or violent,
or a doctor has not been able to sign a death certificate because the cause of death
is unknown.
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What is not an unexpected death?

What is an unexpected death?

• Where a consumer dies as a result
of an ongoing illness, disease or condition
that was appropriately assessed, monitored
and managed (including where the
consumer was receiving palliative care
and appropriate end-of-life medications).

• Where a consumer falls while being moved
or shifted, with the injuries sustained
resulting in the consumer’s death.

• Where a consumer is involved in an incident
and later dies as a result of an unrelated
condition or illness.
• Deaths resulting from outbreaks of disease
(for example, separate reporting processes
have been established in relation
to outbreaks of COVID-19).

• Where poor quality clinical care is provided
to a consumer resulting in their death.
For example, a pressure injury or wound
is untreated or not regularly tended
to and becomes infected resulting
in the consumer’s death.
• Where medical assessment or treatment
is delayed, resulting in a consumer’s death.
For example, a consumer falls and is not
assessed immediately afterwards and later
dies as a result of injuries sustained from
the fall.

While the above examples are illustrative only, all unexpected deaths of a consumer that meet
Subsection 15NA(8) of the Quality of Care Principles must be notified to the Commission.
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Stealing or financial coercion by a staff member
Subsection 15NA(9) of the Quality of Care Principles confirms that stealing from, or financial
coercion of, a consumer by a staff member includes:
• stealing from a consumer by a staff member of the provider
• conduct by a staff member of the provider that:
— is coercive or deceptive in relation to the consumer’s financial affairs
— unreasonably controls the financial affairs of the consumer.
Reportable incidents of stealing or financial coercion notifiable under the SIRS are limited
to the actions of a staff member of the service. A staff member is defined in the legislation
to include an individual who is employed, hired, retained or contracted by the provider
(whether directly or through an agency) to provide care or other services.
When assessing whether you are required to report an incident, suspicion or allegation of stealing
by a staff member, not every missing item must be notified to the Commission. However
you are required under the SIRS to notify the Commission if you have a reasonable belief that
a staff member is responsible for a missing or stolen item or items.
The obligation to report the staff member’s actual, suspected or alleged conduct is not dependent
on the nature of the theft or financial coercion. However, from a consumer’s perspective,
it is important to recognise that the effect on a consumer is not necessarily greater where items
of greater value or large sums of money are stolen; for example, items of emotional or sentimental
value or day-to-day items that the consumer uses regularly may have a more significant
psychological or emotional impact on the consumer. You should consider the impact the incident
has on the consumer and not merely the financial significance of the items in question, so that
relevant impacts are included and explained when categorising and reporting such an incident
to the Commission. Therefore in order to determine the timeframes in which the Commission must
be notified of such an incident, it is important to be clear whether the conduct has caused, or could
reasonably have caused, psychological injury or discomfort to the consumer, and/or whether there
are reasonable grounds to report the incident to the police.
Repeated cases of theft or a pattern of missing items should be considered as more serious. Your
incident management system must be able to record incidents in a way that allows for any pattern
or series of incidents to be recognised and appropriately managed.
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Missing items and unknown subject of the allegation
Where a consumer’s money or valuables go missing without explanation, you should try to help
the consumer to locate the item(s). If they cannot be found and the consumer believes that
a staff member is responsible and appears concerned or distressed about the loss, this should
be notified to the Commission. If the item is subsequently located, you should provide an update
to the Commission.
It is acknowledged that you may not always be able to identify the subject of the allegation
at the time of reporting an incidence of stealing. However, it is expected that you will conduct
an investigation to try to locate the item and/or to identify who stole the item or how it came
to be missing/reported stolen.

Financial coercion
Financial coercion relates to the forced, deceptive or fraudulent control of a person’s finances.
This can include a staff member:
• encouraging a consumer to give them gifts or money
• advising a consumer to change their will
• using power of attorney to inappropriately control a consumer’s finances
• obtaining financial advantage by deceiving a consumer
• pressuring, bullying or threatening a consumer in any way to obtain a financial benefit.

Important information for staff
There may be circumstances where staff are out with a consumer (for example,
accompanying them to an appointment) and the consumer offers to purchase the staff
member a coffee or lunch. While this should generally be discouraged (and your
organisation may have rules or a professional code of conduct that prevents this),
this is not the type of incident that would qualify as a serious incident for notification
purposes. However, if you witness (or receive an allegation/hold a suspicion about)
a staff member specifically asking or coercing a consumer to purchase something
for them (even items of low value, particularly on a repeated basis), this should
be reported.
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What is not stealing or financial coercion?

What is stealing or financial coercion?

• Where a consumer willingly, of their own
volition, buys a staff member a coffee while
out for an appointment.

• Where a staff member coerces a consumer
to change their will in favour of the
staff member.

• Where a consumer or their family
give a carer a gift to thank them
for their support.

• Where a staff member steals money
or valuables from a consumer.

• Where items go missing but are quickly
found to have been misplaced.

• Where a staff member asks or coerces
a consumer to buy something for them
or another person.
• Where a staff member uses power
of attorney to steal money from a consumer.
• Where an item goes missing and the
consumer (or their family) have alleged
or suspect that a staff member is involved.

The above examples are illustrative only and each case will need to be assessed individually.

Neglect
Subsection 15NA(10) of the Quality of Care Principles states that neglect of a consumer includes:
• a breach of the duty of care owed by the provider, or a staff member of the provider,
to the consumer
• a gross breach of professional standards by a staff member of the provider in providing care
or services to the consumer.

Breach of duty of care
A duty of care refers to the obligation to take reasonable care to avoid injury to a person who,
it can be reasonably foreseen, might be injured by an act or omission. A duty of care exists when
someone’s actions could reasonably be expected to harm other people. If a consumer is relying
on you and your staff to be careful, and that reliance is, in the circumstances, reasonable, then
it will generally be the case that you owe them a duty of care.
Neglect includes an action, or a failure to act, by the provider or a staff member towards
a consumer that has resulted in harm, injury, poor health outcomes, emotional distress or the
death of a consumer. It can be a single significant incident where, for example, a carer fails to fulfil
a duty, resulting in actual harm to a consumer or where there is the potential for significant harm
to a consumer. Neglect can also be ongoing, repeated failures by a provider to meet a consumer’s
physical or psychological needs.
agedcarequality.gov.au
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Choice and control
As part of the Quality Standards, consumers have the right to have control over and make choices
about their care, and to do things that involve a level of risk in line with their personal freedoms.
You are required to balance your duty of care to consumers with your responsibilities under the
Quality Standards and the Charter to support consumers to make their own choices, even if those
choices come with risk.
For example, this category of reportable incident is not intended to capture situations where
a consumer chooses not to shower (where showering is provided in line with the consumer’s
preferences) or a consumer with diabetes who, knowing the risks, chooses not to eat a diabetic diet
and, as a result, has a wound with poor healing prognosis.
Where a consumer with cognitive impairment refuses to receive care and services in line with their
assessed care needs, and this refusal may result in harm to the consumer or impact negatively
on the consumer’s health and wellbeing, all reasonable efforts must be made to encourage the
consumer to receive those care and services.
For this reason, the Quality of Care Principles expressly state that an incident will not be notifiable
under the SIRS if the incident results from the consumer choosing to refuse to receive care
and services offered by the provider. In these circumstances, the consumer’s refusal should
be documented in relevant care planning documents.

Gross breach of professional standards
All staff members tasked with the provision of care and services to consumers are required to carry
out their duties in accordance with their job descriptions, with the knowledge and skills attained
as part of their profession or any qualifications, and in accordance with any applicable codes
of conduct, practice or standards expected of their employer.
Not all staff will have professional standards tied to their role. For example, personal care workers
do not have a universal professional code of practice or standards. However, staff members may
be subject to codes of behaviour or practice relevant to their role under their terms of employment.
For those staff members who are subject to professional standards as a consequence
of registration or accreditation (for example, medical, nursing and allied health professionals),
there will be a higher threshold of professional training and qualifications, knowledge and skills,
and scope of practice, and hence a higher threshold of conduct expected.
The content of professional standards varies but may relate to:
• the manner in which a consumer is to be treated (including their rights to privacy and dignity)
• the need for tailored, frequent and clear communication with a consumer
• ensuring informed consent and good record keeping
• providing culturally appropriate care
• providing quality care and services.
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There are pathways for reporting breaches of professional standards to the overseeing agency
(for example, the Australian Health Practitioner Regulation Agency – AHPRA) where these
professional standards are not met.
While professional and other standards set a minimum expectation of behaviour and conduct,
not all breaches of standards will be reportable to the Commission for the purposes of this
category of reportable incident.
Where there have been breaches of standards that result in misunderstandings, near misses 6,
short term consumer distress or poor outcomes that affect a consumer’s confidence in a staff
member, these incidents are not necessarily reportable, and may be best addressed through
continuous improvement, professional development and complaints management.
In contrast, a gross breach may be evident where a staff member has an obligation to provide
care and services, and they have failed to perform their duties in line with relevant standards,
and to the level a reasonable person would expect of them in their role, and their failure directly
leads to harm to a consumer’s health or wellbeing including significant injury (physical, mental
or emotional) or death.
For example, these may include instances where:
• a consumer has been provided with treatment and any requisite informed consent
was not obtained
• a consumer with poor proficiency in English was denied the right to an interpreter to support
the development of a care plan or to seek consent to a particular medical treatment
• vital medication or treatment has not been provided which would have prevented
an adverse incident
• assistance to a consumer has been withheld without a lawful reason for such a period as to lead
to harm to the consumer
• a consumer’s rights to privacy and confidentiality have been breached resulting in their personal
information being widely disclosed or inappropriately provided to unauthorised individuals such
as to have a significant impact on a consumer
• a consumer has suffered significant injury or death as a direct result of a staff member’s
incompetence or failure to provide quality care and services.

6	A ‘near miss’ is when an occurrence, event or omission happens that does not result in harm (such as injury,
illness or danger to health) to a consumer or another person, but had the potential to do so. Please refer
to the Effective incident management systems: Best practice guidance for further information.

agedcarequality.gov.au

39
1484

Chapter 3: Types of incidents to be notified

What is not neglect?

What is neglect?

• An isolated incident of late or missed
administration of medications where there
is no significant impact on the consumer.

• Depriving a consumer of basic necessities,
including food, drink or clothing.

• Rapid weight loss as a result of disease,
where all reasonable efforts are made
to ensure the consumer is receiving
adequate nutrition.
• Where a consumer chooses not to receive
care and services in line with their assessed
care need, for example:
— where a consumer with dysphagia
chooses not to eat a liquified diet and
is appropriately supervised while eating
— where a consumer with diabetes chooses
not to eat a diabetic diet
— where a consumer with liver disease
chooses to drink alcohol
— where a consumer chooses not to shower,
brush their teeth or brush their hair
— where a consumer with a chronic
condition or disease chooses
not to undergo clinical treatment
— where a consumer chooses to smoke
despite having a chronic respiratory
condition or other condition exacerbated
by smoking.
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• Withholding personal care, such
as showering, toileting or oral care.
• Regular late or missed administration
of medications, or failure to administer
correct or time critical medications.
• Failing to supervise a consumer
in an environment that leaves them
susceptible to injury. For example:
— leaving a consumer outside unprotected
in the sun resulting in significant burns
— leaving a consumer enclosed in a vehicle
on a hot day where the temperature
in the vehicle is likely to increase
rapidly and cause significant harm
to the consumer
— failing to supervise consumers where they
may wander into unsafe environments
such as busy roads, construction sites
or bodies of water.
• Failing to monitor a consumer’s nutrition and
hydration, resulting in rapid weight loss and
clinical complications.
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What is not neglect?

What is neglect?
• Failing to seek appropriate medical
assessment and treatment for a consumer
where they appear unwell or are injured.
For example:
— failure to treat injuries or wounds
— failure to assess and manage pain
— failure to seek medical diagnosis
or treatment when a consumer shows
signs of illness
— failure to call an ambulance when the
consumer’s injuries or illness require
treatment in hospital.
• Failing to ensure a consumer is reviewed
regularly by a health professional
or specialist in line with their documented
care needs.
• Failing to appropriately modify a consumer’s
meals to account for their difficulty
of swallowing as recorded in their care
plan, or failure to give sufficient assistance
to a consumer to eat their food, resulting
in the consumer not being able to eat meals
or choking.
• Lack of consistent clinical oversight
exacerbating conditions requiring acute
care, such as, lymphedema, contractures,
catheter care and infections.

These examples are illustrative only and each case will need to be assessed individually.
There may be incidents of neglect that are minor and do not necessarily need to be reported
to the Commission. In these instances, the incident may be best addressed through the service’s
continuous improvement process and should be clearly documented in the service’s records.
Where a consumer chooses not to receive care or services, it is important for approved providers
and their staff to maintain consumers’ rights, including their autonomy and choice. However,
a provider remains responsible for ensuring choices are informed, that any tension between
refusal of care and services and professional or legal obligations is managed, and that any relevant
discussions and consideration are appropriately documented.
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41
1486

Chapter 3: Types of incidents to be notified

Inappropriate use of restrictive practices
Section 54-3 of the Aged Care Act provides that the use of restrictive practices in relation
to a consumer (other than in the circumstances set out in Part 4A of the Quality of Care Principles)
is a reportable incident.
The amendments to Part 4A of the Quality of Care Principles seek to clarify and strengthen
the requirements in relation to the use of restrictive practices by providing that certain practices
or interventions are restrictive practices, setting out circumstances for the use of restrictive
practices, and specifying other responsibilities of approved providers applicable to the
use of restrictive practices. Section 15E of the Quality of Care Principles defines the following
practices or interventions as restrictive practices where the primary purpose is to influence
the care recipient’s behaviour:
• Chemical restraint
• Environmental restraint
• Mechanical restraint
• Physical restraint
• Seclusion.
Only when providers have explored and exhausted alternatives to restrictive practices, and have
satisfied a number of conditions, can restrictive practices be used as a last resort. The Quality
of Care Principles also set out responsibilities that apply if the use of a restrictive practice
is necessary in an emergency.
Any restrictive practice that is inconsistent with the requirements in the Quality of Care Principles
must be notified to the Commission.

Use of restrictive practices
You must not use a restrictive practice in relation to a consumer unless:
• it is used as a last resort to prevent harm to the consumer or another person, and after
consideration of the likely impact of the restrictive practice on the consumer
• an approved health practitioner who has day to day knowledge of the consumer has assessed
the consumer as posing a risk of harm to themselves or another person, and has assessed
the restrictive practice as necessary, and these assessments have been documented
• best practice alternatives to restrictive practices have been used to the extent possible
and the alternatives considered or used have been documented
• the restrictive practice is used in the least restrictive form, and for the shortest time, possible
• you have the informed consent of the consumer or the restrictive practices substitute
decision‑maker to use the restrictive practice
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• the use of the restrictive practice complies with any relevant provisions of the consumer’s care
and services plan (or Behaviour Support Plan from 1 September 2021)
• the use of the restrictive practice complies with the Aged Care Quality Standards
set out in Schedule 2 of the Quality of Care Principles
• the use of the restrictive practice is not inconsistent with the Charter of Aged Care Rights
set out in Schedule 1 of the User Rights Principles 2014
• the use of the restrictive practice meets the requirements (if any) of the law of the State
or Territory in which the restrictive practice is used.

Additional requirements for the use of restrictive practices that are
chemical restraint
In addition to the requirements above, you must not use a restrictive practice that is chemical
restraint in relation to a consumer unless:
• a medical practitioner or nurse practitioner has assessed the consumer as posing a risk of harm
to themselves or another person, has assessed the use of the chemical restraint as necessary,
and has prescribed the medication
• the assessments, the consumer’s behaviours relevant to the need for the chemical restraint,
the practitioner’s decision to use the chemical restraint, the reasons the chemical restraint
is necessary, and the information that informed the practitioner’s decision, have been recorded
in the consumer’s care and services plan in accordance with the Quality Standards
• you are satisfied that informed consent has been given by the consumer or the restrictive
practices substitute decision-maker.
If a medical practitioner or nurse practitioner prescribes medication, they are responsible
for seeking informed consent. In doing so, the practitioner must be aware of their ethical and legal
obligations, including under relevant state and territory laws.
While the provider is not responsible for obtaining consent for restrictive practices that
are chemical restraint, the Commission
expects clinical governance arrangements to be in place to ensure that consent has been obtained,
and that this is consistent with state and territory laws. This falls predominantly within Standard 8
of the Quality Standards. Providers are expected to:
• have effective organisation-wide governance systems in place including a clinical governance
framework which minimises the use of restrictive practices; and
• have effective organisation-wide governance systems for regulatory compliance.
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Requirements for using restrictive practices
If you do use restrictive practices in relation to a consumer, while the restrictive practice is being
used you must:
• monitor the consumer for signs of distress or harm; side effects and adverse events; and changes
in mood or behaviour, well-being, and the consumer’s ability to maintain independent function
and engage in activities of daily living.
• monitor, review and document the need for the restrictive practice
• monitor the effectiveness of the restrictive practice, and the effect of changes in the use of the
restrictive practice
• make changes to the consumer’s environment to reduce or remove the need for the use of the
restrictive practice.
• if the restrictive practice used is chemical restraint, you must also provide information about
the effects and use of the chemical restraint to the prescribing practitioner.

Use of restrictive practices in an emergency
The Principles enable the temporary use of restrictive practices in the event of an emergency
without regard to some of the requirements listed above, including the provision of consent.
If a restrictive practice is used in an emergency, you must, as soon as practicable after
the restrictive practice starts to be used:
• if the consumer lacked capacity to give consent, inform the restrictive practices substitute
decision-maker about the use of the restrictive practice.
• document in the consumer’s care and services plan:
— the consumer’s behaviours that were relevant to the need for the restrictive practice
— the alternatives to the restrictive practice that were considered or used
— the reasons the restrictive practice was necessary
— the care to be provided to the consumer in relation to their behaviour
— a record of having informed the restrictive practices substitute decision-maker about
the use of the restrictive practice
— all assessments, information and decisions relevant to the use of the restrictive practice.
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Requirements for care and services plans in relation to the use
of restrictive practices
From 1 September 2021, providers are required under the Principles to have a Behaviour Support
Plan in place for every consumer who exhibits behaviours of concern or changed behaviours,
or who has restrictive practices considered, applied or used as part of their care. The Behaviour
Support Plan forms part of the individual care and services plan, and does not replace it.
The Behaviour Support Plan must set out information about the consumer that helps the provider
to understand the consumer’s background and changed behaviours, including but not limited to:
• any assessments which have been carried out regarding those behaviours,
• known triggers which may precede those behaviours,
• alternative strategies which are known to be successful, or unsuccessful, in managing those
behaviours, and
• any restrictive practices which are used or applied once alternative strategies have been tried.
It must also include evidence of consent from the consumer or their restrictive practices substitute
decision-maker.
Further guidance on the use of restrictive practices in residential care services can be found
on the Commission’s website 7.

7

https://www.agedcarequality.gov.au/providers/assessment-processes/minimising-restraints
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What is not inappropriate use
of restrictive practice?

What is inappropriate use
of restrictive practice?

• Where a provider uses a restrictive
practice on a consumer consistent
with the requirements in the Quality
of Care Principles.

• Restricting a consumer’s movement
other than in line with the appropriate
use of a restrictive practice, for example,
inappropriate use of bed rails or a lowered
bed that makes it difficult for a consumer
to get out; placing a table or something
in front of a consumer in order to limit their
ability to move; using vortex illusions (such
as floor rugs) that prevent the consumer
from moving out of fear of the illusion.

• Where a provider uses a restrictive practice
without consent in an emergency situation
and informs the consumer’s representative
as soon as practicable after the restrictive
practice starts to be used.
• Where a provider administers a drug
to a consumer as prescribed for the
treatment of a diagnosed health condition
(and this is documented, and the
consumer’s representative is informed
in advance of administering the drug)

• Seclusion or confinement of a consumer
where voluntary exit is prevented
or not facilitated.
• Use of a bed belt or lap sash restraint.
• Physically blocking a consumer’s path,
holding onto a consumer preventing their
movement or holding a consumer down.
• Removing the battery out of consumer’s
electric wheelchair or putting mobility aids
out of a consumer’s reach, in order to limit
their movement.
• A restrictive practice used in an emergency
that does not comply with the requirements
in the Quality of Care Principles.
• Any drug that is used to control, sedate
or restrict the movement or behaviour
of a consumer instead of for the treatment
of a diagnosed health condition.
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Use of a restrictive practice that is not reportable under the SIRS
The use of a restrictive practice in relation to a consumer is not a reportable incident
if the use of a restrictive practice is:
• in transition care (in a residential setting), and
• in accordance with Part 4A of the Quality of Care Principles (assuming that that Part
applied to the residential care recipient in relation to that care).

Unexplained absence from care
Subsection 15NA(11) of the Quality of Care Principles provides that an unexplained absence
of a consumer from the residential care service of the provider means an absence of a consumer
from the residential care service in circumstances where there are reasonable grounds to report
the absence to police.
This means that the Commission must be notified where:
• a consumer is absent from the service, and
• the absence is unexplained (i.e. the consumer is missing from the service and you are unaware
of any reason for their absence), and
• there are reasonable grounds for reporting the absence to the police (whether or not the absence
has been reported to the police).
It is expected that you will report an unexplained absence to the police within a reasonable
timeframe so an appropriate response and actions can be taken to locate the consumer.
You are also required to report the absence to the Commission as soon as reasonably practicable,
and within 24 hours after becoming aware of the incident.
All reportable incidences of unexplained absence of a consumer are considered to be Priority 1
reportable incidents for the purposes of notifying the Commission (see Chapter 4).
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Absent consumers who return
If a consumer returned to the service before you became aware that they were missing, there
is no requirement to notify this to the Commission as an unexplained absence reportable incident.
However, you should consider whether the incident meets the definition of another category
of reportable incident. For example, if a consumer with cognitive impairment left the service
due to a breach of duty of care, has returned to the service before you became aware that they
were missing and the consumer has sustained an injury; this should be reported as neglect.
If you have been advised that a consumer is in hospital and you were not aware at that time that
they were missing, you are required to notify the Commission of the unexplained absence.
All unexplained absences of a consumer should be recorded in your incident management
system, and the consumer’s care plan, so that consumer behaviours or wandering patterns
can be understood and appropriately managed.

Indicators of a reportable incident
In addition to reportable incidents that are disclosed to staff, there are also additional signs
that may indicate a consumer has been affected by what may be a reportable incident. Some
consumers may be uncomfortable or unable to notify of an incident that has occurred for fear
of the subject of the allegation finding out, of being hurt or having care and services taken from
them. All staff at your service should be aware of, and alert to, indicators of potential incidents.
The following table provides some examples of potential indicators and signs associated with
different types of reportable incidents. These are examples only and staff should always be alert
to any consumers displaying unusual or out of character behaviours.
Incident types

Possible indicators

Unreasonable
use of force

• Avoiding certain activities or areas of the service
• Being overly compliant with staff where this is out of character
• Frequent and overall drowsiness (associated with head injuries)
• Out of character aggression
• Being unusually withdrawn, sad or emotional, crying
• Depression
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Incident types

Possible indicators

Unlawful sexual
contact or
inappropriate
sexual conduct

• Dropping hints that appear to be about abuse or making vague
or incomplete references to unlawful sexual contact
• Sudden changes in behaviour or character, such as depression,
anxiety attacks, or social or emotional withdrawal (e.g. crying,
sweating, trembling, distress, agitation, anger, violence, leaving
or wanting to leave a residential aged care service without
explanation or reason seeking comfort and security)
• Bruises, pain, bleeding – including redness and swelling around
breasts, thighs or genitals
• Presence of a urinary tract infection or unexplained sexually
transmitted disease
• Torn or stained clothing or bedding
• Avoiding or being fearful of a particular person or gender
(staff member, consumer or other)
• Sleep disturbances, refusing to go to bed, and/or going
to bed fully clothed
• Refusing personal care or to shower
• Requesting a lock on their room

Psychological or
emotional abuse

• Depression, withdrawal, crying or emotional behaviour
• Being secretive
• Trying to hide information and personal belongings
• Speech disorders
• Weight gain or loss
• Feelings of worthlessness about life and themselves, low self-esteem
• Self-abuse, self-destructive behaviour, suicidal ideation
• Attention-seeking behaviour, disruptiveness, aggressiveness
• Being overly compliant with staff
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Incident types

Possible indicators

Stealing or
financial coercion

• Reported sudden decrease in bank balance
• No financial records or incomplete records of payments
and purchases
• Person controlling the finances does not have legal authority
• Sudden changes in banking practices
• Sudden changes in will or other financial documents
• Unexplained disappearance of money or valuables
• Consumer does not have enough money to meet their budget
or is often unable to attend outings and activities due to lack of funds.
• Borrowing, begging, stealing money

Neglect

• Weight loss
• Requesting food more often, being very hungry or thirsty
• Constant fatigue, listlessness or falling asleep
• Poor hygiene or poor grooming – overgrown fingernails and toenails,
unclean hair, unshaven, unbathed, wearing dirty or damaged clothing
• Inappropriate or inadequate clothing for the weather
• Unattended physical problems, dental, and/or medical needs,
for example:
— wounds that will not heal or are weeping
— dirty dressings
— continence aids are soaked or not regularly changed
• Dropping hints or making statements that appear to be about neglect
• Extreme longing for company, social isolation, loss of social
and communication skills

Inappropriate use of
restrictive practices

• Red marks, bruising, tears or grazing on the skin that appear
to be associated with a physical restraint
• Tiredness, drowsiness or confusion
• Observed increase in frustration, anger, complaints
• Refusal to take medication or fearfulness of medication

agedcarequality.gov.au

50
1495

Chapter 4:
Notifying a reportable incident

Overview
• You are required to notify all actual, suspected or alleged reportable incidents
to the Commission, however the period of time for notifying a reportable incident
to the Commission will depend on whether you categorise the incident as a Priority 1
or Priority 2 reportable incident.
• All Priority 1 reportable incidents must be notified to the Commission within 24 hours
of you becoming aware of the reportable incident.
• All Priority 2 reportable incidents must be notified to the Commission within
30 calendar days of you becoming aware of the reportable incident.
• All reportable incidents are to be notified to the Commission via the My Aged Care
service provider portal.
• You must report an incident to the police when there is reasonable grounds to do so.
• The Commission may decide that further repeat allegations of the same reportable
incident do not need to be notified.
• Staff must be trained to use and comply with the service’s incident management
system, and understand their role in identifying, managing and resolving incidents
and in preventing incidents from occurring.
• Protections for people who disclose reportable incidents are strengthened under
the SIRS.
• As part of your responsibility to maintain an incident management system,
you are required to keep a record in relation to each incident that occurs in the service,
regardless of whether or not it is a reportable incident.
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Reportable incidents
Types of reportable incidents
As detailed in Chapter 3, a reportable incident is any of the following incidents that have
occurred, or are alleged to have occurred, or are suspected to have occurred, in connection with
the provision of residential care, or flexible care provided in a residential setting, to a consumer:
• unreasonable use of force against a consumer
• unlawful sexual contact, or inappropriate sexual conduct, inflicted on a consumer
• psychological or emotional abuse of a consumer
• unexpected death of a consumer
• stealing from, or financial coercion of, a consumer by a staff member of the provider
• neglect of a consumer
• use of a restrictive practice in relation to a consumer (other than in the circumstances
set out in the Quality of Care Principles)
• unexplained absence of a consumer from the service.

Actual, suspected or alleged incidents
You are required to notify all actual, suspected or alleged reportable incidents to the Commission.
This includes where the person who is suspected or alleged to have committed the incident
is a staff member or volunteer, a visiting health professional, a family member, friend or visitor
to the service or another consumer at the service; or if the person making the allegation
has a cognitive impairment. However, the period of time for notifying a reportable incident
to the Commission will depend on your categorisation of the incident as Priority 1 or Priority 2.
Reportable incidents involving another consumer at the service must be reported irrespective
of whether that consumer has an assessed cognitive impairment. For example, if a staff member
witnesses an incident involving unreasonable use of force on a consumer by another consumer
with a diagnosis of dementia, this must be notified. The exemption from reporting under
the previous compulsory reporting scheme no longer applies.
As noted earlier in Chapter 3 under the heading ‘In connection with’ the provision of care,
incidents that occur while the consumer is outside of the service under the supervision of staff
and for reasons that are in connection with the provision of care, are reportable under the SIRS.
The SIRS is not intended to apply in respect of incidents that occur when a consumer is on leave
from the service, for example, because they are in hospital or are visiting family (without service
staff supervision). However, if staff become aware of incidents occurring during such periods
you must still act in the best interests of the consumer to protect their wellbeing, including using
the service’s incident management system in tracking any relevant follow-up actions taken.
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Reporting to the police
You must report an incident to the police when there is reasonable grounds to do so. The phrase
‘reasonable grounds’ may include scenarios where you are aware of facts or circumstances (alleged
or known) that lead to a belief that an incident is likely to be of a criminal nature and therefore
should be reported to police. For example, if you suspect the incident involves an indecent
assault, or if there is an ongoing danger. This would include where the incident is a consumer’s
unexplained absence from the service and when all reasonable avenues to locate the consumer
have been exhausted.
In practice:
• if you become aware of a reportable incident
• that reportable incident is criminal in nature
• the grounds for reporting to police are reasonable in the circumstances reporting must occur.
Reporting to the police in relation to criminal conduct should occur regardless of whether
the incident is alleged or suspected to have occur.
Your responsibility to report an incident to the police applies regardless of whether the consumer
and/or their representative or family seek to have the incident reported. When an incident
is reported to police, notifying the consumer and/or their representative that this has occurred
demonstrates a commitment to open disclosure, and good practice communication of actions
and outcomes in incident management.
If there are reasonable grounds to report the incident to police it must be reported within 24 hours
of you becoming aware of the incident. If you become aware of grounds to report the incident
to police (i.e. not within the first 24 hours) you must report the incident to police within 24 hours
of becoming aware of those grounds.
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Distinguishing types of incidents as Priority 1 or Priority 2
Categorising incidents as Priority 1 or Priority 2
The period of time within which to report a reportable incident to the Commission
will depend on your categorisation of the incident based on your assessment as to the impact
on the consumer.
A reportable incident can be categorised as either:
• a Priority 1 reportable incident, or
• a Priority 2 reportable incident.
Subsection 15NE(2) defines a Priority 1 reportable incident as a reportable incident:
• that caused, or could reasonably have been expected to have caused, a consumer physical or
psychological injury or discomfort that requires medical or psychological treatment to resolve, or
• where there are reasonable grounds to report the incident to police, or
• that is a consumer’s unexpected death or a consumer’s unexplained absence from the service.
Categorisation of the incident as Priority 1 or Priority 2 determines the relevant timeframe
for reporting the incident to the Commission and the information required to be reported.
(Please refer to the section Timeframes for notification below.)

Assessing the impact on the consumer
When assessing the impact of a reportable incident on the consumer it is important to remember
that the impact does not have to include visible physical harm (such as bruising or scratches);
psychological and emotional impacts are relevant types of harm. As noted in the previous
chapter under the heading Understanding capacity to consent, this is a critical consideration
when considering the potential impact on a consumer of an incident of a sexual nature where
the absence of visual harm or distress does not mean that a lack of harm can be assumed.
Reportable incidents without visible impact on a consumer may still have a significant impact
depending on the individual situation and the context of the contact. For example, incidents
of unreasonable use of force may cause a consumer to become withdrawn, deter a consumer
from providing feedback on their care and services, or cause a consumer to try to avoid a worker
or another consumer.
You are expected to use your judgement and knowledge of the consumers in your care, their
history and individual preferences to determine the degree of impact a reportable incident
has on a consumer.
Every single incident involving a consumer at a residential aged care service, whether or not
a reportable incident, should be addressed by the service using its incident management system.
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Responding to reportable incidents involving consumers as actors
The exemption applying under the former compulsory reporting arrangements
has been removed, and providers are now obliged to notify the Commission
of any and all reportable incidents that are allegedly perpetrated by a consumer with
cognitive impairment.
When you are responding to incidents that involve the alleged actions of a consumer
in the service, it is important to ensure that your focus on consumer wellbeing
relates to both the consumer impacted by the reportable incident and the consumer
who engages in offending behaviours. Your approach to managing incidents should
be respectful and responsive to each consumer’s individual needs and dignity.
You should consider how the privacy of consumers will be protected (particularly within
the service environment community), the appropriate interventions based on the
circumstances of the incident, how offending behaviours can be prevented in future
and the supports available to all consumers.
Consumers (and their representatives) should be actively engaged in the resolution
of incidents and any remedial actions put in place to prevent incidents from recurring.
Providers must use the data collected from their analysis of incidents and the remedial
actions taken, to continuously improve incident management and prevention. This may
include de-identified communication of outcomes of a reportable incident where
changes are made to systems, procedures and practices.

When will a reportable incident be a Priority 1 reportable incident?
If you become aware of a reportable incident and have reasonable grounds to believe that
the incident is a Priority 1 reportable incident, you must notify the Commission within 24 hours
of becoming aware of the reportable incident.
A Priority 1 reportable incident is a reportable incident:
• that caused, or could reasonably have been expected to have caused, a consumer physical or
psychological injury or discomfort that requires medical or psychological treatment to resolve, or
• where there are reasonable grounds to report the incident to police, or
• that is an unexplained absence of a consumer from the service where there are reasonable
grounds to report the absence to police, or
• that is an unexpected death of a consumer; this includes death in circumstances where:
— the death is a result of care or services provided by the approved provider, or a failure
of the approved provider to provide care or services; or
— reasonable steps were not taken by the approved provider to prevent the death.
agedcarequality.gov.au
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Physical or psychological injury or discomfort
Reportable incidents that cause, or could reasonably have been expected to have caused,
a consumer physical or psychological injury or discomfort that requires medical or psychological
treatment to resolve will be Priority 1 reportable incidents regardless of whether:
• the impact on the consumer is temporary or permanent
• the medical or psychological treatment is provided to the consumer at the service or elsewhere.
Physical or psychological injury or discomfort includes but is not limited to:
• consumer distress requiring support or counselling
• cuts, abrasions, burns, fractures or other physical injury to a consumer requiring assessment and/
or treatment by a nurse, doctor or allied health professional
• bruising, including large individual bruises or a number of small bruises over the consumer that
requires medical or psychological treatment to resolve
• head or brain injuries which might be indicated by concussion or loss of consciousness
• injury or impairment requiring the consumer’s attendance at or admission to a hospital
• the death of a consumer.
If a consumer is hospitalised in relation to a reportable incident, the incident should be treated
as a Priority 1 reportable incident. There will be instances in which consumers are hospitalised
for reasons unrelated to injury or harm resulting from an incident, and these instances
are not reportable incidents. Hospitalisation includes a consumer’s presentation or admission
to an emergency or other ward within a hospital facility (including short-stay admissions) where
this is related to an injury acquired from an incident.
A Priority 1 reportable incident also includes incidents that could have reasonably caused
a consumer physical or psychological injury or discomfort that requires medical or psychological
treatment to resolve. This ensures that incidents that a reasonable person would consider could
have caused a consumer harm or distress are also captured, particularly where a consumer
has a cognitive impairment, memory deficit or such other condition that prevents them from
articulating or displaying evidence of harm or distress.

When will a reportable incident be a Priority 2 reportable incident?
A Priority 2 reportable incident includes any reportable incident that does not meet the Priority 1
criteria as outlined above.
Examples of a Priority 2 reportable incident may include where the consumer is momentarily
shaken or upset or where the consumer experiences temporary redness or marks that
do not bruise.
In these cases, where medical or psychological treatment for the consumer is not required,
the reportable incident will be a Priority 2.
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Timeframes for notification
Nothing in this section in any way reduces a provider’s obligation to prevent, manage and mitigate
potential harm arising from any incident affecting a consumer, whether that incident is reportable
or not.

Notifying Priority 1 reportable incidents
Priority 1 reportable incidents involve a staged reporting process. Stages beyond the initial notice
of a Priority 1 reportable incident will depend on the information available to you at the time
of reporting and the appropriateness of your response to the incident.
Initial notice to Commission
If you have reasonable grounds to believe that a reportable incident is a Priority 1 reportable
incident, you must notify the Commission of it within 24 hours of becoming aware of the
reportable incident.
If you are unable to complete all the required information in this initial notice as some
details are not available within the 24 hours, then the missing information is to be provided
to the Commission through an additional notice (see below).
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Notifying additional information to Commission (if required)
Any required information not submitted by the provider in the initial report must be provided
to the Commission within five calendar days of becoming aware of the reportable incident,
or within such other shorter or longer period notified by the Commission. It is your responsibility
to ensure the required information missing from your initial notice is provided within the five
calendar days unless you are notified by the Commission of a shorter or longer period in which
the information is to be provided. If the Commission sets a shorter or longer period than within five
calendar days, the Commission will notify you of the period in writing.
The Commission will also determine on a case-by-case basis whether further information
is required from you, for example, more detailed information on actions taken in response
to an incident. This information must be provided to the Commission within five calendar days
of becoming aware of the reportable incident or within such other shorter or longer period notified
by the Commission. If further information is required, the Commission will issue you with a notice
detailing the specified further information you are required to provide and the period in which
you are required to provide the information.
If you are required to notify the Commission of additional information, whether that is required
information missing from your initial notice and/or further information, you must use the
Commission-approved form.
Significant new information
If, after you have submitted your initial notice, you become aware of significant new information
in relation to the reportable incident, you are required to notify the Commission as soon
as possible using the Commission-approved form.
An example is where a consumer has had a fall due to a failure by care staff to follow standard
procedures. The provider has submitted a SIRS notice as the incident is a reportable incident
which details that the consumer has been hospitalised and is palliative. If the consumer dies,
this is considered significant new information and must be notified to the Commission.

Notifying Priority 2 reportable incidents
Providers must notify the Commission of Priority 2 reportable incidents within 30 calendar days
of becoming aware of the reportable incident.
Priority 2 reportable incidents involve a single notification only. However, you must respond
to any requests for further information regarding the incident and notify the Commission
of any significant new information about the incident as soon as possible using the
Commission-approved form.
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Final report (if required)
Where the Commission has required you to provide a final report of an incident, the report must be
provided to the Commission within 84 calendar days (12 calendar weeks) of submitting the initial
notice, or such other period that is specified by the Commission.
The final report must be submitted to the Commission in writing using the Commission-approved
form and include details of matters specified by the Commissioner, such as a summary of the
investigation and its findings, and any corrective action taken as a result.
Where the Commission has required you to undertake an internal or external investigation of an
incident, a report of the investigation may also be required to be provided to the Commission.

Making a notification
Notifying the Commission of a reportable incident
The questions you will be required to address when notifying the Commission of a reportable
incident are at page 79 and Attachment A.
Notifications must be lodged electronically using the form available through the My Aged Care
service provider portal 10.
Once a notification has been submitted, you will receive an email confirming receipt of your
submission. This email is automatically issued and will include a SIRS notice number (e.g.
NF21/012345). If the Commission is in contact to request any further information that may
be required, the Commission will refer to the notice number to which the request for further
information relates. In submitting missing, further or significant new information, you are required
to submit this information to the Commission using the Commission-approved forms. There is work
underway to build capability into the My Aged Care service provider portal to service submission
of missing, further or significant new information.
The Department of Health provides information and support to access 11 and log in 12 to the provider
portal. Facts sheets are also available with further information about My Aged Care 13.

10	https://www.health.gov.au/resources/apps-and-tools/my-aged-care-service-provider-portal
11	https://www.health.gov.au/initiatives-and-programs/my-aged-care/using-my-aged-care/set-up-access-to-myaged-care
12	https://www.health.gov.au/resources/publications/my-aged-care-logging-in-to-the-my-aged-care-providerportal-using-mygovid
13	https://www.health.gov.au/initiatives-and-programs/my-aged-care/using-my-aged-care/my-aged-care-forservice-providers
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Information to be notified
Sections 15NE and 15NF of the Quality of Care Principles set out the information to be provided
when notifying the Commission of a reportable incident.
If you are making an initial notification in respect of a Priority 1 reportable incident or a Priority 2
reportable incident, the following information will be sought through the online notification form:
• name and contact details of the provider and service
• name, position and contact details of the person making the notification
• a description of the reportable incident (including the kind of incident)
• a description of the harm caused (or that could reasonably have been expected to have been
caused) to the consumer(s) affected by the incident and the consequences of that harm (including
if a death has occurred)
• the immediate actions taken in response to the reportable incident, including actions taken
to ensure the health, safety and wellbeing of the consumer(s) affected by the incident
• whether the incident has been reported to police or any other body (including the coroner)
• any further actions proposed to be taken in response to the reportable incident
• the time, date and place where the reportable incident occurred or was alleged or suspected
to have occurred (if known)
• details of the consumer who is the subject of the incident
• details of the subject of the allegation (including if the person is a staff member, or if they
are a consumer in the service, and if they have been involved in any previous incidents)
• whether next of kin and/or representatives of the consumer(s) have been notified
• the names of the persons directly involved in the reportable incident
• the level of cognition of the consumers directly involved in the incident (if known)
• any other information required by the Commissioner.
If you are providing an initial notice to the Commission in respect of a Priority 1 reportable
incident, then you are only required to provide the information that is known to you at that time.
As noted above, where the required information is not available when submitting the initial notice,
you must submit the missing information within five calendar days of becoming aware of the
reportable incident (or within such other shorter or longer period notified by the Commission).
The Commission will also determine on a case-by-case basis whether further information
is required.
If you later become aware of significant new information after making a notification, you must
as soon as practicable notify the Commission of that information.
If you are required to notify the Commission of additional information or significant
new information, you must use the Commission-approved forms.
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Unexplained absence
If the incident is an unexplained absence of a consumer, the following information will be sought
through the online notification form:
• the date/time the absence was reported to the police
• whether the consumer has been located
• details of how the consumer came to be absent from the service
• the consumer returned or was returned to the service
• if the consumer has not been located, the actions being taken by the provider to locate
the consumer
• whether an unexplained absence has occurred for the consumer in the past.
Review of reportable incident notice complete
You will be notified in writing when the Commission has completed a review of the information
you have submitted about a reportable incident; this may have involved an assessment
or investigation. The Commission may also use the information provided in the SIRS notice and any
further information obtained by the Commission as part of its ongoing regulatory functions under
the Aged Care Quality and Safety Commission Act 2018. Information notified through the SIRS also
informs the Commission’s risk profiling of providers and the prioritisation and scope of monitoring
and performance assessment activities.

Circumstances in which reportable incidents are not required
to be notified to the Commission
Section 15NG of the Quality of Care Principles states that a reportable incident is not required
to be notified to the Commission if the Commission has made a determination under section 95D
of the Commission Rules. Under section 95D of the Commission Rules, if the reportable incident
relates to a particular consumer who has been diagnosed with dementia and experiences delusions,
and continues to report a particular event which has been investigated and is based on delusions,
you may contact the Commission regarding a determination that further repeat allegations of the
same reportable incident do not need to be notified.
In this instance, an initial notification of the reportable incident must be made, and you would still
be required to notify the Commission if anything regarding the circumstances of the reportable
incident changes. For example, if the consumer mentions something new, that information would
need to be notified to the Commission for the Commission’s further consideration.
The Commission will make determinations on a case by case basis, and only where the provider
submits evidence that an appropriately qualified health professional has assessed the consumer
and advised that the behaviour (i.e. the repeat allegation regarding the specific circumstances
of the reportable incident) is related to a diagnosed cognitive impairment.
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You can seek a determination by contacting sirs@agedcarequality.gov.au and providing
the required information.
Where the reportable incident does not need to be notified, you are still required to refer to your
service’s incident management system to ensure the consumer’s wellbeing is protected and that
the incident is appropriately assessed, managed and recorded.

Who must notify a reportable incident?
Notifying reportable incidents
Providers of residential care services and flexible care (where the flexible care is provided
in a residential setting) must ensure that all alleged, suspected or actual reportable incidents
are notified to the Commission.
As part of the requirement to have an incident management system, you must ensure that staff
are trained to use and comply with the service’s incident management system, and that they
understand their role in identifying, managing and resolving incidents and in preventing incidents
from occurring.
For the purpose of notifying reportable incidents, you must ensure that staff who become aware
of a reportable incident notify one of the following people as soon as possible:
• a member of your key personnel
• that staff member’s supervisor or manager
• the person who is responsible for notifying reportable incidents to the Commission.
Staff at your service are responsible for alerting you to a reportable incident. As such, you have
a responsibility to ensure staff are provided with education and are trained in how to recognise
a situation that may need to be notified to the Commission, the police, or both, and know how
to respond and make notifications.
You should consistently promote a culture that encourages staff to raise suspicions, concerns
or incidents when they occur. The training provided should be part of a more comprehensive
training program for staff in the use of the service’s incident management system and processes
which encompasses all incidents (and not just reportable incidents) to ensure that staff
understand and can respond to incidents that occur in line with the requirements of the aged
care legislation.
This will enable you to respond quickly to any incidents and ensure those affected by an incident
receive timely help and support. It will also enable you to review your processes and practices
and put strategies in place to prevent similar situations from occurring again. In turn, this
can support you to maintain a safe and secure environment for consumers and staff, and enable
you to continuously improve the safety and quality of the care and services you deliver.
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Important information for staff
Staff will often be the first person to suspect or become aware that a consumer
hasbeen involved in a reportable incident. They may become aware of this in numerous
ways including by witnessing an event, witnessing signs of possible abuse or distress,
disclosure by a consumer or receiving information from another person.
Staff must know who to speak to within the provider organisation so that
an appropriate response can be initiated without delay, including making
a notification to the Commission.
Staff must also be informed that if they do not feel comfortable reporting an incident
within the organisation (for example, to their manager), they can make a report directly
to the police or the Commission without fear of reprisal. The law provides protections
for staff who report suspicions or allegations of reportable incidents in good faith
(discussed below).

Anyone can raise concerns about an incident
You should encourage any person who is concerned about an incident or a consumer’s wellbeing
to raise these concerns directly with you in the first instance.
Alternatively, the Commission provides a free service for anyone to give feedback, raise
a concern or make a complaint about the quality of care or services provided to people receiving
Commonwealth-funded aged care services (noting that the disclosure of information must meet
the requirements described below in order to attract the protections afforded to a reportable
incident notification). Information is available on the Commission website about how to lodge
a complaint 8.

8

https://www.agedcarequality.gov.au/making-complaint/lodge-complaint
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Protections for those providing information or reports
You are expected to promote a culture of integrity and accountability that encourages staff
and others to disclose information about reportable incidents and protects the health, safety
and wellbeing of consumers.

When is a disclosure of information protected?
Protections for people who disclose reportable incidents are strengthened under the SIRS.
The enhanced protections in sections 54-4 to 54-6 of the Aged Care Act mean that protections
for the disclosure of information now extend to existing and former staff members as well
as current and past consumers, their families and others supporting them, including volunteers
and advocates.
For the protections to apply, the disclosure must meet the following requirements:
• the disclosure is made to any of the following: the provider, one of the provider’s key personnel,
a staff member of the approved provider, another person authorised by the approved provider
to receive reports of reportable incidents, a police officer or to the Commission
• prior to making the disclosure, the person disclosing the information must give their name
to the person to whom the disclosure is made
• the discloser must have reasonable grounds to suspect that the information indicates that
a reportable incident has occurred, and
• the disclosure must be made in good faith 9.

What is the person disclosing a reportable incident protected from?
If the disclosure of the information qualifies for protection, then the person making the disclosure:
• will be protected from any civil or criminal liability for making the disclosure
• will have qualified privilege in proceedings for defamation relating to the disclosure
• is not liable to an action for defamation relating to the disclosure
• is protected from someone enforcing a contractual or other remedy against that person based
on the disclosure.
For example, if a staff member’s contract of employment specifies that the staff member
must not discuss issues arising in the service with anyone outside the service, a disclosure
of a reportable incident by the staff member that qualifies for protection would mean the person’s
contract of employment could not be terminated on the basis that the disclosure constitutes
a breach of the contract.

9	N.B. ‘good faith’ (in layperson’s terms) may be taken to mean truthfully relaying information known at the time
including any context and qualifications, and without prejudice or malicious intent
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If a court is satisfied that an employee has made a protected disclosure and the employer (be
it the provider or a recruitment or employment agency who employs the person) has terminated
the discloser’s contract of employment on the basis of the disclosure, the court may order:
• the employee to be reinstated in that position or a position at a comparable level, or
• the employer to pay the employee an amount instead of reinstating the employee, if the court
considers it appropriate to make the order.
A person who makes a protected disclosure is also protected from victimisation. This means that
the person who disclosed the information may be compensated if they suffer an actual detriment
or a detriment is threatened. Compensation will be paid by the person who caused the detriment
or made the threat.
If the person who made the disclosure is a staff member, approved providers, managers
and all staff have a responsibility to ensure, as far as reasonably practicable, that other staff
or contractors comply with the prohibitions against victimisation.
If a person makes a report to you or one of your key personnel, you are responsible for taking
reasonable measures to ensure that the identity of the person as the maker of the report is not
disclosed (except to another of your key personnel, the Commission, police or as required by law).
You are also responsible for ensuring that a staff member who receives the notice of the reportable
incident does not disclose the identity of the person.

Transition to the SIRS and extended protections
Transitional arrangements are in place to support continued reporting of incidents
to the Commission. This means that reportable incidents occurring on or from 1 April
2021 must be reported in accordance with the SIRS, and that the strengthened
protections for people who disclose information about reportable incidents will apply.
In addition, if a person has reasonable grounds to believe a reportable incident
occurred on or from 1 January 2020 and the person discloses that information,
the strengthened protections will also apply in relation to that report.
Existing protections in the Aged Care Act (see previous section 96-8) will continue
to apply to a disclosure of information made under the previous compulsory reporting
provisions (i.e. information about a reportable assault that was made prior to the
commencement of the SIRS).
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Record keeping requirements
Information to be recorded
As part of your responsibility to maintain an incident management system, you are required to keep
a record in relation to each incident that occurs in the service, regardless of whether it is a reportable
incident. This includes incidents investigated and recorded in compliance with incident management
requirements. For further information regarding your responsibilities for incident management, refer
to the Effective incident management systems: Best practice guidance.
Your incident management system must also allow the collection of data that enables you
to review and analyse recurrent issues, continuously improve your prevention and management
of incidents and provide information to the Commission.
Incident records must be made available to the Commission on request to enable the Commission
to fulfil its assessment, monitoring, compliance and complaints handling functions.
Incident records must be kept for 7 years after the incident was identified. At a minimum,
the information that must be in a record includes:

Information to be recorded about an incident
Subject

Details

Details of
the incident

• a description of the incident
• a description of harm caused (or that could reasonably have been
expected to have been caused) to any person affected by the incident
• whether the incident is a reportable incident
• the time, date and place where the incident occurred (if known)
• the time and date the incident was identified

Person reporting
the incident

• the name, contact details, and position of the person making
the record of the incident

Related incidents

• whether there are previous incidents that should be linked
(your incident management system and records must enable
you to identify and respond to any patterns of abuse)

People involved
in the incident

• the names and contact details of the persons directly involved
in the incident
• the names and contact details of witnesses of the incident (if any)

agedcarequality.gov.au

66
1511

Chapter 4: Notifying a reportable incident

Subject

Details

Assessment and
investigation

• details of the initial assessment of the incident

Consultation

• details of consultations undertaken with consumers affected by the
incident (and the consumers’ representatives where appropriate)

• if you have undertaken an investigation – the details and outcomes
of the investigation

• details of consultations undertaken with any consumers or others
who witnessed the incident
• whether the consumers affected by the incident have been provided
with any reports or findings regarding the incident
• whether you have notified police or reported the incident to any
other authorities
Response to
the incident

• the actions taken in response to the incident, including to support
or assist consumers involved
• what you have done to effectively resolve the incident
• what you have done to continuously improve internal systems,
processes and practices to better address, prevent or mitigate
incidents of this nature from occurring in future

Privacy and confidentiality
You should maintain appropriate controls in relation to the privacy and confidentiality
of information, particularly where it relates to individual consumers. This includes ensuring that
personal and sensitive information, including incident notices are securely stored and that privacy
and confidentiality is maintained when notices are required to be shared (either within the service,
or to other parties such as the Commission or police).
You are required, as part of your online notification of a reportable incident, to confirm that
you have provided a notice of collection (where appropriate) to any persons affected by the
incident for whom you have recorded personal or sensitive information (whether in the notification
to the Commission or in records regarding the reportable incident).
Section 62-1 of the Aged Care Act sets out your responsibilities in relation to the protection of the
personal information of consumers, which apply alongside regulatory requirements in relation
to privacy contained in relevant state, territory or Commonwealth legislation, such as the
Privacy Act 1988 and the Australian Privacy Principles (APPs).
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Overview
• The Commission is responsible for administering the SIRS and will receive serious
incident notices from aged care providers.
• The Commission collects, correlates, analyses and disseminates information relating
to incidents, including reportable incidents, to identify trends or systemic issues.
• The Commission may receive information about a reportable incident through
a complaint. This information may be examined to determine whether you are meeting
your incident management and reportable incident notification responsibilities.
• The Commission has the power to use, share or refer information provided through
the SIRS in accordance with existing arrangements for the protection of information.
• Following assessment of a reportable incident the Commission may respond by taking
a number of actions, including (and not limited to):
— requiring you to give information, further reports or documents, or requiring
you to complete remedial action(s) in relation to the incident.
• The Commission may investigate a reportable incident including compliance with
provider’s responsibilities.
• The Commission has the power to take regulatory action(s) where appropriate
to address non-compliance with provider responsibilities, including SIRS obligations.
• Information obtained about the incident may be used by the Commission in relation
to its other functions.
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Role of the Commission
The Commission is responsible for administering the SIRS and will receive serious incident notices
from aged care providers. Information notified through the SIRS gives the Commission valuable
regulatory intelligence, informs risk profiling of providers and enables trends to be identified over
time. The Commission will monitor and investigate provider compliance with the SIRS requirements
to ensure the safety, health, wellbeing and quality of life of consumers. The Commission has the
power to take regulatory action(s) where appropriate to address non-compliance with provider
responsibilities, including SIRS obligations.
The Commission’s functions in relation to the SIRS include:
• administering the legislated recording and reporting arrangements for serious incidents
• holding providers to account in relation to having in place effective systems for recording,
reporting, preventing, managing and responding to alleged, suspected and witnessed incidents
• providing guidance and resources for use by providers to develop and implement an effective
incident management system and to build provider capability to prevent and manage incidents
• taking proportionate regulatory action in response to findings of non-compliance by providers
with their legal obligations, including compliance with the Aged Care Quality Standards
and Quality of Care Principles
• collecting, correlating, analysing and disseminating information relating to incidents,
including reportable incidents, to identify trends or systemic issues.

Intelligence and trend analysis
Information notified through the SIRS, and from other sources, gives the Commission valuable
regulatory intelligence and data to enable the Commission to more effectively detect, analyse
and respond to risks to consumers. Intelligence and data informs the Commission’s risk profiling
of providers; the prioritisation and scope of monitoring and performance assessment activities;
as well as education, campaigns and targeted regulatory approaches on particular issues.
The Commission will use a number of processes including consideration by officers
and via computer based algorithms to assist with identification of potential non-compliances
with reporting obligations, and intelligence and trends arising from notifications.
Notifications (or absence of notifications) also enable trends to be identified over time, including
commonly notified reportable incidents; characteristics of consumers, providers or types of care that
may influence the number, types and response to incidents; who is making the notifications; areas
in which providers are not making notifications; the influence of notifications on a positive safety
culture; and the nature of improvements in care and services and in incident management systems.
Information that the Commission publicly reports on the operation of the SIRS may include
quarterly, annual and trend reporting (that is both quantitative and qualitative) to assist the sector,
policy makers and regulators understand current trends and emerging issues. Such information
would also be of interest to current and prospective consumers and their families.
agedcarequality.gov.au
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Receiving and referring information
The Commission may also receive information about a reportable incident through a complaint.
Based on the information received, the Commission can examine whether you are meeting your
responsibilities in relation to incident management and the notification of reportable incidents.
This can be through either the complaints resolution process, and/or through quality assessment
and compliance monitoring.
In addition, the Commission has the power to use and share information provided through the
SIRS in accordance with existing arrangements for the protection of information (see Part 7 of the
Commission Act). For example, the Commission may refer the information to police or another body
with responsibility in relation to the incident.
SIRS information will be shared with the Department of Health to inform research and support
future policy, regulatory and funding considerations. In this way, the SIRS will help to build provider
capacity and enable continuous improvement across the sector.

Commission’s regulatory response and actions
As with its other regulatory activities, the Commission has a responsive and risk-based
proportionate approach to regulation in relation to the SIRS, using the full range of educational
and regulatory tools to address provider level and sector wide risks. This includes:
• providing guidance and education to build the capacity of providers to develop effective systems
to prevent and respond to incidents
• feedback to the sector to promote understanding of reportable incidents and effective responses,
and to support continuous improvement by providers in the quality and safety of care
• use of monitoring and performance assessment activities, campaigns and targeted regulatory
approaches on particular SIRS or incident management issues
• application of enforceable regulatory actions and regulatory powers, as appropriate.
The regulatory actions taken by the Commission regarding reportable incidents will depend upon
the incident itself, and the Commission’s confidence in the provider that it has or will take action
relating to that reportable incident and the circumstances surrounding it.
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Assessment of a reportable incident
When the Commission receives a notification of a reportable incident, it will review the notice
to assess the risk to consumers, the adequacy of the actions being taken by the provider to manage
and mitigate any such risk and any other factors that may influence the Commission’s confidence
in the provider’s ability to manage the risk and reduce the likelihood of recurrence.
In responding to an incident, the Commission can:
• require the provider to give the Commission information, further reports or documents
• request or require the provider to complete remedial action(s) in relation to the incident
• require the provider to undertake an internal investigation into the incident and report
to the Commission
• require the provider to appoint an independent expert to undertake an investigation into
the incident and report to the Commission
• conduct an inquiry in relation to a particular reportable incident or series of reportable incidents
(whether or not a notification was made), request information relevant to the inquiry or consult
with individuals, organisations and government on matters relating to the inquiry
• refer the reportable incident to another responsible body, including the police or the Coroner
• take any other action to deal with the reportable incident that the Commissioner
considers reasonable.
Information obtained about the incident may be used by the Commission in relation to its other
functions. This may result in:
• an assessment contact to monitor quality of care and services
• a performance assessment against the Quality Standards
• a new complaint as the reportable incident may be more appropriately dealt with through
a complaint process.
For more information about the Commission’s approach to regulation and to explain what is meant
by responsive, risk-based regulation, refer to the Regulatory Strategy 14.

14 https://www.agedcarequality.gov.au/resources/regulatory-strategy
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Investigation of a reportable incident
The Commission may investigate a reportable incident including a provider’s compliance with
its responsibilities in relation to incident management, the Aged Care Quality Standards or other
responsibilities such as those under the Quality of Care Principles.
The Commission may investigate the most serious reportable incidents to understand:
• the circumstances that led to the reportable incident
• the risks that resulted from the reportable incident
• the risk mitigation actions taken or proposed by the provider
• the provider’s incident management system
• the provider’s capacity to manage the response.
Where an investigation is required, this may include a visit to the site by authorised officers of the
Commission. Authorised officers may exercise monitoring powers to determine whether a provider
is complying with its incident management responsibilities.
The Commission’s monitoring powers can be utilised regardless of whether or not there has been
non-compliance, and may support, precede or follow other actions.

Enforcement
To ensure that the SIRS delivers outcomes including reducing risks to consumers and improving
the quality and safety of care, the Commission now has additional regulatory powers.
In considering the appropriate response to a reportable incident notification, the action that
may be taken if a provider of a service demonstrates they are willing and able to comply and to take
all reasonable steps to do so will be different from action taken for a provider that is indifferent
to providing quality of care and safety or deliberately avoids compliance obligations and, perhaps,
places consumers at risk of harm.
If a reportable incident raises a compliance issue or where a provider is not complying with
its responsibilities, the Commission has a range of regulatory response powers. This includes
new powers in addition to existing enforceable regulatory actions. Under its full range of powers,
the Commission may:

SIRS-specific power
• issue an incident management compliance notice where a provider is not, or may not be,
complying with its incident management responsibilities (note that an incident management
compliance notice may only be issued in relation to the legislated responsibilities); this notice
is to specify actions the provider must take, or refrain from taking, within a reasonable period
to address the identified or potential non-compliance.
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Broader powers (also apply to SIRS)
• ask a court to impose a civil penalty for a breach of the Commission Act or Aged Care Act; under
the SIRS a civil penalty applies if the provider fails to comply with an incident management
compliance notice (new)
• seek an injunction from a court (new)
• issue an infringement notice in certain circumstances; for example, causing detriment to a person
who has made a disclosure regarding a reportable incident (new)
• impose sanctions under Part 7B of the Commission Act
• accept a written undertaking given by a provider that it will take specified actions to comply with
its responsibilities and/or will take specified actions to ensure that these responsibilities are not
contravened in the future; this can be used for incident management and reportable incident
responsibilities. An enforceable undertaking may then be enforced by court order (new)
• prior to imposing sanctions, issue a Non-Compliance Notice that may require the provider to give
an undertaking about remedying the non-compliance and/or issue a notice of requirement
to agree to certain matters (Notice to Agree), including if the Commission is satisfied that there
is immediate and severe risk to the safety, health and wellbeing of consumers as a result of noncompliance by a provider.
• issue a Restrictive Practices Compliance Notice where a provider is not, or may not be, complying
with its responsibilities in relation to the use of restrictive practices as detailed in the Quality
of Care Principles. This notice is to specify actions the provider must take, or refrain from taking,
within a reasonable period to address the identified or potential non-compliance.
The Commission may take one or more of these actions where it is deemed appropriate
and proportionate in order to address the non-compliance.
A number of these powers may be applied, as appropriate, where a provider is not complying with
its other aged care responsibilities.
For more information on the Commission’s approach to compliance and enforcement, including
use of its regulatory powers, refer to the Compliance and Enforcement Policy 15.
Further information on the Commission’s approach to these powers will be disseminated
to providers by separate communications.

15 https://www.agedcarequality.gov.au/media/89299
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Term / acronym

Meaning

Aged Care Act 1997
(Aged Care Act)

The Aged Care Act is the overarching legislation which outlines
the obligations and responsibilities that aged care providers must
follow to receive subsidies from the Australian Government.

aged care consumer/
consumer

A person who is receiving residential care or flexible care
in a residential care setting.

Aged Care Quality
and Safety
Commission
(Commission)

The national regulator of aged care services, and the primary point
of contact for consumers and providers in relation to quality and safety
in aged care in Australia.

Aged Care Quality
and Safety
Commission Act 2018
(Commission Act)

The Commission Act sets out the functions related to the Commission.

Aged Care Quality and
Safety Commission
Rules 2018 (Rules)

The Rules set out the process for how the Commission performs
its functions as defined in the Commission Act.

Aged Care Quality
and Safety
Commissioner
(Commissioner)

The Commissioner of the Aged Care Quality and Safety Commission
as established by the Commission Act.

agedcarequality.gov.au

The Commission’s primary purpose is to protect and enhance
the safety, health, wellbeing and quality of life of aged care consumers;
to promote aged care consumers’ confidence and trust in the provision
of aged care services; and to promote engagement with aged care
consumers about the quality of their care and services.
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Meaning

Aged Care Quality
Standards (Quality
Standards)

The Quality Standards with which organisations approved to provide
aged care services in Australia are legally required to comply.
Refer to the Commission’s website for Quality Standards guidance
and resources.

Charter of Aged Care
Rights (Charter)

Describes the rights of consumers of Australian Government funded
aged care services. Provides the same rights to all consumers,
regardless of the type of subsidised care and services they receive.
The Charter is made under the Aged Care Act.

clinical care

Health care that encompasses the prevention, treatment and
management of illness or injury, as well as the maintenance
of psychosocial, mental and physical wellbeing. It includes care
provided by doctors, nurses, pharmacists, allied health professionals
and other regulated health practitioners. Organisations providing
clinical care are expected to make sure it is best practice, meets the
consumer’s needs, and optimises the consumer’s health and wellbeing.

clinical governance

An integrated set of leadership behaviours, policies, procedures,
responsibilities, relationships, planning, monitoring and improvement
mechanisms that are implemented to support safe, quality clinical
care and good clinical outcomes for each consumer. The purpose
of clinical governance in aged care is to support the workforce and
visiting practitioners to provide safe, quality clinical care as part
of a holistic approach to aged care that is based on the needs,
goals and preferences of consumers.

cognitive function
or ability

Brain based skills and abilities which relate to carrying out tasks,
memory and thinking processes, such as attention, language, decision
making and learning.

consumer
representative

A nominated person given consent by an aged care consumer to speak
and act on their behalf. Includes:
• a person appointed under relevant legislation to act or make
decisions on behalf of a consumer; and
• a person the consumer nominates to be told about matters affecting
the consumer.
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Term / acronym

Meaning

continuous
improvement

A systematic, ongoing effort by an organisation to raise its
performance in achieving outcomes for consumers under the Quality
Standards. Continuous improvement:
• responds to the needs and feedback of consumers
• supports the workforce to improve and innovate in providing safe
and quality care and services
• can address practices, process or outputs to achieve a desired outcome.

incident

Incidents are any acts, omissions, events or circumstances that occur,
are alleged to have occurred, or are suspected to have occurred
in connection with the provision of care to a consumer and have
(or could reasonably be expected to have) caused harm to a consumer
or another person (such as a staff member or visitor to the service).

incident
management system
(IMS)

Any system that helps an organisation to prevent incidents
and to identify, respond to and manage any incidents that occur during
the course of delivering care and services to consumers. An incident
management system should apply to all incidents, including near
misses, that are known, suspected or alleged to have occurred
in connection with the delivery of care and services.

key personnel

A person defined in section 8B of the Commission Act to be a key
personnel of a person or body.

open disclosure

Open discussions with consumers, their family, carers and other
support people of incidents that have caused harm or had the
potential to cause harm to the consumer. It involves an expression
of regret and a factual explanation of what happened, the potential
consequences and what steps are being taken to manage this
and prevent it happening again.

personal information

Information or an opinion (including information or an opinion
forming part of a database), whether true or not, and whether
recorded in a material form or not, about an individual whose identity
is apparent, or can reasonably be ascertained, from the information
or opinion.

Principles

The principles made under the Aged Care Act.
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Term / acronym

Meaning

Priority 1
reportable incident

An incident that caused, or could have caused, a consumer physical
or psychological injury or discomfort that requires medical
or psychological treatment to resolve, or an unexpected death
or unexplained absence of a consumer (see subsection 15NE(2)
of the Quality of Care Principles.

Priority 2
reportable incident

An incident that does not meet the criteria for a Priority 1 incident.

provider (also
referred to as ‘you’
in this document)

Provider approved under the Aged Care Act to provide residential aged
care and/or flexible care in a residential setting or a service provider
funded to deliver National Aboriginal and Torres Strait Islander
Flexible Aged Care with responsibilities in relation to incidents.
In many cases this will include management and staff but where
separate requirements rest with certain staff or management this
has been identified.

provider
responsibilities

Responsibilities approved providers have in relation to the aged care
they provide through their services to aged care consumers/care
recipients. These responsibilities, under the Aged Care Act relate to:
• the quality of care they provide
• user rights for the people to whom the care is provided
• accountability for the care that is provided, and the basic suitability
of their key personnel.

Quality of Care
Principles 2014
(Quality of Care
Principles)

The Quality of Care Principles specify the care and services that
an approved provider must provide and the quality standards to which
that care must be delivered.

regulatory action

Any and all administrative or regulatory action and formal or informal
enforcement action undertaken by the Commission in response
to non-compliance with provider responsibilities.

reportable incident

An incident described in section 54-3 of the Aged Care Act
(and section 15NA of the Quality of Care Principles).
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Term / acronym

Meaning

residential care
recipient (also
referred to as a
‘consumer’)

Includes both residential care recipients and flexible care recipients
who are receiving flexible care in a residential setting (see subsection
54-3(3) of the Aged Care Act).

risk

The chance of something happening that will have a negative impact.
It is measured by the likelihood of occurrence, and consequences
of occurrence.

risk assessment

A process or method to identify risks or hazards which have
the potential to cause harm.

service

The business run by an approved provider through which
Commonwealth funded residential care or flexible care is provided

Serious Incident
Response Scheme
(SIRS)

The scheme established to prevent, and reduce the risk of, incidents
of abuse and neglect in Australian Government-subsidised residential
aged care. It requires providers to have an effective incident
management system in place and to identify, record, manage, resolve
and report all serious incidents that occur, or are alleged or suspected
to have occurred.

staff member

Individual who is employed, hired, retained or contracted by the
provider (whether directly or through an employment or recruiting
agency) to provide care or other services.

subject of the
allegation

A staff member, consumer or any other person who has been accused
of being involved with a reportable incident that has occurred or was
alleged or suspected to have occurred.

User Rights Principles
2014 (User Rights
Principles)

The principles which set out the responsibilities of approved
providers in providing residential or home care services, and deal
with security of tenure for consumers, access for persons acting
for consumers, and the information the provider must give consumers
in particular situations.
Also describes the rights and responsibilities of consumers
of both residential care and home care.

you
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Approved provider or service provider with responsibilities
in relation to incidents. In many cases this will include management
and staff but where separate requirements rest with certain staff
or management this has been identified.
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SIRS notification form questions
All questions are mandatory, unless otherwise stated.

SIRS portal user details
• Last name

PL

• Position/role at residential aged care facility

E

• First name

• Work number
• Mobile number
• Email address

SA
M

• Contact numbers (at least one contact number is required)

• Name of the approved provider
• NAPS Provider ID

• Name of the residential aged care facility
• RACS ID (not mandatory)
• Notice of collection (Agree/Disagree)
• Have individuals named in this incident notice been provided with the Notice of Collection?
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Incident details
• Who initially raised concern/made the allegation? (Provide further details if unspecified)
• Date/time incident reported
• Date/time the incident is believed to have occurred
• Has a death occurred as the result of this incident?
• If death has occurred, has this been reported to the coroner? (not mandatory)
• Select the most relevant incident type (the eight incident types are available to select)
• Please provide a detailed description of the alleged incident
• Where did the incident occur? (for an unexplained absence, the incident might have occurred from
the “service”, at a “public place” or “other”. Provide further details if incident occurred at “public
place” or “other”) (not mandatory)

PL

Victim details

SA
M

People involved

E

• If the most relevant incident type is neglect, how long has the victim been subjected to this form
of neglect?

• Victim SPARC or ACMPS ID (look-up, not mandatory)
• Victim first name
• Victim last name

• Victim gender (provide further details if ‘other’ is selected)
• Please select the appropriate level of cognition of the victim (provider further details if ‘unknown’)
• Has the victim been named or described in any incident previously?
• Select the level of psychological impact to the victim
(provide further details if some level of impact is selected including not only actual harm,
but also harm that could reasonably have been expected to have been caused)
• Select the level of physical impact to the victim
(provide further details if some level of impact is selected including not only actual harm,
but also harm that could reasonably have been expected to have been caused)
• If the primary incident type is ‘unexplained absence from care’, ‘stealing’ or ‘financial coercion
by a staff member’, does the victim reside within a secure unit?
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Unexplained absence
• When was the unexplained absence reported to police?
• Has the care recipient been located?
• Where was the care recipient located? (provide further details if ‘other’)
• Please enter the date and time when the care recipient was returned to the service
• Has an unexplained absence involving this care recipient occurred in the past?
• Please enter details of the actions being undertaken to locate the missing care recipient
• Please provide a description of how it is believed the care recipient came to be absent
from the service

Alleged offender details
• Is the alleged offender an aged care recipient?

E

• If ‘no’:

PL

— Describe the alleged offender relationship to the AP or service

• Alleged offender unique client ID or SPARC ID (look-up, not mandatory)

SA
M

• Alleged offender first name
• Alleged offender last name

• Alleged offender gender (provide further details if ‘other’ is selected)
• Please select the appropriate level of cognition of the alleged offender
(provide further details if ‘unknown’ is selected)
• Has the alleged offender been named or described in any incident previously?
• Select the level of psychological impact to the alleged offender (care recipient) (provide further
details if some level of impact is selected including not only actual harm, but also harm that could
reasonably have been expected to have been caused)
• Select the level of physical impact to the alleged offender (care recipient) (provide further details
if some level of impact is selected including not only actual harm, but also harm that could
reasonably have been expected to have been caused)

agedcarequality.gov.au
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Attachment A: SIRS notification form questions

Police contact
• Has the incident been reported to the police? (provide a reason if ‘no’ is selected)
• Please provide the date and time the police were contacted (not mandatory)
• Police station reported to (not mandatory)
• Method of contact used (provide further details if ‘other’, not mandatory)
• Have the police arrested or charged a person in relation to this incident? (not mandatory)
• Please provide any details known of the police response to the incident (not mandatory)
• Has the victim’s representative(s) been contacted about the incident?
• Has the victim’s representative(s) expressed any ongoing concerns regarding the incident?
• Has the alleged offender (care recipient)’s representative(s) been contacted about the incident?
• regarding the incident?

E

• Has the alleged offender (care recipient)’s representative(s) expressed any ongoing concerns

PL

• What specific actions have been taken to ensure the health, safety and wellbeing of the care
recipient(s) involved?

SA
M

• What specific actions have been taken to manage or minimise the risk of recurrence of this
or a similar incident in future?
• Is there any other information or details you wish to include in relation to this notification
including any further actions proposed to be taken in response to the reportable incident?
Note: Throughout these guidelines, references to an ‘alleged offender’ or ‘offender’ is referred
to as ‘subject of the allegation’. Changes will be made to the My Aged Care portal in the future
to reflect this language.

Review and submit
Please ensure all fields are completed before submitting this notification to the Aged Care Quality
and Safety Commission. By clicking ‘submit’ you agree to provision further information regarding
this incident upon request.

agedcarequality.gov.au
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1. EXECUTIVE SUMMARY
Abstract
The Aged Care Financial Performance Survey (Survey) September 2021 Sector
Report provides an overview of the financial performance of the aged care sector
in Australia. It is based on the results of the StewartBrown Survey for the 3 months
ended 30 September 2021 which includes the below metrics.

The key financial indicators for residential aged care for FY22 are not promising
with the COPE (indexation) increase of 1.1% being offset against the
Superannuation Guarantee Scheme increase of 0.5%, workforce award increases
ranging between 1.75% to 3.5%, and higher inflation (3.0% for the September
quarter).
Home Care also faces significant operating issues. As with residential aged care,
staffing remains the most crucial concern, and this coupled with a complicated
regulatory environment has seen the financial performance stagnate with the
current operating result being a surplus of $4.90 per client per day, a decline in
revenue utilisation to 85.8% of available package funding and an increase in
unspent funds to now average $10,117 for every care recipient.

The aged care sector continues to operate in a difficult clinical, operational and
financial environment. The increasingly destabilising effects of the highly
transmissible Omicron coronavirus variant have heightened the issues with the
existing policy settings, particularly in regards to staffing which is at a crisis level
and the implementation of the much needed reform agenda having to compete
with the current uncertain climate.
Refer Glossary, which provides a graphical depiction of the Data Collection, Data
Cleansing and Survey Metrics processing.

Commentary
The Survey for the 3 month period ending September 2021 continues to highlight
the declining financial sustainability of the sector, with residential aged care
becoming a major focal point of consternation.
The average operating results for residential aged care homes in all geographic
sectors was an operating loss of $7.30 per bed per day despite the additional Basic
Daily Fee supplement of $10 per bed day. Occupancy remains a major concern and
the combination of negative factors has eroded essential investment from new and
existing providers.

Aged Care Financial Performance Survey Sector Report (September 2021)
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The reform agenda needs to clearly articulate each specific area to be addressed.
A number of additional financial reforms need to be strongly considered
including:
o Funding to increase staff remuneration and benefits
o Subsidy funding to directly correlate to direct costs of care (particularly staff)
o Regulated consumer contribution for Home Care (and CHSP) based on ability
to pay
o Deregulation of residential Basic Daily Fee
o Structural enhancement of residential Accommodation Pricing model
o Alternate Home Care funding model

Page | 1
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Sep-21 YTD Results Snapshot

Aged Care Financial Performance Survey Sector Report (September 2021)
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Operating Result Metrics

Figure 7: Operating Result by ACFI band and Occupancy percentage ($ per bed day)

Figure 5: Operating Result by average ACFI subsidy ($ per bed day)

Figure 8: Operating Result comparison by size of aged care home ($ per bed day)
Figure 6: Operating Result by Occupancy percentage ($ per bed day)

Aged Care Financial Performance Survey Sector Report (September 2021)
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Figure 9: Operating Result comparison by State/Territory ($ per bed day)

Figure 10: Residential EBITDAR Results by Region ($ per bed per annum)

Number of Aged Care Homes making an EBITDAR loss

Figure 11: Aged care homes making an EBITDAR loss by remoteness

EBITDAR Result
The graph below displays residential operating EBITDAR (Earnings Before Interest,
Taxation, Depreciation, Amortisation and Rent) trend for the years from Sep-17 to
Sep-21.
The average Sep-21 EBITDA surplus was $4,257 per bed per annum (pbpa). The
Sep-20 EBITDA result excluding the net Covid funding was $5,025 pbpa which is a
deterioration of $768 pbpa, and after allowing for the Basic Daily Fee supplement
($920 pbpa) the normalised result was a deterioration of $1,688 pbpa.
The number of homes making an EBITDAR (cash) loss (Figure 11) remains
concerning as it is financially unsustainable over any extended period.
The resultant effect is that those homes with a continual EBITDAR losses will need
to be cross subsidised by other business activities, which may be difficult or, in the
case of small providers, unlikely to be feasible.

Aged Care Financial Performance Survey Sector Report (September 2021)
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Results by Geographic Location
Homes in all locations, including metropolitan, regional and remote locations are
making operating losses, which is unsustainable in the longer term.
Metropolitan homes continue to be impacted by the COVID-19 pandemic,
particularly in the Sydney and Melbourne greater metropolitan areas more so than
in homes in regional and remote areas. COVID funding ceased from 1 July 2021
except if there was a specific outbreak at a home. Major city homes had an average
operating loss of $6.34 per bed day compared to Inner Regional ($10.67 per bed
day and Rural and remote ($5.71 per bed day).
Many regional and remote homes also benefitted from the increased viability
supplement.
The following graphs highlight the varying results by geographic region.

ACFI Subsidy Comparison to Direct Care Costs

Figure 12: Cumulative increase in ACFI subsidy and Direct Care costs

Aged Care Financial Performance Survey Sector Report (September 2021)
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Accommodation Pricing

Occupancy

Figure 19: Median Accommodation Price Trend (by region)

Figure 21: Residential Occupancy by region (mature homes)

Figure 20: Median Accommodation Price as % of Medium House Price

Aged Care Financial Performance Survey Sector Report (September 2021)
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Figure 22: Residential Occupancy by facility size (number of available places)
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Figure 26: EBITDA Result by revenue band ($ per client per annum)

Figure 27: Operating Result by revenue split ($ per client per day)

Aged Care Financial Performance Survey Sector Report (September 2021)
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Figure 28: Revenue Utilisation percentage by revenue band

Figure 29: Operating Result and Revenue Utilisation revenue band
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Figure 33: Staff Hours per care recipient week trend analysis (Levels 2 and 4)

Figure 35: Case Management and Administration cost as % of revenue

Figure 34: Internal and Brokered Services staff costs comparison

Package Growth
The Government has made several announcements to increase the number of
home care packages in the aged care system:
On 8 July 2020 the Government announced that $347.4 million over 5 years
would be spent on an additional 6,105 home care packages (2,035 at level 1, 2
and 3) in 2020-21. These packages commenced being rolled out in July 2020
23,000 packages announced in the 2020-21 Budget are in addition to the 6,105
packages already announced in July (5,000 at level 1, 8,000 at level 2 and 4 and
2,000 at level 4). These packages commenced roll out in November 2020
On 16 December 2020 the Government announced an additional 10,000
packages (2,500 at each level) costing a total of $850.8 million over 4 years (to
FY24). These additional home care packages will be released with roll out from
January 2021 to June 2021
On 11 May 2021, the May Budget announced an additional 80,000 packages
to be released over the FY22 and FY23 periods at a total cost of $6.5 billion.
This investment is expected to increase the total package pool to 275,598
packages by the end of FY23

Aged Care Financial Performance Survey Sector Report (September 2021)
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4. GLOSSARY
Accommodation Result
Accommodation Result is the net result of accommodation revenue
(DAPs/DACs/Accommodation supplements) and expenses related to capital items
such as depreciation, property rental and refurbishment costs. It no longer
includes costs associated with recurrent repairs and maintenance and motor
vehicles.
ACFA
Aged Care Financing Authority - the (former) statutory authority which provides
independent advice to the government on funding and financing issues, informed
by consultation with consumers, and the aged care and finance sectors.
ACFI Revenue
Aged Care Funding Instrument (ACFI) revenue includes the subsidy received from
the Commonwealth and the means-tested care fee component levied to the
resident. ACFI revenue includes the additional care supplement subsidies and
some specific grant (not capital) funding.
ACFI Result
ACFI Result represents the net result from revenue and expenses directly
associated with care. It includes ACFI and Supplements (including means-tested
care fee) revenue less total care expenditure, and this includes an allocation of
workers compensation and quality and education costs.
ACH (Facility) Result
This refers to the Operating Result may also be referred to as the net result or the
NPBT Result.
ACH EBITDAR
The same as Facility EBITDAR. The starting point for this calculation is the Aged
Care Home (Facility) Result which is the combination of the Care and
Accommodation results. It excludes all “provider revenue and expenditure”
including fundraising revenue, revaluations, donations, capital grants and sundry
revenue. It also excludes those items excluded from the EBITDAR calculation
above.
Aged Care Financial Performance Survey Sector Report (September 2021)
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This measure is more consistent across the aged care homes (facilities) because it
excludes all those items which are generally allocated at the aged care home
(facility) level on an inconsistent and arbitrary basis depending on the policies of
the individual provider.
Administration Costs
Administration Costs includes the direct costs related to administration and
support services and excludes the allocation of workers compensation and quality
and education costs to ACFI and everyday living.
Aged Care Home
Individual discrete premises that an approved provider uses for residential aged
care. “Aged Care Home” is the term approved at the Department of Health; in
some contexts, “facility” is used, with an identical meaning.
Averages
For residential care all averages are calculated using the total of the raw data
submitted for any one-line item and then dividing that total by the total occupied
bed days for the aged care homes in the group. For example, the average for
contract catering across all homes would be the total amount submitted for that
line item divided by the total occupied bed days for all aged care homes in the
Survey.
For home care all averages are calculated using the total of the raw data submitted
for any one-line item and then dividing that total by the total client days for the
programs in the group. For example, the average for sub-contracted and brokerage
costs across all programs would be the total amount submitted for that line item
divided by the total client days for all programs in the Survey.
Average by line item
This measure is averaged across only those aged care homes that provide data for
that line item. All other measures are averaged across all the homes in the
particular group. The average by line item is particularly useful for line items such
as contract catering, cleaning and laundry, property rental, extra service revenue
and administration fees as these items are not included by everyone.
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Bed Day
The number of days that a residential care place is occupied in the Survey period.
Usually represents the days for which an ACFI subsidy or equivalent respite subsidy
has been received.

Dollars per client day
This is the common measure used to compare items across programs. The
denominator used in this measure is the number of client days for any programs
or group of programs.

Benchmark
We consider the benchmark to be the average of the First 25% in the group of
programs being examined. For example, if we are examining the results for aged
care homes (facilities) / programs in Band 4, then the benchmark would be the
average of the First 25% of the aged care homes (facilities) / programs in Band 4.

EBITDAR
This measure represents earnings before interest (including investment revenue),
taxation, depreciation, amortisation and rent. The calculation excludes interest
(and investment) revenue as well as interest expense on borrowings. EBITDAR is
used for residential care analysis only, whereas Home Care uses EBITDA only.

Benchmark Bands
Residential Care
Based on Average ACFI + Care Supplements (including respite) ($ per bed day):

The main reason for this is to achieve some consistency in the calculation. Different
organisations allocate interest and investment revenue differently at the “aged
care home (facility) level”. To ensure that the measure is consistent across all
organisations we exclude these revenue and expense items.

Band 1 - Over $197
Band 2 - Between $182 and $197
Band 3 - Between $167 and $182
Band 4 - Under $167
Home Care
Based on Total Revenue (Direct Care + Brokered + Case Management +
Administration) ($ per client day):
Band 1 - Under $47
Band 2 - Between $47 and $67
Band 3 - Between $67 and $87
Band 4 - Over $87
Care Result
This is the element of the aged care home (facility) result that includes the direct
care expenses and everyday living costs and administration and support costs. It is
calculated as ACFI Result plus Everyday Living Result minus Administration Costs.
Dollars per bed day
This is the common measure used to compare items across aged care homes
(facilities). The denominator used in this measure is the number of occupied bed
days for any home (facility) or group of homes (facilities).

Aged Care Financial Performance Survey Sector Report (September 2021)
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EBITDAR per bed per annum
Calculation of the overall aged care home (facility) EBITDAR for the financial year
to date divided by the number of operational beds in the aged care home (facility).
NPBT
Net Profit Before Tax. For the context of the Survey reports, NPBT is referred to as
Operating Result or net result or, in the aged care home (facility) analysis, as the
ACH Result (Aged Care Home, or Facility) Result.
Facility
An aged care home is sometimes called a “facility” for convenience. The Facility
Result is the result for each aged care home being considered. Often called Aged
Care Home and abbreviated to ACH.
Everyday Living Result
Revenue from Basic Daily Fee plus Extra or Optional Service fees less Hotel Services
(catering, cleaning, laundry), Utilities, Motor Vehicles and regular Property &
Maintenance (includes allocation of workers compensation premium and quality
and education costs to hotel services staff).
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Home Care Packages (HCP)
Home Care results (NPBT) are distributed for the Survey period from highest to
lowest by $ per client per day ($pcd). This is then divided into quartiles - the First
25% is the first quartile, second 25%, third 25%, fourth 25% and the average of
each quartile is reported. The First 25% represents the quartile of programs with
the highest NPBT result.

Data Collection Process

Residential Care
The Residential Care results are distributed for the Survey period from highest to
lowest by Care Result. This is then divided into quartiles - the First 25% (the first
quartile), second 25%, third 25%, fourth 25% and the average of each quartile is
reported. The First 25% represents the quartile of homes with the highest Care
Result.
Location - City
Aged care homes have been designated as being city based according to the
designation by the Department of Health in their listing of aged care services.
Those that were designated as being a “Major City of Australia” have been
designated City.

Data Cleansing Process

Location - Regional
Aged care homes have been designated as being regionally based according to the
designation by the Department of Health in their listing of aged care services.
Those that were designated as being an “Inner Regional”, “Outer Regional” or
“Remote” have been designated as Regional.
Survey is the abbreviation used in relation to the Aged Care Financial Performance
Survey.

Aged Care Financial Performance Survey Sector Report (September 2021)
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Survey Data and Metrics
Residential Data Set
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IN THE FAIR WORK COMMISSION
Matter(s): AM2020/99; AM2021/63 & AM2021/65
Re Applications by: Health Services Union (HSU) and Australian Nursing and Midwifery
Federation (ANMF)

STATEMENT OF ANNA-MARIA WADE

I, Anna-Maria Wade of Level 4, 320 Pitt Street Sydney in the state of New South Wales state
as follows:

Background
1.

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

2.

I am currently employed by Aged & Community Services Australia (ACSA) in the
following positions:

3.

(a)

National Manager - Employee Relations, September 2017 - now;

(b)

State Manager - NSW & ACT, September 2018 - now;

(c)

Acting Executive Director – Membership & Services December 2021 – now

Prior to this, I worked as an Employee Relations Advisor for Aged & Community
Services NSW/ACT from May 2014 to April 2017.

4.

Prior to my employment ACSA, I also held the following relevant positions:

1
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(a)

Manager - People, Culture & Engagement at Sterling Process from 2013 2014;

(b)

Human Resource Manager at Cooinda Coonabarabran Limited from 2010 to
2013; and

(c)

TVET Coordinator, Teacher (HR & Food Safety) at TAFE NSW from 2007 to
2010.

5.

I hold the following qualifications:
(a)

Graduate Certificate, Employment Relations, Distinction 2018;

(b)

Diploma of Business, Human Resource Management and Services,
Distinction 2001; and

(c)

Bachelor of Applied Science, Biotechnology (Microbiology), First Class
Honours 1995.

ACSA
6.

ACSA is an employer organisation that advocates for and supports not-for-profit,
church and charitable aged care employers across Australia.

7.

ACSA currently has around 500 member organisations across retirement living,
community, home and residential care supporting more than 450,000 older
Australians. Each member organisation may have multiple facilities or sites and can
operate across residential and home care.

2
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My Positions
8.

My role as National Manager, Employee Relations, involves management of ACSA’s
Employee Relations service offering including the provision of day to day advice on
the employee lifecycle, interpretation of Enterprise Agreements and Awards, personal
injury and work-related injuries, workers compensation, managing employees,
training and education on workplace issues.

9.

In my role as State Manager for NSW/ACT, I am the point of contact into the
organisation for members in these jurisdictions. I interface with the members, ACSA
and other stakeholders such as NSW Ministry of Health, the Commonwealth
Department of Health and the Aged Care Quality and Safety Commission on matters
such as aged care related projects and programs, policy and public health matters. I
act as a conduit between those levels of government, ACSA and the members. I also
inform the Commonwealth Department of Health on the issues that providers are
experiencing, including financial viability of their operations.

10.

As part of my roles with ACSA, and prior to COVID-19, I would visit with members at
their facilities around once a month to conduct training and attend meetings.

Regulation of the industry
The Aged Care Act
11.

The Aged Care Act 1997 (the Act) prescribes what can and cannot be done in the
Aged Care Services (ACS) by a provider to ultimately protect those most vulnerable.

12.

The Act also safeguards providers in the ACS by setting out a clear prescription for
the ACS to follow. For example, section 96(1) of the Act, sets out the principles which
the ACS must comply with including the accountability principles and user rights
principles. Approved providers of aged care must comply with these requirements.

3
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Industrial Instruments
13.

From my experience with ACSA, depending on the service offered by the provider,
they are generally governed by one or more of the following industrial instruments:
(a)

Aged Care Award 2010 (Aged Care Award);

(b)

Nurses Award 2020 (Nurses Award);

(c)

Social, Community, home care and disability industry award 2010 (SCHADS
Award); or

(d)
14.

Health Professional and Support Services Award 2020.

ACSA assists its members in negotiating Enterprise Agreements (EA) terms and
conditions. There are two main EA’s in the ACS, these are:
(a)

the NSWNMA and HSU NSW Enterprise Agreement 2017 - 2020 (ACSA
Agreement)

(b)

the NSWNMA, ANMF NSW Branch and HSU New South Wales Branch
Enterprise Agreement 2020 (LASA Agreement)

Set out in Annexure AM-01 is a version of the ACSA Agreement
15.

The EA generally include above award minimum wages. The rates in the ACSA
Agreement for nurses are anywhere between 1.9 and 56% above the minimum award
rates.

16.

Outside of nurses rates, the rates set out in the ACSA Agreement are minimally
above the relevant minimum award rates as the Government provides the majority of
funding, and approved providers under the Act (which are the majority) are unable to
afford wage increases within the current funding framework.
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17.

From experience in discussing the ACSA Agreement with our members, most
employees covered by the ACSA Agreement are employed between CSE 1 and CSE
4 of the ACSA Agreement which is roughly between a 0.4% to 8% above the
minimum award rates.

18.

The Industrial Instruments make operation of the ACS difficult. The classifications and
operational clauses in the Aged Care Award and SCHADS Award do not currently
suit the needs of provider in the ACS. The Enterprise Agreements attempt to make
the classifications, progression throughout the classification clearer and operational
clauses suit the needs of the providers, however, this is an imperfect science.

19.

I would estimate that roughly 70% of ACSA members operate under an Enterprise
Agreement.
Aged Care Quality Standards

20.

In July 2019, the Aged Care Quality Standards (ACQS) were updated. Set out in
Annexure AM-02 is the new standards.

21.

Prior to this update the ACQS consisted of 44 standards that are categorised into four
key areas being:
(a)

Management systems, staffing and organisational development

(b)

Health and personal care;

(c)

Care recipient lifestyle; and

(d)

Physical environment and safe systems.
Set out in Annexure AM-03 are the 2014 standards.

22.

Once the 2019 standards were implemented, ACSA reviewed the 2019 standards,
developed and implemented training programs to help providers understand the new
standards and how these impacted their services. From this process, I understand
the new standards to be a different way of looking at care.

5
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23.

The standards as they were, focused on the collective “consumers’” needs rather
than the individual consumer. That is, the way the standards were drafted focused on
the majority of consumers being better off, rather than focusing on each individual
consumer.

24.

The new standards are about tailored and individualised consumer needs.

25.

The new standards do not explicitly require more of providers. The new standards
require providers to shift their focus on their governance, including clinical
governance. As a result, members have reported that there may be an increase in
documentation and processes to ensure they meet the standards.

How the Industry Operates
26.

Providers in the ACS must be approved as a provider under the Act.

27.

ACS is made up of:

28.

(a)

residential care;

(b)

home care;

(c)

Commonwealth Home Support Package (CHSP); and

(d)

respite care.

Retirement villages are not regulated under the Act, however residents of the villages
may access Home Care Packages or CHSP.

29.

Over the last 10 years, admissions into the ACS have increased by around 40%. Set
out in Annexure AM-04 is an AIHW fact sheet on admissions into aged care.

30.

Providers in the ACS conduct their operations in a number of ways. Examples of
general operational structures from our membership include:
(a)

Warrigal that offers residential care, home care, CHSP, respite care;

(b)

Three Tree Lodge that only offers residential care; and

6
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(c)
31.

ADSSI that offers home care, CHSP, short term restorative care and respite.

Providers are responsible and accountable for the quality of care of consumers
according to the Act.

32.

The majority of providers in the ACS are not for profit, community or charity run.
Set out in Annexure AM-05 at page 39 is the Aged Care Royal Report is a table that
identifies that 1006 providers out of 1458 are not for profit.

33.

The Federal Government is the main funder of aged care with the ACS largely relying
on the funding provided in order to operate.
Annexure AM-05 at page 41 confirms that the Australian Government subsidies the
majority of care services.

34.

Outside of retirement village operators, no ACSA member operates without receiving
funding.

35.

Providers receive funding from the government depending on the service being
offered. A potential consumer is assessed by either a Regional Assessment Service
(RAS) or the Aged Care Assessment Team (ACAT).

36.

The ACAT or RAS will ask the consumer questions about their needs, their lifestyle,
their goals and will also speak to their doctor and other health professionals (as
needed).

37.

If the consumer is assessed as needed entry level support in their home with
everyday tasks, they will then be referred for a RAS assessment and their support
needs subsequently determined and approved through the CHSP. These services
are subsidised by the Australian Government and consumers may be asked to
contribute to the cost of these services.
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38.

If the consumer is assessed as needing more care, they will then be assessed as
needing either a home care package or residential aged care. Some consumers pay
additional fees above and beyond the government funding.

39.

Residential care is funded through Aged Care Funding Instrument (ACFI) with home
care funded through the Home Care Package and CHSP.

40.

An ACS may choose to charge consumers fees called ‘additional service fees’ in
some circumstances, which are in addition to the ACFI funding received. The fees
that can be charged are mandated under the Quality of Care Principles 2014. These
include basic daily fees, accommodation costs, means testing fees.

41.

In order to be able to charge these fee’s the provider must show that:
(a)

the services being offered are better than those set out in Schedule 1 of the
Quality of Care Principles 2014;

(b)

are not specified care and services in Schedule 1 of the Principles;

(c)

are not covered by the payment of an extra service fee or an accommodation
payment; and

(d)

are not services you’re required to deliver under your responsibilities as a
provider.

42.

There are also restrictions on the monetary amount of additional service fees that can
be charged.
Set out in Annexure AM-06 and AM-07 is the schedule of fees and charges for
residential and home care as well as the understanding fees for aged care homes
fact sheet.

8
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43.

The StewartBrown Report identifies how funding is spent and the current economic
state in the ACS:
(a)

direct care (employee) costs make up 88.9% of the ACFI funding provided for
residential care;

(b)

direct care cost exceeded revenue received per bed;

(c)

56% of residential aged care providers are operating at a loss; and

(d)

home care providers operating results have slightly improved although there
has been an increase in unspent funds per home care client.
Annexed and marked AM-08 is the StewartBrown Report.

44.

As evidenced above, there continues to be declining levels of financial stability in the
industry, specifically in residential aged care.

45.

Providers have reported to me that they are struggling to continue operating in the
current funding climate. When this happens, I offer to assist by providing advice on
staff structures.

Qualifications and training
46.

From my observations during my time in the industry, over the last decade there has
been an increasing prevalence of providers requiring their personal care workers to
hold a certificate III in Individual Support (or its predecessor qualifications). With
regards to nurses the requirement to either hold their enrolled nurse qualification or
degree in nursing has not changed.

47.

From my experience with members and working in a facility, having a certificate III
does not make a worker competent to perform the role. It gives the worker a base line
understanding of care principles. What is more important is experience, as they
develop the skills required to deliver the care needed. I would state that personal care
workers continue to develop their skills up to 3 years.
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48.

The qualification itself can be achieved quicker too. For example, two decades ago,
the main provider of the Certificate III was TAFE. The qualification took between 6 to
12 months onsite. Now, from my understanding and my own research, there are
more registered training organisations offering a Certificate III which can be
undertaken in as little 6 to 8 weeks full time (plus around 120 placement hours) and
ranging up to 6 to 12 months.
Set out in Annexure AM-09 at page is an extract from a registered training
organisation demonstrating that the qualification can be achieved within 7 weeks full
time.

49.

Anecdotally, through conversations with members, the quality of the content of a
Certificate III has decreased over time. There has been concern in the industry that
the courses offered by some RTOs are too short.

50.

Although mandatory training is not prescribed by the regulations, when a provider is
audited by the Quality and Safety Commission, they will check to ensure that the
workforce has been trained. In my experience, there has always been internal training
required such as, privacy, confidentiality, elder abuse, fire safety, infection control
including handwashing and manual handling. The main shift over the last several
years regarding internal training has been the introduction of COVID-19 specific
infection controls and the training moving from in person to online training.

Medications
51.

In some states and territories personal care workers/assistants in nursing are able to
assist with medications, where this task has been delegated by the registered nurse.
There is no uniform national approach to the regulation of this practice.

52.

The states and territories that do allow personal care workers to assist with
medications require appropriate training in medication administration.

10
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53.

The Guiding principles for medication management in residential aged care facilities
developed by the Department of Health and Aging further support the guiding
principles for medication management is that staff are appropriately qualified and
authorised to administer medicines, and that administration practices are monitored
for safety and quality.
Set out in Annexure AM-10 is the Guiding principles

__________________
Date: 4 March 2022
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PART 1 - PRELIMINARIES
1.

INTRODUCTION
This Agreement is made under section 172 of the Fair Work Act 2009.

2.

(a)

The employer will take the necessary steps to seek approval of this Agreement
under section 186 of the Act.

(b)

The employer will formally advise the Unions when the Agreement is made in order
for the Unions to apply under section 183 of the Fair Work Act 2009 to be covered
by the agreement.

(c)

It is the intention of this Agreement that the Unions will be covered by this
Agreement.

TITLE
This Agreement shall be known as the Chosen Name, NSWNMA and HSU NSW
Enterprise Agreement 2017 - 2020 and throughout is referred to as “this Agreement”.

3.

PARTIES BOUND
This Agreement shall be binding according to its terms upon the following:

4.

(a)

Employer Name;

(b)

Health Services Union New South Wales Branch;

(c)

New South Wales Nurses and Midwives’ Association;

(d)

Australian Nursing and Midwifery Federation (NSW Branch); and

(e)

all those employees of the employer performing work within the classifications
contained in this agreement and employed in a residential aged care facility or
home care program run from an aged care facility in NSW.

COMMENCEMENT
The agreement will commence 7 days after the date of approval by the Fair Work
Commission (FWC).

5

EXPIRY
This Agreement shall have a nominal expiry date of 30 June 2020.

6.

DEFINITIONS
Where a term of this Agreement has a corresponding definition in the Act, the Regulations
or the NES, the definition in the Act, the Regulations or the NES shall apply. Any such
terms that are also defined in this Agreement are defined for the convenience only of the
parties and shall be overridden to the extent of any inconsistency with the definition found
in the Act, the Regulations or the NES.
For the purposes of this Agreement:
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Act means the Fair Work Act 2009 (as amended).
Base rate of pay (refer to section 16 of the Act) means a rate of pay for a period worked
(however the rate is described) that does not include incentive-based payments and
bonuses, loadings, monetary allowances, penalty rates or any other similar separately
identifiable entitlements.
Board means the Nursing and Midwifery Board of Australia and shall also be taken to mean
a reference to the Australian Health Practitioner Regulation Authority as
appropriate/applicable.
De facto partner means:
(a)

a person who, although not legally married to the employee, lives with the employee
in a relationship as a couple on a genuine domestic basis (whether the employee
and the person are of the same sex or different sexes); and

(b)

includes a former de facto partner of the employee.

Employment classifications mean those set out in Schedule A to this Agreement and
shall apply as if they had been reproduced in full in this clause.
FWC means Fair Work Commission
Immediate Family means:
(a)

a spouse, a former spouse, de facto partner, child, parent, grandparent, grandchild
or sibling of the employee; or

(b)

a child, parent, grandparent, grandchild or sibling of a spouse or a former spouse
or de facto partner of the employee.

NES means the National Employment Standards as amended from time to time.
Ordinary Pay includes: the base rate of pay; any applicable over-agreement payments for
ordinary hours of work; and Climatic & Isolation Allowance. It does not include, shift or
weekend penalties.
Regulations means the Fair Work Regulations 2009 associated with the Fair Work Act
2009 (as amended from time to time).
Union or Unions means the Health Services Union New South Wales Branch; the New
South Wales Nurses and Midwives’ Association; and the Australian Nursing and Midwifery
Federation (NSW Branch).
7.

COMPLETE AGREEMENT

7.1

Other than individual agreements reached in accordance with Clause 8 - Agreement
Flexibility, this Agreement is intended to cover all matters pertaining to the employment
relationship. In this regard, it represents a complete statement of the mutual rights and
obligations between the employer and the employees to the exclusion (to the extent
permitted by law) of other laws, awards, agreements (whether registered or unregistered),
custom and practice and like instruments or arrangements.

7.2

Notwithstanding clause 7.1, the NES will prevail over the content of this Agreement, to the
extent of any inconsistency or omission.

1629

Page 5 of 96

8.

AGREEMENT FLEXIBILITY

8.1

An employer and employee covered by this enterprise agreement may agree to make an
individual flexibility arrangement to vary the effect of terms of the agreement if:
(a)

8.2

8.3

the agreement deals with 1 or more of the following matters:
(i)

arrangements about when work is performed;

(ii)

overtime rates;

(iii)

penalty rates;

(iv)

allowances;

(v)

leave loading; and

(b)

the arrangement meets the genuine needs of the employer and employee in
relation to 1 or more of the matters mentioned in paragraph (a); and

(c)

the arrangement is genuinely agreed to by the employer and employee.

The employer must ensure that the terms of the individual flexibility arrangement:
(a)

are about permitted matters under section 172 of the Fair Work Act 2009; and

(b)

are not unlawful terms under section 194 of the Fair Work Act 2009; and

(c)

result in the employee being better off overall than the employee would be if no
arrangement was made.

The employer must ensure that the individual flexibility arrangement:
(a)

is in writing; and

(b)

includes the name of the employer and employee; and

(c)

is signed by the employer and employee and if the employee is under 18 years of
age, signed by a parent or guardian of the employee; and

(d)

includes details of:

(e)

(i)

the terms of the enterprise agreement that will be varied by the
arrangement; and

(ii)

how the arrangement will vary the effect of the terms; and

(iii)

how the employee will be better off overall in relation to the terms and
conditions of his or her employment as a result of the arrangement; and

states the day on which the arrangement commences.

8.4

The employer must give the employee a copy of the individual flexibility arrangement within
14 days after it is agreed to.

8.5

The employer or employee may terminate the individual flexibility arrangement:
(a)

by giving no more than 28 days’ written notice to the other party to the arrangement;
or

(b)

if the employer and employee agree in writing—at any time.
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9.

NATIONAL EMPLOYMENT STANDARDS

9.1

It is the intention of this Agreement that the NES, as it may be varied from time to time,
shall apply to the employees the subject of this Agreement. Any provisions of the NES
that are also referred to or set out in this Agreement are for the convenience only of the
parties.

9.2

Where the NES provides, or is varied to provide, a condition or entitlement more favourable
(to the employee) in a particular respect than that set out in this Agreement, the condition
or entitlement set out in this Agreement shall be overridden to the extent that it is less
favourable than the NES.

9.3

Where after the commencement of this Agreement, the NES is varied to remove a condition
or entitlement referred to or set out in this Agreement, the condition or entitlement referred
to or set out in this Agreement shall have no effect.

9.4

Where after the commencement of this Agreement, the NES is varied to provide a condition
or entitlement less favourable (to the employee) in a particular respect than that referred
to or set out in this Agreement, the condition or entitlement referred to or set out in this
Agreement shall be overridden to the extent that it is more favourable than the NES as
varied.

9.5

Clauses 9.3 and 9.4 will not apply with respect to:

10.

(a)

Schedule B - Pay, Other Rates and Allowances; and

(b)

Clause 22.2 - Paid Personal/Carer’s Leave.

AVAILABILITY OF AGREEMENT
The employer must ensure that copies of this Agreement and the NES are available to all
employees to whom they apply, such as on a notice board which is conveniently located
at or near the workplace or through electronic means, whichever makes them more
accessible.

PART 2 - ENGAGEMENT
11.

EMPLOYEE ENGAGEMENT

11.1

Minimum Employment Period:
(a)

Employees (other than casual employees) will be on a period of probation for the
first 6-months of employment (12-months for small business) for the purpose of
determining the employee’s suitability for ongoing employment.

(b)

At any time during the probation period, the employer or the employee can
terminate the employment by providing written notice in accordance with clause 34
– Termination of Employment.

(c)

Employees will not be protected from unfair dismissal. where they are terminated
within the probation period ending at the earlier of:
(i)

the time when the person is given notice of the dismissal; or

(ii)

immediately before the dismissal
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11.2

Full-time Employees: A full-time employee is one engaged as such and whose ordinary
hours of work average 38 hours per week.

11.3

Part-time Employees:
(a)

A part-time employee is an employee who is engaged to work less than an average
of 38 ordinary hours per week and whose hours of work are reasonably predictable.

(b)

Before commencing part-time employment, the employer and employee will agree
in writing the guaranteed minimum number of hours to be worked and the rostering
arrangements which will apply to those hours.

(c)

Reasonable additional hours may be worked in accordance with clause 14 - Hours.

(d)

Review of Part-time Hours: At the request of an employee, the hours worked by
the employee will be reviewed annually. Where the employee is regularly working
more than their guaranteed minimum number of hours then such hours shall be
adjusted by the employer, and recorded in writing to reflect the hours regularly
worked.
(i)

(ii)

(iii)

(e)

11.4

The hours worked in the following circumstances will not be incorporated in
the adjustment:
(A)

if the increase in hours is as a direct result of an employee being
absent on leave, such as for example, annual leave, long service
leave, parental leave, workers compensation; and

(B)

if the increase in hours is due to a temporary increase in hours, for
example, due to the specific needs of a resident or client.

In addition to those matters covered in sub-clause 11.3(d)(i) changes to
hours for Home Care employees may be affected by:
(A)

continuity of funding;

(B)

client numbers; and

(C)

client preferences for services including their ability to choose
particular care workers.

The employer will not unreasonably refuse to change the hours of a Home
Care employee based on the circumstances in subclause 11.3(d)(ii) unless
there is an imminent change to any of those circumstances.

Any adjusted guaranteed minimum number of hours resulting from a review
identified in sub-clause 11.3(d) should, however, be such as to readily reflect roster
cycles and shift configurations utilised at the workplace.

Casual Employees:
(a)

A casual employee is one who is engaged as such on an hourly basis otherwise
than as a full-time employee or a part-time employee.

(b)

Casual Conversion
(i)

A casual employee who has been rostered on a regular and systematic
basis over a period of 26 weeks has the right to request conversion to
permanent employment:
(A)

on a full-time contract where the employee has worked on a full-time
basis throughout the period of casual employment; or
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(B)
(ii)

The employer may consent to or refuse the request, but shall not
unreasonably withhold agreement to such a request. Such contract would
generally be on the basis of the same number of hours as previously
worked, subject to the following:

(iii)

The hours worked in the following circumstances will not be incorporated in
a consent and conversion:

(iv)

11.5

11.6

on a part-time contract where the employee has worked on a parttime basis throughout the period of casual employment.

(A)

where the increase in hours is as a direct result of an employee being
absent on leave, such as for example, annual leave, long service
leave, parental leave, workers compensation; and/or

(B)

where the increase in hours is due to a temporary increase in hours,
for example, due to the specific needs of a resident or client.

In addition to the circumstances outlined above in this clause, Home Care
employees’ consent and conversion may be affected by:
(A)

continuity of funding;

(B)

client numbers; and

(C)

client preferences for services including their ability to choose
particular care workers.

(v)

The employer will not unreasonably refuse to consent to and convert the
hours of a Home Care employee based on the circumstances in 11.4(b)(iv)
unless there is an imminent change to any of those circumstances.

(vi)

The guaranteed minimum number of hours resulting from a casual
conversion should reflect roster cycles and shift configurations utilised in the
workplace.

(vii)

Casual conversion will not apply where a casual has covered absences of
permanent employees that are expected to return to work.

Apprentices:
(a)

In addition to the above categories, employees may be engaged as apprentices.

(b)

Apprentice means an employee who is serving a period of training under a training
contract for the purpose of rendering him or her fit to be a qualified worker in the
industry.

(c)

No apprentice shall be permitted or required to perform work which would prevent
the apprentice from attending classes at his or her relevant training establishment.

Trainees:
Trainees shall be employed in accordance with the provisions set out in Schedule D to this
Agreement. The rates contained in Schedule D will move in accordance with changes to
the Trainee rates in the Aged Care Award 2010 as they vary from time to time.

11.7

Supported Wage
(a)

Employees who because of the effects of a disability are eligible for a supported
wage under the terms of this Agreement shall be employed in accordance with the
provisions set out in Schedule C to this Agreement. The minimum rates and
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percentages contained in Schedule C will move in accordance with changes to the
Supported Wage provisions in the Aged Care Award 2010 as they vary from time
to time.
11.8

11.9

Recognition of Service and Experience
(a)

From the time of commencement of employment an employee has three months in
which to provide documentary evidence to the employer detailing any other relevant
service or experience not disclosed at the time of commencement. This evidence,
in the absence of other documentary evidence, may take the form of a statutory
declaration.

(b)

Until such time as the employee furnishes any such documentation contemplated in
sub-clause (a), the employer shall pay the employee at the level for which proof has
been provided.

(c)

If within three months of commencing employment an employee does provide
documentary evidence of other previous relevant service or experience not disclosed
at the time of commencement, the employer shall pay the employee at the appropriate
rate as and from the date of commencement that would have been paid from that date
had the additional evidence been provided at that time.

(d)

If an employee provides documentary evidence of other previous relevant service or
experience not disclosed at the time of commencement after the said 3-months
period, the employee shall be paid a rate appropriate for the previous relevant service
or experience then proved, but only from the date of providing that evidence to the
employer.

(e)

An employee who is working in the same classification for more than one organisation
shall notify the employer within 1-month of the end of each quarter of their hours
worked with those other employers in the last quarter.

(f)

An employee who is entitled to progress to the next year of service or experience (by
reason of hours worked with other employers) as and from a particular date must
provide proof of that entitlement within 3-months of that entitlement arising. If that
proof is so provided, the employee shall be paid at the higher rate as and from the
date they were entitled to progress to the next year of service or experience. If the
proof is provided outside that three-month period, the employee shall be paid at the
higher rate only from the date that proof is provided.

(g)

A registered nurse or enrolled nurse who has trained outside New South Wales shall
be paid as a registered nurse or enrolled nurse as from the date she or he notifies the
employer in writing that she or he is eligible for registration or enrolment as a registered
nurse or enrolled nurse; provided that she or he makes application for registration
within 7-days after being so notified that she or he is eligible for registration.

(h)

For the purpose of yearly progression based on service and experience an employee
must complete 1976 hours of work including any Annual Leave taken during the year.

Re-grading of Employee Classification
(a)

Where the nature of the work undertaken by an employee changes, such that the
majority of the work regularly performed is work of a type normally associated with a
higher classification, the employee may apply to have their position reclassified to the
higher classification.

(b)

An application for re-grading by an employee must be made in writing.
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(c)

The employer must respond to the request in writing within 3 weeks, indicating
whether the application is approved or denied. Where denied the response must
provide reasons.

(d)

Changes in work by themselves may not lead to a change in an employee’s
substantive classification. Factors with a bearing on the decision may include whether
the changes:
(i)

involve the exercise of skills, responsibility and/or autonomy normally
undertaken at a higher classification;

(ii)

are permanent or temporary; and/or

(iii)

involve work at a higher classification or not (e.g. simply performing more work
at the same classification or different work at the same classification would not
qualify for re-grading)

11.10 National Criminal History Record Check
(a)

It is a condition of employment that employees, contractors and volunteers, who
have, or are reasonably likely to have access to care recipients undergo a National
Criminal History Record Check, commonly known as a Police Check on
commencement of employment and at any other time as directed by the employer.

(b)

The employer will pay the cost of renewal of Police Checks for employees required
to undergo such checks.

(c)

New employees will be required to pay for their initial Police Check before
commencing employment.

12.

PAY AND PAYMENT

12.1

Full-Time and Part-Time Employees
(a)

12.2

The base rates of pay in the appropriate employment classification for full-time
employees and for part-time employees shall be the hourly rates of pay set out in
the Tables in Schedule B to this Agreement.
(i)

Notwithstanding the above, the base rate of pay for AINs will be as set out in
Table 1 or 3.5% higher than the AIN rates in the Nurses Award 2010,
whichever is the greater.

(ii)

The base rate of pay for nurses in Table 1 is inclusive of a buy-out of one
week’s annual leave for all nursing classifications which equates to 1.92% of
the base rate of pay.

(b)

Full-Time Employees have the benefit of all of the other entitlements set out in this
Agreement.

(c)

Part-Time Employees have the benefit of all of the other entitlements set out in this
Agreement on a pro rata basis in the same proportion as their ordinary hours of
work bear to full-time hours

Casual Employees
(a)

The base rates of pay in the appropriate employment classification for casual
employees shall be the hourly rates of pay set out in the Table’s in Schedule B to
this Agreement. In addition, a casual loading of 25% is payable.
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12.3

12.4

12.5

(b)

Where it is expressly stated in this Agreement that overtime and public holiday
payments are to be made to casual employees, such payments shall be taken to
be inclusive of and not in addition to the casual loading referred to in this subclause.

(c)

Other penalty payments for casual employees shall be made pursuant to Clause
18 - Shift and Weekend Work.

(d)

A casual employee will be paid shift allowances calculated on the ordinary pay
excluding the casual loading with the casual loading component then added to the
penalty rate of pay.

(e)

Casual employees have the benefit of all of the other entitlements set out in this
Agreement, which are applicable to casual employees, on a pro rata basis in the
same proportion as their ordinary hours of work bear to full-time hours.

(f)

A casual employee’s entitlement to long service leave is governed by the provisions
of the Long Service Leave Act 1955 (NSW).

(g)

Clauses that do not apply to casual employees include: Clause 16 - Rosters; Clause
21 - Annual Leave; Clause 26 - Repatriation Leave.

Apprentices
(a)

The base rates of pay in the appropriate employment classification for apprentices
shall be the hourly rates of pay set out in Table 2 of Schedule B to this Agreement;

(b)

No apprentice will suffer a wage reduction as a result of the introduction of this
agreement. Any apprentice, immediately prior to the approval of this agreement,
who was entitled to a wage rate greater than that paid under this agreement will
continue to receive that higher rate until such time as the rate under this agreement
exceeds the earlier rate.

Trainees
(a)

The base rates of pay in the appropriate employment classification for trainees shall
be the hourly rates of pay set out in Schedule D to this Agreement.

(b)

The rates contained in Schedule D will move in accordance with changes to the
Trainee rates in the Aged Care Award 2010 as they vary from time to time.

Live-in Home Carer
(a)

Live-in Home Carer - shall mean a home care employee who lives at the client’s
premises for a period of 24 hours or more.

(b)

For the purposes of the rates of pay for Live-in Home Carers which are set out as
daily rates of pay in Table 2 of Schedule B to this Agreement:

(c)

(i)

A Home Care Employee grade 1 shall be paid as a Live-in Home Carer grade
1;

(ii)

A Home Care Employee grade 2 shall be paid as a Live-in Home Carer grade
2;

(iii)

A Home Care Employee grade 3 shall be paid as a Live-in Home Carer grade
3;

The terms and conditions of this clause shall be in substitution for and not
cumulative upon the entitlements in the following clauses: Clause 14 - Hours;
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Clause 17 - Overtime; Clause 18 - Shift and Weekend Work; Clause 19 - Public
Holidays.

12.6

12.7

(d)

Employees required to live in shall be provided with full board and lodging free of
charge.

(e)

A Live-in Home Carer shall after each 5 consecutive days of duty, be entitled to 2
consecutive days off provided that:
(i)

Such days may accumulate to a limit of 6 and in any case must be taken at
the conclusion of such service.

(ii)

Where it is mutually agreed between the employer and the employee that
under such circumstances the days of duty should continue, such days may
accumulate to a limit of 8 to be taken at the conclusion of such service.

(iii)

Provided that the Live-in Home Carer shall continue to receive the normal
weekly wage during such days off.

Payment of Wages
(a)

Wages shall be paid fortnightly or where mutually agreed, monthly.

(b)

Employees shall have their wages paid by direct deposit or electronic transfer into
one account with a bank or other financial institution as nominated by the employee.
Wages shall be deposited by the employer in sufficient time to ensure that wages
are available for withdrawal by employees by the close of business on pay day.
Where the wages are not available to the employee by such time due to
circumstances beyond the employer’s control, the employer shall not be held
accountable for such delay.

(c)

Where the services of an employee are terminated with due notice, all moneys
owing shall be paid upon cessation of employment, but in the case of termination
without due notice, within 3 working days.

(d)

Where the employer has overpaid an employee, the employer shall notify the
employee in writing of such overpayment and how such overpayment is made up,
and may recover such amounts, with the agreement of the employee as to the
amount of the overpayment and method of such recovery. This sub-clause
authorises the use of deductions from wages for the purpose of such recovery. All
such deduction from wages must be authorised in writing by the employee.

Particulars of Wages
(a)

On pay day each employee shall be provided with a pay slip in electronic form or
hardcopy which complies with the relevant provisions of the Act. (See Regulation
3.46 of the Fair Work Regulations 2009 replicated below):
(i)

the employer’s name; and

(ii)

the employee’s name; and

(iii)

the period to which the pay slip relates; and

(iv)

the date on which the payment to which the pay slip relates was made; and

(v)

the gross amount of the payment; and

(vi)

the net amount of the payment; and
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(vii)

any amount paid to the employee that is a bonus, loading, allowance, penalty
rate, incentive-based payment or other separately identifiable entitlement; and

(viii)

on and after 1 January 2010 the Australian Business Number (if any) of the
employer.

(b)

If an amount is deducted from the gross amount of the payment, the pay slip must
also include the name, or the name and number, of the fund or account into which
the deduction was paid.

(c)

If the employee is paid at an hourly rate of pay, the pay slip must also include:
(i)

the rate of pay for the employee’s ordinary hours (however described); and

(ii)

the number of hours in that period for which the employee was employed at
that rate; and

(iii)

the amount of the payment made at that rate.

(d)

If the employee is paid at an annual rate of pay, the pay slip must also include the
rate as at the latest date to which the payment relates.

(e)

If the employer is required to make superannuation contributions for the benefit of
the employee, the pay slip must also include:

(f)

(i)

the amount of each contribution that the employer made during the period to
which the pay slip relates, and the name, or the name and number, of any fund
to which the contribution was made; or

(ii)

the amounts of contributions that the employer is liable to make in relation to
the period to which the pay slip relates, and the name, or the name and
number, of any fund to which the contributions will be made.

The employer shall, upon written request from an employee, provide a record of that
employees’ current accrued leave entitlements.

13.

REMUNERATION PACKAGING

13.1

Where agreed between the employer and an employee, the employer may introduce
remuneration packaging. The terms and conditions of such a package may make provision
for a salary greater than that contained in the salary band. The package overall shall not
be less favourable than the entitlements otherwise available under this Agreement on a
global or overall basis and shall be subject to the following provisions:
(a)

the employer shall ensure that the structure of any package complies with taxation
and other relevant laws;

(b)

the employer shall confirm in writing to the employee the classification level and the
current salary payable as applicable to the employee under this Agreement;

(c)

the employer shall advise the employee in writing of his or her right to choose
payment of that salary referred to in sub-clause (b) above instead of a remuneration
package;

(d)

the employer shall advise the employee, in writing, that all Agreement conditions,
other than the salary and those conditions as agreed in sub-clause (e) below shall
continue to apply;

(e)

when determining the remuneration package, the non-salary fringe benefit shall be
in accordance with relevant Australian Taxation Office legislation;
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(f)

a copy of the agreement shall be made available to the employee;

(g)

the employee shall be entitled to inspect details of the payments made under the
terms of this agreement;

(h)

the configuration of the remuneration package shall remain in force for the period
agreed between the employee and the employer;

(i)

where at the end of the agreed period the full amount allocated to a specific benefit
has not been utilised any unused amount shall be paid as salary which will be
subject to usual taxation requirements;

(j)

remuneration packaging is only offered on the strict understanding and agreement
that in the event existing taxation law is changed regarding Fringe Benefit Tax or
personal tax arrangements, and that change may impact on this agreement, all
salary packaging arrangements may at the discretion of the employer be
terminated. Upon termination in these circumstances the employee’s rate of pay
will revert to the rate of pay that applied immediately prior to a salary packaging
agreement made pursuant to this clause, or the appropriate Agreement rate of pay
whichever is greater;

(k)

where changes are proposed to salary packaging arrangements other than to flow
on wage increases, or salary packaging arrangements are to be cancelled for
reasons other than legislative requirements, then the employer and/or the
employee must give 3-months’ notice of the proposed change;

(l)

in the event that an employee ceases to be employed by the employer this
agreement will cease to apply as at the date of termination and all leave
entitlements due on termination shall be paid at the rates in accordance with subclause (b) above. Any outstanding benefit shall be paid on or before the date of
termination; and

(m)

any pay increases granted to employees under this Agreement shall also apply to
employees’ subject to remuneration packaging arrangements within this clause.

14.

HOURS

14.1

Reasonable Additional Hours
(a)

All hours worked over an average of 38 ordinary hours per week, will be deemed
to be additional hours. All hours worked by part-time employees beyond their
guaranteed minimum number of hours will be treated as additional hours for the
purpose of this subclause. From time to time, full time employees may be required
to work a reasonable amount of additional hours. Part time employees may be
asked, but not required, to work a reasonable number of additional hours. All
additional hours worked will be paid in accordance with this Agreement.

(b)

An employee may not be required to work additional hours in circumstances where
the working of additional hours would result in the employee working hours which
are unreasonable having regards to (refer to section 62 of the Act):
(i)

any risk to employee health and safety from working the additional hours;

(ii)

the employee's personal circumstances, including family responsibilities;

(iii)

the needs of the workplace or enterprise in which the employee is employed;

(iv)

whether the employee is entitled to receive overtime payments, penalty
rates or other compensation for, or a level of remuneration that reflects an
expectation of, working additional hours;
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14.2

(v)

any notice given by the employer of any request or requirement to work the
additional hours;

(vi)

any notice given by the employee of his or her intention to refuse to work
the additional hours;

(vii)

the usual patterns of work in the industry, or the part of an industry, in which
the employee works;

(viii)

the nature of the employee's role, and the employee's level of responsibility;

(ix)

whether the additional hours are in accordance with averaging terms
included under section 63 in a modern award or enterprise agreement that
applies to the employee, or with an averaging arrangement agreed to by the
employer and employee under section64;

(x)

any other relevant matter.

Arrangement of Hours
(a)

The ordinary hours of work, exclusive of meal times, shall not exceed an average
of 38 hours per week.

(b)

The hours of work prescribed in sub-clause (a) may be arranged as follows:
(i)

76 hours per fortnight to be arranged so that each employee shall not work
their ordinary hours on more than ten days in the fortnight; or

(ii)

152 hours in a 28 calendar-day cycle to be arranged so that each employee
shall not work their ordinary hours on more than 20 days in the 28 calendarday cycle; or

(iii)

or 152 hours in a 28 calendar- day cycle to be arranged so that each
employee shall not work their ordinary hours on no more than 19-days with
the twentieth day taken as an accrued paid day off (ADO).

(iv)

as otherwise agreed in writing between the employer and the employee.

(c)

Employees will be free from duty for not less than 2 full days in each week or 4 full
days in each fortnight or 8 full days in each 28-day cycle. Where practicable days
off will be consecutive. These days are referred to as “Rostered Days Off” (RDO’s).

(d)

Each shift shall consist of no more than 10 hours of work at ordinary time (not
including unpaid breaks).

(e)

An employee shall not work more than seven consecutive shifts unless the
employee requests and the employer agrees.

(f)

Except for meal breaks and the periods not worked in broken shifts, all time from
the commencement to the cessation of duty each shift shall count as working time.

(g)

(i)

A Director of Nursing shall be free from duty for not less than 9-days in each
28 consecutive days and such days free from duty may be taken in one or
more periods.

(ii)

If any of the days mentioned in sub-clause (i) cannot be taken by reason of
emergency, such day or days shall be given and taken within 28-days of
becoming due.

(iii)

A Director of Nursing shall, where practicable, inform the employer by giving
not less than seven days' notice of the days he or she proposes to be free from
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duty; provided that such days shall be subject to the approval of the employer,
and such approval shall not be unreasonably withheld.
(h)

14.3

The employer will ensure there is provision for handover between Registered
Nurses at the commencement of each shift to inform of any changes to a residents’
health status.

Minimum Starts
The following minimum starts will apply to employees, except with respect to: Clause 33 Disciplinary Matters; Clause 34 - Termination of Employment; Clause 38 - Attendance at
Meetings; and Clause 39 - Training.
(a)

Full-time employees shall receive a minimum payment of 4-hours for each start in
respect of ordinary hours of work.

(b)

Residential Care

(c)

(i)

Part-time employees shall receive a minimum payment of 3 hours for each
start, with the exception that where a part time employee works a shift
attached to a sleepover the minimum start will be 2-hours.

(ii)

Casual employees shall receive a minimum payment of 2 hours for each
start.

Home Care
(i)

14.4

Part-time home care employees and casual home care employees shall
receive a minimum payment of 1 hour for each engagement.

Allocated Days Off (ADO)
(a)

A full-time employee whose ordinary hours of work are arranged in accordance with
sub-clause 14.2(b)(iii) shall be entitled to an ADO in each cycle of 28 days. The
ordinary hours of work on each of those days shall be arranged to include a
proportion of 1hour on the basis of 0.4 of one hour for each 8-hour shift worked
which shall accumulate towards the employee’s allocated day off duty on pay.

(b)

A full-time employee’s ADO shall be determined by mutual agreement between the
employee and the employer having regard to the needs of the place of employment
or sections thereof. Such ADO shall, where practicable, be consecutive with the
rostered days off. Provided that ADO’s shall not be rostered on public holidays.

(c)

Where the employer and the employee agree, up to 5 ADO’s may be accumulated
and taken in conjunction with the employee’s annual leave or at another agreed
time.

(d)

Where more than 5 days have been accumulated, the employer may require the
employee to:
(i)

take the ADO’s within 3 months; or

(ii)

be paid out the ADO’s at ordinary pay.

(e)

No time towards an ADO shall accumulate during periods of workers’
compensation, unpaid parental leave, long service leave, any period of unpaid
leave, annual leave or on an ADO.

(f)

Credit towards an ADO shall continue to accumulate whilst an employee is on paid
personal/carers leave. Where an allocated day off duty falls during a period of
personal/carers leave, the employee’s available sick leave shall not be debited for
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that day.

14.5

(g)

Employees entitled to ADO’s shall continue to accrue credits towards them in
respect of each day those employees are absent on leave in accordance with
clause 19 - Public Holidays.

(h)

An employee will be paid for any accumulated ADOs, at ordinary pay, on the
termination of their employment for any reason.

(i)

By agreement with the employer an employee may cash out any accumulated
ADO’s at ordinary pay

Broken Shifts
(a)

An employee may agree to work broken shifts at any time for any duration.

(b)

An employee may be required to work broken shifts only in the following
circumstances:
(i)

in home care; or

(ii)

in an emergency – including an employee absence; or

(iii)

up to and including a 4-week continuous period for circumstances other
than those covered by subclauses 14.5(b)(i) and (ii).
(A)

Where an employee has served a period of broken shifts in
accordance with subclause (iii) the employee shall not be required to
serve a further period on broken shifts until he or she has been off
broken shifts for a period equivalent to the previous period on broken
shifts.

(c)

A ‘broken shift’ for the purposes of this sub-clause means a single shift worked by
an employee that includes one or more breaks other than a meal break.

(d)

Where the time between the commencement and termination of the broken shift
exceeds 12 hours, all work performed beyond that 12 hours will be paid at double
ordinary time.

(e)

An employee must receive a minimum break of 10 hours between broken shifts
rostered on successive days.

(f)

Where a broken shift is worked, an employee shall receive an allowance equivalent
to half an hour of their ordinary pay per shift.

(g)

Payment for a broken shift shall be at ordinary pay with penalty rates and shift
allowances in accordance with Clause 18 - Shift and Weekend Work.

15.

ROSTERS

15.1

(a)

(b)

The employer shall make available for each employee, in a form accessible to the
employee, a roster which includes the following information:
(i)

the ordinary hours of work for each employee;

(ii)

each sleepover; and

(iii)

ADO’s where applicable.

The roster shall be displayed two weeks prior to the commencing date of the first
working period in any roster subject to sub-clause (c).
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15.2

(c)

The roster and changes to the roster may be communicated to an employee in a
range of ways including: hard copy in a place conveniently accessible to an
employee; telephone; direct contact; mail; email; text message or facsimile.

(d)

Sub-clause (a) shall not make it obligatory for the employer to display any roster of
ordinary hours of work of casual or relieving employees.

(a)

Notwithstanding clause 15.1, a roster may be altered at any time:
(i)

15.3

so as to enable the service of the organisation to be carried on;
(A)

where another employee is un-expectedly absent from duty; or

(B)

in the event of an emergency; or

(ii)

in accordance with clause 15.3 Client Cancellation; or

(iii)

where the employer and employee/s affected agree.

Client Cancellation
(a)

Where a home care client cancels or changes the scheduled service, a full-time or
part-time employee may be directed to perform other work at the same time without
loss of pay.

(b)

Where the employer cannot provide other work at that time they may direct the
employee to work make-up time within the following 3 months.

(c)

The employer may not direct the employee to work make-up time if they had not
been notified of the cancellation before the employee arrived to perform that work.

(d)

The employer may only withhold payment for the cancelled period if:
(i)

They provide the employee with notice of this change by 5.00 pm the day
before, and

(ii)

the employee informs them in writing at the time of the notice that they will
not work make-up time within the following 3-month period.

(e)

Make-up time may include work with other clients or in other areas of the employer’s
business.

(f)

The employer may only direct an employee to work make-up time at a time and
place that is reasonable.

(g)

An employee must not unreasonably refuse to work make-up time.

16.

BREAKS

16.1

Two separate 10-minute tea breaks (in addition to meal breaks) shall be allowed each
employee on duty during each ordinary shift of 7.6 hours or more. Where an employee
works 4 hours or more but less than 7.6 hours, the employee shall be allowed one 10minute tea break. Subject to agreement between the employer and the employee, the two
10-minute tea breaks may alternatively be taken as one 20-minute tea break, or by one
10-minute tea break with the employee allowed to proceed off duty ten minutes before the
completion of the normal shift finishing time. Such tea break/s shall count as working time.

16.2

(a)

Employees shall not be required to work more than 5 hours without a meal break.
Such meal break shall be of between 30 and 60 minutes’ duration and shall not
count as time worked.
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(b)

Where an employee requests in writing, in accordance with the provisions of Clause
8 – Agreement Flexibility and the employer agrees, an employee may work up to
six hours without a meal break.

(c)

Where a home care employee is required by the employer to have a meal with a
client or clients as part of the normal work routine or client program, they will be
paid for the duration of the meal period at ordinary pay, and clause 16.2(a) does
not apply.

(d)

In the event that all or some of the meals of breakfast, lunch and dinner are not
provided for a live-in home carer the employer shall reimburse such reasonable
amounts for same, upon proof of expenditure.

16.3

Notwithstanding the provisions of sub-clause 16.2, an employee required to work in excess
of 10 hours in a shift shall be entitled to a 60-minute meal break. Such time shall be taken
as either two thirty-minute meal breaks or one 60-minute meal break, subject to agreement
between the employer and employee.

16.4

An employee must receive the following breaks between shifts:
(a)

(b)

8 hours:
(i)

between ordinary rostered shifts, which are not broken shifts; and/or

(ii)

where reasonable additional hours are worked which are not overtime
hours; and

10 hours where overtime is worked or where broken shifts are worked on
successive days.

17.

OVERTIME

17.1

Overtime is paid in the following circumstances:
(a)

Where a full time employee:
(i)

works in excess of their ordinary hours;

(ii)

works in excess of 10 hours per shift;

(iii) works on a rostered day off.
(b)

(c)

(d)

Where a part time employee:
(i)

works in excess of 10 hours per shift; and/or

(ii)

works in excess of 76 hours per fortnight, where employed by the fortnight;
and/or

(iii)

works in excess of 152 hours per 4-weekly period, where employed on a 4weekly basis; and/or

(iv)

works on a rostered day off.

Where a casual employee:
(i)

works in excess of 10 hours per shift; and/or

(ii)

works in excess of 76 hours per fortnight.

Where an employee is deprived of part or their break between shifts as required by
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clause 16.4.
17.2

17.3

17.4

Overtime shall be paid at the base rate of pay in accordance with the following:
(a)

Monday to Saturday - Overtime shall be paid time and one half up to 2 hours each
day and thereafter double time;

(b)

Sunday - Overtime shall be paid at double time;

(c)

Public Holidays - Overtime shall be paid double time and one-half;

(d)

Overtime rates under this clause will be in substitution for and not cumulative upon
the shift and weekend penalties prescribed in clause 18 - Shift and Weekend Work
and the casual loading in clause 12.2(a).

(e)

Overtime penalties do not apply to Directors of Nursing; Deputy Directors of
Nursing; Assistant Directors of Nursing and Hostel Supervisors (CSE 5).

Where the next shift is due to commence before the employee has had their break, one of
the following will apply:
(a)

The employee will be released prior to, or after the completion of their shift to permit
them to have their break without loss of pay for the working time occurring during
such absence.

(b)

If at the request of the employer an employee works without their break, they shall
be paid until they are released from duty at overtime rates. Once released from duty
such employees shall be entitled to be absent from work until they have had their
break without loss of pay for working time occurring during such an absence.

With the exception of employees working broken shifts, employees who are recalled to
work overtime after leaving the employer's place of work shall be paid a minimum of four
hours at the applicable overtime rate for each time so recalled. The 4-hour minimum
payment only applies where overtime is payable for any of the work for which the employee
is recalled to perform. Provided that, except in unforeseen circumstances, an employee
shall not be required to work the full four hours if the tasks they were recalled to perform
are completed within a shorter period.
(a)

An employee recalled to work overtime shall be reimbursed reasonable travel
expenses incurred in respect of the recall to work.

(b)

Provided that where an employee elects to use his or her own vehicle the employee
shall be paid the per kilometre allowance set out in Item 6 of Table 5 of Schedule
B to this Agreement.

17.5

For the purposes of assessing overtime, each day shall stand alone, provided that where
any one period of overtime is continuous and extends beyond midnight, all overtime hours
in this period shall be regarded as if they had occurred within the one day.

17.6

An employee and employer may agree to the employee taking time off instead of being
paid for a particular amount of overtime that has been worked by the employee on the
following bases:
(a)

(i)

Employees other than Assistants in Nursing and Trainee Enrolled Nurses.
Time off in lieu of overtime is taken on the basis of hour for hour at ordinary
pay.
Example: One hour off for each hour of overtime worked.

(ii)

Assistants in Nursing and Trainee Enrolled Nurses. The period of time off
that an employee is entitled to take is equivalent to the overtime payment
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that would have been made.
Example: An employee who worked 2 overtime hours at the rate of time and
a half is entitled to 3 hours’ time off.
(b)

Time off in lieu of overtime must be taken at a mutually agreed time within 4 months
after the time it is worked.

(c)

If the time off has not been taken within the period of 4 months, the employer must
pay the employee for the overtime, in the next pay period following those 4 months,
at the overtime rate applicable to the overtime when worked.

(d)

If, on the termination of the employee’s employment, time off for overtime worked
by the employee has not been taken, the employer must pay the employee for the
overtime at the overtime rate applicable to the overtime when worked.

(e)

The employer must maintain records of all time in lieu of overtime owing and taken
by employees.

(f)

With the exception of clause 17.6(g) employees cannot be compelled to take time
off in lieu of overtime and an employer cannot be compelled to agree to provide the
employee with time off in lieu of overtime.

(g)

A full time employee required to work on a rostered day off, may elect to be paid at
overtime rates for all hours worked on that day, or take the equivalent number of
hours as time in lieu, on a day which shall be mutually agreed with the employer.

(h)

Where no election is made the employee shall be paid overtime rates in accordance
with this Agreement.

18.

SHIFT AND WEEKEND WORK

18.1

Employees, other than Home Care Employees and Health Professionals, shall be paid the
following penalties, calculated on their ordinary pay, for shifts rostered in accordance with
the following. Provided that part time and casual employees shall only be entitled to the
additional rates where their shifts commence prior to 6:00 am, or finish subsequent to 6:00
pm:

18.2

(a)

10% for afternoon shift commencing after 10:00 am and before 1:00 pm.

(b)

12.5% for afternoon shift commencing at or after 1:00 pm and before 4:00 pm.

(c)

15% for night shift commencing at or after 4:00 pm and before 4:00 am.

(d)

10% for night shift commencing at or after 4:00 am and before 6:00 am.

(e)

The shift penalties above do not apply to Directors of Nursing; Deputy Directors of
Nursing and Assistant Directors of Nursing.

Home Care Employees shall be paid the following penalties, calculated on their ordinary
pay, for shifts rostered in accordance with the following.
(a)

12.5% for afternoon shift which finishes after 8.00 pm and at or before 12 midnight
Monday to Friday.

(b)

15% for night shift which finishes after 12 midnight or commences before 6.00 am
Monday to Friday.
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18.3

Where the ordinary rostered hours of work of a Health Professional, who is a shift worker,
finish between 6.00 pm and 8.00 am or commence between 6.00 pm and 6.00 am, the
employee will be paid an additional loading of 15% of their ordinary rate of pay
(a)

For the purpose of clause 18.3 a Health Professional is a shift worker if they are
regularly rostered to work their ordinary hours outside the ordinary hours of 6am to
6pm, Mon-Fri.

18.4

In addition to applicable shift penalties, in clauses 18.1, 18.2 and 18.3, casual employees
will also be entitled to the casual loading calculated on their ordinary rate of pay.

18.5

Employees shall be paid the following penalties for ordinary hours of work occurring on a
Saturday or a Sunday:
(a)

for work between midnight on Friday and midnight on Saturday - time and one half.

(b)

for work between midnight on Saturday and midnight on Sunday:
(i)

time and three-quarters for employees other than Home Care Employees;
and

(ii)

double time for Home Care Employees.

18.6

Weekend penalties in clause 18.5 shall be in substitution for and not cumulative upon the
shift penalties prescribed in clauses 18.1,18.2 and 18.3.

18.7

Weekend penalties in clause 18.5 shall be in substitution for and not cumulative upon the
casual loading at sub-clause 12.2(a) for all employees other than Assistants in Nursing and
Enrolled Nurses who shall be entitled to the casual loading calculated on their ordinary rate
of pay and then added to the weekend penalty.

19.

PUBLIC HOLIDAYS

19.1

Public holidays are provided for in the NES. This clause contains additional provisions.

19.2

The employer may request an employee to work on a particular public holiday. An
employee who, without the consent of the employer or without reasonable cause, such as
personal/carers leave, is absent from work on a public holiday after agreeing to work on a
public holiday, is not entitled to any payment for such public holiday.

19.3

The employee may refuse the request (and take the day off) if the employee has
reasonable grounds for doing so. In determining whether an employee has reasonable
grounds for refusing a request to work on a public holiday regard must be had to the
matters set out in section 114 of the Act. This Agreement expressly contemplates that the
employer will require work on public holidays, or particular public holidays, and the parties
acknowledge that the nature of the work performed by the employee, the type of
employment (for example, whether full-time, part-time, casual or shift work) and the nature
of the employer’s workplace or enterprise (including its operational requirements) will
require work on public holidays, or particular public holidays.

19.4

Public holidays shall be allowed to employees without loss of ordinary pay.

19.5

(a)

For the purposes of this agreement, the following shall be deemed to be public
holidays:
(i)

New Year's Day; Australia Day; Good Friday; Easter Saturday; Easter
Sunday; Easter Monday; Anzac Day; Queen's Birthday; Labour Day;
Christmas Day; Boxing Day;
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(ii)

any other day, or part-day, declared or prescribed by or under a law of a
State or Territory to be observed generally within the State or Territory as a
public holiday, other than a day or part-day, or a kind of day or part-day, that
is excluded by the regulations from counting as a public holiday; and

Local Public Holiday
(iii)

(b)

any other day, or part-day, declared or prescribed by or under a law of a
State or Territory to be observed within a region of the State or Territory, as
a public holiday, other than a day or part-day, or a kind of day or part-day,
that is excluded by the regulations from counting as a public holiday

If, under (or in accordance with a procedure under) a law of a State or Territory, a
day or part-day is substituted for a day or part-day that would otherwise be a public
holiday because of subclause 19.5(a), then the substituted day or part-day is the
public holiday.

Additional Public Holiday
(c)

(d)
19.6

Where, in accordance with clause 19.5(a)(iii):
(i)

a full day is proclaimed and observed as a local public holiday, within the
calendar year and within the area in which the facility is situated no
additional public holiday day is granted by this sub-clause;

(ii)

no local public holiday is proclaimed and observed within the calendar year
and within the area in which the facility is situated a full day will be observed
as an Additional Public Holiday between Christmas and New Year, within
the days Monday to Friday inclusive and not coinciding with a date that is
already a gazetted public holiday for that calendar year;

(ii)

a part of a day is proclaimed and observed as a local public holiday within
the calendar year and within the area in which the facility is situated a full
day will be substituted and observed as an Additional Public Holiday to be
taken between Christmas and New Year, within the days Monday to Friday
inclusive and not coinciding with a date that is already a gazetted public
holiday for that calendar year.

The employer and employees may agree to substitute another day for a public
holiday observed at 19.5.

An employee who is required to and does work on any public holiday prescribed in this
clause shall be paid in lieu of all other shift penalties (except broken shift allowances),
weekend penalties, casual loading, as follows:
(a)

Full-time Employees: Time and one half for all ordinary time worked in addition
to the weekly rate. Alternatively, if the employee elects, half-time extra for all time
worked in addition to the weekly rate and have 1 ordinary working day added to be
taken in conjunction with the period of annual leave.

(b)

Part-time Employees: Double and a half for all time worked on the public holiday,
although where the time worked by agreement is less than the rostered shift, the
balance of the rostered shift will be paid at ordinary pay. Alternatively, if the
employee elects, half-time extra for all time worked in addition to the weekly rate
and have the equivalent number of hours worked added to be taken in conjunction
with the period of annual leave.

(c)

Casual Employees: Double time and one-half the basic rate of pay for casuals for
all time worked. Such payment shall be taken to be inclusive of and not in addition
to the casual loading referred to in sub-clause 12.2.
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19.7

The election referred to in subclause 19.6 is to be made in writing by the employee at the
commencement of each year of employment and may only be changed within that period
with the agreement of the employer.

20.

ALLOWANCES

20.1

In Charge Allowance

20.2

(a)

A registered nurse who is designated by the employer to be in charge during the day,
evening or night of a residential aged care facility shall be paid in addition to his or her
appropriate salary, whilst so in charge, the per shift allowance set out in Item 2 (for
less than 100 beds) or Item 3 (for 100 or more beds) of Table 5 of Schedule B to this
Agreement.

(b)

A registered nurse who is designated by the employer to be in charge of a shift in a
section of a residential aged care facility shall be paid in addition to his or her
appropriate salary, the per shift allowance set out in Item 4 of Table 5 of Schedule B
to this Agreement.

(c)

This sub-clause shall not apply to registered nurses holding classified positions of a
higher grade than a registered nurse.

Vehicle/Travelling Allowance
(a)

An employee, other than a Home Care Employee, sent for duty to a place other
than his or her regular place of duty shall be paid for all excess travelling time at
the appropriate rate of pay and reimbursed excess travelling expenses.

(b)

Where an employee is called upon and agrees to use his or her private vehicle for
official business, the employee shall be paid the per kilometre allowance set out in
Item 5 of Table 5 of Schedule B to this Agreement. The payment will be based on
the most direct available route between work locations, excluding travel to and from
the employee’s home to the first place of work and return to home at the end of his
or her duties. This allowance will be revised each year in line with movements to
the vehicle allowance in clause 15.7(a) of the Aged Care Award 2010.

(c)

Where an employee is required to use public transport for travel on official business
such employee is to be reimbursed actual expenses incurred for such travel,
excluding travel from the employee’s home to the first place of work and return to
home at the cessation of his or her duties.

(d)

No payment shall be made under sub-clauses 20.2(b) and (c) unless the employer
is satisfied that the employee has incurred expenditure for such travel.

(e)

(i)

Where employees are rostered to work at different locations they shall be
paid for the time taken to travel via the most direct available route between
the locations. This excludes travel to the first place of work and travel from
the last place of work.

(ii)

Payment for travel time will, at the discretion of the employer be:
(A)

at the hourly rate of pay for the time taken to travel between locations;
or

(B)

at the rate of 3% of the ordinary pay per hour, per kilometre travelled
between locations.
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(iii)

20.3

Where clause 20.2(e)(ii)(B) applies, the employees will accrue towards
leave entitlements, up to the maximum entitlement for a full-time Employee,
for time taken to travel between locations.

Uniforms Allowance
(a)

Subject to the following sub-clauses sufficient suitable and serviceable uniforms or
other items of clothing or equipment shall be supplied free of cost, to each employee
required to wear them. An employee to whom a new uniform or part of a uniform
has been supplied by the organisation, who fails to return the corresponding article
last supplied, shall not be entitled to have such article replaced without payment for
it at a reasonable price, in the absence of a satisfactory reason for the loss of such
article or failure to produce such uniform or part thereof.

(b)

Upon termination, an employee shall return any uniform or equipment or part
thereof supplied by the organisation, which is still in use by the employee,
immediately prior to leaving.

(c)

In lieu of supplying a uniform, where required, to an employee, the employer shall pay
the employee the weekly allowance set out in Item 7 of Table 5 of Schedule B to this
Agreement.

(d)

In lieu of supplying special-type shoes, where required, to an employee, the employer
shall pay the employee the weekly allowance set out in Item 8 of Table 5 of Schedule
B to this Agreement.

(e)

In lieu of supplying a cardigan or jacket, where required, to an employee the employer
shall pay the employee the weekly allowance set out in Item 9 of Table 5 of Schedule
B to this Agreement.

(f)

In lieu of supplying stockings, where required, the employer shall pay the employee
the weekly allowance set out in Item 10 of Table 5 of Schedule B to this Agreement.

(g)

In lieu of supplying socks, where required, to an employee the employer shall pay
the employee the weekly allowance set out in Item 11 of Table 5 of Schedule B to
this Agreement.

(h)

If, in any facility, the uniforms of an employee are not laundered at the expense of
the facility, the sum per week set out in Item 12 of Table 5 of Schedule B to this
Agreement shall be paid to the said employee.

(i)

An employee who works less than 38-hours per week shall be entitled to the
allowances prescribed by this clause in the same proportion as the average hours
worked each week bears to 38 ordinary hours.

(j)

Each employee whose duties require them to work out of doors shall be supplied
with over boots. Sufficient raincoats shall also be made available for use by these
employees.

(k)

Each employee whose duties require them to work in a hazardous situation with or
near machinery shall be supplied with appropriate protective clothing and
equipment.

(l)

(i)

Laundry allowance shall not be paid to any employee on absences
exceeding one week.

(ii)

All other allowances in this clause will not be paid to employees during
absences on:
(A)

Workers Compensation; Long Service Leave and periods of leave
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without pay; and
(B)
(m)

20.4

Personal/Carers leave beyond 3 weeks.

For employees engaged in home care services the following shall apply:
(i)

Where the client supplies equipment, materials and tools, the employer
shall ensure that they are of reasonable quality and comply with safety
standards;

(ii)

Where an employee is required to work outdoors the employer shall provide
a suitable broad-brimmed hat.

Sleepovers Allowance
(a)

Employees, other than nurses and health professionals, may, in addition to normal
rostered shifts, be required to sleepover. Nurses may undertake sleepovers by
agreement. A sleepover means sleeping in at night in order to be on call for
emergencies.

(b)

The following conditions shall apply to each night of sleepover:
(i)

The span for a sleepover shall be not less than 8 hours or more than 10
hours on any one night.

(ii)

Employees shall be provided with free board and lodging for each night on
which they are required to sleep over.

(iii)

Employees shall be provided with a separate room with a bed and use of
facilities or client facilities where applicable.

(iv)

In addition to the provision of free board and lodging for such nights, the
employee shall be entitled to a sleepover allowance equivalent to 2.2 hours
of ordinary pay of the employee’s classification for each sleepover.

(v)

No work other than that of an emergency nature shall be required to be
performed during any sleepover. For the purposes of this clause an
emergency is any unplanned occurrence or event requiring prompt action.

(vi)

An employee directed to perform work other than that of an emergency
nature during any sleepover shall be paid the appropriate hourly rate from
the start of the sleepover to the end of the non-emergency work, or from the
start of the non-emergency work to the end of the sleepover, whichever is
the lesser, in addition to the sleepover allowance in sub-clause 20.4(b)(iv).

(vii)

All time worked during any sleepover shall count as time worked and be
paid for in accordance with the following provisions:
(A)

All time worked by full-time employees during any sleepover shall be
paid for at overtime rates.

(B)

All time worked by part-time employees during any sleepover shall
be paid for at ordinary pay plus applicable shift and weekend
penalties; provided that, if the total number of hours worked on that
day exceeds the number of hours worked by full-time employees, or
eleven hours where there are no such full-time employees, then the
excess hours worked on that day shall be paid for at overtime rates;
and provided further that if the total number of hours worked in the
week exceeds 38 hours, or exceeds 76 hours in the fortnight as the
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case may be, then the excess hours worked in that week or fortnight,
as the case may be, shall be paid for at overtime rates.

(c)
20.5

(C)

All time worked by casual employees during any sleepover shall be
paid for at ordinary pay plus applicable shift and weekend penalties;
provided that if the total number of hours worked in the week
exceeds 38 hours, or exceeds 76 hours in the fortnight as the case
may be, then the excess hours worked in that week or fortnight, as
the case may be, shall be paid for at overtime rates.

(D)

And provided further that where the employee does not have 8
consecutive hours off duty between ordinary rostered duty on
successive days, then the provisions of sub-clause (x) of this subclause will apply.

(viii)

A sleepover may be rostered to commence immediately at the conclusion
of the employee's shift and continuous with that shift; and/or immediately
prior to the employee's shift and continuous with that shift, and not
otherwise.

(ix)

No employee shall be required to sleepover during any part of their rostered
days off and/or allocated days off provided for in sub-clauses 14.2 and 14.4.

(x)

An employee (whether a full-time employee, part-time employee or casual
employee) who performs so much work during sleepover periods between
the termination of their ordinary work on any day or shift and the
commencement of their ordinary work on the next day or shift that they have
not had at least 8 consecutive hours off duty between these times shall,
subject to this sub-clause, be released after completion of such work until
they have had 8 consecutive hours off duty without loss of pay for ordinary
working time occurring during such absence. If on the instruction of the
employer such an employee resumes or continues to work without having
such 8 consecutive hours off duty they shall be paid at double time of the
appropriate rate applicable on such day until they are released from duty for
such period and they then shall be entitled to be absent until they have had
10 consecutive hours off duty without loss of pay for ordinary working time
occurring during such absence.

Nothing in this clause shall preclude the employer from rostering an employee to
work shift work in lieu of undertaking sleepovers.

On Call Allowance
(a)

An employee who, at the request of the employer, agrees to be on call and is
rostered on call shall be paid the allowance, for each period of 24 hours or part
thereof, set out in Item 14 of Table 5 of Schedule B to this Agreement. An employee
on call agrees to make themselves ready and available to return at short notice to
work at the employers’ or clients’ premises, whilst off duty.

(b)

An employee who is directed to remain on call during a meal break shall be paid
the meal break allowance set out in Item 15 of Table 5 of Schedule B to this
Agreement, provided that no allowance shall be paid if, during a period of 24 hours,
including such period of on call, the employee is entitled to receive the allowance
prescribed in sub-clause 20.5(a).

(c)

Where an employee on call in accordance with sub-clause 20.5(a), leaves the
residential aged care facility and is recalled to duty, she or he shall be reimbursed
all reasonable fares and expenses actually incurred. Where in these circumstances
the employee elects to use his or her own vehicle the employee shall be paid the
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per kilometre allowance set out in Item 6 of Table 5 of Schedule B to this
Agreement.
(d)
20.6

Meal Allowance
(a)

20.7

This subclause shall not apply to a Director of Nursing, Deputy Director of Nursing,
Assistant Director of Nursing or CSE 5 employee.

An employee who is required to work overtime for more than two hours and such
overtime goes beyond 7:00 a.m., 1:00 p.m., and 6:00 p.m. shall, at the option of the
employer, be supplied with a meal or shall be paid, as the case may be:
(i)

the amount for breakfast set out in Item 16 of Table 5 of Schedule B to this
Agreement;

(ii)

the amount for lunch set out in Item 17 of Table 5 of Schedule B to this
Agreement;

(iii)

the amount for the evening meal set out in Item 18 of Table 5 of Schedule
B to this Agreement.

Continuing Education Allowance
(a)

A registered nurse or enrolled nurse who holds a continuing education qualification
in a clinical field, in addition to the qualification leading to registration or enrolment,
shall be paid an allowance subject to the conditions set out in this clause.

(b)

The qualification must be accepted by the employer to be directly relevant to the
competency and skills used by the employee in the duties of the position.

(c)

The allowance is not payable to Deputy Directors of Nursing or Directors of Nursing
unless it can be demonstrated to the satisfaction of the employer that more than
fifty per cent of the employee’s time is spent doing clinical work.

(d)

The allowance is not payable to Clinical Nurse Specialists, Clinical Nurse
Consultants or Clinical Nurse Educators.

(e)

A registered nurse or enrolled nurse holding more than one relevant qualification is
only entitled to the payment of one allowance, being the allowance of the highest
monetary value.

(f)

The employee claiming entitlement to a continuing education allowance must
provide evidence to the employer that they hold that qualification.

(g)

A registered nurse who holds a relevant postgraduate certificate in a clinical field
(not including a hospital certificate) that is accepted by the employer to be directly
relevant to the competency and skills used by the registered nurse in carrying out
the duties of the position shall be paid the weekly allowance set out in Item 19 of
Table 5 of Schedule B to this Agreement.

(h)

A registered nurse who holds a relevant postgraduate diploma or degree in a
clinical field (other than a nursing undergraduate degree) that is accepted by the
employer to be directly relevant to the competency and skills used by the registered
nurse in carrying out the duties of the position shall be paid the weekly allowance
set out in Item 20 of Table 5 of Schedule B to this Agreement.

(i)

A registered nurse who holds a relevant master’s degree or doctorate in a clinical
field that is accepted by the employer to be directly relevant to the competency and
skills used by the registered nurse in carrying out the duties of the position shall be
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paid the weekly allowance set out in Item 21 of Table 5 of Schedule B to this
Agreement.

20.8

20.9

(j)

An enrolled nurse who holds a relevant certificate IV qualification in a clinical field
(not including a certificate IV qualification which has the effect of upgrading the
qualification leading to enrolment) that is accepted by the employer to be directly
relevant to the competency and skills used by the enrolled nurse in carrying out the
duties of the position shall be paid the weekly allowance set out in Item 22 of Table
5 of Schedule B to this Agreement.

(k)

The allowances set out in sub-clauses 20.7 (g), (h), (i) and (j) are not included in
the employee’s ordinary pay and will not constitute part of the all-purpose rate.

(l)

A registered nurse or enrolled nurse who is employed on a part-time or casual basis
shall be paid these allowances on a pro rata basis.

Higher Duties
(a)

Subject to clauses 20.8(b), (c) and (d), an employee who is called upon to relieve or
act in a position of a higher classification, shall be entitled to receive the minimum rate
applicable for such higher classification for that period.

(b)

The provisions of sub clause (a) of this clause shall not apply where the employee
of the higher classification is off duty by reason of his/her ADO as a consequence
of working a 38-hour week.

(c)

Further, the provisions of sub-clause (a) of this clause shall not apply where a
Director of Nursing is absent from duty for a period of three working days or less
for any reason other than in accordance with subclause (b) of this clause.

(d)

Subject to sub-clauses (b) and (c) above, the provisions of sub-clause (a) shall not
apply where a day worker is being relieved and is absent from duty for a period of
three consecutive working days or less which have been rostered in advance.

Climatic & Isolation Allowance
(a)

This clause shall not apply to employees unless they were entitled to the allowance
immediately prior to the date of approval of this agreement.

(b)

(i)

Subject to sub-clause 20.9(c) persons employed in organisations in places
situated upon or to the west of a line drawn as herein specified shall be paid
the weekly allowance set out in Item 23 of Table 5 of Schedule B to this
Agreement in addition to the salary to which they are otherwise entitled.

(ii)

The line shall be drawn as follows: viz., commencing at Tocumwal and
thence to the following towns in the order stated, namely: Lockhart;
Narrandera; Leeton; Peak Hill; Gilgandra; Dunedoo; Coolah; Boggabri;
Inverell; and Bonshaw.

(i)

Persons employed in organisations in places situated upon or to the west of
a line drawn as herein specified shall be paid the weekly allowance set out
in Item 24 of Table 5 of Schedule B to this Agreement in addition to the
salary to which they are otherwise entitled.

(ii)

The line shall be drawn as follows: viz., commencing at a point on the right
bank of the Murray River opposite Swan Hill (Victoria) and thence to the
following towns in the order stated, namely: Hay; Hillston; Nyngan; Walgett;
Collarenebri; and Mungindi.

(c)

(d)

The allowances prescribed by this clause are not cumulative.
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(e)

Except for the computation of overtime the allowances prescribed by this clause
shall be regarded as part of salary for the purposes of this Agreement.

(f)

An employee who works less than 38 hours per week shall be entitled to the
allowances prescribed by this clause in the same proportion as the average hours
worked each week bears to 38 ordinary hours.

PART 3 - LEAVE
21.

ANNUAL LEAVE

21.1

(a)

Employees are entitled to annual leave in accordance with the provisions of the
NES (refer to Chapter 2, Part 2-2, Division 6 of the Act).

(b)

Casual employees have no entitlement to annual leave.

21.2

Accrual of Annual Leave
(a)

All employees, other than shift workers, are entitled to 4 weeks paid annual leave
for each year of service with the employer.

(b)

Shift workers are entitled to one additional week of Annual Leave.

(c)

For the purposes of the NES a shift worker is defined as:

(d)

21.3

21.4

(i)

an employee who is regularly rostered to work their ordinary hours outside
Monday to Friday, 6am to 6pm; and/or

(ii)

an employee who works for more than 4 ordinary hours on 10 or more
weekends.

The entitlement to paid annual leave accrues progressively during a year of service
according to the employee's ordinary hours of work, and accumulates from year to
year.

Payment of Annual Leave
(a)

If an employee takes annual leave during a period, the annual leave shall be paid
at the employee’s base rate of pay for the employee’s ordinary hours of work in the
period.

(b)

An employee going on leave may elect to be paid:
(i)

prior to commencing such leave; or

(ii)

through their normal pay cycle.

(c)

Once the leave has commenced the election cannot be changed unless the
Employer agrees.

(d)

If, when the employment of an employee ends, the employee has a period of
untaken paid annual leave, the employer must pay the employee the amount that
would have been payable to the employee had the employee taken that period of
leave.

(e)

Annual leave loading, if any, shall be paid in accordance with clause 21.6.

Taking of Annual Leave
(a)

An employee is entitled to take an amount of annual leave during a particular period
if:
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21.5

at least that amount of annual leave is credited to the employee; and

(ii)

the employer has authorised the employee to take the annual leave during
that period.

(b)

In the taking of leave, the employee shall make written application to the employer,
giving reasonable notice of the desired period of such leave.

(c)

The employer will utilise its best endeavours to respond to an application for annual
leave made by an employee within a reasonable time. It is understood that in certain
periods of peak demand such as Christmas, Easter, school holidays and long
weekends, the employer may require more notice and further time in which to
approve leave requests.

(d)

Annual leave shall be taken in an amount and at a time which is approved by the
employer subject to the operational requirements of the workplace. The employer
shall not unreasonably withhold or revoke such approval.

(e)

Excessive accumulated annual leave: An employee must take an amount of
annual leave during a particular period if:
(i)

reasonably directed to do so by the employer;

(ii)

at the time the direction is given, the employee has more than 8 weeks’
annual leave credited to him or her or 10 weeks for a shift worker; and

(iii)

the amount of annual leave left to the employees’ credit is at least 6 weeks.

Cashing out of Annual Leave
(a)

21.6

(i)

Annual leave credited to an employee may be cashed out by agreement, subject to
the following conditions: (refer to section 93 of the Act)
(i)

paid annual leave must not be cashed out if the cashing out would result in
the employee’s remaining accrued entitlement to paid annual leave being
less than 4 weeks; and

(ii)

each cashing out of a particular amount of paid annual leave must be by a
separate agreement in writing between the employer and the employee;
and

(iii)

the employee must be paid at least the full amount that would have been
payable to the employee had the employee taken the leave that the
employee has forgone.

Annual Leave Loading
(a)

In addition to their Annual Leave payment, an employee will be paid the higher of:
(i)

an annual leave loading of 17.5% of their Annual Leave; or

(ii)

the weekend and shift penalties the employee would have received had they
not been on leave during the relevant period.

(b)

The Annual Leave loadings in clause 21.6(a) are not payable for days which have
been added to be taken in conjunction with annual leave in accordance with the
election provisions of clause 19 - Public Holidays or for purchased additional leave
in accordance with clause 21.9.

(c)

Shift allowances and weekend penalties are not payable for public holidays which
occur during a period of annual leave.
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21.7

Annual Leave and Service
A period of annual leave does not break an employee’s continuity of service and annual
leave counts as service for all purposes.

21.8

Payment of Annual Leave on Termination
If, when the employment of an employee ends, the employee has a period of untaken paid
annual leave, the employer must pay the employee the amount that would have been
payable to the employee had the employee taken that period of leave.

21.9. Purchased Additional Leave (PAL)
(a)

The employer may offer permanent employees the opportunity to “purchase” an
additional one week of leave each year in exchange for a proportional reduction in
their salary over 12 months and within each financial year and is treated as leave
without pay.

(b)

An employee wishing to purchase additional leave must enter into a written
agreement with the employer which shall include:
(i)

an election at the beginning of each financial year (i.e. at 1 July each year).;

(ii)

agreement that the employee's salary will be reduced by 1.92% for the
period of the agreement; and

(iii)

authority for the employer to withhold an amount of money, from any monies
owing to the employer for PAL taken but not accrued by the final pay within
the financial year or at termination.

(c)

Annual leave entitlements shall be exhausted before the employee's PAL can be
accessed.

(d)

All PAL must be used within each financial year (i.e. by 30 June each year). If any
PAL is not used by the final pay within the financial year, or the employee wishes
to cease the arrangement, the foregone salary (if any) will be re-credited and paid
to the employee.

(e)

Superannuation entitlements will be calculated on the pre-reduction salary and
leave loading shall not apply to PAL.

22.

PERSONAL/CARER’S LEAVE AND COMPASSIONATE LEAVE

22.1

(a)

Employees are entitled to personal/carer’s leave and compassionate leave in
accordance with the provisions of the NES (refer to Chapter 2, Part 2-2, Division 7
of the Act).

(b)

Casual employees have no entitlement to paid personal/carer’s leave or
compassionate leave, but do have an entitlement to unpaid leave.

22.2

Entitlement to paid Personal/Carers Leave
(a)

For each year of service with his or her employer, an employee is entitled to 10
days of paid personal/carer's leave.

(b)

An employee's entitlement to paid personal/carer's leave accrues progressively
during a year of service according to the employee's ordinary hours of work, and
accumulates from year to year.
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22.3

Taking of Personal/Carer’s Leave
An employee may take paid personal/carer's leave:

22.4

(a)

where the employee is not fit for work because of a personal illness, or personal
injury, affecting the employee; or

(b)

to provide care or support to a member of the employee’s immediate family, or a
member of the employee’s household, who requires care or support because of:
(i)

a personal illness, or personal injury, affecting the member; or

(ii)

an unexpected emergency affecting the member.

Payment of Paid Personal/Carer’s Leave
If an employee takes a period of paid personal/carer’s leave, the employer must pay the
employee at the employee’s base rate of pay for the employee’s ordinary hours of work in
the period.

22.5

Personal/Carers Leave on Public Holidays
If the period during which an employee takes paid personal/carer's leave includes a day or
part-day that is a public holiday in the place where the employee is based for work
purposes, the employee is taken not to be on paid personal/carer's leave on that public
holiday.

22.6

Cashing out of Paid Personal/Carer’s Leave
(a)

22.7

An employee is entitled to cash out an amount of paid personal/carer's leave
credited to the employee provided:
(i)

the employer authorises the employee to forgo the amount of paid
personal/carer's leave. The employer has complete discretion.

(ii)

paid personal/carer's leave must not be cashed out if the cashing out would
result in the employee's remaining accrued entitlement to paid
personal/carer's leave being less than 15 days; and

(iii)

each cashing out of a particular amount of paid personal/carer's leave must
be by a separate agreement in writing between the employer and the
employee; and

(iv)

the employee must be paid at least the full amount that would have been
payable to the employee had the employee taken the leave that the
employee has forgone.

Unpaid Carer’s Leave
(a)

(b)

An employee is entitled to 2 days’ unpaid carer’s leave for each occasion when a
member of the employee’s immediate family, or a member of the employee’s
household, requires care or support because of:
(i)

a personal illness, or personal injury, affecting the member; or

(ii)

an unexpected emergency affecting the member.

An employee may take unpaid carer’s leave as:
(i)

a single continuous period of up to 2 days: or

(ii)

any separate periods agreed with the employer.
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(c)
22.8

Compassionate Leave
(a)

(b)

22.9

An employee is entitled to unpaid carer’s leave for a particular occasion only if the
employee cannot take an amount of paid personal/carer’s leave.

An employee is entitled to 2 days of compassionate leave for each occasion when
a member of the employee's immediate family, or a member of the employee's
household:
(i)

contracts or develops a personal illness that poses a serious threat to his or
her life; or

(ii)

sustains a personal injury that poses a serious threat to his or her life; or

(iii)

dies.

An employee may take compassionate leave as:
(i)

a single continuous period of 2 days: or

(ii)

2 separate periods of 1 day each; or

(ii)

any separate periods agreed with the employer.

Payment for Compassionate Leave
(a)

If an employee takes a period of paid compassionate leave, the employer must pay
the employee, other than a casual employee, at the employee’s base rate of pay
for the employee’s ordinary hours of work in the period.

(b)

Casual employees are entitled to unpaid compassionate leave

22.10 Notice and Evidence Requirements
(a)

To be entitled to leave under clause 22 an employee must give the employer notice
of the period, or expected period of the leave:
(i)

as soon as reasonably practicable (which may be at a time before or after
the leave has started) that the employee is (or will be) absent from his or
her employment;

(b)

An employer may require an employee to give the employer evidence that would
satisfy a reasonable person that the leave was taken for a permissible reason or
occasion.

(c)

To be entitled to personal leave during the period, the employee may be required
to give the employer as soon as reasonably practicable (which may be at a time
before or after the personal leave has started) either:

(d)

(i)

a medical certificate from a medical practitioner stating that in their opinion,
the employee was, is, or will be unfit for work during the period because of
a personal illness or injury; or

(ii)

a statutory declaration made by the employee stating that the employee
was, is, or will be unfit for work during the period because of a personal
illness or injury.

To be entitled to carer’s leave during the period, the employee may be required to
give the employer as soon as reasonably practicable (which may be at a time before
or after the carer’s leave has started) either:
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(e)

(i)

a medical certificate from a medical practitioner stating that in their opinion
the member requires or required care and support during the period due to
personal illness or injury; or

(ii)

a statutory declaration made by the employee stating that the employee
requires or required leave during the period to provide care or support to the
member because the member requires or required care or support during
the period because of personal illness, or injury, of the member or an
unexpected emergency affecting the member.

To be entitled to compassionate leave during the period, the employee may be
required to give the employer as soon as reasonably practicable (which may be at
a time before or after the compassionate leave has started):
(i)

a medical certificate from a medical practitioner stating that in their opinion
the member is suffering from an illness or injury that poses a serious threat
to the member’s life; or

(ii)

a statutory declaration made by the employee stating that the employee
requires or required leave during the period due to the death of the member.

22.11 Service
(a)

A period of paid personal/carer’s leave or compassionate leave does not break an
employee’s continuity of service and counts as service for all purposes.

(b)

A period of unpaid personal/carer’s leave does not break an employee’s continuity
of service, but does not count as service.

23.

COMMUNITY SERVICE LEAVE

23.1

Employees are entitled to community service Leave in accordance with the provisions of
the NES (refer to Chapter 2, Part 2-2, Division 8 of the Act).

23.2

Eligible community service activities
(a)

(b)

23.3

entitle an employee, acting reasonably, to be absent from employment for periods
including:
(i)

time when the employee engages in the activity;

(ii)

reasonable travelling time associated with the activity;

(iii)

reasonable rest time immediately following the activity.

include:
(i)

jury service (including attendance for jury selection) that is required by or
under a law of the Commonwealth, a State or a Territory; or

(ii)

a voluntary emergency management activity; or

(iii)

an activity prescribed in regulations made for the purpose of Section
109(4) of the Act.

Jury Service
(a)

There is no limit on the amount of unpaid jury service leave an employee can take
in a 12-month period of employment.

(b)

Employees, other than casuals, are entitled to be paid:
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for the first 10 days when absent from work in one or more periods to attend
jury service re a particular jury service summons.

(ii)

the difference between what the employee received as jury service pay and
the base rate of pay for the employee’s ordinary hours of work in the period
or periods.

(c)

Where the duration of jury service re a particular jury service summons exceeds 10
days, the employer agrees to assist the employee as far as is reasonably practical
to maintain their regular income. The assistance may include: flexibility of rosters;
access to Annual Leave and/or Long Service Leave.

(d)

The employer may require the employee to provide evidence that would satisfy a
reasonable person:

(e)
23.4

(i)

(i)

that the employee took all necessary steps to obtain any amount of jury
service pay to which they were entitled; and

(ii)

of the total amount of jury service pay, paid or payable to the employee.

No payment is required where evidence is required by the employer and not
provided by the employee.

Voluntary emergency management activity (VEMA)
(a)

An employee engages in a VEMA if:
(i)

they voluntarily participate;

(ii)

the activity involves dealing with an emergency or natural disaster;

(iii)

they are a member of, or have a member like association with a recognised
emergency management body (REMB); and

(iv)

the REMB requests their participation

24.

PARENTAL LEAVE

24.1

Employees are entitled to parental leave in accordance with the provisions of the NES
(refer to Chapter 2, Part 2-2, Division 5 of the Act).

24.2

Paid parental leave
(a)

(b)

Full-time and part-time employees may claim paid parental leave at ordinary pay,
from the date the parental leave commences in the following circumstances:
(i)

first claim: where eligible for unpaid parental leave; and

(ii)

second and subsequent claims: where an employee having returned to work
from a period of parental leave has completed 3 months of continuous
service prior to each claim.

For the purposes of the calculation of “ordinary pay” for paid parental leave
purposes, an employee will be paid the higher of:
(i)

The average of the ordinary hours actually worked by the employee in the
12-month period ending at the commencement of parental leave; or

(ii)

The ordinary hours worked by the employee at the time of the
commencement of parental leave.
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(c)

(d)

Paid parental leave includes:
(i)

9 weeks paid maternity leave for the birth mother;

(ii)

9 weeks paid adoption leave for the initial primary carer of the adopted child;
and

(iii)

2 weeks paid partner leave.

Paid partner leave will be payable to:
(i)

the father; or

(ii)

partner of the birth mother; or

(iii)

partner of the initial primary carer of an adopted child.

(e)

Partner includes same-sex and de facto partner but does not include former de
facto partners.

(f)

Any period of “paid no safe job leave” taken by an employee pursuant to the
“Transfer to a Safe Job” provisions of the Act shall be deducted from the employee’s
entitlement to paid maternity leave.

25.

LONG SERVICE LEAVE

25.1

An employee’s entitlement to long service leave shall be in accordance with the provisions
of this Agreement and the Long Service Leave Act 1955 (NSW) provided that should there
be any inconsistency between that legislation and the provisions of this Agreement these
provisions shall prevail to the extent the Agreement entitles employees to long service
leave in excess of the employees’ entitlement to long service leave under the Long Service
Leave Act (1955) NSW.

25.2

(a)

Each employee shall be entitled to 2 months long service leave on ordinary pay
after ten years' service; thereafter additional long service leave shall accrue on the
basis of 5 months long service leave for each 10 years' service. This additional
leave may be taken on a pro-rata basis each 5 years after completing the initial 10year period of service.

(b)

Where the services of an employee with at least 5 years' service are terminated by
the employer for any reason other than the employee's serious and wilful
misconduct, or by the employee on account of illness, incapacity or domestic or
other pressing necessity, or by reason of the death of the employee, he/she shall
be entitled to be paid a proportionate amount on the basis of 2 months for 10 years’
service.

25.3

For the purpose of sub-clause 25.2:
(a)

service shall mean continuous service with any one employer/organisation;

(b)

service shall:
(i)

not include any period of leave without pay except in the case of employees
who have completed at least 10 years’ service (any period of absence
without pay being excluded there from) in which case service shall include
any period without pay not exceeding 6 months taken after 1 June, 1980;

(ii)

include half the period of Long Service Leave taken where an employee
elects to take Long Service Leave at half pay in accordance with clause
25.8.
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25.4

25.5

(a)

The employer shall give to each employee at least 1 months’ notice of the date from
which it is proposed that the employee’s long service leave shall be given and
taken. Long service leave shall be taken as soon as practicable having regard to
the needs of the workplace, or where the employer and the employee agree, such
leave may be postponed to an agreed date.

(b)

Where the employer and the employee agree in writing that the taking of a period
of leave be postponed at the request of an employee to an agreed future date, the
period of leave at the time of the agreement being made will, when taken, be paid
at the rate applicable at the time of the agreement.

(a)

On the termination of employment of an employee, otherwise than by his or her
death, an employer shall pay to the employee the monetary value of all long service
leave accrued and not taken at the date of such termination and such monetary
value shall be determined according to the salary payable to the employee at the
date of such termination.

(b)

Where an employee who has acquired a right to long service leave, or after having
had 5 years' service and less than 10 years' service dies, the employees personal
representative shall, upon request, be entitled to receive the monetary value of the
leave not taken or which would have accrued to such employee had his or her
services terminated as referred to in sub-clause 25.2(b) and such monetary value
shall be determined according to the salary payable to the employee at the time of
his or her death.

25.6

Where an employee has been granted a period of long service leave prior to the coming
into force of this Agreement, the amount of such leave shall be debited against the amount
of leave due under this Agreement.

25.7

Employees of the employer previously covered by long service leave provisions or
arrangements contained in industrial instruments or State legislation will have their long
service leave accrued entitlement carried over but the accrual and access to long service
leave entitlements from the date of transfer shall be in accordance with this Agreement.
e.g. an employee with 15 years’ continuous service under an industrial instrument or State
legislation at the time of transfer may have an accrued entitlement of 3 months long service
leave. From this time onwards employees would accrue their entitlements in accordance
with this Agreement, at the rate of 2.5 months for each five years’ service as the continuity
of service for long service leave purposes is not affected by the entering into of this
Agreement. Thus, after 20-years continuous service the employee would be entitled to 5.5
months long service leave, made up of 3 months under the previous industrial instrument
or State legislation and a further 2.5 months under this Agreement.

25.8

(a)

With the agreement of the employer, an employee may take long service leave on
half the ordinary pay thereby increasing the period of paid leave which can be taken.
For example, an employee who is eligible for 13 weeks paid long service leave can
take 26 weeks paid long service leave at half their ordinary pay.

(b)

During a period of long service leave on half the ordinary pay accrual of annual
leave and personal/carers leave will be on the basis of half the ordinary hours of
work.

26.

REPATRIATION LEAVE

26.1

Employees who are ex-servicemen or ex-service women may be granted special leave in
one or more periods up to a maximum of 6½ working days in any period of twelve months
without deduction from annual or sick leave credits for the following purposes in connection
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with an accepted war-caused disability or in connection with an application to the
Repatriation Department for a disability to be so accepted:
(a)

to attend a hospital or clinic or visit a medical officer in that regard;

(b)

to attend a hospital, clinic or medical officer or to report for periodical examination
or attention;

(c)

to attend limb factories for the supply, renewal and repair of artificial replacements
and surgical appliances.

26.2

Employees are to provide the employer with documentary evidence as to the attendance
prior to the payment of special leave being granted.

27.

LEAVE WITHOUT PAY

27.1

By agreement between the employer and a permanent employee, an employee may be
granted a period of leave without pay.

27.2

The period of leave without pay will not break the continuity of service of the employee but
will not count for the purpose of:

28.

(a)

accruing annual leave or personal/carers leave, incremental progression, and
public holidays;

(b)

accruing long service leave, except in the case of employees who have completed
at least ten years’ service (any period of absence without pay being excluded
therefrom) in which case service shall include any period without pay not exceeding
six months taken after 1 June, 1980;

(c)

the qualifying period for paid and unpaid parental leave; and

(d)

the calculation of notice and severance pay in accordance with clause 34 Termination of Employment and clause 32 - Redundancy.

CEREMONIAL LEAVE
An employee who is legitimately required by Aboriginal and Torres Strait Islander tradition
to be absent from work for Aboriginal ceremonial purposes will be entitled to up to 10
working days’ unpaid leave in any one year, with the approval of the employer.

29.

NATURAL DISASTER LEAVE

29.1

Where a permanent employee is unable to attend work because of a natural disaster, i.e.
bushfire or flood, they will be entitled to be paid ordinary pay for the shift they would
otherwise have worked on that day. This entitlement will apply once per calendar year and
is not cumulative from year to year.

29.2

The employer may require the employee to provide evidence to support their claim.

30.

FAMILY AND DOMESTIC VIOLENCE

30.1

Definitions
(a)

Family and Domestic Violence includes acts or threats of violence, not including
acts of self-defence, committed by a current or former spouse of the victim, by a
person with whom the victim shares a child in common, by a person who is
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cohabitating with or has cohabitated with the victim, by a person who is or has been
in a continuing social relationship of a romantic or intimate nature with the victim,
or a person who is or has continually or at regular intervals lived in the same
household as the victim.

30.2

(b)

Family and Domestic Violence includes physical, sexual, financial, verbal or
emotional abuse by a family member.

(c)

An employee may, for the purposes of this clause, be required to produce suitable
evidence of Family and Domestic Violence, such as documents issued by the
Police Service, a Court, a Doctor, a Domestic Violence Support Service, a Lawyer
or counselling professional or by statutory declaration.

Measures
(a)

No adverse action will be taken against an employee on the basis of being the
victim of Family and Domestic Violence.

(b)

All personal information concerning Family and Domestic Violence will be kept
confidential in line with the Employer’s Privacy Policy and relevant legislation.

(c)

The employer will identify a contact within the organisation with whom the employee
can make contact for the purposes of this clause.

(d)

Upon receipt of a reasonable request from an employee who has satisfied the
criteria of this clause, the Employer, will, subject to operational requirements
facilitate flexible working arrangements, which may include:

(e)

30.3

(i)

changes to working times and to work location;

(ii)

changes to telephone numbers and/or email addresses.

(iii)

any other appropriate measure including those available under existing
provisions for family friendly and flexible work arrangements.

An employee experiencing family and domestic violence may be referred to the
Employee Assistance Program (EAP) and/or other local resources that include
professionals trained specifically in family and domestic violence.

Leave
(a)

A full time or part time employee who has established evidence of being the victim
of Family or Domestic Violence with their employer may utilise the following leave
entitlements for medical appointments, legal proceedings and other activities
related to Family and Domestic Violence.
(i)

Personal/Carer’s Leave provided the employee maintains a reserve of at
least 1 week;

(ii)

Where leave entitlements in sub-clause (i) above are exhausted the
employer shall grant up to 3 days’ special leave on ordinary pay per
calendar year to be used for absences from the workplace;

(iii)

Where leave entitlements in sub-clauses (i) & (ii) above are exhausted the
employer shall permit access to unused Annual Leave and when exhausted
unpaid leave.

(b)

Casual employees will be entitled to unpaid Family and Domestic leave.

(c)

This leave may be taken as consecutive or single days or as a fraction of a day:
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(d)

An employee who supports a person experiencing family and domestic violence
may use their existing carer’s leave, and if exhausted, annual leave and if
exhausted unpaid leave to accompany the person on activities related to the family
and domestic violence, or to mind the children of the person.

PART 4 - OTHER PROVISIONS
31.

CONSULTATION

31.1

Consultation regarding major workplace change
Employer to notify

31.2

(a)

Where an employer has made a definite decision to introduce major changes in
production, program, organisation, structure or technology that are likely to have
significant effects on employees, the employer must notify the employees who may
be affected by the proposed changes and their representatives, if any, which may
be the union.

(b)

Significant effects include termination of employment; major changes in the
composition, operation or size of the employer’s workforce or in the skills required;
the elimination or diminution of job opportunities, promotion opportunities or job
tenure; the alteration of hours of work; the need for retraining or transfer of
employees to other work or locations; and the restructuring of jobs. Provided that
where this Agreement makes provision for alteration of any of these matters an
alteration is deemed not to have significant effect.

Employer to discuss change
(a)

The employer must discuss with the employees affected and their representatives,
if any, the introduction of the changes referred to in clause 31.1, the effects the
changes are likely to have on employees and measures to avert or mitigate the
adverse effects of such changes on employees and must give prompt consideration
to matters raised by the employees and/or their representatives in relation to the
changes.

(b)

The discussions must commence as early as practicable after a definite decision
has been made by the employer to make the changes referred to in clause 31.1.

(c)

For the purposes of such discussion, the employer must provide in writing to the
employees concerned and their representatives, if any, which may be the union, all
relevant information about the changes including the nature of the changes
proposed, the expected effects of the changes on employees and any other matters
likely to affect employees provided that no employer is required to disclose
confidential information the disclosure of which would be contrary to the employer’s
interests.

31.3. Consultation regarding changes to regular rosters or ordinary hours of work
(a)

Where the employer proposes to change an employee’s regular roster or ordinary
hours of work, the employer must:
(i)

provide information about the change to the employee or employees
affected; and

(ii)

invite the employee or employees affected to give their views about the
impact of the change, including any impact in relation to their family or caring
responsibilities; and
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(iii)
(b)

An employer or employee may appoint a representative for the purposes of this
clause.
(i)

31.4

consider any views given by employees about the impact of the change.

The identity of the representative must be advised to the other party.

(c)

The obligations under sub-clause (a) shall be read in conjunction with the other
agreement provisions concerning the scheduling of work and notice requirement,
including but not limited to Clause 14 - Hours and Clause 15 - Rosters.

(d)

This clause is to be read in conjunction with other provisions in this Agreement
concerning the scheduling of work and notice requirements.

(e)

The requirement to consult under this clause does not apply where an employee
has irregular, sporadic or unpredictable working hours.

The Consultative Team
(a)

Where a majority of employees covered by this agreement votes in a secret
ballot to support the establishment of a consultative team, the Employer will
facilitate its establishment.

(b)

In order to trigger a vote under clause 31.4(a), a petition bearing the names of
at least 20% of employees in the workplace will be presented to the employer.

(c)

Composition
(i)

The consultative team will comprise up to three (3) employee
representatives elected by the employees, (which may include union
delegates); and

(ii)

up to three (3) representatives nominated by the Employer.

(iii)

Where a representative is unable to attend they may nominate another
person.

(d)

The consultative team will meet during normal working hours twice annually or
as otherwise agreed and keep a record of the discussions.

(e)

The consultative team may discuss issues in or in connection with:

(f)

(i)

Clause 31 - Consultation;

(ii)

Clause 36 - Workload Management; and

(iii)

other issues as agreed by the team.

Members of the Consultative Team may request information relevant to the
issues in clause 31.4(e), provided that such information does not require the
employer to disclose commercially confidential information.

32.

REDUNDANCY

32.1

For the purposes of this clause, “continuous service” shall be interpreted in the same
manner as “service of a worker” is interpreted in the Long Service Leave Act 1955 (NSW)
as at the date this Agreement comes into operation. Periods of leave without pay, including
parental leave without pay, do not break the continuity of service of an employee but are
not to be taken into account in calculating length of service for the purposes of this clause.
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32.2

Redundancy occurs where the employer has made a definite decision that the employer
no longer wishes the job the employee has been doing to be done by anyone and this is
not due to the ordinary and customary turnover of labour.

32.3

Unless the FWC subsequently orders otherwise pursuant to sub-clause 32.4, where the
employment of an employee is to be terminated for the reason set out in sub-clause 32.2,
the employer shall pay, in addition to other payments due to that employee, the following
retrenchment pay in respect of the following continuous periods of service:
(a)

Where the employee is under 45 years of age, the employer shall pay the employee
in accordance with the following scale:
Minimum Years of Service
Less than 1-year
1 year and less than 2 years
2 years and less than 3 years
3 years and less than 4 years
4 years and less than 5 years
5 years and less than 6 years
6 years and over

(b)

Less than 1-year
1 year and less than 2 years
2 years and less than 3 years
3 years and less than 4 years
4 years and less than 5 years
5 years and less than 6 years
6 years and over

32.4

Nil
4 weeks’ pay
7 weeks’ pay
10 weeks’ pay
12 weeks’ pay
14 weeks’ pay
16 weeks’ pay.

Where the employee is 45 years of age or over, the employer shall pay the
employee in accordance with the following scale:
Minimum Years of Service

(c)

Retrenchment Pay

Retrenchment Pay
Nil
5 weeks’ pay
8.75 weeks’ pay
12.5 weeks’ pay
15 weeks’ pay
17.5 weeks’ pay
20 weeks’ pay

‘Weeks’ pay’ means the rate of pay for the employee concerned at the date of
termination, and shall include in addition to the ordinary pay any over-agreement
payments and the following, if applicable:
(i)

shift and weekend penalties as prescribed in clause 18 - Shift and Weekend
Work;

(ii)

broken shift allowance as prescribed in clause 14.5 - Broken Shifts;

(iii)

sleepover allowance as prescribed in clause 20.4 - Sleepovers;

(iv)

climatic and isolation allowances as prescribed in clause 20.9 - Climatic and
Isolation Allowance.

Subject to an application by the employer and further order of the FWC the employer may
pay a lesser amount (or no amount) of retrenchment pay than that contained in sub-clause
32.3. The FWC shall have regard to such financial and other resources of the employer
concerned as the FWC thinks relevant, and the probable effect paying the amount of
retrenchment pay in sub-clause 32.3 will have on the employer. Provided that where a
Deputy Director of Nursing or Assistant Director of Nursing has their position made
redundant and they are offered an alternative position at a lower rate of pay which they do
not accept, they shall be paid the full entitlement contained in sub-clause 32.3 and the
employer may not make application to the FWC under this sub-clause.

1668

Page 44 of 96

33.

DISCIPLINARY MATTERS

33.1. In all dealings with employees, which may lead to a disciplinary outcome, including
termination, the employer commits to the principles of procedural fairness, natural justice
and the right to a support person.
33.2

An employee required to attend a disciplinary meeting will be entitled to ordinary pay for
the duration of meeting.

34

TERMINATION OF EMPLOYMENT

34.1

Prior to reaching any decision to terminate the employment of an employee on grounds
other than would justify summary dismissal, the employer will:
(a)

inform the employee that the termination of their employment is being considered;

(b)

advise the employee of the reasons for termination; and

(c)

provide the employee with an opportunity to show cause why their employment
should not be terminated.

34.2

An employee shall be given reasonable time to respond, and shall be provided with details
of any relevant material. Where a meeting is held with the employee, the employee is
entitled to have a support person present. The support person may be e.g. a co-worker, a
workplace union delegate, an officer of the union, a family member, or any other person.

34.3

Subject to subclauses 34.4 to 34.9, employment, other than the employment of a casual,
will be terminated by the employer or the employee only on the provision of the applicable
notice as set out in clause 34.10, or by the payment by the employer, or forfeiture by the
employee, of wages in lieu of notice.

34.4

The employer may, without notice, summarily dismiss an employee at any time for serious
misconduct or wilful disobedience. Payment is up to the time of dismissal only.

34.5

Provided that employment may be terminated by part of the period of notice specified, and
part payment or part forfeiture, in lieu of the period of notice specified.

34.6

In respect of any forfeiture by the employee of wages in lieu of notice, the employee may
at any time authorise the employer to deduct from his or her wages payable up to, or on
termination, relevant wages payable in lieu of notice. Should an employer not receive such
an authorisation from the employee and make the applicable deduction in whole, the
employer may forthwith recover from the employee such outstanding payment or sum or
amount payable or owing by the employee pursuant to this clause in any court of competent
jurisdiction.

34.7

The requirement for an employee to provide notice under this clause shall not apply in
circumstances where the employee is entitled to bring the employment to an end because
of the actions of the employer, for example, because of a repudiatory breach of the
employment contract by the employer.

34.8

In respect of the requirement for an employer to provide or pay notice under this clause,
nothing in this clause shall exclude the application of Subdivision C of Division 11 of Part
2-2 of the Fair Work Act 2009.

34.9

Except in the case of summary dismissal, it is the intention of this clause that both the
employer and the employee provide appropriate notice upon termination, or pay or forfeit
such notice in wages. The application and interpretation of this clause shall give this
intention full effect.
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34.10 Notice of termination
(a)

(i)

(ii)

Period of Continuous Service

Minimum Period of Notice

1 year or less

1 week

More than 1 year but not more than 3 years

2 weeks

More than 3 years but not more than 5 years

3 weeks

More than 5 years

4 weeks

A Director of Nursing; Deputy Director of Nursing; Assistant Director of
Nursing and a Care Service Employee Grade 5 - 4 weeks’ notice.

(b)

Employees (other than casuals) aged 45 years or older will be entitled to an
additional 1 week’s notice if the employee has completed at least 2 years’
continuous service for the employer.

(c)

Casuals are to be given notice to the end of the current shift worked.

34.11 The employer will give the employee a statement signed by the employer stating the period
of employment and when the employment was terminated if the employee requests.
34.12 Abandonment of Employment
Where an employee is absent from work for a continuous period of 3 working days without
the consent of the employer, and without notification to the employer, the employer shall
be entitled to inform the employee by written correspondence that unless the employee
provides a satisfactory explanation for her or his absence within 3 days of the receipt of
such a request, the employee will be considered to have abandoned employment.
35.

LABOUR FLEXIBILITY AND MIXED FUNCTIONS

35.1

The employer may direct an employee to carry out such duties as are within the limits of
the employee's skill, competence and training

35.2

The employer may direct an employee to carry out such duties and use such tools and
equipment as may be required, provided the employee possesses the relevant skills and
competence to perform such tasks. Where the employee does not possess such skills and
competence, appropriate training shall be facilitated.

35.3

Any direction issued by the employer pursuant to sub-clauses 35.1 and/or 35.2 shall be
consistent with the employer's responsibility to provide a safe and healthy working
environment for employees, and the employer's duty of care to residents and/or clients.

35.4

Where an employer has decided there is no longer a requirement for a Deputy Director of
Nursing or an Assistant Director of Nursing to be appointed in a workplace, the employer
shall ensure that the workload previously performed by that nurse manager is adequately
allocated to other management employees, and that the workloads of all other nurses on
the nursing care roster within that workplace will remain consistent with their substantive
role, duties and classifications.

36.

WORKLOAD MANAGEMENT

36.1

The parties to this agreement acknowledge that employees and management have a
responsibility to maintain a balanced workload and recognise the adverse effects that
excessive workloads may have on employee/s and the quality of resident/client care.
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36.2

36.3

To ensure that employee concerns involving excessive workloads are effectively dealt with
by Management the following procedures should be applied:
(a)

In the first instance, employee/s should discuss the issue with their immediate
supervisor and, where appropriate, explore solutions.

(b)

If a solution cannot be identified and implemented, the matter should be referred to
an appropriate senior manager for further discussion.

(c)

If a solution still cannot be identified and implemented, the matter should, where
possible be referred to the Facility Manager or Home Care Manager for further
discussion.

(d)

The outcome of the discussions at each level and any proposed solutions should
be recorded in writing and fed back to the effected employees.

(e)

At each of the steps above the parties should aim to agree on a reasonable time
frame for response

Workload management must be an agenda item at meetings of employees on at least a
quarterly basis. Items in relation to workloads must be recorded in the minutes of the
meeting, as well as actions to be taken to resolve the workloads issue/s. Resolution of
workload issues should be based on the following criteria including but not limited to:
(a)

Clinical assessment of residents’ needs;

(b)

The demand of the environment such as facility layout;

(c)

Statutory obligation, (including, but not limited to, workplace health and safety
legislation;

(d)

The requirements of nurse regulatory legislation;

(e)

Reasonable workloads;

(f)

Accreditation standards;

(g)

Replacement of employees on leave; and

(h)

Budgetary considerations.

36.4

If the issue is still unresolved, the employee/s may advance the matter through Clause 44
- Grievance and Disputes Resolution Procedures. Arbitration of workload management
issues may only occur by agreement of all parties.

37.

SUPERANNUATION

37.1

The employer will make superannuation contributions into an approved Superannuation
Fund nominated by the employee in accordance with the Superannuation Guarantee (SG)
legislation as varied from time to time. An approved fund must offer a “My Super” product.

37.2

An ‘approved fund’ means:
(a)

First State Super

(b)

Health Employees' Superannuation Trust Australia (H.E.S.T.A.);

(c)

Prime Super; or
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(d)

any agreed complying superannuation fund; provided that the employer shall not
unreasonably withhold agreement unless it establishes good and proper reasons
for the withholding of agreement.

37.3

An employee will nominate one approved fund to which all statutory superannuation
contributions shall be paid.

37.4

Should an employee fail to nominate a fund, the employer will choose one of the above
approved funds as the default fund into which contributions shall be paid under this
Agreement.

37.5

The superannuation contributions will be paid at ordinary pay, which for the purpose of this
Agreement includes ordinary time worked on public holidays and public holiday loadings.

37.6

Contributions:
The employer shall make, in respect of qualified employees, superannuation contributions
into an approved fund on a monthly basis. With respect to casual employees, contributions
shall be remitted at least quarterly.

37.7

38.

Salary Sacrifice to Superannuation
(a)

An employee can elect to sacrifice a portion of salary to superannuation. Such
election must be made prior to the commencement of the period of service to which
the earnings relate and be in accordance with relevant legislation.

(b)

Salary sacrifice to superannuation means the option of making additional
superannuation contributions by electing to sacrifice a portion of the gross earnings
(pre-tax dollars). This will give the effect of reducing the taxable income by the
amount for salary sacrifice.

(c)

Employers will not use any amount that is salary sacrificed by an employee to count
towards the employer’s obligation to pay contributions under the SG legislation.

(d)

Contributions payable by the employer in relation to the SG legislation shall be
calculated by reference to the salary which would have applied to the employee
under this Agreement in the absence of any salary sacrifice.

(e)

Any additional superannuation contributions made in accordance with this clause
shall be paid into the same superannuation fund that receives the employer’s SG
contributions.

(f)

Any allowance, penalty rate, overtime payment for unused leave entitlements, other
than any payments for leave taken whilst employed, shall be calculated by
reference to the salary which would have applied to the employee in the absence
of any salary sacrifice to superannuation. Payment for leave taken whilst employed
will be at the post-salary sacrificed amount

ATTENDANCE AT MEETINGS
Wherever possible, the employer will hold meetings within the employee’s ordinary hours.
Any employee required by the employer to attend meetings outside the employee's
ordinary hours shall be entitled to receive their base rate of pay for the actual time spent in
attendance at such meetings. In lieu of receiving payment, employees may, with the
agreement of the employer, be permitted to be free from duty for a period of time equivalent
to the period spent in attendance at such meetings. Such time spent shall not be viewed
as overtime for the purposes of this Agreement.
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39.

TRAINING

39.1

Employees will be given on-going training as necessary, relevant to their roles and
responsibilities. Delivery of training may be via a variety of means including but not limited
to face to face, on the job and e-learning. The organisation will facilitate access to the
appropriate resources to undertake the training provided and the skills necessary to utilise
those resources.

39.2

Each employee shall provide to the employer details of their attendance at training and the
employer shall keep a record of this attendance.

39.3

Upon termination of the employee’s employment the employer shall provide to the
employee a written statement of the hours of training attended by the employee.

39.4

Where practicable, such training shall be provided to employees during their normal
rostered hours of work. Where this is not practicable:
(a)

Employees shall attend training outside their normal rostered working hours when
required to do so by the employer;

(b)

The employer shall provide employees with two (2) weeks’ notice of the
requirement to attend training outside of their normal rostered working hours;

(c)

Notwithstanding Clause 17 - Overtime, attendance at such training shall be paid
ordinary pay for the period of training.

(d)

The employer requiring an employee to attend training shall also pay to the
employee ordinary pay for time travelling to and from a period of training referred
to in sub-clause (c) that is in excess of the time normally taken for that employee to
attend work.

(e)

When receiving travelling time as set out in sub-clause (d), an employee using his
or her own vehicle for attendance at such training shall be paid the per kilometre
allowance set out in Item 6 of Table 5 of Schedule B to this Agreement.

(f)

Training provided outside the normal rostered hours of work shall be arranged so
as to allow full-time employees to have at least eight or ten hours off-duty before or
after training and the end or beginning of their shift, whichever is applicable as set
out in Clause 14.2 - Arrangement of Hours.
Where practicable, similar
arrangements should also be made available to all other employees.

(g)

Any training undertaken by an employee that occurs at a workplace is not intended
to replace or supplement staffing levels and the normal levels of service delivery at
such a workplace.

(h)

Notwithstanding sub-clause 14.3 - Minimum Starts, Clause 17 - Overtime will not
apply where attendance at such training is outside the normal rostered working time
of part-time and casual employees and where it interrupts the applicable 8 or 10hour break between shifts.

40.

CONTINUING PROFESSIONAL DEVELOPMENT (CPD)

40.1

The employer commits to the professional development of employees where it is within the
scope of the employee’s role and is deemed to meet the needs of the employer.

40.2

The employer will assist to facilitate access to professional development opportunities by
allowing flexibility of rostering and applications for leave. Where such professional
development is reasonable, approval will be subject to the operational needs of the facility.
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41.

AMENITIES

41.1

The minimum standards as set out in all relevant Work Health and Safety legislation shall
be met in the provision of amenities to employees.

41.2

Such amenities may include:
(a)

change rooms and lockers;

(b)

meal room;

(c)

facilities for boiling water, warming and refrigerating food and for washing and
storing dining utensils;

(d)

rest room;

(e)

washing and bathing facilities;

(f)

sanitary conveniences; and

(g)

safe and secure workplace.

41.4

This clause does not create legal rights or obligations in addition to those imposed upon
the parties by legislation referred to in this clause.

42.

INSPECTION OF LOCKERS
Lockers may only be opened for inspection in the presence of the employee but in cases
where the employee neglects or refuses to be present or in any circumstances where
notice to the employee is impracticable, such inspection may be carried out in the absence
of the employee by an officer of the employer and an employee representative where
practicable, otherwise by any two officers appointed by the employer for that purpose.

43

REQUESTS FOR FLEXIBLE WORKING ARRANGEMENTS

43.1

Employees are entitled to request flexible employment arrangements in accordance with
the provisions of the NES (refer to Chapter 2, Part 2-2, Division 4 of the Act).

43.2

In the following are the circumstances:

43.3

(a)

the employee is the parent, or has responsibility for the care, of a child who is of
school age or younger;

(b)

the employee is a carer (within the meaning of the Carer Recognition Act 2010);

(c)

the employee has a disability;

(d)

the employee is 55 or older;

(e)

the employee is experiencing violence from a member of the employee’s family;

(f)

the employee provides care or support to a member of the employee’s immediate
family, or a member of the employee’s household, who requires care or support
because the member is experiencing violence from the member’s family.

The employee is not entitled to make the request unless:
(a)

for an employee other than a casual employee—the employee has completed at
least 12 months of continuous service with the employer immediately before making
the request; or
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(b)

43.4

for a casual employee—the employee:
(i)

is a long term casual employee of the employer immediately before making
the request; and

(ii)

has a reasonable expectation of continuing employment by the employer on
a regular and systematic basis.

The request must:
(a)

be in writing; and

(b)

set out details of the change sought and of the reasons for the change.

43.5

The employer must give the employee a written response to the request within 21 days,
stating whether the employer grants or refuses the request.

44.

GRIEVANCE AND DISPUTE RESOLUTION PROCEDURES

44.1

Unless otherwise stated the terms “party” or “parties” referred to in this clause means those
included within Clause 3 – Parties Bound.

44.2

This dispute resolution procedure will apply to disputes about:
(a)

any matters arising in the employment relationship, except matters relating to the
actual termination of employment of an employee;

(b)

threatened termination, with the exception that the arbitration provisions in
subclause 44.6 do not apply unless the parties agree. Further, the parties’ rights
are reserved during this process and the employer may exercise their right to
terminate the employee in accordance with the agreement;

(c)

matters in relation to the NES;

(d)

matters arising under the agreement; and

(e)

whether an employer had reasonable business grounds under subsection 65(5) of
the Act - (requests for flexible working arrangements) or 76(4) of the Act - (requests
for extending unpaid parental leave).

44.3

An employer or employee may appoint another person, organisation or association [e.g.
Union or Aged & Community Services Australia (ACSA)] to accompany and/or represent
them for the purposes of this clause.

44.4

In the event of a dispute the parties will initially attempt to resolve the matter at the
workplace level, including, but not limited to:
(a)

the employee and his or her supervisor discussing the matter; and

(b)

if the matter is still not resolved the parties arranging further discussions involving
more senior levels of management (as appropriate).

44.5

If a dispute is unable to be resolved at the workplace, in accordance with subclause 44.4,
a party to the dispute may refer the matter to the FWC or other appropriate statutory
tribunal.

44.6

The parties agree that the FWC shall have the power to do all such things as are necessary
for the just resolution of the dispute including:
(a)

mediation, conciliation and, with the exception of disputes arising under clause 36
– Workload Management, arbitration; and
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(b)

arbitration, for disputes arising under clause 36 – Workload Management, only with
the agreement of the parties.

44.7

While the dispute resolution procedure is being conducted, work must continue in
accordance with this agreement and the Act. Subject to applicable Work Health and Safety
legislation, an employee must not unreasonably fail to comply with a direction by the
employer to perform work, whether at the same or another workplace that is safe and
appropriate for the employee to perform.

45.

BULLYING & HARASSMENT

45.1

Parties to this agreement acknowledge a shared commitment to the provision of a safe,
flexible and respectful workplace, free from all forms of bullying and harassment, where
everyone is required to treat each other with dignity, courtesy and respect.

45.2

In achieving this objective, the employer shall have in place a Bullying & Harassment Policy
and Procedure that aligns with relevant legislation and ensure that everyone complies with
its terms and conditions.

46.

UNION DELEGATES

46.1

The employer recognises the right of all employees to join a union, to access meaningful
union representation, to participate collectively in workplace issues, and to collectively
bargain through their union.

46.2

The employer will recognise one delegate from the HSU New South Wales Branch and
one delegate from the New South Wales Nurses and Midwives’ Association in each
workplace, upon receipt of written notification from each of the respective Unions.

46.3

A delegate will be released from work to attend union business in accordance with the
following:
(a)

up to 5 days per calendar year to attend training facilitated by the Union to increase
awareness and knowledge of workplace issues and/or consultative mechanisms
and/or statutory entitlements and obligations, which will contribute to a more
productive, aware and harmonious workplace environment;

(b)

up to 3 days leave to attend either: The New South Wales Nurses and Midwives’
Association Annual Conference; or the HSU New South Wales Branch Annual
Conference;

(c)

a minimum of 4 weeks’ written notice, or less by agreement, must be provided to
the employer of a request to attend such union business. The notice must specify
the time and nature of the union business; and

(d)

subject to operational requirements an employer shall not unreasonably refuse
such a request.

46.4

A delegate may access leave without pay, Annual Leave or Long Service Leave, for the
purposes of attending such training.

46.5

A delegate will be provided with reasonable access to telephone, internet, email, facsimile,
photocopying, notice boards and meeting facilities (where available) for the purpose of
carrying out work as a delegate.
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EXECUTION:

Signed for and on behalf of:
EMPLOYERS NAME AND TRADING NAME
by its duly authorised officer:
Signed for the employer: ……………………………
Print Full Name: NAME
Position: POSITION
Authority: INSERT AUTHORITY
Signed by witness: ……………….................……….
Print Full Name: …………………………………………...
Address: ………………........…………………………
.................................................................................
Date: ………………………………………….........….
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PAGE 54
INSERT EXECUTION PAGE FOR
NSW Nurses’ and Midwives Association
&
Australian Nursing and Midwifery Federation (NSW Branch)
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PAGE 55
INSERT EXECUTION PAGE FOR
HSU New South Wales Branch
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SCHEDULE A - EMPLOYMENT CLASSIFICATIONS
This Schedule contains the following employment classifications and definitions:
I.

GENERAL EMPLOYMENT CLASSIFICATIONS

II.

NURSES’ EMPLOYMENT CLASSIFICATIONS

iii.
HEALTH PROFESSIONAL EMPLOYEE CLASSIFICATIONS
_________________________________________________________________________
I.

GENERAL EMPLOYMENT CLASSIFICATIONS

The following employment classifications and definitions apply to this Agreement:
1.

CARE SERVICE EMPLOYEES

1.1
Care Service Employee New Entrant means an employee with less than 500 hours work
experience in this industry who performs basic duties under direct supervision. Such employees
perform routine functions requiring understanding of clear rules and procedures. Work is
performed using established practices, procedures and instructions including compliance with
documentation requirements as determined by the employer. Problems should be referred to a
more senior employee. Indicative tasks an employee at this level may perform are as follows:
Care Stream: Carry out simple tasks under supervision to assist a higher grade Care
Service Employee attending to the personal needs of residents.
Support Stream: General assistance to higher grade employees in the full range of
domestic duties.
Maintenance Stream: General labouring assistance to higher grade employees in the full
range of gardening and maintenance duties.
1.2
Care Service Employee Grade 1 means an employee who has 500 hours work
experience in the industry or who has or can demonstrate relevant prior experience, acceptable
to the employer, which enables the employee to work effectively at this level. A Junior Employee
(less than 18 years) when classified at this grade may be paid as a new entrant. An employee
who works under limited direct and/or indirect supervision individually or in a team environment or
on sleep-over. Employees at this level work within established guidelines including compliance
with documentation requirements as determined by the employer. In some situations, detailed
instructions may be necessary. Indicative tasks an employee at this level may perform are as
follows:
Care Stream: Provide assistance to residents in carrying out simple personal care tasks
which shall include but not be limited to: supervise daily hygiene e.g. assisting with showers
or baths, shaving, lay out clothes and assist in dressing; make beds and tidy rooms; store
clothes and clean wardrobes; assist with meals. Under direct supervision, provide
assistance to a higher Grade Care Service Employee in attending to the personal care
needs of a resident.
Support Stream: Performance of the full range of Domestic duties including but not limited
to: general cleaning of accommodation, food service, and general areas; general waiting,
table service and clearing duties; assistance in the preparation of food, including the
cooking and/or preparation of light refreshments; all laundry duties.
Maintenance Stream: Performance of labouring duties associated with gardening and
general maintenance activities, including but not limited to: sweeping; hosing; garbage
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collection and disposal; keeping the outside of buildings clean and tidy; mowing lawns and
assisting the gardener in labouring.
1.3

Care Service Employee Grade 2 means

(a)

Level One. An employee with 500 hours’ work experience in the industry who works
individually or in a team environment, or who has or can demonstrate relevant prior work
experience, acceptable to the employer, which enables the employee to work effectively
at this level. An employee who works individually or in a team environment is responsible
for the quality of their own work and works under limited direct and/or indirect supervision,
including compliance with documentation requirements as determined by the employer.
Indicative tasks an employee at this level may perform are as follows:
Care Stream: Provide a wide range of personal care services to residents, in accordance
with Commonwealth and State Legislative requirements, and in accordance with the
resident’s Care Plan, including:
•

assist and support residents with medication utilising dose administration aids;

•

simple wound dressing;

•

Implementation of continence programs as identified in the Care Plans;

•

attend to routine urinalysis, blood pressure, temperature and pulse checks;

•

attend to blood sugar level checks etc. and assist and support diabetic residents in
the management of their insulin and diet, recognising the signs of both hyper and
hypo-glycaemia;

•

recognise, report and respond appropriately to changes in the condition of
residents, within the skills and competence of the employee and the policies and
procedures of the organisation;

•

assist in the development and implementation of resident care plans;

•

assist in the development and implementation of programs of activities for
residents, under the supervision of a Care Service Employee Grade 3 or above, or
a Diversional Therapist.

Support Stream: Assist a higher grade worker in the planning, cooking and preparation of
the full range of meals. Drive a Sedan or Utility.
Maintenance Stream: Undertake basic repairs to buildings, equipment, appliances, and
similar items not calling for trades skills or knowledge. Work with and undertake limited
coordination of the work of other maintenance workers. Where no tradesperson is
employed, an employee at this level may be called upon to perform tasks falling within the
scope of trades skills, provided the time involved in performing such work, is paid at the
rate of Care Service Employee Grade 3. Perform gardening duties. Provide advice on
planning and plant maintenance. Attend to indoor plants, conduct recycling and re-potting
schedules. Carry out physical inspections of property and premises and report.
(b)

Level Two. An employee will be entitled to progress to the Level Two rate for all hours and
duties performed in the care stream in accordance with the following conditions. The
employee must:
•

be employed as a CSE 2;

•

have worked in the Care Stream for a minimum of 2 years; and
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•

possess a Certificate III in Individual Support (CHC33015) or a Certificate III in a
similar field acceptable to the employer.

1.4
Care Service Employee Grade 3 means an employee who holds either a Certificate Level
III in Individual Support (CHC33015) or other appropriate Qualifications/Experience acceptable to
the employer and:
(a)

is designated by the employer as having the responsibility for leading and/or supervising
the work of others; or

(b)

is required to work individually with minimal supervision and has been designated by the
employer as having overall responsibility for a particular function within the residential aged
care facility.

An employee who holds appropriate Trade Qualifications and is required to act on them.
Employees at this level may be required to plan, direct, and train other employees and comply
with documentation requirements as determined by the employer and assist in the development
of budgets. Indicative tasks an employee at this level may perform are as follows:
Care Stream: Coordinate and direct the work of employees. Schedule work programs on
a routine and regular basis. Develop and implement programs of activities for residents.
Develop resident care plans.
Support Stream: Responsible for the planning, ordering and preparing of all meals.
Responsible for the provision of domestic services. Schedule work programs on a routine
and regular basis. Coordinate and direct the work of employees. Drive a Minibus or Larger
Vehicle.
Maintenance Stream: Carry out maintenance, repairs, gardening and other tasks falling
within the scope of trades skills. Undertake the more complicated repairs to equipment
and appliances calling for trades skills. Coordinate and direct the work of employees
performing gardening duties. Schedule work programs on a routine and regular basis.
1.5

Care Service Employee Grade 4 means:

(a)

Level One: An employee who holds a Certificate IV in Ageing Support (CHC43015) or
other appropriate qualifications/experience acceptable to the employer is required to act
on them and:


is designated by the employer as having the responsibility for leading and/or
supervising the work of others in excess of that required for a CSE 3; and



is required to work individually with minimal supervision.

Employees at Grade 4 may be required to exercise any/all managerial functions in relation
to the operation of the care service and comply with documentation requirements as
determined by the employer. Indicative tasks an employee at this level may perform are
as follows.
Care Stream: Overall responsibility for the provision of personal care to residents.
Coordinate and direct the work of other employees. Schedule work programs.
Support Stream: Coordinate and direct the work of employees involved with the
preparation and delivery of food. Schedule work programs.
Maintenance Stream: Coordinate and direct the work of employees performing gardening
duties. Schedule gardening work programs. Where required, let routine service contracts
associated with gardening.
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(b)

Level Two: An employee who is:
•

qualified with a Certificate III in Individual Support (CHC33015);

•

qualified with a Certificate IV in Ageing Support (CHC43015)

•

qualified with the medication competency “Administer and Monitor Medications”
(HLTHPS007); and

•

who is rostered to deliver medication to residents in residential aged care facilities
which were previously defined as Nursing Homes (as at 31 December 2004) by the
Nursing Homes Act 1988 (NSW).

Employees at this level may be required to perform the duties of a CSE 4 - Level 1.
1.6

Care Service Employee Grade 5

This grade shall only apply to employees having responsibility for supervision of the care service
(e.g. Hostel Supervisor). An employee who may be required to have and use any additional
qualifications than would be required for a grade 4 employee. Employees at this level may be
required to exercise any/all managerial functions in relation to the operation of the care service
and comply with documentation requirements as determined by the employer
1.7

Other

“Catering Officer” means a person who is responsible for catering services.
“Maintenance Supervisor (Tradesperson)” means an employee who has trade qualifications
and has overall responsibility for maintenance at the place of employment and may be required to
supervise other maintenance employees.
“Maintenance Supervisor (Otherwise)” means an employee who is required to perform
maintenance duties as required and who may be required to supervise other maintenance
employees and has overall responsibility for maintenance at the place of employment.
2.

HOME CARE EMPLOYEES

2.1

Home Care Employee – (New Entrant)

(a)

Qualifying period and training

This is a Trainee level, which applies to new employees with less than 6 months’ experience in
the industry or less than 250 hours’ experience in Home Care but without previous relevant
experience in personal care delivery.
New entrants employed prior to the date of approval of this agreement whose rate of pay is above
the new entrant rate of pay within this agreement will have that rate of pay preserved until such
time as they are reclassified to a position above that of a New Entrant.
An employee at this level must have basic written and verbal communication skills and basic
computer skills. The employer shall provide training and the employee shall work under direct and
indirect supervision.
At the end of a period of six months or 250 hours’ employment, whichever is first completed,
employees who have satisfactorily completed the requirements of a New Entrant shall progress
to Grade 1.
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An opportunity may be given to the employee to be further trained in personal care. An employee
trained in personal care may progress to Grade 2. Any progression to Grade 2 will be at the
discretion of the employer.
Should an employee at this level not satisfactorily meet the requirements of a New Entrant, he/she
shall be notified in writing by the employer two weeks prior to the date on which he/she would
have proceeded to Grade 1.
(b)

Indicative Tasks

Indicative but not exclusive tasks include:
•

the undertaking of domestic work, including cleaning, vacuuming, dusting, washing
and ironing, shopping, sweeping paths, preparation and cooking of meals,
defrosting refrigerators, emptying and cleaning of commodes;

•

assisting with banking and account payment, organising appointments, client
activities, transporting clients, assistance with care of pets, and care of indoor and
outdoor pot plants. Employees at this level must comply with documentation
requirements as determined by the employer.

Indicative, but not exclusive tasks under indirect supervision include:
•

providing assistance to clients in carrying out simple personal care tasks which shall
include but not be limited to: supervise daily hygiene e.g. assisting with showers or
baths, shaving, cutting nails; lay out clothes and assist in dressing; make beds and
tidy rooms; store clothes and clean wardrobes; assist with meals.

Indicative, but not exclusive tasks under direct supervision include provision of assistance to a
higher grade employee in attending to the personal care needs of a client.
(c)

Accountability and extent of authority

An employee at this level performs broad tasks involving the utilisation of a range of basic skills in
the provision of domestic assistance and simple personal care tasks and is responsible for the
quality of their work.
(d)

Judgment and decision-making

Work activities are routine and clearly defined. The tasks to be performed may involve the use of
a limited range of techniques and methods within a specified range of work. An employee may
resolve minor problems that relate to immediate work tasks.
(e)

Interpersonal skills

Positions in this level may require basic oral communication skills and where appropriate written
skills, with clients, members of the public and other employees.
(f)

Qualifications and experience

An employee in this level will have commenced on-the-job training which may include an induction
course.
2.2

Home Care Employee - Grade 1

Means a person who satisfies the requirements of a New Entrant and has progressed to Grade 1
or who is appointed to Grade 1 and is not a New Entrant. Employee’s at this level work under
indirect supervision in domestic services, gardening and maintenance not requiring trade skills
and in carrying out simple personal care tasks. An employee at this level is required to assist the
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client to do personal care tasks for himself/herself and assist the client to maintain their
independence in their own homes.
(a)

Indicative tasks

The indicative tasks are the same as a New Entrant except the employee has completed the
qualifying period and training necessary to be Grade 1.
In addition to carrying the simple personal care tasks of a New Entrant a Grade 1 shall be required
to monitor the personal care needs of clients: this includes but will not be limited to medication
monitoring.
(b)

Accountability and extent of authority

An employee at this level is responsible for the quality of their work.
(c)

Judgment and decision-making

Are the same as a New Entrant.
(d)

Interpersonal skills

Are the same as a New Entrant.
(e)

Qualifications and experience

No formal qualifications necessary. An employee at this level will have completed all on-the-job
training as required.
(f)

Specialist knowledge and skills

An employee at Grade 1 shall be competent to carry out the broad range of domestic and
housekeeping duties and competent to carry out simple personal care tasks relevant to assisting
clients to maintain their independence in their own homes.
This employee must possess relevant skill and competence to perform such tasks. Where the
employee does not possess such skills and competence, further training may be provided.
2.3

Home Care Employee - Grade 2

An employee at this level can perform the duties of a Home Care Employee Grade 1.
Employees at this level may be required to perform more complex tasks than a Grade 1 and, assist
the client to do for himself/herself.
(a)

Indicative Tasks

The indicative tasks for an employee at this Grade are as follows:
Showering/Bathing: all aspects of showering/bathing including assisting with mobility or
transferring to and from shower/bath; assisting or transferring client to commode chair; total bed
bath/sponge except where there are severely limited/uncontrollable body movements or serious
comfort/health consideration.
Toileting: Helping clients to the toilet; assisting clients to use the toilet by loosening clothing;
changing or assisting clients to change their own incontinence and sanitary pads; assisting clients
with bottles and pans; assisting self-catheterisation by holding mirror or positioning legs.
Placement/removal/emptying/care/cleaning of sheaths and leg baths; assisting with indwelling
catheterisation by changing collection bag and cleaning around the insertion site; changing or
assisting with urinary diversion – colostomy and drainage bags; assisting with bowel management;
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continual caring of someone with bowel incontinence including washing the person and changing
bowel incontinence pads.
Menstrual Care: Assisting with menstrual care including the changing of tampons and sanitary
pads.
Skin Care: Application of topical treatment creams to the genital and other areas and the
changing of wound dressings.
Grooming: All hair care; nasal and ear care; care of nails; shaving (except where there are
uncontrollable body movements); all dressing/undressing or assistance with dressing/undressing
except where there are severely limited/uncontrollable body movements.
Oral Hygiene: Assisting clients with their own oral care; care of teeth and dentures for the client.
Medication: Assisting client with or administering liquid medicines, pills, powders, nasal sprays
and eye drops. Suppositories; assisting and supporting diabetic clients in the management of their
insulin and diet and recognising the signs of both hyper and hypo-glycaemia.
Transferring/Mobility: Transferring client in and out of bed/chair/car and assisting with mobility;
using mechanical aids to lift and transfer clients.
Fitting of Aids/Appliances: Such as hearing aids, splints and callipers.
Therapy: Assisting with therapy in any of the following circumstances:
(i)

where low grade of assistance is required;

(ii)

where carer/therapist is or is not in attendance on site and client is able to take
responsibility for the therapy or carer/therapist is on site;

(iii)

where simple instructions provided by a therapist or senior employee are required rather
than specialised training knowledge.

Assistance with Eating: Assisting with feeding except where there is an assessed risk of
choking, vomiting or other eating difficulties.
(b)

Accountability and extent of authority

Employees perform work under indirect or limited direct supervision. Employees at this level have
contact with the public or other employees, which involve explanations of specific procedures and
practices. Employees at this level are accountable for the quality, quantity and timeliness of their
own work in so far as available resources permit, and for the care of assets entrusted to them.
Employees at this level may assist others in the supervision of the work of a New Entrant, Grade
1 or Grade 2.
(c)

Judgment and decision-making

The nature of the work is clearly defined with established procedures well understood or clearly
documented. Employees at this level are expected to use some originality in approach with
solutions usually attributable to the application of previously encountered procedures and
practices.
(d)

Specialist knowledge and skills

In addition to performing the tasks of a Grade 1 employee, a Grade 2 employee is expected to
provide all personal care (including supervising daily hygiene) and subsequent to competency
based training and assessment as required, can carry out the fitting and removal of aids and
appliances and medication tasks.
(e)

Interpersonal skills
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Are the same as New Entrant and Grade 1.
(f)

Qualifications and experience

At a minimum, an employee at this level will have satisfactorily completed the requirements of a
Grade 1.
Indicative but not exclusive of the qualifications required in this level include a Certificate III
Individual Support (Ageing, Home and Community) or equivalent; or relevant experience/on-thejob training commensurate with the requirements of work in this level.
2.4

Home Care Employee - Grade 3

An employee at this level can perform the duties of a New Entrant, Grade 1 and Grade 2 and is
required to directly attend to a client’s complex needs, as opposed to assisting the client to do for
himself/herself, because of the client’s behaviour or the client’s condition, frailty, and/or household
environment.
Grade 3 employees may be involved in on-the-job training of Home Care Employees New
Entrants, Grade 1 and 2 where required. Employees at this level will be designated by the
employer as having the responsibility for leading/mentoring/training and/or supervising the work
of others.
(a)

Indicative Tasks

The indicative tasks for an employee at this Grade are all of the tasks of a New Entrant, Grade 1
or Grade 2 employee except that an employee at this level will be responsible for more complex
personal care needs of clients having regard to whether the client suffers from severely
limited/uncontrollable body movements or serious comfort/health considerations.
(b)

Accountability and extent of authority

The same as a Grade 2 except that Employees at this level may be asked to assist others in the
supervision of the work of a New Entrant, Grade 1, 2, or 3.
(c)

Judgment and decision-making

The nature of the work is usually specialised, with established procedures and requiring personal
judgement. An employee at this level will provide personal care and domestic assistance to clients
with complex care needs. There is scope to exercise discretion in the application of established
practices and procedures as the nature of the work is clearly defined, understood or clearly
documented. Employees at this level shall exercise some originality in approaching problems with
solutions usually attributable to application of previously encountered procedures.
(d)

Specialist knowledge and skills

Indicative but not exclusive tasks include: administrative and computer skills; process and record
invoices and correspondence; prepare meals for special functions; provide input into meal
planning; order foodstuffs and commodities; liaise with dieticians on special needs; schedule work
programs on a routine and regular basis; co-ordinate and direct the work of support employees
including maintenance (no more than four); oversee the provision of domestic services; provide
personal care to clients with particular emphasis on those requiring extra help due to specific
physical problems or frailty; schedule maintenance work programs on a routine and regular basis;
plan, develop, and coordinate diversional therapy programs and attending to elementary
household maintenance requirements.
(e)

Interpersonal skills

Are the same as New Entrant, Grade 1 and 2.
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(f)

Qualifications and experience

Indicative but not exclusive of the qualifications required in this level is an accredited qualification
to the position at the level of Certificate III and/or knowledge and skills gained through on-the-job
training commensurate with the requirements of the special needs for this level of care.
2.5

Home Care Coordinator - Grade 1

(a)

Accountability and extent of authority

Employees are expected to exercise discretion within standard practices and processes,
undertaking and implementing quality control measures. Positions in this level may provide
direction, leadership, administration and rostering of direct care employees. An employee at this
level is required to work individually with limited direct or indirect supervision.
(b)

Judgment and decision-making

The objectives of the work are well defined but the particular method; process of equipment to be
used; must be selected from a range of available alternatives. For employees undertaking
rostering duties, the process often requires the quantification of the amount of resources needed
to meet those objectives.
(c)

(d)

Specialist knowledge and skills
(i)

Employees will be required to plan, direct and train subordinate employees.
Employees are also required to have a thorough understanding of the relevant
technology, procedures and processes used within their operating unit.

(ii)

Indicative but not exclusive of the skills required include: the manipulation of data
e.g. modify fields of information and create spreadsheets; create new forms of files
or records using a computer based records system; access and extract information
from external sources e.g. local authorities; roster employees and direct work
programs; oversee the work and training of lower level employees; provide
guidance and counselling; assist in the development of budgets; order
consumables and routine stock items used in domestic support areas; develop
client care plans and oversee the provision of domestic services.

Interpersonal skills

Positions in this level require the ability to gain co-operation and assistance from members of the
public and other employees in the performance of well-defined activities. Employees in this level
may also be expected to write reports in their field of expertise.
(e)

Qualifications and experience

Indicative but not exclusive of the qualifications required in this level is an accredited qualification
to the position at the level of Certificate III and/or knowledge and skills gained through on-the-job
training commensurate with the requirements of the work in this level.
Home Care Coordinator - Grade 2
An employee at this level includes all of the duties of a Home Care Co-ordinator – Grade 1. A
position in this level has the following characteristics:
(a)

Accountability and extent of authority
(i)

Positions in this level may co-ordinate resources and/or give support to more senior
employees or be engaged in duties of a specialist nature.
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(b)

(ii)

In positions where the prime responsibility is for resource co-ordination, the
freedom to act is governed by clear objectives and/or budgets with frequent prior
consultation with more senior employees and a regular reporting mechanism to
ensure adherence to plans.

(iii)

Whatever the nature of the position, employees in this level are accountable for the
quality, effectiveness, cost and timeliness of the programs, projects or work plans
under their control and for the safety and security of the assets being managed.

(iv)

Employees with co-ordination responsibilities are also required to ensure that all
employees under their direction are trained in safe working practices and in the safe
operation of equipment and are made aware of all occupational health and safety
policies and procedures.

Judgment and decision-making

In these positions, the objectives of the work are usually well defined but the particular method,
technology, process or equipment to be used must be selected from a range of available
alternatives. However, problems in this level are often of a complex or technical nature with
solutions not related to previously encountered situations and some creativity and originality is
required. Guidance and counsel may be available within the time available to make a choice.
(c)

Specialist knowledge and skills

Co-ordinators in this level require a thorough understanding of the relevant technology,
procedures and processes used within their operating unit. Co-ordinators are required to have an
understanding of the function of the position within its organisational context, including relevant
policies, regulations and precedents. Positions in this level may provide direction, leadership and
structured training or on-the-job training to supervised employees or groups of employees.
(d)

(e)

Management skills
(i)

These positions require skills in managing time, setting priorities and planning and
organising one’s own work and that of supervised employees so as to achieve
specific and set objectives in the most efficient way possible within the resources
available and within a set timetable.

(ii)

The position requires an understanding of and ability to implement basic personnel
policies and practices including those related to equal employment opportunity,
occupational health and safety and employees’ training and development.

Interpersonal skills

Positions in this level require the ability to gain co-operation and assistance from clients, members
of the public and other employees in the administration of defined activities and in the supervision
of other employees or groups of employees. Employees in this level are expected to write reports
in their field of expertise and to prepare external correspondence of a routine nature.
(f)

Qualifications and experience

The skills and knowledge needed for entry to this level are beyond those normally acquired
through completion of a TAFE certificate IV or associate diploma alone. They might be acquired
through completion of a degree or diploma course with little or no relevant work experience, or
through lesser formal qualifications with relevant work skills, or through relevant experience and
work skills commensurate with the requirements of work in this level.
3.

CLERICAL & ADMINISTRATIVE EMPLOYEES
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3.1

Definition: The classification criteria in this schedule provides guidelines to determine the
appropriate classification level of persons employed pursuant to this agreement. In
determining the appropriate level, consideration must be given to both the characteristics
and typical duties/skills.
The characteristics are the primary guide to classification as they indicate the level of basic
knowledge, comprehension of issues, problems and procedures required and the level of
supervision or accountability of the position. The totality of the characteristics must be read
as a whole to obtain a clear understanding of the essential features of any particular level
and the competency required.
The typical duties/skills are a non-exhaustive list of duties/skills that may be comprehended
within the particular level. They are an indicative guide only and at any particular level
employees may be expected to undertake duties of any level lower than their own.
Employees at any particular level may perform/utilise one such duty/skill, or many of them,
depending on the particular work allocated.
The key issue to be looked at in properly classifying an employee is the level of competency
and skill that the employee is required to exercise in the work they perform, not the duties
they perform per se. It will be noted that some typical duties/skills appear in more than
one level, however when assigning a classification to an employee this needs to be done
by reference to the specific characteristics of the level. For example, whilst word
processing and copy typing are first specifically mentioned at Level 2 in terms of typical
duty/skill, it does not mean that as soon as an employee operates a word processor or
typewriter they automatically become Level 2. They would achieve a Level 2 classification
when they have achieved the level of skill and competency envisaged by the
characteristics and the relevant indicative duty(ies)/skill(s) of a Level 2. Level 1 in this
structure is to be viewed as the level at which employees learn and gain competence in
the basic clerical skills required by the employer, which in most cases would lead to
progression through the classification structure as their competency and skills increase
and are utilised.

3.2

Grades: All employees shall be graded in one of the following grades and informed
accordingly in writing within 14 days of appointment to the position held by the employee
and subsequent graded positions.

3.3

An employee shall be graded in the grade where the principal function of his or her
employment, as determined by the employer, is of a clerical nature and is described in this
clause.

3.4

Clerical & Administrative Employee Grade 1

(a)

The employee may work under direct supervision with regular checking of progress.

(b)

An employee at this grade applies knowledge and skills to a limited range of tasks. The
choice of actions required is clear.

(c)

Usually work will be performed within established routines, methods and procedures that
are predictable, and which may require the exercise of limited discretion.

(d)

Indicative tasks an employee at this level may perform are as follows:
Information Handling: Receive and distribute incoming mail; receive and dispatch
outgoing mail; collate and dispatch documents for bulk mailing; file and retrieve documents
Communication: Receive and relay oral and written messages; complete simple forms.
Enterprise: Identify key functions and personnel; apply office procedures.
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Technology: Operate office equipment appropriate to the tasks to be completed; open
computer file, retrieve and copy data; close files
Organisational: Plan and organise a personal daily work routine.
Team: Complete allocated tasks.
Business Financial: Record petty cash transactions; prepare banking documents;
prepare business source documents.
3.5

Clerical & Administrative Employee Grade 2

(a)

The employee may work under routine supervision with intermittent checking.

(b)

An employee at this grade applies knowledge and skills to a range of tasks. The choice of
actions required is usually clear, with limited complexity in the choice.

(c)

Work will be performed within established routines, methods and procedures, which
involve the exercise of some discretion and minor decision making.

(d)

Indicative tasks an employee at this level may perform are as follows:
Information Handling: Update and modify existing organisational records; remove
inactive files; copy data on to standard forms.
Communication: Respond to incoming telephone calls; make telephone calls; draft
simple correspondence.
Enterprise: Provide information from own function area; re-direct inquiries and/or take
appropriate follow-up action; greet visitors and attend to their needs.
Technology: Operate equipment; identify and/or rectify minor faults in equipment; edit
and save information; produce document from written text using standard format; shutdown
equipment.
Organisational:
employees.

Organise own work schedule; know roles and functions of other

Team: Participate in identifying tasks for team; complete own tasks; assist others to
complete tasks.
Business Financial: Reconcile invoices for payment to creditors; prepare statements for
debtors; enter payment summaries into journals; post journals to ledger.
3.6

Clerical & Administrative Employee Grade 3

(a)

The employee may work under limited supervision with checking related to overall
progress.

(b)

An employee at this grade may be responsible for the work of others and may be required
to co-ordinate such work.

(c)

An employee at this grade applies knowledge with depth in some areas and a broad range
of skills. Usually work will be performed within routines, methods and procedures where
some discretion and judgement is required.

(d)

Indicative tasks an employee at this level may perform are as follows:
Information Handling: Prepare new files; identify and process inactive files; record
documentation movements.
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Communication: Respond to telephone, oral and written requests for information; draft
routine correspondence; handle sensitive inquiries with tact and discretion.
Enterprise: Clarify specific needs of client/other employees; provide information and
advice; follow-up on client/employee needs; clarify the nature of a verbal message; identify
options for resolution and act accordingly.
Technology: Maintain equipment; train others in the use of office equipment; select
appropriate media; establish document structure; produce documents.
Organisational:
Co-ordinate own work routine with others; make and record
appointments on behalf of others; make travel and accommodation bookings in line with
given itinerary.
Team: Clarify tasks to achieve group goals; negotiate allocation of tasks; monitor own
completion of allocated tasks.
Business Financial: Reconcile accounts to balance; prepare bank reconciliations;
document and lodge takings at bank; receive and document payment/takings; dispatch
statements to debtors; follow up and record outstanding accounts; dispatch payments to
creditors; maintain stock control records.
3.7

Clerical & Administrative Employee Grade 4

(a)

The employee may be required to work without supervision, with general guidance on
progress and outcomes sought. Responsibility for the organisation of the work of others
may be involved.

(b)

An employee at this grade applies knowledge with depth in some areas and a broad range
of skills. There is a wide range of tasks, and the range and choice of actions required will
usually be complex.

(c)

An employee at this grade applies competencies usually applied within routines, methods
and procedures where discretion and judgement is required, for both self and others.

(d)

Indicative tasks an employee at this level may perform are as follows:
Information Handling: Categorise files; ensure efficient distribution of files and records;
maintain security of filing system; train others in the operation of the filing system; compile
report; identify information source(s) inside and outside the organisation.
Communication: Receive and process a request for information; identify information
source(s); compose report/correspondence.
Enterprise: Provide information on current service provision and resource allocation
within area of responsibility; identify trends in client requirements.
Technology: Maintain storage media; devise and maintain filing system; set printer for
document requirements when various setups are available; design document format; assist
and train network users; shutdown network equipment.
Organisational: Manage diary on behalf of others; assist with appointment preparation
and follow up for others; organise business itinerary; make meeting arrangements; record
minutes of meeting; identify credit facilities; prepare content of documentation for meetings.
Team: Plan work for the team; allocate tasks to members of the team; provide training for
team members.
Business Financial:
Prepare financial reports; draft financial forecasts/budgets;
undertake and document costing procedures.
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3.8

Clerical & Administrative Employee Grade 5

(a)

The employee may be supervised by professional employees and may be responsible for
the planning and management of the work of others.

(b)

An employee at this grade applies knowledge with substantial depth in some areas, and a
range of skills, which may be varied or highly specific. The employee may receive
assistance with specific problems.

(c)

An employee at this grade applies knowledge and skills independently and non-routinely.
Judgement and initiative are required.

(d)

Indicative tasks an employee at this level may perform are as follows:
Information Handling: Implement new/improved system; update incoming publications;
circulate publications; identify information source(s) inside and outside the organisation.
Communication: Obtain data from external sources; produce reports; identify need for
documents and/or research.
Enterprise: Assist with the development of options for future strategies; assist with
planning to match future requirements with resource allocation.
Technology: Establish and maintain a small network; identify document requirements;
determine presentation and format of document and produce it.
Organisational: Organise meetings; plan and organise conference.
Team: Draft job vacancy advertisement; assist in the selection of employees’; plan and
allocate work for the team; monitor team performance; organise training for team.
Business Financial: Administer PAYE salary records; process payment of wages and
salaries; prepare payroll data.

(e)

Any employee paid on a classification/grade carrying a higher wage rate as at 10
November, 1998 shall have the difference between the higher rate and the new agreed
grade/rate preserved whilst remaining to undertake the duties associated with the
classification held prior to the date referred to above.
Clerks who are paid at a grade above that of Grade 5 as at 10 November, 1998 shall have
the difference between that grade, inclusive of the 1998 State Wage Case Increase, and
the new agreed grade preserved whilst employed in a clerical position with their current
employer.

II.

NURSES’ EMPLOYMENT CLASSIFICATIONS

The following employment classifications and definitions apply to this Agreement:
Assistant in Nursing means a person, other than a registered nurse, trainee or enrolled nurse or
Care Service Employee who is employed in nursing duties in a residential aged care facility.
Assistant in Nursing - Team Leader means an employee who holds either a Certificate Level III
in Aged Care Work or other appropriate Qualifications/Experience acceptable to the employer who
is designated by the employer as having the responsibility for leading and/or supervising the work
of other Assistants in Nursing.
Assistant Director of Nursing means:
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(a)

A person appointed as such in any sized facility and includes a person appointed as the
nurse in charge during the evening or night in a facility where the adjusted daily average
of occupied beds is not less than 150.

(b)

A person appointed as such to a position approved by the employer including persons
appointed to be in charge of a ward or group of wards.

Clinical Nurse Consultant means a registered nurse appointed as such to the position, who has
had at least five years' post registration experience and who has in addition approved post registration
nursing qualifications relevant to the field in which they are appointed or such other qualifications or
experience deemed appropriate by the employer.
Clinical Nurse Educator means a registered nurse with relevant post registration certificate
qualifications or experience deemed appropriate by the employer, who is required to implement and
evaluate educational programmes at the residential aged care facility. The Clinical Nurse Educator
shall cater for the delivery of clinical nurse education at the residential aged care facility. The Clinical
Nurse Educator may also be responsible for new employee orientation at the residential aged care
facility. A nurse will achieve Clinical Nurse Educator status on a personal basis by being required by
the residential aged care facility to provide the educational programmes detailed above. Nothing in
this clause shall affect the role carried out by the Clinical Nurse Specialist as a specialist resource
and the Clinical Nurse Consultant in the primary role of clinical consulting, researching etc.
Clinical Nurse Specialist means:
(a)

In residential aged care facilities where there are 250 or more beds:
A registered nurse with specific post registration qualifications and 12 months’ experience
working in the clinical area of her or his specified post registration qualification; or a registered
nurse with four years post registration experience in a specific clinical area and working in the
clinical area of her or his specified post registration experience.

(b)

In residential aged care facilities where there are less than 250 beds:
A registered nurse with specific post registration qualifications and 12 months’ experience
working in the clinical areas of her or his specified post registration qualification.

Deputy Director of Nursing means a registered nurse appointed to assist the Director of Nursing
in the management of a Nursing Home and take a shared responsibility for the clinical care of
residents when the employer deems that assistance is required.
Director of Nursing means a registered nurse who is appointed in accordance with the
requirements of the Public Health Act 2010 as being responsible for the overall care of the
residents of the nursing home. The Director of Nursing must hold minimum necessary
qualifications as required by the Public Health (General) Regulation 2002.
Enrolled Nurse (with Notation) means an Enrolled Nurse registered by the Board as an Enrolled
Nurse with the notation “does not hold a Board Approved qualification in medicines
administration”. An Enrolled Nurse with notation performs the duties and has the skills of an Enrolled
Nurse however is not authorised to administer medication.
Enrolled Nurse (EN) means a nurse enrolled with the Board and is authorised to administer
medications. An Enrolled Nurse may be required to lead and/or supervise the work of others.
Nurse includes Registered Nurses, Enrolled Nurses and Assistants in Nursing.
Nurse Educator means a registered nurse with a post registration certificate, who has relevant
experience or other qualifications deemed appropriate by the employer, and who is appointed to a
position of Nurse Educator. A Nurse Educator shall be responsible for the development,
implementation and delivery of nursing education programmes within a residential aged care facility
or group of residential aged care facilities. Nurse education programmes shall mean courses
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conducted such as post registration certificates, continuing nurse education, orientation programmes
including new graduate programmes, post enrolment courses for enrolled nurses and where
applicable general employee development courses.
(a)

A person appointed to a position of Nurse Educator who holds relevant tertiary qualifications
in education or tertiary post graduate specialist clinical nursing qualifications shall commence
on the 3rd year rate of the salary scale.

(b)

A person appointed as the sole nurse educator for a group of residential aged care facilities
shall be paid at the 3rd year rate of the salary scale.

Incremental progression for Nurse Educators shall be on completion of 12 months’ satisfactory fulltime equivalent service, provided that progression shall not be beyond the 3rd year rate unless the
person possesses the qualifications detailed in paragraphs (a) and (b). Persons appointed to the 3rd
year rate by virtue of those paragraphs shall progress to the 4th year rate after completion of 12
months’ satisfactory full time service.
Nurse Practitioner means a registered nurse appointed as such and who is authorised by the
Board, pursuant to Section 19A of the Nurses Act 1991, to practice as a Nurse Practitioner.
Registered Nurse (RN) means a person registered by the Board as such.
Senior Nurse Educator means a registered nurse with a post registration certificate or
appropriate qualifications, who has, or is working towards, recognised tertiary qualifications in
education or equivalent and has demonstrated experience and skills in the field of education, and
who is appointed to a position of Senior Nurse Educator. A Senior Nurse Educator shall be
responsible for one or more Nurse Educators in the planning, co-ordination, delivery and
evaluation of educational programmes such as post registration certificate courses, continuing
nurse education, orientation programmes including new graduate programmes, post enrolment
courses for enrolled nurses and where applicable general employee development courses either
in a residential aged care facility or in a group of residential aged care facilities. Incremental
progression shall be on completion of 12 months' satisfactory service.
Student Enrolled Nurse means a person who is being trained to become an enrolled nurse.
III. HEALTH PROFESSIONAL EMPLOYEE CLASSIFICATIONS
Diversional Therapists
"Diversional Therapist" shall mean a person who provides, facilitates and co-ordinates group and
individual leisure and recreational activities. This person must be a graduate from an approved
university course which includes: An Associate Diploma and Diploma of Applied Science
(Diversional Therapy); Bachelor of Applied Sciences (Leisure and Health); Bachelor of Applied
Science (Diversional Therapy); Diploma or Bachelor of Health Sciences (Leisure and Health); an
Associate Diploma course in Diversional Therapy; or who has such other qualifications deemed
to be equivalent (such as a Four-year degree, Master’s Degree or PhD).
The classification structure for diversional therapists will be in accordance with the classification
structure for Health Professional Employees generally found under “Other Health Professionals”
below. However, the rates of pay will be in accordance with the separate pay rates scale for
diversional therapists found in Table 3 of Schedule B to this Agreement.
Other Health Professionals
The following employment classifications and definitions apply to this Agreement, do not apply to
Nurses’ Employment Classifications and include but are not limited to: Physiotherapists, Dieticians
and speech pathologists and diversional therapists. The rates of pay for therapists other than
diversional therapists will be as per Table 4 of Schedule B to this Agreement.
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A list of common health professionals which are covered by the definitions is contained in
Schedule C - List of Common Health Professionals in the Health Professionals and Support
Services Award 2010.
Health Professional - level 1
Positions at level 1 are regarded as entry level health professionals and for initial years of
experience.
This level is the entry level for new graduates who meet the requirement to practise as a health
professional (where appropriate in accordance with their professional association’s rules and be
eligible for membership of their professional association) or such qualification as deemed
acceptable by the employer. It is also the level for the early stages of the career of a health
professional.
Health Professional - level 2
A health professional at this level works independently and is required to exercise independent
judgment on routine matters. They may require professional supervision from more senior
members of the profession or health team when performing novel, complex, or critical tasks. They
have demonstrated a commitment to continuing professional development and may have
contributed to workplace education through provision of seminars, lectures or in-services. At this
level the health professional may be actively involved in quality improvement activities or research.
At this level the health professional contributes to the evaluation and analysis of guidelines,
policies and procedures applicable to their clinical/professional work and may be required to
contribute to the supervision of discipline specific students.
Health Professional - level 3
A health professional at this level would be experienced and be able to independently apply
professional knowledge and judgment when performing novel, complex, or critical tasks specific
to their discipline. At this level, health professionals will have additional responsibilities.
An employee at this level:
•

works in an area that requires high levels of specialist knowledge and skill as recognised
by the employer;

•

is actively contributing to the development of professional knowledge and skills in their field
of work as demonstrated by positive impacts on service delivery, positive referral patterns
to area of expertise and quantifiable/measurable improvements in health outcomes;

•

may be a sole discipline specific health professional in a metropolitan, regional or rural
setting who practices in professional isolation from health professionals from the same
discipline;

•

is performing across a number of recognised specialties within a discipline;

•

may be accountable for allocation and/or expenditure of resources and ensuring targets
are met and is responsible for ensuring optimal budget outcomes for their customers and
communities;

•

may be responsible for providing regular feedback and appraisals for senior employees to
improve health outcomes for customers and for maintaining a performance management
system; and

•

is responsible for providing support for the efficient, cost effective and timely delivery of
services.
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SCHEDULE B - PAY, OTHER RATES AND ALLOWANCES
Table 1 - Rates of Pay
Classification
First Pay Period 7
days after FWC
EA Approval

First Pay
Period on
or after

First Pay
Period on
or after

01/07/2018

01/07/2019

$20.74
$21.61
$22.10
$22.47

$21.24
$22.13
$22.63
$23.01

$21.75
$22.66
$23.17
$23.56

AIN: holder of a relevant Cert III
qualification

$22.76

$23.31

$23.87

AIN Team Leader

$23.67

$24.24

$24.82

Enrolled Nurse (EN)
Student EN
1st year
2nd year
3rd year
Thereafter

$20.29
$20.97
$21.63
$22.30

$20.78
$21.47
$22.15
$22.84

$21.28
$21.99
$22.68
$23.39

EN (with notation)

$27.15

$27.80

$28.47

EN
1st year
2nd year
3rd year
Thereafter

$27.15
$27.85
$28.51
$29.18

$27.80
$28.52
$29.19
$29.88

$28.47
$29.20
$29.89
$30.60

Registered Nurse
1st year
2nd year
3rd year
4th year
5th year & Thereafter

$31.33
$33.25
$35.26
$37.42
$39.70

$32.08
$34.05
$36.11
$38.32
$40.65

$32.85
$34.87
$36.98
$39.24
$41.63

Nursing Unit Manager (personal to
current occupants as at 1/03/99)
LeveI I
1st year
2nd year
Level II
Level III

$44.01
$45.25
$46.38
$47.60

$45.07
$46.34
$47.49
$48.74

$46.15
$47.45
$48.63
$49.91

Assistant in Nursing (AIN)
1st year
2nd year
3rd year
Thereafter
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Table 1 – Rates of Pay (cont.)
Classification

First Pay Period 7
days after FWC
EA Approval

First Pay
Period on
or after

First Pay
Period on
or after
01/07/2019
$25.57

Nurse undergoing pre-registration
assessment

$24.38

01/07/2018
$24.97

Clinical Nurse Specialist

$41.33

$42.32

$43.34

Clinical Nurse Consultant

$48.79

$49.96

$51.16

Clinical Nurse Educator

$41.33

$42.32

$43.34

Nurse Educator
1st year
2nd year
3rd year
4th year

$44.01
$45.25
$46.38
$48.79

$45.07
$46.34
$47.49
$49.96

$46.15
$47.45
$48.63
$51.16

Senior Nurse Educator
1st year
2nd year
3rd year

$49.97
$51.00
$52.71

$51.17
$52.22
$53.98

$52.40
$53.47
$55.28

Nurse Practitioner
1st year
2nd year
3rd year
Thereafter

$54.35
$55.56
$57.18
$58.74

$55.65
$56.89
$58.55
$60.15

$56.99
$58.26
$59.96
$61.59

Assistant Director of Nursing
<150 beds
151-250 beds
>251 beds

$45.25
$48.79
$49.97

$46.34
$49.96
$51.17

$47.45
$51.16
$52.40

Deputy Director of Nursing
<20 beds
21-75 beds
76-100 beds
101-150 beds
151-200 beds
201-250 beds
251-350 beds
351-450 beds
451-750 beds
>751 beds

$46.17
$47.38
$48.46
$49.50
$51.00
$52.71
$54.68
$56.62
$58.74
$60.99

$47.28
$48.52
$49.62
$50.69
$52.22
$53.98
$55.99
$57.98
$60.15
$62.45

$48.41
$49.68
$50.81
$51.91
$53.47
$55.28
$57.33
$59.37
$61.59
$63.95
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Table 1 – Rates of Pay (cont.)
Classification

Director of Nursing
<25 beds
26-50 beds
51-75 beds
76-100 beds
101-150 beds
151-200 beds
201-250 beds
251-350 beds
351-450 beds
451-750 beds
>751 beds

First Pay Period 7
days after FWC
EA Approval

$51.64
$54.68
$55.85
$57.01
$58.65
$60.61
$62.57
$64.94
$68.84
$72.83
$77.42

First Pay
Period on
or after

First Pay
Period on
or after

01/07/2018

01/07/2019

$52.88
$55.99
$57.19
$58.38
$60.06
$62.06
$64.07
$66.50
$70.49
$74.58
$79.28

$54.15
$57.33
$58.56
$59.78
$61.50
$63.55
$65.61
$68.10
$72.18
$76.37
$81.18
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Table 2 - Rates of Pay
Classification

Care Service Employees:
New Entrant
Grade 1
Grade 2
Level 1
Level 2
Grade 3
Grade 4
Level 1
Level 2
1st year
2nd year
3rd year
Grade 5*
From
To

First Pay Period 7
days after FWC
EA Approval

First Pay
Period on or
after

First Pay
Period on
or after

01/07/2018

01/07/2019

$20.00
$20.96

$20.48
$21.46

$20.97
$21.98

$22.29
$22.76
$23.67

$22.82
$23.31
$24.24

$23.37
$23.87
$24.82

$24.94

$25.54

$26.15

$27.86
$28.51
$29.18

$28.53
$29.19
$29.88

$29.21
$29.89
$30.60

$28.98
$43.16

$29.68
$44.20

$30.39
$45.26

Maintenance Supervisors:
- Otherwise
- Otherwise - in charge of staff
- Tradesperson

$24.76
$25.31
$26.90

$25.35
$25.92
$27.55

$25.96
$26.54
$28.21

Catering Officers:
Trainee Catering Officers
1st year
2nd year
3rd year

$21.83
$22.23
$22.70

$22.35
$22.76
$23.24

$22.89
$23.31
$23.80

Assistant Catering Officers
80-120 beds
121-300 beds
301-500 beds
501-1000 beds

$23.90
$24.47
$26.31
$27.03

$24.47
$25.06
$26.94
$27.68

$25.06
$25.66
$27.59
$28.34

Catering Officer
80-120 beds
121-200 beds
201-300 beds
301-500 beds
501-1000 beds

$25.59
$26.31
$27.03
$28.41
$30.71

$26.20
$26.94
$27.68
$29.09
$31.45

$26.83
$27.59
$28.34
$29.79
$32.20

* Salary Band at CSE Grade 5 - Employers and employees may negotiate a rate within the
salary band as shown. For the purposes of this Agreement, the rate so negotiated shall be
deemed to be the employee's Agreement rate of pay. Salaries in excess of the salary band may
also be negotiated between the parties.
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Table 2 – Rates of Pay (cont.)
Classification

First Pay Period 7
days after FWC
EA Approval

First Pay
Period on or
after
01/07/2018

First Pay
Period on
or after
01/07/2019

Apprentices:
Apprentice Cook (% of CSE 3)
1st year (55%)
2nd year (65%)
3rd year (80%)
4th year (95%)

$13.02
$15.39
$18.94
$22.49

$13.33
$15.76
$19.39
$23.03

$13.65
$16.13
$19.86
$23.58

Apprentice Gardener (% of CSE 3)
1st year (55%)
2nd year (65%)
3rd year (75%)
4th year (95%)

$13.02
$15.39
$17.75
$22.49

$13.33
$15.76
$18.18
$23.03

$13.65
$16.13
$18.62
$23.58

Adult Apprentice (Apprenticeship
commencing after 1/01/14)
1st year
2nd year
3rd year
4th year

$18.94
$20.00
$20.00
$22.49

$19.39
$20.48
$20.48
$23.03

$19.86
$20.97
$20.97
$23.58

Home Care Employees:
New Entrant
Grade 1
Grade 2
Grade 3

$20.22
$21.63
$22.12
$23.71

$20.71
$22.15
$22.65
$24.28

$21.21
$22.68
$23.19
$24.86

Home Care Coordinator
Grade 1
Grade 2

$24.94
$27.86

$25.54
$28.53

$26.15
$29.21

$250.66
$267.46
$279.46

$256.17
$273.34
$285.61

$262.06
$279.63
$292.18

Live-in Home Carer (Daily Rates)
Grade 1
Grade 2
Grade 3
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Table 2 – Rates of Pay (cont.)
Classification

First Pay Period 7
days after FWC
EA Approval

First Pay
Period on or
after
01/07/2018

First Pay
Period on
or after
01/07/2019

Clerical & Administrative Employees:
Juniors < 21
Grade 1
Grade 2
Grade 3
Grade 4
Grade 5

$21.66
$21.76
$21.95
$22.75
$24.50

$22.14
$22.24
$22.43
$23.25
$25.04

$22.65
$22.75
$22.95
$23.78
$25.62

Adults
Grade 1
Grade 2
Grade 3
Grade 4
Grade 5

$22.66
$24.04
$25.48
$26.66
$27.90

$23.20
$24.62
$26.09
$27.30
$28.57

$23.76
$25.21
$26.72
$27.96
$29.26
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Table 3 - Rates of Pay
Classification

First Pay Period 7
days after FWC
EA Approval

First Pay
Period on
or after

First Pay
Period on
or after

01/07/2018

01/07/2019

Health Professionals
Diversional Therapists
Level 1 - (UG2) Diploma / Assoc. Diploma
First Year
Second Year
Third year
Fourth Year
Fifth Year
Sixth Year & Thereafter

$22.99
$23.88
$24.95
$25.80
$28.11
$29.11

$23.54
$24.45
$25.55
$26.42
$28.78
$29.81

$24.10
$25.04
$26.16
$27.05
$29.47
$30.53

Level 1 – Bachelor’s Degree
First Year
Second Year
Third year
Fourth Year
Fifth Year & Thereafter

$23.88
$24.95
$25.80
$28.11
$29.11

$24.45
$25.55
$26.42
$28.78
$29.81

$25.04
$26.16
$27.05
$29.47
$30.53

Level 1 - Four Year Degree
First Year
Second Year
Third Year
Fourth Year & Thereafter

$24.95
$25.80
$28.11
$29.11

$25.55
$26.42
$28.78
$29.81

$26.16
$27.05
$29.47
$30.53

Level 1 - Master’s Degree
First Year
Second Year
Third Year & Thereafter

$25.80
$28.11
$29.11

$26.42
$28.78
$29.81

$27.05
$29.47
$30.53

Level 1 - PhD Entry
First Year
Second Year & Thereafter

$28.11
$29.11

$28.78
$29.81

$29.47
$30.53

Diversional Therapists – Level 2
First Year
Second Year
Third Year
Fourth Year & Thereafter

$29.29
$30.33
$31.49
$32.75

$29.99
$31.06
$32.25
$33.54

$30.71
$31.81
$33.02
$34.34

Diversional Therapists – Level 3
First Year
Second Year
Third Year
Fourth Year
Fifth Year & Thereafter

$34.17
$35.12
$35.88
$37.48
$38.87

$34.99
$35.96
$36.74
$38.38
$39.80

$35.83
$36.82
$37.62
$39.30
$40.76
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Table 4 - Rates of Pay
Classification
Health Professionals
Other Health Professionals
Level 1 - (UG2) Diploma / Assoc. Diploma
First Year
Second Year
Third year
Fourth Year
Fifth Year
Sixth Year & Thereafter

First Pay Period 7
First Pay
First Pay
days after FWC Period on or Period on or
EA Approval
after
after
01/07/2018 01/07/2019

$25.44
$26.95
$28.11
$29.13
$30.11
$30.86

$26.05
$27.60
$28.78
$29.83
$30.83
$31.60

$26.68
$28.26
$29.47
$30.55
$31.57
$32.36

$26.95
$28.11
$29.13
$30.11
$30.86

$27.60
$28.78
$29.83
$30.83
$31.60

$28.26
$29.47
$30.55
$31.57
$32.36

Level 1 - 4 Year Degree
First Year
Second Year
Third Year
Fourth Year

$28.11
$29.13
$30.11
$30.86

$28.78
$29.83
$30.83
$31.60

$29.47
$30.55
$31.57
$32.36

Level 1 - Master’s Degree
First Year
Second Year
Third Year

$29.13
$30.11
$30.86

$29.83
$30.83
$31.60

$30.55
$31.57
$32.36

Level 1 - PhD
First Year
Second Year

$30.11
$30.86

$30.83
$31.60

$31.57
$32.36

Level 2
First Year
Second Year
Third Year
Fourth Year

$30.86
$31.30
$32.15
$32.88

$31.60
$32.05
$32.92
$33.67

$32.36
$32.82
$33.71
$34.48

Level 3
First Year
Second Year
Third Year
Fourth Year
Fifth Year & Thereafter

$34.17
$35.13
$35.89
$37.48
$39.15

$34.99
$35.97
$36.75
$38.38
$40.09

$35.83
$36.83
$37.63
$39.30
$41.05

Level 1 – 3 Year Degree
First Year
Second Year
Third year
Fourth Year
Fifth Year & Thereafter
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Table 5 - Other Rates and Allowances
No.

Brief Description

1 Broken Shift

Clause No

FPP 7 FPP on or FPP on or
days
after
after
after FWC
EA
1/07/18
1/07/19
Approval
0.5

0.5

In charge of residential
2 aged care facility less 20.1(a)
than 100 beds

$24.07

$24.65

$25.25 per shift

In charge of residential
3 aged care facility, 100 20.1(a)
beds or more

$38.78

$39.71

$40.66 per shift

$24.07

$24.65

$25.25 per shift

4 In charge of section
Vehicle Allowance –
5
official business
6 Vehicle Allowance
7
8
9
10
11
12

Uniform
Shoes
Cardigan or Jacket
Stockings
Socks
Laundry

20.1(b)
20.2(b)
17.4(b)
20.5(c)
39.4(e)
20.3(c)
20.3(d)
20.3(e)
20.3(f)
20.3(g)
20.3(h)

0.5

hour of ordinary
pay/shift

14.5(f)

$0.78 Changes with Aged
Care Award rate
$0.38

$0.39

$7.17
$2.22
$2.13
$3.55
$0.71
$5.46

$7.34
$2.27
$2.18
$3.64
$0.73
$5.59

per km

$0.40 per km

13 Sleepover

20.4(b)(iv)

2.2

2.2

14
15
16
17

20.5(a)
20.5(b)
20.6(a)(i)
20.6(a)(ii)

$21.46
$11.61
$13.00
$16.20

$21.98
$11.89
$13.30
$16.20

$7.52 per week
$2.32 per week
$2.23 per week
$3.73 per week
$0.75 per week
$5.72 per week
hours of ordinary
2.2
pay/sleepover
$22.51 per day
$12.18 per period
$13.60 per meal
$16.20 per meal

20.6(a)(iii)

$23.64

$23.64

$23.64 per meal

20.7(g)

$18.08

$18.08

$18.08 per week

20.7(h)

$30.12

$30.12

$30.12 per week

20.7(i)

$36.13

$36.13

$36.13 per week

20.7(j)

$12.04

$12.04

$12.04 per week

20.9(b)(i)
20.9(c)(i)

$5.38
$10.15

$5.38
$10.15

$5.38 per week
$10.15 per week

On call
On call - meal break
Overtime - Breakfast
Overtime - Lunch
Overtime - Evening
18
Meal
19
20
21
22
23
24

Continuing education
allowance: RN
Continuing education
allowance: RN
Continuing education
allowance: RN
Continuing education
allowance: EN
Climatic & Isolation
Climatic & Isolation
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SCHEDULE C - SUPPORTED WAGE SYSTEM
C.1

This schedule defines the conditions which will apply to employees who because of the
effects of a disability are eligible for a supported wage under the terms of this Agreement.

C.2

In this schedule:
approved assessor means a person accredited by the management unit established by
the Commonwealth under the supported wage system to perform assessments of an
individual’s productive capacity within the supported wage system
assessment instrument means the tool provided for under the supported wage system
that records the assessment of the productive capacity of the person to be employed under
the supported wage system
disability support pension means the Commonwealth pension scheme to provide
income security for persons with a disability as provided under the Social Security Act
1991, as amended from time to time, or any successor to that scheme
relevant minimum wage means the minimum wage prescribed in this Agreement for the
class of work for which an employee is engaged
supported wage system means the Commonwealth Government system to promote
employment for people who cannot work at full Agreement wages because of a disability,
as documented in the Supported Wage System Handbook. The Handbook is available
from the following website: www.jobaccess.gov.au
SWS wage assessment agreement means the document in the form required by the
Department of Education, Employment and Workplace Relations that records the
employee’s productive capacity and agreed wage rate

C.3

Eligibility criteria

C.3.1 Employees covered by this schedule will be those who are unable to perform the range of
duties to the competence level required within the class of work for which the employee is
engaged under this Agreement, because of the effects of a disability on their productive
capacity and who meet the impairment criteria for receipt of a disability support pension.
C.3.2 This schedule does not apply to any existing employee who has a claim against the
employer which is subject to the provisions of workers’ compensation legislation or any
provision of this Agreement relating to the rehabilitation of employees who are injured in
the course of their employment.
C.4

Supported wage rates

C.4.1 Employees to whom this schedule applies will be paid the applicable percentage of the
relevant minimum wage according to the following schedule:
Assessed capacity (clause C5)

Relevant minimum wage

%

%

%

%

10

10

20

20

30

30

40

40
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Assessed capacity (clause C5)

Relevant minimum wage

%

%

50

50

60

60

70

70

80

80

90

90

C.4.2 Provided that the minimum amount payable must be not less than $84 per week.
C.4.3 Where an employee’s assessed capacity is 10%, they must receive a high degree of
assistance and support.
C.5

Assessment of capacity

C.5.1 For the purpose of establishing the percentage of the relevant minimum wage, the
productive capacity of the employee will be assessed in accordance with the Supported
Wage System by an approved assessor, having consulted the employer and employee
and, if the employee so desires, a union which the employee is eligible to join.
C.5.2 All assessments made under this schedule must be documented in an SWS wage
assessment agreement, and retained by the employer as a time and wages record in
accordance with the Act.
C.6

Lodgement of SWS wage assessment agreement

C.6.1 All SWS wage assessment agreements under the conditions of this schedule, including
the appropriate percentage of the relevant minimum wage to be paid to the employee, must
be lodged by the employer with Fair Work Australia.
C.6.2 All SWS wage assessment agreements (SWSA) must be agreed and signed by the
employee and employer parties to the assessment. Where a union, party to this agreement,
is not a party to the SWSA, the assessment will be referred by Fair Work Australia to the
union by certified mail and the SWSA will take effect unless an objection is notified to Fair
Work Australia within 10 working days.
C.7

Review of assessment

The assessment of the applicable percentage should be subject to annual or more frequent review
on the basis of a reasonable request for such a review. The process of review must be in
accordance with the procedures for assessing capacity under the supported wage system.
C.8

Other terms and conditions of employment

Where an assessment has been made, the applicable percentage will apply to the relevant
minimum wage only. Employees covered by the provisions of this schedule will be entitled to the
same terms and conditions of employment as other workers covered by this Agreement on a pro
rata basis.
C.9

Workplace adjustment

An employer wishing to employ a person under the provisions of this schedule must take
reasonable steps to make changes in the workplace to enhance the employee’s capacity to do the
job. Changes may involve re-design of job duties, working time arrangements and work
organisation in consultation with other workers in the area.
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C.10

Trial period

C.10.1 In order for an adequate assessment of the employee’s capacity to be made, an employer
may employ a person under the provisions of this schedule for a trial period not exceeding
12 weeks, except that in some cases additional work adjustment time (not exceeding four
weeks) may be needed.
C.10.2 During that trial period the assessment of capacity will be undertaken and the percentage
of the relevant minimum wage for a continuing employment relationship will be determined.
C.10.3 The minimum amount payable to the employee during the trial period must be no less than
$84 per week.
C.10.4 Work trials should include induction or training as appropriate to the job being trialled.
C.10.5 Where the employer and employee wish to establish a continuing employment relationship
following the completion of the trial period, a further contract of employment will be entered
into based on the outcome of assessment under clause C.5.
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SCHEDULE D - NATIONAL TRAINING WAGE NON-NURSING EMPLOYEES
D.1

Title

This National Training Wage Schedule applies only to trainees who, but for the operation of this
agreement, would be covered by the Aged Care Award 2010 and/or the Social, Community, Home
Care and Disability Services Industry Award 2010.
D.2

Definitions

In this schedule:
adult trainee is a trainee who would qualify for the highest minimum wage in Wage Level A, B or
C if covered by that wage level
approved training means the training specified in the training contract
Australian Qualifications Framework (AQF) is a national framework for qualifications in postcompulsory education and training
out of school refers only to periods out of school beyond Year 10 as at the first of January in
each year and is deemed to:
(a)

include any period of schooling beyond Year 10 which was not part of or did not contribute
to a completed year of schooling;

(b)

include any period during which a trainee repeats in whole or part a year of schooling
beyond Year 10; and

(c)

not include any period during a calendar year in which a year of schooling is completed

relevant State or Territory training authority means the bodies in the relevant State or Territory
which exercise approval powers in relation to traineeships and register training contracts under
the relevant State or Territory vocational education and training legislation
relevant State or Territory vocational education and training legislation means the following
or any successor legislation:
Australian Capital Territory: Training and Tertiary Education Act 2003;
New South Wales: Apprenticeship and Traineeship Act 2001;
Northern Territory: Northern Territory Employment and Training Act 1991;
Queensland: Vocational Education, Training and Employment Act 2000;
South Australia: Training and Skills Development Act 2008;
Tasmania: Vocational Education and Training Act 1994;
Victoria: Education and Training Reform Act 2006; or
Western Australia: Vocational Education and Training Act 1996
trainee is an employee undertaking a traineeship under a training contract
traineeship means a system of training which has been approved by the relevant State or
Territory training authority, which meets the requirements of a training package developed by the
relevant Industry Skills Council and endorsed by the National Quality Council, and which leads to
an AQF certificate level qualification
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training contract means an agreement for a traineeship made between an employer and an
employee which is registered with the relevant State or Territory training authority
training package means the competency standards and associated assessment guidelines for
an AQF certificate level qualification which have been endorsed for an industry or enterprise by
the National Quality Council and placed on the National Training Information Service with the
approval of the Commonwealth, State and Territory Ministers responsible for vocational education
and training, and includes any relevant replacement training package
year 10 includes any year before Year 10
D.3

Coverage

D.3.1 Subject to clauses D.3.2 to D.3.6 of this schedule, this schedule applies in respect of an
employee covered by this Agreement who is undertaking a traineeship whose training
package and AQF certificate level is allocated to a wage level by Appendix D1 to this
schedule or by clause D.5.4 of this schedule.
D.3.2 This schedule only applies to AQF Certificate Level IV traineeships for which a relevant
AQF Certificate Level III traineeship is listed in Appendix D1 to this schedule.
D.3.3 This schedule does not apply to the apprenticeship system or to any training program which
applies to the same occupation and achieves essentially the same training outcome as an
existing apprenticeship in an award as at 25 June 1997.
D.3.4 This schedule does not apply to qualifications not identified in training packages or to
qualifications in training packages which are not identified as appropriate for a traineeship.
D.3.5 Where the terms and conditions of this schedule conflict with other terms and conditions
of this Agreement dealing with traineeships, the other terms and conditions of this
Agreement prevail.
D.3.6 At the conclusion of the traineeship, this schedule ceases to apply to the employee.
D.4

Types of Traineeship

The following types of traineeship are available under this schedule:
D.4.1 a full-time traineeship based on 38 ordinary hours per week, with 20% of ordinary hours
being approved training; and
D.4.2 a part-time traineeship based on less than 38 ordinary hours per week, with 20% of
ordinary hours being approved training solely on-the-job or partly on-the-job and partly offthe-job, or where training is fully off-the-job.
D.5

Minimum Wages

D.5.1 Minimum wages for full-time traineeships
(a)

Wage Level A
Subject to clause D.5.3 of this schedule, the minimum wages for a trainee
undertaking a full-time AQF Certificate Level I–III traineeship whose training
package and AQF certificate levels are allocated to Wage Level A by Appendix D1
are:
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Highest year of schooling completed
Year 10
Year 11
Year 12
$ per week $ per week $ per week

(b)

School leaver

312.20

343.80

409.60

Plus 1 year out of school

343.80

409.60

476.60

Plus 2 years out of school

409.60

476.60

554.70

Plus 3 years out of school

476.60

554.70

635.10

Plus 4 years out of school

554.70

635.10

Plus 5 or more years out of school

635.10

Wage Level B
Subject to clause D.5.3 of this schedule, the minimum wages for a trainee
undertaking a full-time AQF Certificate Level I–III traineeship whose training
package and AQF certificate levels are allocated to Wage Level B by Appendix D1
are:
Highest year of schooling completed
Year 10
Year 11
Year 12
$ per week $ per week $ per week

(c)

School leaver

312.20

343.80

398.50

Plus 1 year out of school

343.80

398.50

458.40

Plus 2 years out of school

398.50

458.40

537.60

Plus 3 years out of school

458.40

537.60

613.20

Plus 4 years out of school

537.60

613.20

Plus 5 or more years out of school

613.20

Wage Level C
Subject to clause D.5.3 of this schedule, the minimum wages for a trainee
undertaking a full-time AQF Certificate Level I–III traineeship whose training
package and AQF certificate levels are allocated to Wage Level C by Appendix D1
are:
Highest year of schooling completed
Year 10
Year 11
Year 12
$ per week $ per week $ per week
School leaver

312.20

343.80

398.50

Plus 1 year out of school

343.80

398.50

448.60

Plus 2 years out of school

398.50

448.60

501.20

Plus 3 years out of school

448.60

501.20

558.40

Plus 4 years out of school

501.20

558.40

Plus 5 or more years out of school

558.40
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(d)

AQF Certificate Level IV traineeships
(i)

Subject to clause D.5.3 of this schedule, the minimum wages for a trainee
undertaking a full-time AQF Certificate Level IV traineeship are the minimum
wages for the relevant full-time AQF Certificate Level III traineeship with the
addition of 3.8% to those minimum wages.

(ii)

Subject to clause D.5.3 of this schedule, the minimum wages for an adult
trainee undertaking a full-time AQF Certificate Level IV traineeship are as
follows, provided that the relevant wage level is that for the relevant AQF
Certificate Level III traineeship:
Wage level

First year of
traineeship
$ per week

Second and
subsequent years
of traineeship
$ per week

Wage Level A

659.60

685.10

Wage Level B

636.30

660.80

Wage Level C

579.10

601.00

D.5.2 Minimum wages for part-time traineeships
(a)

Wage Level A
Subject to clauses D.5.2(f) and D.5.3 of this schedule, the minimum wages for a
trainee undertaking a part-time AQF Certificate Level I–III traineeship whose
training package and AQF certificate levels are allocated to Wage Level A by
Appendix D1 are:
Highest year of schooling completed
Year 10
Year 11
Year 12
$ per hour $ per hour $ per hour

(b)

School leaver

10.27

11.32

13.48

Plus 1 year out of school

11.32

13.48

15.69

Plus 2 years out of school

13.48

15.69

18.24

Plus 3 years out of school

15.69

18.24

20.88

Plus 4 years out of school

18.24

20.88

Plus 5 or more years out of school

20.88

Wage Level B
Subject to clauses D.5.2(f) and D.5.3 of this schedule, the minimum wages for a
trainee undertaking a part-time AQF Certificate Level I–III traineeship whose
training package and AQF certificate levels are allocated to Wage Level B by
Appendix D1 are:

1712

Page 88 of 96

Highest year of schooling completed
Year 10
Year 11
Year 12
$ per hour $ per hour $ per hour

(c)

School leaver

10.27

11.32

13.12

Plus 1 year out of school

11.32

13.12

15.08

Plus 2 years out of school

13.12

15.08

17.70

Plus 3 years out of school

15.08

17.70

20.18

Plus 4 years out of school

17.70

20.18

Plus 5 or more years out of school

20.18

Wage Level C
Subject to clauses D.5.2(f) and D.5.3 of this schedule, the minimum wages for a
trainee undertaking a part-time AQF Certificate Level I–III traineeship whose
training package and AQF certificate levels are allocated to Wage Level C by
Appendix D1 are:
Highest year of schooling completed
Year 10
Year 11
Year 12
$ per hour $ per hour $ per hour

(d)

School leaver

10.27

11.32

13.12

Plus 1 year out of school

11.32

13.12

14.75

Plus 2 years out of school

13.12

14.75

16.48

Plus 3 years out of school

14.75

16.48

18.37

Plus 4 years out of school

16.48

18.37

Plus 5 or more years out of school

18.37

School-based traineeships
Subject to clauses D.5.2(f) and D.5.3 of this schedule, the minimum wages for a
trainee undertaking a school-based AQF Certificate Level I–III traineeship whose
training package and AQF certificate levels are allocated to Wage Levels A, B or C
by Appendix D1 are as follows when the trainee works ordinary hours:

(e)

Year of schooling
Year 11 or lower
$ per hour

Year 12
$ per hour

10.27

11.32

AQF Certificate Level IV traineeships
(i)

Subject to clause D.5.2(f) and D5.3 of this schedule, the minimum wages
for a trainee undertaking a part-time AQF Certificate Level IV traineeship
are the minimum wages for the relevant full-time AQF Certificate Level III
traineeship with the addition of 3.8% to those minimum wages.

(ii)

Subject to clause D.5.2(f) and D5.3 of this schedule, the minimum wages
for an adult trainee undertaking a part-time AQF Certificate Level IV
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traineeship are as follows, provided that the relevant wage level is that for
the relevant AQF Certificate Level III traineeship:
Wage level

(f)

First year of
traineeship
$ per hour

Second and
subsequent years
of traineeship
$ per hour

Wage Level A

21.69

22.54

Wage Level B

20.91

21.72

Wage Level C

19.05

19.78

Calculating the actual minimum wage
(i)

Where the full-time ordinary hours of work are not 38 or an average of 38
per week, the appropriate hourly minimum wage is obtained by multiplying
the relevant minimum wage in clauses D.5.2(a)-(e) of this schedule by 38
and then dividing the figure obtained by the full-time ordinary hours of work
per week.

(ii)

Where the approved training for a part-time traineeship is provided fully offthe-job by a registered training organisation, for example at school or at
TAFE, the relevant minimum wage in clauses D.5.2(a)-(e) of this schedule
applies to each ordinary hour worked by the trainee.

(iii)

Where the approved training for a part-time traineeship is undertaken solely
on-the-job or partly on-the-job and partly off-the-job, the relevant minimum
wage in clauses D.5.2(a)-(e) of this schedule minus 20% applies to each
ordinary hour worked by the trainee.

D.5.3 Other minimum wage provisions
(a)

An employee who was employed by an employer immediately prior to becoming a
trainee with that employer must not suffer a reduction in their minimum wage per
week or per hour by virtue of becoming a trainee. Casual loadings will be
disregarded when determining whether the employee has suffered a reduction in
their minimum wage.

(b)

If a qualification is converted from an AQF Certificate Level II to an AQF Certificate
Level III traineeship, or from an AQF Certificate Level III to an AQF Certificate Level
IV traineeship, then the trainee must be paid the next highest minimum wage
provided in this schedule, where a higher minimum wage is provided for the new
AQF certificate level.

D.5.4 Default wage rate
The minimum wage for a trainee undertaking an AQF Certificate Level I–III traineeship
whose training package and AQF certificate level are not allocated to a wage level by
Appendix D1 is the relevant minimum wage under this schedule for a trainee undertaking
an AQF Certificate to Level I–III traineeship whose training package and AQF certificate
level are allocated to Wage Level B.
D.6

Employment conditions

D.6.1 A trainee undertaking a school-based traineeship may, with the agreement of the trainee,
be paid an additional loading of 25% on all ordinary hours worked instead of paid annual
leave, paid personal/carer’s leave and paid absence on public holidays, provided that
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where the trainee works on a public holiday then the public holiday provisions of this
Agreement apply.
D.6.2 A trainee is entitled to be released from work without loss of continuity of employment and
to payment of the appropriate wages to attend any training and assessment specified in,
or associated with, the training contract.
D.6.3 Time spent by a trainee, other than a trainee undertaking a school-based traineeship, in
attending any training and assessment specified in, or associated with, the training contract
is to be regarded as time worked for the employer for the purposes of calculating the
trainee’s wages and determining the trainee’s employment conditions.
Note: The time to be included for the purpose of calculating the wages for part-time trainees
whose approved training is fully off-the-job is determined by clause D.5.2(f)(ii) and not by
this clause.
D.6.4 Subject to clause D.3.5 of this schedule, all other terms and conditions of this Agreement
apply to a trainee unless specifically varied by this schedule.
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APPENDIX D1 - ALLOCATION OF TRAINEESHIPS TO WAGE LEVELS
The wage levels applying to training packages and their AQF certificate levels are:
D1.1

Wage Level A
Training package
Aero skills
Aviation

Beauty
Business Services

Chemical, Hydrocarbons and Refining

Civil Construction
Coal Training Package
Community Services
Construction, Plumbing and Services
Integrated Framework
Correctional Services
Drilling
Electricity Supply Industry—Generation
Sector
Electricity Supply Industry—Transmission,
Distribution and Rail Sector
Electro technology

Financial Services

Floristry
Food Processing Industry
Gas Industry
Information and Communications
Technology
Laboratory Operations
Local Government (other than Operational
Works Cert I and II)
Manufactured Mineral Products
Manufacturing

Maritime

AQF certificate level
II
I
II
III
III
I
II
III
I
II
III
III
II
III
II
III
I
II
III
II
III
II
III
II
III (in Western Australia only)
II
I
II
III (in Western Australia only)
I
II
III
III
III
III
I
II
III
II
III
I
II
III
III
I
II
III
I
II
III
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Training package
Metal and Engineering (Technical)
Metalliferous Mining
Museum, Library and Library/Information
Services
Plastics, Rubber and Cable making
Public Safety
Public Sector
Pulp and Paper Manufacturing Industries
Retail Services (including wholesale and
Community pharmacy)
Telecommunications
Textiles, Clothing and Footwear
Tourism, Hospitality and Events

Training and Assessment
Transport and Distribution
Water Industry (Utilities)
D1.2

AQF certificate level
II
III
II
III
II
III
III
III
II
III
III
III
II
III
III
I
II
III
III
III
III

Wage Level B
Training package
Animal Care and Management

Asset Maintenance

Australian Meat Industry

Automotive Industry Manufacturing
Automotive Industry Retail, Service and
Repair
Beauty
Caravan Industry
Civil Construction
Community Recreation Industry
Entertainment

Extractive Industries
Fitness Industry
Floristry
Food Processing Industry

AQF certificate level
I
II
III
I
II
III
I
II
III
II
III
I
II
III
II
II
III
I
III
I
II
III
II
III
III
II
I
II
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Training package
Forest and Forest Products Industry

Furnishing

Gas Industry
Health
Local Government (Operational Works)
Manufactured Mineral Products
Metal and Engineering (Production)
Outdoor Recreation Industry

Plastics, Rubber and Cable making
Printing and Graphic Arts
Property Services

Public Safety
Pulp and Paper Manufacturing Industries
Retail Services
Screen and Media

Sport Industry
Sugar Milling

Textiles, Clothing and Footwear
Transport and Logistics
Visual Arts, Craft and Design

Water Industry

AQF certificate level
I
II
III
I
II
III
I
II
II
III
I
II
I
II
II
III
I
II
III
II
II
III
I
II
III
I
II
I
II
I
II
I
II
III
II
III
I
II
III
I
II
I
II
I
II
III
I
II
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D1.3

Wage Level C
Training package
Agri-Food
Amenity Horticulture

Conservation and Land Management

Funeral Services

Music

Racing Industry

Rural Production

Seafood Industry

AQF certificate level
I
I
II
III
I
II
III
I
II
III
I
II
III
I
II
III
I
II
III
I
II
III
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SCHEDULE E - SCHOOL-BASED APPRENTICES
E.1

This schedule applies to school-based apprentices. A school-based apprentice is a person
who is undertaking an apprenticeship in accordance with this schedule while also
undertaking a course of secondary education.

E.2

A school-based apprenticeship may be undertaken in the trades covered by this agreement
under a training agreement or contract of training for an apprentice declared or recognised
by the relevant State or Territory authority.

E.3

The relevant minimum wages for full-time junior and adult apprentices provided for in this
agreement, calculated hourly, will apply to school-based apprentices for total hours worked
including time deemed to be spent in off-the-job training.

E.4

For the purposes of clause E.3, where an apprentice is a full-time school student, the time
spent in off-the-job training for which the apprentice must be paid is 25% of the actual hours
worked each week on-the-job. The wages paid for training time may be averaged over the
semester or year.

E.5

A school-based apprentice must be allowed, over the duration of the apprenticeship, the
same amount of time to attend off-the-job training as an equivalent full-time apprentice.

E.6

For the purposes of this schedule, off-the-job training is structured training delivered by a
Registered Training Organisation separate from normal work duties or general supervised
practice undertaken on the job.

E.7

The duration of the apprenticeship must be as specified in the training agreement or
contract for each apprentice but must not exceed six years.

E.8

School-based apprentices progress through the relevant wage scale at the rate of
12 months’ progression for each two years of employment as an apprentice or at the rate
of competency-based progression, if provided for in this agreement.

E.9

The apprentice wage scales are based on a standard full-time apprenticeship of four years
(unless the apprenticeship is of 3 years’ duration) or stages of competency based
progression, if provided for in this agreement. The rate of progression reflects the average
rate of skill acquisition expected from the typical combination of work and training for a
school-based apprentice undertaking the applicable apprenticeship.

E.10

If an apprentice converts from school-based to full-time, the successful completion of
competencies (if provided for in this award) and all time spent as a full-time apprentice will
count for the purposes of progression through the relevant wage scale in addition to the
progression achieved as a school-based apprentice.

E.11

School-based apprentices are entitled pro rata to all of the other conditions in this
agreement.
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Introduction to Volume 2
In this volume, we focus on the current aged care system. We outline the key structures
and services within the current system. We identify circumstances where older people
have had difficulty in accessing those services. We consider the standard of aged care,
and the circumstances in which it falls short. Building on that, we identify systemic
problems in Australian aged care.
Central to this volume is our obligation, under our Terms of Reference, to inquire into:
the quality of aged care services provided to Australians and the extent to which those services
meet the needs of people accessing them, the extent of substandard care being provided,
including mistreatment and all forms of abuse, the causes of any systemic failures, and any
actions that should be taken in response.1

This, our Final Report, is generally about the future: tomorrow, a decade from now, twenty
years from now, and beyond. It is about setting a course for a new aged care system.
It is also about recognising the complex interconnections between the many elements
of the aged care system and between the aged care system and other systems.
Volume 3 of this report focuses on solutions—our recommendations for action in response
to the problems we identify. To arrive at those recommendations, we need to understand
the aged care system as it exists today, including the problems in the system. That is the
purpose of this volume.
The problems we identify in this volume are widespread, and hence systemic. Our focus
is not on simple error. We have heard about failures in the delivery of aged care caused
by accident, mistake and human error. These may occur in any system despite excellent
governance and systemic design, good policy, thorough training, adequate staffing and
the best of intentions. Isolated errors may result in unnecessary suffering, even tragedy,
but they are not the primary focus of our inquiry.
Systemic failures are serious and recurrent failures: they stem from problems inherent in
the system. They may be caused by faults embedded in its structural design, or the lack
of any discernible design. They may be caused by funding, policy, cultural or operational
issues. Commissioner Briggs notes they may also be caused by a lack of focus on
purpose, values and mission. The common characteristic of the problems we identify
is that, in our view, they significantly and consistently contribute to the system failing
to deliver high quality care and support to older people.
Systemic problems must be thoroughly understood if they are to be effectively corrected.
It is possible to simply list every error or fault. But faults are not necessarily causes, let
alone the root causes of systemic failures. Issues identified as problems or failures may
be the inescapable results of government policy decisions and under-funding. Poor policy,
honestly and diligently administered, may cause serious but unintended consequences.
Persisting with poor policy, in ignorance of its effect or in the face of clear evidence
of its failure, is another matter.
1
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Competing interests and needs converge within the aged care system. What is needed
is a deep understanding of—and, at times, empathy for—the difficulties experienced
by various actors within the system, while remembering that the system’s pre-eminent
purpose is to facilitate high quality, safe and compassionate care for older people.
Commissioner Briggs observes that it should not, of course, be forgotten that all providers
of aged care have particular responsibilities to provide high quality and safe aged care,
and they need to attend to those responsibilities vigilantly.
This volume concentrates necessarily on negatives but not everything about Australia’s
aged care system is bad. It is important to bear in mind the many good things done,
frequently by carers within the system who labour for relatively little reward, doing the
best they can. We heard from Ms EA, whose partner, Ms EB, suffered from younger
onset Alzheimer’s disease. Ms EA paid honour to the thoughtful and sensitive care
that Ms EB received. Ms EB’s statement was motivated by a desire, and a conviction
that Ms EA would share this desire, ‘to contribute to building the knowledge of the
Royal Commission about what good care and good work looks like’.2
Ms Elsie Scott described how her residential care was not provided in a bulk institutional
setting but in one of several individual houses, each with a small number of people living
together: ‘I live here, happily, because I am just old. I turn 90 this year, with gratitude’.3
In her view, the familial form of residential care she enjoyed is ‘light years ahead in
concept and reality’.4
We also heard from aged care workers who were passionate about their work and
genuinely respected and cared for the people they supported. Ms Sharai Johnson, Aged
Care Coordinator at Larrakia Nation Aboriginal Corporation in the Northern Territory,
described the personal rewards she experienced when one of Larrakia Nation’s social
support programs produced positive outcomes for their clients with dementia:
And what we’ve found with clients of ours who have dementia is taking them out of their
homes into public places or places that would be fairly familiar to them and it brings
back positive memories of theirs that they wouldn’t generally discuss on a daily basis.
So reminiscing about things in their past, people that they have met, being in a certain
place could remind them of what they were doing at a certain time in their lives. It has
been a wonderful experience to watch a lot of our clients show positive—positive signs.
So that’s because we have had such a positive outcome in doing that that’s something
that we are now providing regularly and it has been great.5

Ms Michelle McCall, Aged and Disability Program Manager at Larrakia Nation Aboriginal
Corporation, agreed. She said that the social support program had resulted in a ‘stark
improvement’ in an older person who had previously displayed significant complex
behaviour on a daily basis: ‘we can’t remember the last time that client actually had
a complex behaviour issue’.6

2
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We are profoundly grateful for the opportunity to learn from the direct experiences of older
people, their families and carers, and aged care workers. These positives, set in balance
with the negatives, provide an encouraging start to building a better system. They are
concrete examples of what works well. The formulation of practical recommendations
depends on developing insights into how aged care can work better. That is the purpose
of this volume.
It is necessary for us to focus on problems in the aged care system from different
perspectives. In Chapter One, we describe the current aged care system and identify
key changes since the inception of this current system in 1997. This is a descriptive
chapter, providing the context for the following chapters and the report as a whole.
In Chapter 2, we describe problems older people and their carers have in accessing the
care and support they need. The ability to access the aged care system is a prerequisite
for receiving high quality care. Here, we identify three areas where there are problems of
access. First, different parts of the aged care system are difficult to access. This includes
difficulties: entering aged care through My Aged Care; accessing the right type of home
care services when it is needed; problems accessing respite care; and problems accessing
allied health across the system. Second, we identify inequities of access for people with
diverse characteristics, backgrounds and experiences, including people in regional, rural
and remote Australia and Aboriginal and Torres Strait Islander people. Third, we look at
issues of access that are dependent on other systems and programs, such as health care
or disability services.
In Chapter 3, we outline our conclusions about the nature and extent of substandard care.
We give voice to the personal experiences of people who have provided and received care
to understand the common stories of the substandard care they receive. This can include
abuse and inappropriate use of restrictive practices. It can also occur in the provision
of complex care, such as dementia care, mental health care and palliative and end-oflife care. We also identify the nature of poor care in routine care, such as in the care for
wounds, oral health, and food and nutrition. We then turn to exploring what the available
data can tell us about the extent of substandard care. The data is variable, inconsistent
and often of poor quality. It does not build on a clear understanding of substandard or
high quality care. Viewed as a whole, however, it tells a story of unacceptably high levels
of substandard care. We conclude that the number of people who have experienced
substandard care is inexcusably high.
In Chapter 4, we identify the contributing factors to poor quality and safety in the current
system. We outline numerous systemic problems in the aged care system, in the areas
of funding and finance, system governance and leadership, workforce, culture, policy,
and interactions with other systems. The extent of these problems necessitates a
comprehensive overhaul of the aged care system. The existing piecemeal approach
is not sufficient.
The aged care system exists to provide care for people in older age: our grandparents,
parents, partners, wives and husbands, our entire extended family and friends,
and, ultimately, ourselves and our descendants. It can, and must, be better.

3
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1.

The Current System

1.1

Introduction

The Australian aged care system provides subsidised care and support through a range
of services to older people. It has evolved over time, including during our inquiry. Some
changes to the system have been far-reaching and others incremental, but all have
contributed to the piecemeal development of the aged care system. It is evident that
the current system is complex and difficult to navigate. These factors have hindered the
smooth administration of the system. They have made it more difficult to provide high
quality and safe services. Critically, they have operated as a barrier to those seeking
to access aged care services.
The Interim Report and Background Paper 2 discuss in detail the demographic factors
affecting aged care. In summary, the aged care sector is facing an ageing population
with increasing frailty. Australians are living longer than ever before. It is projected
that the number of Australians aged 85 years and over will continue to increase,
from 515,700 in 2018–19 (2.0% of the Australian population) to more than 1.5 million
by 2058 (3.7% of the Australian population).1
Although the projected increases are significant, it is important to note that the rates of
increase in the absolute number of Australians aged 85 years and over, and in the share
of the Australian population aged 85 years or older, will both be lower in the next 40 years
than in the last 40 years. The share of the Australian population aged 85 years or older will
increase by 83% in the next 40 years, compared with 216% in the last 40 years. Hence,
although the magnitude of population ageing is such that there will have to be significant
adjustments to the Australian economy and systems that support older people over the
next 40 years, the size of these are unlikely to be any greater than those that have occurred
over the last 40 years.2
In 2019, there were 4.2 working age (15–64 years) people for every Australian aged 65
years or over. By 2058, this will have decreased to 3.1.3 This decline has implications not
only for the financing of the aged care sector, but also for the aged care workforce. There
will be relatively fewer workers available to pay taxes to fund the aged care system and
to meet the growing demand for services.4 Again, although this is a significant change,
it is not insurmountable. In particular, the magnitude of the decrease over the next four
decades is smaller than that which occurred over the last four decades, noting that the
ratio of working age people to Australians aged 65 years or over was 7.0 in 1978.5
With advanced age comes greater frailty. Older people are more likely to have more than
one health condition (comorbidity) as their life expectancy increases.6 As the population of
older people increases, more people are expected to have memory and mobility disorders.
About 550,000 to 559,000 Australians are expected to be living with dementia by 2030
compared to the estimated 400,000 to 459,000 Australians who were living with dementia
in 2020.7 These changing demographics, together with changes in the patterns of disease
5
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and dependency, and in the expectations of older people and society, will affect the future
demand for aged care in a number of ways, including: the length of stay in residential aged
care; the type of care that will be required; the increase in care needs; the demand for
a variety of care choices; and the desire of older people to remain in their own homes
for as long as possible.
Our report is necessarily focused on the future. But to appreciate the recommendations
we make, it is necessary to understand the aged care system as it existed during our
inquiry, and how it came to be what it is. In this chapter, we describe the fundamental
elements of the current aged care system. In the rest of this volume, we turn our attention
to deficiencies and systemic flaws in the current system.

1.2

What is aged care?

Aged care is not a single service. It is a large and complex system that includes a range
of programs and policies designed to support older people.8 It is one of Australia’s largest
service industries and represented more than 1.6% of the gross domestic product in
2018–19.9 In that year, services were delivered to around 1.3 million people through over
3200 aged care providers.10 In 2016, there were over 366,000 paid workers and 68,000
volunteers in the sector.11
The care that is provided ranges from low-level support to more intensive services.
Aged care includes:
• assistance with everyday living activities, such as cleaning, laundry,

shopping, meals and social participation

• equipment and home modifications, such as handrails
• personal care, such as help getting dressed, eating and going to the toilet
• health care, including nursing and allied health care
• accommodation.12

Aged care is provided in people’s homes, in the community and in residential aged care
settings. People commonly think of nursing homes, or residential care, when they think
about aged care.13 While the bulk of the aged care budget is spent on residential aged
care, more than two-thirds of people using aged care services do so from home.14
Aged care services are funded by the Australian Government, the States and Territories
and by individuals. Australian Government outlays include expenditure administered by
the Department of Health (home support, home care, residential aged care, flexible care)
and the Department of Veterans’ Affairs (Veterans’ Home Care and Community Nursing).
In 2018–19, which is the last year for which all data is currently available, a total of $27.0
billion was spent on aged care, including $19.9 billion by the Australian Government (see
Table 1). This means that total expenditure on aged care from all sources in 2018–19
(excluding spending on carer support) accounted for 1.4% of gross domestic product.15
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Table 1. Expenditure on aged care from all sources 2018–19
Area of
expenditure

Australian
Government

State and
Territory
Governments

Individuals

Others

Total
$m

Assessment and
information services

229.7

Home support services

3432.8

252.0

Home care

2469.3

107.0

74.5

2650.8

Residential care

13,015.3

179.2

5160.3

1137.1

19,491.9

Residential
care capital

78.1

79.6

Flexible care services

519.4

Aged care quality

146.9

Total expenditure
on aged care

19,891.1

229.7
3684.8

157.7
117.9

637.4
146.9

258.8

5637.2

1211.6

26,999.2

Source: Exhibit 21-1, Sydney Hearing 5, general tender bundle, tab 134, RCD.9999.0530.0002.

It is also important to note, for context, that aged care is not the only form of government
assistance provided to older people. In 2017–18, the Australian Government spent
$97.8 billion on care and support for older people, which represented 21.4% of all
Australian Government expenditure.16 As well as expenditure on aged care and support
for carers of older Australians, this includes income support and concessions for older
people and expenditure on health care for older people.

1.2.1

Historical development of aged care

Australia’s aged care system has developed in an ad hoc and piecemeal way over
time, reflecting the circumstances and concerns of the day. Until the second half of the
nineteenth century, the prevailing view in Australia was that families were responsible
for providing care for older people. Older people without family support, or whose care
needs exceeded their family’s capacity, had few options except to live in ‘asylums for
the destitute’.17 Towards the end of the nineteenth century, a number of official inquiries
investigated the conditions of older people living in these asylums and found them
unsatisfactory.18 A desire to provide a non-institutional way of supporting older people
led to the introduction of old-age pensions.19 By 1909, the Australian Government had
taken responsibility for payments under the non-contributory Old-Age Pension Program.20
Australia’s old-age pension was means tested and paid at the age of 65 years, or 60 years
for women and for people who were permanently incapacitated for work. At this time,
men had a life expectancy of 55 years and women 59 years.21
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Until the Second World War, income support was the primary contribution that the
Australian Government made to older people. During the war, and in the decade following,
the Government started to subsidise health care, such as through a Pharmaceutical
Benefits Scheme to subsidise the cost of medicines.22 In 1954, with the introduction of
the Aged Persons Homes Act 1954 (Cth), the Australian Government began supporting
accommodation for older people by providing capital grants to religious and charitable
organisations to cover the costs of building ‘homes for the aged’.23 In 1956, the Australian
Government first became involved in community care by providing assistance to home
nursing organisations.24 In the late 1960s, it began to provide grants to State and
Territory Governments to support the delivery of care services into people’s homes
and in the community.25
In 1963, the Australian Government began to pay a subsidy for care services to approved
nursing homes for each qualified resident.26 Known as the Nursing Home Benefit,
this resulted in a shift away from hospitals and asylums looking after older people
to an ‘immediate and dramatic increase in the provision of nursing home care’.27
In 1970, a review found that the care needs of almost 25% of residents were not high
enough to warrant their admission to a nursing home.28 In an effort to control the expansion
of nursing home beds, the Australian Government ‘introduced growth and admission
controls, and fee control arrangements’ such as the Participating Nursing Home Scheme.29
In that scheme, the resident paid fees and the Government made a contribution. The
maximum level of fees paid by a resident was 87.5% of the sum of the maximum age
pension and rent assistance.30
The Australian Government also made changes to address the issue of nursing homes
being used by people who did not need them. It did this through providing recurrent
support for another level of residential care through the payment of Personal Care Subsidy
to the residents of approved hostels. This change was made to enable frail older people
who might otherwise enter nursing homes to continue to live in more homelike conditions,
with lower costs both for them and for the Australian Government.31
The Aged Persons Hostels Act 1972 (Cth) responded to a shortage of suitable
accommodation for older people. The Honourable William Wentworth, the then Minister
for Social Services, explained that the primary intention for the Act was to ‘stimulate the
building of additional hostel accommodation in order to reduce admissions to nursing
accommodation of people who have no real medical need for nursing care’.32
In 1972, the Australian Government introduced a Domiciliary Nursing Home Benefit
to support carers to care for older people in their own homes.33
The Australian Government introduced the Deficit Financed Nursing Home Scheme
in 1975. Through this scheme it provided ‘recurrent funding for nursing homes operated
by non-profit religious, charitable or benevolent organisations’.34
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In the mid-1980s, there were major changes to aged care following a 1982 review of
aged care, known as the McLeay Report. In 1985, in response to the McLeay report,
the Australian Government and the State and Territory Governments brought together
disparate existing community-based services into a single jointly-funded Home and
Community Care Program. The program provided a range of support services, such
as ‘home help or personal care’, ‘home maintenance or modification’, transport,
meals, ‘community respite’, a ‘community paramedical service’, ‘community nursing’,
‘assessment or referral’ and education, information and coordination.35 One objective of
the consolidation was to promote a comprehensive range of care services to enhance the
independence of older people and, as the Act put it, ‘avoid their premature or inappropriate
admission to long term residential care’.36
In 1986, the Australian Government introduced multidisciplinary geriatric assessment
teams. The teams assessed a person’s care needs to determine whether it was appropriate
for the person to enter a nursing home.37 These were the forerunners of the current Aged
Care Assessment Teams. Prior to this, there was no satisfactory way to assess people’s
care needs.38
Also in 1986, the Australian Department of Community Services conducted a Nursing
Homes and Hostels Programs Review. The review found that the significant expansion of
nursing homes and hostels that followed the introduction of the nursing home benefits in
1963 was largely ‘unseen, unplanned and unco-ordinated’ by the Australian Government.39
The review made recommendations aimed at ‘redistributing resources away from intensive
residential care towards a higher quality of care in less institutionalised hostel settings or
through enhance community services’.40 It also recommended that there should be ratios
set for new places in hostels and nursing homes.41 This would set a target on the number
of aged care places subsidised by the Australian Government.
The Australian Government adopted this recommendation. It set an initial target ratio
of 100 residential aged care places, comprised of 40 nursing home places and 60
hostel places, for every 1000 people aged 70 years or over.42 Over time, the Australian
Government used the target ratio to rebalance what it considered to be an excessive
reliance on nursing homes. This reduced the number of nursing home beds from
67 per 1000 in 1985 to 51 in 1995, and increased hostels from 33 per 1000 in 1985
to 43 in 1995.43
In 1987, the Australian Government introduced specific outcome standards and quality of
care requirements for nursing homes to address inadequate quality of care and quality of
life. It also, in the same year, introduced uniform funding for costs across nursing homes to
encourage efficiency, and nursing homes were allowed to retain unspent funds as profit.44
In 1991, standards monitoring was introduced for hostels.45
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In 1988, the Australian Government introduced resident classifications as a way of directly
linking nursing home benefits with the level of a resident’s need. These classifications also
created an incentive for nursing homes to admit the frailest older people, due to the higher
level of funding attached to higher categories of care need.46
Following a review in 1989, Ms Chris Ronalds recommended a series of initiatives aimed
at promoting the rights of older people, which were implemented. This included a charter
of residents’ rights, phased introduction of advocacy mechanisms and a Community
Visitors Scheme.47
In the 1992–93 Budget, the Australian Government introduced the Respite for Carers
Program. In 1996, the program was changed to the National Respite for Carers Program.
This program facilitated access for carers to respite services, information and other
support or assistance. It provided grants for respite services and a national network
of ‘Carer Respite Centres’ and ‘Carer Resource Centres’.48 These forms of respite care
are now provided under the Commonwealth Home Support Programme. Respite care
is also provided in residential aged care facilities.
The provision of care services for older people at home increased in the early- to mid1990s. In 1992, the Australian Government introduced Community Aged Care Packages.49
Expenditure on Community Aged Care Packages was $3.3 million in 1992–93.50 From
1993, an intensive package of care services was trialled in South Australia. It was
introduced nationally in 1997 as the Extended Aged Care at Home Program. The Australian
Government intended these packages as an alternative to nursing home care.51
In the 1996–97 Budget, the Australian Government announced a major structural change
to aged care. The Aged Care Bill 1997 was introduced. The Bill replaced the provisions of
the National Health Act 1953 (Cth) and the Aged or Disabled Persons Care Act 1954 (Cth)
under which nursing homes and hostels were administered. The Aged Care Act 1997 (Cth)
came into force on 1 October 1997. It made fundamental changes and set the foundation
for the current aged care system, including combining hostels and nursing homes into
what became known as residential aged care. This change meant a person could stay in
one location as their care needs increased—or ‘age in place’, as it has become known.
Previously, there had been complaints from providers that the people in hostels had become
increasingly dependent—in some cases, more so than those in nursing homes—and that
the level of government funding was not adequate to meet their increased care needs.52
Internal quality assurance measures were replaced with external accreditation.53 In 1998,
the Aged Care Standards and Accreditation Agency started managing accreditation, which
was linked to payment of government subsidies.54 From 2001, services that were not
accredited did not receive government subsidises.
People who entered residential aged care after 1 March 1998 were subject to income
testing, as a result of which some residents were required to pay additional income tested
care fees. All residents were required to pay daily fees as a contribution to daily costs
of living, such as nursing and personal care, meals, and heating and cooling.55 High-care
residents with sufficient means were required to pay a daily accommodation charge as
well as the Basic Daily Fee.56
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The Aged Care Act also introduced refundable accommodation bonds for people receiving
low-level care, in line with the entry contribution arrangements that had existed in hostels
before the reforms.57 A refundable accommodation ‘bond’ or ‘deposit’ is a lump sum
payment for accommodation in residential aged care. It effectively acts as a loan from
a resident to an aged care provider.
Care at home continued to increase during the late 1990s. The Community Aged
Care Packages program grew steadily. The Australian National Audit Office indicated
this program was a cost-effective option, being one-third of the equivalent residential
care subsidy.58 In 2000–01, the Australian Government expanded the Extended Aged
Care at Home packages program to 290 packages.59 In 2006, Extended Aged Care at
Home Dementia Packages provided higher funding for people with the behavioural and
psychological symptoms of dementia.60
The Australian Government introduced Home Care Packages into the target ratio in the
early 1990s. The Government took two of the hostel places and allocated them to Home
Care Packages, but kept the target the same.61 In the mid- to late-2000s, the Government
increased the target ratio a number of times. This increased the number of actual care
places. In 2004, the target ratio increased to 108 per 1000 people aged 70 years and over.
In 2007, it increased to 113. In 2012, it was adjusted to increase progressively to 125
operational places by 2022. Home care has gradually increased as a proportion of the
overall target provision ratio since that time.62
In 2011, under the National Health Reform Agreement, the State and Territory Governments
and the Australian Government agreed that the Australian Government would take full
responsibility for the public funding of aged care.63 In 2012, the Australian Government
assumed funding, policy and administrative responsibility for older people using the Home
and Community Care program in all States and Territories, except Victoria and Western
Australia.64 Victoria joined in 2016 and it was fully implemented in 2018 when Western
Australia joined the national framework.65 This change meant that, for the first time, the
Australian Government controlled all policy, administration, funding and planning for all
aged care services.
In 2011, the Productivity Commission finalised its review into the aged care system.
It concluded that the aged care system required ‘fundamental reform’ to address the
challenges facing it.66 The Productivity Commission found that the aged care system
was difficult to navigate, services and consumer choice were limited, quality was variable,
and the coverage of needs, pricing, subsidies and user contributions were inconsistent
or inequitable.67
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The Australian Government introduced significant changes in 2012, under the
‘Living Longer. Living Better’ package.68 Key changes included introduction of:
• a single point of entry to the aged care system through the establishment of

My Aged Care69

• home care to replace community aged care packages and certain types of flexible

care delivered in the home, including a decision to introduce more levels of Home
Care Packages. This was provided on a ‘consumer directed care’ basis, which
means, in this context, that people receiving care receive an individual budget
which allows them to decide what type of care and services they purchase and
who delivers those services.70

In 2015, the Commonwealth Home Support Programme was introduced. It consolidated
the Commonwealth Home and Community Care Program, the planned respite component
of the National Respite for Carers Program, the Day Therapy Centres Program, and the
Assistance with Care and Housing for the Aged Program.71 The Home and Community
Care programs in Victoria and Western Australia transitioned to the Commonwealth Home
Support Programme in 2016 and 2018 respectively.72 From 2017, Home Care Package
funding was allocated to older people receiving care, rather than providers.
While there have been changes to the system in the last 25 years, including a continued
rebalancing of the system towards home care, the broad architecture of the system as
it is in 2021 has its foundations in the 1997 changes, as well as the 2012 ‘Living Longer.
Living Better’ package of reforms.

1.3

Accessing aged care

Eligibility for aged care depends on an assessment of whether someone needs care
services. While there is no formal age of eligibility in the Aged Care Act, generally a person
needs to be aged 65 years or older to receive government-subsidised aged care services.
Aboriginal and Torres Strait Islander people can access aged care services from the age of
50 years. People aged under 65 years who are facing homelessness may also be able to
access some aged care services.73 A person who is not an aged person can only be found
eligible for aged care if ‘there are no other care facilities or care services more appropriate
to meet the person’s needs’.74
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Allocating places

The Australian Government uses what is now called the ‘Aged Care Target Provision Ratio’
to control the supply of subsidised aged care places. The ratio caps the number of aged
care places available in Home Care Packages, residential care and restorative aged care.
For 2022, the overall Target Provision Ratio is 125 aged care places per 1000 people
aged over 70 years of age. Home Care Packages are increasing as a proportion of the
Target Provision Ratio. Between 2012 and 2022, the target for Home Care Packages will
increase from 27 to 45 places per 1000 people aged over 70 years. In contrast, the ratio for
residential care will reduce from 86 to 78 places per 1000 people aged over 70 years. The
remaining two places are for the Short-Term Restorative Care Programme.75
Residential aged care places are allocated to approved providers through a process
called the Aged Care Approvals Round. This is a competitive application process under
which approved aged care providers apply for new or additional Australian Governmentfunded residential and restorative aged care places.76 In the 2018–19 Aged Care Approvals
Round, the Australian Government allocated 13,500 new residential aged care places.77
Applications were received for a total of 37,802 residential aged care places.78
The Australian Government also allocated 775 short-term restorative care places in the
2018-19 Aged Care Approvals Round. These were expected to take effect in 2018–19
(350 places) and 2019–20 (425 places). Applications were received for 11,289 short-term
restorative care places.79
There was no Aged Care Approvals Round in 2019–20 and the 2020 process was
postponed due to the COVID-19 pandemic. Applications opened on 18 December 2020,
for 2000 residential aged care places and 1028 short-term restorative care places.80
Since February 2017, Home Care Package places are not included in the approval
rounds, although the Australian Government still manages the supply of these services.
People who are approved to receive a Home Care Package are placed on the National
Prioritisation System, which is a queue for services based on when they applied for a
Home Care Package, their level of need, and their assessed priority for services.81 As
at 30 June 2020, about 142,000 people were receiving a Home Care Package.82 While
the number of packages may increase each year, the total number of packages at each
funding level is capped in line with the Target Provision Ratio and the available budget.83
Approximately 1.3 million people accessed Australian Government-funded aged care
services in 2018–19.84 The most commonly used service was the Commonwealth Home
Support Programme (about 841,000 people), followed by residential aged care (about
243,000 people) and Home Care Packages (about 133,000 people)—see Table 2.85 (It is
notable that between 2013–14 and 2018–19, the number of people receiving Home Care
Packages increased by 60%. We discuss this increase below.
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Table 2. Number of people cared for by residential aged care,
home care, and home support between 2013–14 and 2018–1986
Increase
(2013–14
to 2018–19)

2013–14

2014–15

2015–16

2016–17

2017–18

2018–19

Residential
aged care

231,515
(21.2%)

231,255
(20.5%)

234,931
(18.8%)

239,379
(21.3%)

241,723
(20.0%)

242,612
(19.9%)

4.8%

Home Care
Package

83,144
(7.6%)

83,838
(7.4%)

88,875
(7.1%)

97,516
(8.7%)

116,843
(9.7%)

133,439
(11%)

60.5%

Home
support*

775,959
(71.1%)

812,384
(72.1%)

925,432**
(74.1%)

784,927
(70.0%)

847,534
(70.3%)

840,984*** 8.4%
(69.1%)

Sources: The Aged Care Financing Authority’s third and eighth annual reports on funding and financing
of the aged care sector.
* including Commonwealth Home Support Programme and the Commonwealth, Victorian and Western
Australian Home and Community Care program
** Home support users for 2015–16 were likely overstated.87
*** Commonwealth Home Support Programme client numbers for 2018–19 are not perfectly comparable
with home support client numbers reported for previous years, which combine Commonwealth Home Support
Programme client counts with the Home and Community Care programs that operated in Victoria and Western
Australia. These Home and Community Care programs have now ceased providing aged care. The methods
used to collect data and measure client numbers are different across programs,
and any comparisons over time should be treated with caution.88

On 30 June 2020, the total number of flexible care places, under the various flexible
care programs outlined in Table 3, was just over 10,000.

Table 3. Number of flexible care places as at 30 June each year
from 2014 to 202089
2014

2015

2016

2017

2018

2019

2020

Transition care

4000

4000

4000

4019

4060

4060

4180

Short-term
restorative care

N/A

N/A

N/A

400

475

825

1241

Multi-Purpose
Service

3525

3545

3592

3636

3624

3646

3668

Innovative care

92

84

7590

62

54

41

36

NATSIFACP

739

802

820

820

860

1072

1264

Total

8356

8431

8487

8937

9073

9644

10,389

Sources: Data collated from 2013–14 Report on the Operation of the Aged Care Act 1997 to the 2019–20
Report on the Aged Care Act 1997 inclusive.
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People with diverse backgrounds

An object of the Aged Care Act is ‘to facilitate access to aged care services by those
who need them, regardless of race, culture, language, gender, economic circumstance
or geographic location’.91 Section 11-3 of the Aged Care Act gives effect to this object,
listing the following groups as having ‘special needs’:
• people from Aboriginal and Torres Strait Islander communities
• people from culturally and linguistically diverse backgrounds
• people who live in ‘rural or remote’ areas
• people who are financially or socially disadvantaged
• veterans
• people who are homeless or at risk of becoming homeless
• care leavers
• parents separated from their children by forced adoption or removal
• lesbian, gay, bisexual, transgender and intersex people.92

The Secretary of the Australian Department of Health is required to take into consideration
the particular needs of these groups of people when planning and allocating aged care
places.93 The Department also takes these groups into consideration for the payment of
flexible care subsidies.94
The same diversity groups are also recognised through the Commonwealth Home
Support Programme Guidelines and in the Aged Care Diversity Framework. These
documents also mention other diverse communities, including people with disability,
people with mental health problems and mental illness, and people living with cognitive
impairment, including dementia.95

1.3.3

My Aged Care

To access Australian Government-subsidised aged care, people use the single entry
point known as My Aged Care. My Aged Care is a contact centre and website, with no
local ‘shopfront’ or physical infrastructure. My Aged Care provides information on aged
care and helps people find appropriate care services in their local area. My Aged Care
is also responsible for referring people for assessment of their eligibility for Australian
Government-subsidised aged care services. Such an assessment determines the level
of care and support for which the person may be eligible.96
My Aged Care is administered by the Australian Department of Health. In 2019–20, the
My Aged Care contact centre answered about 1.5 million calls and the website had about
four million visits.97
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Assessing eligibility

When a person wants to access aged care services that are subsidised by the Australian
Government, they first undergo an eligibility check. Typically, an older person, or their
family member or carer, will have an initial conversation with a staff member from the
national My Aged Care contact centre. The My Aged Care staff member will usually
ask questions about the person’s health, current support, and how they are managing
at home.98
If a My Aged Care employee decides that a person is eligible for aged care services, that
person is referred for a face-to-face assessment. This is generally done at the person’s
home or in a hospital for those who are hospitalised and need an urgent assessment.99
The Regional Assessment Service assesses people seeking entry-level support at home
provided under the Commonwealth Home Support Programme. In 2019–20, the Australian
Government allocated funding of about $114.4 million for 17 Regional Assessment Service
providers to deliver assessment services in all States and Territories. In 2019–20, those
service providers completed almost 243,000 assessments.100
Aged Care Assessment Teams undertake comprehensive assessments to determine
eligibility for residential aged care, transition care, Home Care Packages and residential
respite care. The Australian Government engages State and Territory Governments to
manage and administer Aged Care Assessment Teams. In 2019–20, about $129 million
was allocated to 80 Aged Care Assessment Teams to deliver these comprehensive
assessments. In 2019–20, Aged Care Assessment Teams completed close to 187,000
assessments.101

1.4

What care is available?

The aged care system offers care under three key types of service: the Commonwealth
Home Support Programme, Home Care Packages and residential care. There are also
several models of flexible care available to people receiving aged care and, in some
circumstances, their carers. We provide an overview of these below.

1.4.1

Care at home

There are two main programs through which care and support for older people is provided
to help them continue living in their homes. Depending on their care needs, a person
can access services through the Commonwealth Home Support Programme or through
a Home Care Package, or both.
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Commonwealth Home Support Programme
The majority of older people who receive support services at home do so through the
Commonwealth Home Support Programme. An Australian Institute of Health and Welfare
study found that 76% of people accessing aged care used this program before any
other aged care program.102 In 2019–20, the Commonwealth Home Support Programme
provided support to about 839,000 people. The average age of access to the programme
was 80.1 years.103
The Commonwealth Home Support Programme is intended to provide entry-level services
focused on supporting older people to maintain their health, independence and safety at
home and in the community. It also aims to keep people connected with their community.
Services under the program are provided on an ongoing or short-term basis depending on
a person’s needs. They can include:
• allied health and therapy services
• domestic assistance
• goods, equipment and assistive technology
• home maintenance
• home modifications
• meals and other food services
• nursing
• personal care
• social support
• specialised support services
• transport
• centre-based respite, flexible respite and cottage respite.104

People most commonly access assistance with housekeeping (domestic assistance),
followed by allied health and therapy services, transport to places out of walking distance,
home maintenance, social support (group or individual), nursing and meals delivered to
their home.105 In 2018–19, about 330,000 people received assistance with housekeeping,
accounting for nearly 20% of all service contacts in home support. The second most used
service was allied health and therapy services, with close to 245,000 people using this
service. While many people used allied health and therapy services, they tended to
use a limited range of service types and received few services of each type over the
12-month period.106

Home Care Packages Program
Home Care Packages are delivered on a ‘consumer directed care’ basis. Since February
2017, Home Care Packages have been assigned directly to people receiving care rather
than allocated to providers. This means that people can choose the provider to deliver their
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services and can choose to change providers.107 Services that may form part of a
Home Care Package include:
• support services, such as help with washing and ironing, house cleaning,

gardening, basic home maintenance, home modifications related to care needs,
transport to help with shopping, doctor visits or attending social activities

• personal services, such as help with showering or bathing, dressing and mobility
• care-related services, such as nursing and other health support, including

physiotherapy (exercise, mobility, strength and balance), services of a dietitian
(nutrition assessment, food and nutrition advice, dietary changes) and hearing
and vision services

• care management, such as coordinating care and services.108

A Home Care Package can, and often does, contain many of the same support services
that are available under the Commonwealth Home Support Programme. However, Home
Care Packages are provided as a more structured and comprehensive bundle of services.
The Home Care Packages Program has four levels:
• Level 1—to support people with basic care needs
• Level 2—to support people with low care needs
• Level 3—to support people with intermediate care needs
• Level 4—to support people with high care needs.109

A StewartBrown summary of average hours of service per Home Care Package in 2018–19
shows that personal care represented the largest share of total package hours, at 27%.
The proportion of average hours spent on personal care increases with package level.
For Level 1, in 2018–19, it was 16% of total care hours, while Level 2 was 19%, Level 3
was 26% and Level 4 was 33%. Cleaning and household tasks represented the second
largest share of total package hours, at 22%. Here, the proportion of average hours spent
on cleaning and household tasks decreases with package level. For Level 1, it was 31%
of total care hours, while Level 2 was 29%, Level 3 was 21% and Level 4 was 17%. The
proportion of the hours that were spent on social supports and community access was
reasonably constant across package levels, varying between 15% and 19%.110
Services that represented the lowest portion of average package hours were nursing care,
in-home respite (overnight), and allied health practitioners. Each of these represented 1%
or less of the hours of service per Home Care Package. Nursing care and allied health use
do not appear to increase as the package level increases. Care management represented
13% of the hours of service per Home Care Package. The proportion of average hours
spent on care management decreases with package level from 21% for Level 1 to 11%
for Level 4, but the absolute number of hours spent on care management increased
from 0.65 hours per fortnight for Level 1 to 2.01 hours per fortnight for Level 4.111
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Once assessed as eligible for a Home Care Package, a person is placed on the National
Prioritisation System and is offered a package when one becomes available.112 Home Care
Packages are tightly rationed and periodically released and assigned directly to people
by the Australian Department of Health through My Aged Care. Packages are assigned to
people according to when their entitlement for home care was approved and the urgency
of their need.113
In 2019–20, the average age of people accessing a package was 81 years.114 At 30 June
2020, there were about 142,000 people with a Home Care Package. The total number of
Home Care Packages has significantly increased over recent years, as Table 2 illustrates.
Despite the increase in the number of packages, about 102,000 people were waiting
for care at their assessed level of need as at 30 June 2020.115 People may be offered an
interim package at a lower level while they wait for their assessed package. At 30 June
2020, people approved for a Level 4 package could wait over 12 months to be assigned a
package at any level. People approved for a Level 3 package could wait up to six months
for an interim package at Level 1, but still wait more than 12 months for their assigned
package level.116 Table 4 shows that reported waiting times for interim and approved
packages were unchanged between September 2018 and June 2020.

Table 4: Estimated wait time for people entering the Home
Care Package Program by package level117
30 September 2018
Package
level

Interim package
assigned

Time to interim
package

Time to approved
package

Level 1

Level 1

3–6 months

3–6 months

Level 2

Level 1

3–6 months

12+ months

Level 3

Level 1

3–6 months

12+ months

Level 4

Level 2

12+ months

12+ months

30 June 2020
Package
level

Interim package
assigned

Time to interim
package

Time to approved
package

Level 1

Level 1

3–6 months

3–6 months

Level 2

Level 1

3–6 months

12+ months

Level 3

Level 1

3–6 months

12+ months

Level 4

Level 2

12+ months

12+ months

Source: Australian Department of Health, Home Care Packages Program: Data Report 2nd Quarter 2018–19,
2019 and Home Care Packages Program: Data Report 4th Quarter 2019–20, 2020.
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The available data as at 30 June 2020 is inadequate as it does not indicate exactly how
long people can wait for a package, with wait times reported in three-month blocks and
with no indication if a person waits longer than a year. The Australian Department of Health
told Commissioners Tracey and Briggs that in 2017–18, one-quarter of people eligible
for a Level 4 package waited more than 30 months to get a Level 4 package.118

Veterans’ programs
The Veterans’ Home Care Program provides practical help at home for eligible veterans
to continue to live independently in their own homes. Carers and family members of
eligible veterans may also receive assistance under the Veterans’ Home Care Program.
Services available under this program include domestic assistance, personal care, respite
care, and safety-related home and garden maintenance. The program is not designed to
meet complex or high-level care needs.119 People are eligible for an assessment if they
have a Veteran Gold Card or Veteran White Card for a service-related injury or condition.
Carers and family members of Gold Card and White Card holders may be eligible for
an assessment.120
The Australian Department of Veterans’ Affairs Community Nursing Program offers
nursing and personal care services provided by qualified nurses and support staff to
eligible veterans. Services can include help with medication, wound care, hygiene,
showering and dressing.121
In 2018–19, over 40,200 older veterans were approved for Veterans’ Home Care
services—around 32% of older eligible veterans. In the same year, over 15,600 veterans
received community nursing services—around 12% of older eligible veterans.122
Veterans can receive care from both the designated veterans’ programs and from
mainstream aged care programs, including the Commonwealth Home Support
Programme and the Home Care Packages Program.

1.4.2

Respite care

Respite care provides short-term support and care services for older people and their
carers. Its primary purpose is to give a carer or the person being cared for a break
from the usual care arrangements. Respite is available in the community through the
Commonwealth Home Support Programme, and for stays in residential facilities through
the provisions of the Aged Care Act.123
Community respite is provided under the Commonwealth Home Support Programme,
which provides flexible planned respite services, including flexible respite, cottage respite,
and centre-based respite. Flexible respite is available during the day or overnight. It can
be provided in an older person’s home or in the community. It usually involves a paid
carer coming to the home of the person receiving care so that the usual carer can take
a short break.124
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Centre-based respite is available during the day. It provides older people with the
opportunity to talk and interact with other people, and usually takes place at a day
centre, club or residential aged care setting. Cottage respite is available overnight
or over a weekend. It takes place in the community or in the home of a host family.
It can be taken for two to three days at a time.125 In 2019–20, nearly 51,000 people
received Commonwealth Home Support Programme respite services.126
Residential respite provides short-term care in Australian Government-subsidised aged
care homes. It may be used on a planned or emergency basis. It is available for a few
days through to a few weeks at a time. It is best suited for people who need ongoing,
continuous carer support for most tasks.127 To access residential respite, a person must
be assessed as eligible by an Aged Care Assessment Team, and will be approved for
either low- or high-level care. This will determine the level of respite subsidy the aged care
provider will receive. Being approved for high-level care allows people to access lowlevel care.128 A person receiving care can access residential respite for up to 63 days per
financial year, with extensions possible when an Aged Care Assessment Team considers
it necessary.129 According to the Australian Department of Health:
People receiving residential respite are entitled to receive the same services as someone
receiving permanent residential aged care, including assistance with meals, laundry, room
cleaning, personal grooming, and nursing care.130

In 2019–20, close to 67,000 people received residential respite care. During 2019–20, the
average length of stay per episode of residential respite care was just over 27 days. Most
people only have one respite stay per year, but about one in five have two or more respite
stays per year.131 In the same year, after a period of residential respite care, around 58%
of people exited either back to their home or community, 6% to hospital, 5% to other
residential aged care, and 3% died (28% other).132
The Aged Care Financing Authority has reported a noticeable increase in the use of
residential respite care in recent years.133 It identified a significant increase in the proportion
of people who were admitted to permanent residential care on the same day they were
discharged from residential respite. In 2017–18, 44% of all admissions to permanent
residential aged care were people who were receiving respite care on the day before their
admission to permanent care.134 This reflects, at least in part, a demand for the use of
respite as a ‘try before you buy’ test before a person enters permanent residential care,
rather than a break from usual care arrangements.135 In his Legislated Review of Aged
Care 2017 report, Mr David Tune AO PSM made similar observations.136
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Residential aged care

Residential aged care provides support and accommodation for older people who are
unable to continue living independently in their own homes and who need ongoing
help with everyday tasks. It assists people who have been assessed by an Aged Care
Assessment Team as needing higher levels of care than can be provided in the home.
After a person has been assessed as eligible for residential aged care, they may choose
a residential aged care facility. This is subject to the aged care facility having an available
place, agreeing to admit them, and being able to meet their care needs. Residential care
is provided on either a permanent or a temporary (respite) basis.137
Under the Quality of Care Principles 2014 (Cth), approved providers of residential aged
care must provide a range of care and services to residents, whenever they may need
them. The type of care and services provided include:
• social care, such as recreational activities and emotional support
• accommodation services and help with day-to-day tasks—often referred

to as ‘hotel-like services’—such as bedding, furniture, toiletries, cleaning,
cooking, and laundry

• personal care, such as bathing, dressing, grooming, and assisting with going

to the toilet

• clinical care, such as wound care and management, help with administering

medication, and nursing services.138

In 2019–20, just over 244,000 people received permanent residential aged care at some
time during the year. At 30 June 2020, almost 184,000 people were receiving permanent
residential care.139
People entering residential aged care have the highest average age of any of the three
mainstream programs of aged care.140 In 2019–20, the average age, on entry, was
82.5 years for men and 84.8 years for women.141 The average length of stay for long-term
residential care was almost 30 months.142
With the increase in the availability of support in the community, the average frailty of
people receiving permanent residential aged care has increased significantly in recent
years. Since 2009, the proportion of people with high care needs has generally increased
in each care domain under the Aged Care Funding Instrument. The biggest overall change
was in complex health care, which rose from 13% in 2009 to 61% in 2016, and then fell
to 52% in 2019. This fall followed changes to the rating method for complex health care
that applied from January 2017.143 In 2019, some 31% of permanent residents were
classified as having the highest care needs in all three care domains: activities of daily
living, cognition and behaviour, and complex health care. Some 85% of all permanent
residents were classified as having the highest care needs in at least one of the three
care domains.144
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Flexible care

There are five ‘flexible care’ programs that respond to the needs of older people who may
require a care approach that is different to what is provided through mainstream residential
and home care services. These programs are:
• Transition Care
• Short-Term Restorative Care
• Innovative Care
• Multi-Purpose Services
• National Aboriginal and Torres Strait Islander Flexible Aged Care Program services,

known as NATSIFACP.

At 30 June 2020, there were just over 10,000 operational flexible care places.145 We provide
a brief outline of the five flexible care programs below.

Transition Care Program
The Transition Care Program helps older people recover after a hospital stay. The program
provides short-term specialised care and support to help older people regain their
functional capacity, improve their levels of independence and avoid the need for longerterm care and support services.146
Older people may receive transition care for up to 12 weeks, with a possible extension
of another six weeks, in either a home or residential aged care setting. To be assessed
for transition care, older people must be in hospital at the time of the assessment. Once
they enter the Transition Care Program, they may receive a range of goal-oriented and
therapy-focused support services, such as allied health services, nursing support and
personal care.147
At 30 June 2020, there were close to 4200 transition care places nationally, with almost
3500 people receiving transition care. During 2019–20, about 24,800 people received
transition care.148
The Transition Care Program is jointly funded by the Australian Government and State
and Territory Governments, which manage the program in their respective jurisdictions as
the approved providers of transition care.149 Most State and Territory Governments then
subcontract and fund health services and aged care providers to deliver these services.

Short-Term Restorative Care Program
The Short-Term Restorative Care Program, which is funded by the Australian Government,
provides early intervention care to help older people improve their physical functioning,
wellbeing and independence. It may also help to reduce or delay an older person’s need
for further aged care services and reverse or slow functional decline.150
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The Short-Term Restorative Care Program can be delivered in a home care setting, a
residential care setting, or a combination of both. The care provider will typically work
with an older person to identify their goals and then put together a tailored package of
care and services that is delivered over a period of eight weeks. Support services might
include rehabilitative therapy services, personal care, assistance with preparing meals,
minor home modifications, emotional support and arranging social activities.151
At 30 June 2020, there were 94 operational Short-Term Restorative Care services being
delivered by 58 approved providers to 809 people. During 2019–20, over 4500 people
received care under the Short-Term Restorative Care program.152

Innovative Care Programme
The Australian Government established the Innovative Care Programme in 2001–02 to pilot
new approaches to providing aged care where mainstream programs were not meeting
the needs of a particular group of people.153 The current Innovative Care Program is an
extension of pilots established in 2003.154 These projects were designed for younger
people living with disability who:
• lived in state-funded supported accommodation services
• were at risk of entering residential aged care.155

The program stopped funding new projects on 25 May 2006.156 Since then, no new
entrants have been accepted into the program. This means that the number of people
receiving such care is gradually decreasing as people leave the projects. At 30 June 2020,
there were eight projects operating under the program, with 36 operational innovative
care places.157

Multi-Purpose Services Program
The Multi-Purpose Services Program is a joint initiative between the Australian and State
and Territory Governments. One of its primary objectives is to provide integrated health
and aged care services for regional, rural and remote communities in both residential aged
care and home care settings. The program helps older people living in regional, rural and
remote areas to receive the aged care services they need in their own community.158 It
operates in all States, the Northern Territory and the External Territories (Norfolk Island).159
The majority of services are co-located with a hospital or health service. The Multi-Purpose
Services Program facilitates the presence of health and aged care services in regions that
could not viably support a standalone hospital or residential aged care facility.160 It seeks
to provide:
• improved access to a mix of health and aged care services that meet community

needs

• more innovative, flexible and integrated service delivery
• flexible use of funding and/or resource infrastructure within integrated service

planning
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• improved quality of care
• improved cost-effectiveness and long-term viability of services in rural,

regional and remote areas.161

At 30 June 2020, there were 179 Multi-Purpose Services across Australia offering close
to 3700 residential care and home care places.162

NATSIFACP
The National Aboriginal and Torres Strait Islander Flexible Aged Care Program, known as
NATSIFACP, also provides a type of flexible aged care. Under this program, the Australian
Government funds aged care services to provide culturally appropriate aged care to older
Aboriginal and Torres Strait Islander people and to allow them to remain close to home and
community.163 Services can be delivered in either a residential or home care setting and are
administered outside the Aged Care Act.164 Most of these services are delivered in remote
and very remote areas.165
As at 30 June 2020, NATSIFACP funded 1264 residential and home care places across
Australia.166

1.4.5

Dementia support

The Australian Government funds various programs and services that aim to improve
understanding and awareness of dementia and to increase the skills of health
professionals, volunteers and people who care for people living with dementia.
The programs include:
• National Dementia Support Program167
• Dementia Training Program168
• Dementia Behaviour Management Advisory Service169
• Severe Behaviour Response Teams170
• Specialist Dementia Care Program.171

The National Dementia Support Program funds information, education programs,
services and resources about dementia. Initiatives funded under this program aim to:
• improve awareness and understanding about dementia
• empower people living with dementia, and their carers and families, to make informed
decisions about the support services they access.172
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The Australian Government has allocated $326.6 million over the 2019–23 financial years
for the Dementia and Aged Care Services fund. This fund provides support for existing
and emerging programs in dementia care, including funding for the Dementia Training
Program and Dementia Behaviour Management Advisory Service.173 The Dementia Training
Program provides:
• continuing professional development training on dementia assessment,

diagnosis and management

• accredited dementia care vocational level training courses
• tailored onsite training to aged care providers who request assistance, including

a dementia skills and environment audit, followed by a tailored training package.174

The Dementia Behaviour Management Advisory Service is the first tier in the Australian
Government’s set of support programs for carers of people experiencing behavioural and
psychological symptoms of dementia. The service provides free support and advice to aged
care providers and individuals caring for people living with dementia. Services can include:
• assessment of the person with dementia, and their carer and support network
• clinical support, information and advice
• care planning, case conferences, referrals and short-term case management
• mentoring and clinical supervision for care providers
• building care providers’ capacity and knowledge
• help to link to current research, literature and evidence-based practice guidelines
• translation and interpreting services for clients from culturally and linguistically

diverse backgrounds

• behaviour consultants with Aboriginal and Torres Strait Islander and culturally

and linguistically diverse portfolios

• advice and support that is relevant to other special needs groups (for example,

younger or working-age dementia, learning disability and dementia)

• referrals to the Severe Behaviour Response Teams.175

Severe Behaviour Response Teams build on the work of the Dementia Behaviour
Management Advisory Service. They are a mobile workforce of clinical experts who
provide advice to residential aged care providers who request assistance to care for
people with the most severe behavioural and psychological symptoms of dementia.
The Severe Behaviour Response Teams can provide expert support, including:
• assessing the causes of the behaviours
• assisting care staff until the immediate crisis is resolved
• developing a care plan to address and deal with behaviours
• providing follow-up assistance.176
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The Specialist Dementia Care Program provides specialised care for people:
• who live with very severe dementia complicated by physical aggression or other behaviours
• whose residential care facility or carers cannot manage the behaviours, even with help from
other services.177

The Australian Department of Health estimates that up to 1% of all people living with
dementia are in this target group. The Department expects that by 2022–23, there will be at
least one Specialist Dementia Care Program unit in each of the 31 Primary Health Network
regions across Australia.178 A prototype Specialist Dementia Care Program unit was
established in 2019 at Brightwater Care Group’s The Village, a residential aged care facility
in Western Australia. In 2020, nine more units opened across Australia in New South Wales,
Victoria, South Australia, Queensland and the Australian Capital Territory, with another
scheduled to open in South Australia in 2021. The next round of funding for more units
is scheduled for 2021–22.179

1.4.6

Community Visitors Scheme

The Community Visitors Scheme program supports volunteer visits to older people
who are socially isolated or at risk of social isolation or loneliness. It is a free service
that aims to provide friendship and companionship to older people and help develop
social connections.180
The Australian Government funds community-based organisations to recruit, train and
support volunteers to make regular visits to people living in residential aged care services
or receiving Home Care Packages.181 These visits can take the form of one-on-one or
group visits to residential aged care homes or one-on-one visits to people receiving Home
Care Packages. Volunteers visit each person or group of people about 20 times per year.182
Older people can refer themselves to the Community Visitors Scheme, which also accepts
referrals from aged care providers, family members and friends.183
In 2019–20, approximately 11,000 volunteers conducted around 221,000 visits.184

1.5

Who provides care

The aged care workforce makes a valuable and sustained contribution to the care of older
people. Older people in Australia are often reliant on their loved ones—informal carers—
or volunteers to care for them or to supplement the care provided to them by those in the
paid aged care workforce.
The COVID-19 pandemic gave rise to unprecedented challenges for the paid aged care
workforce as well as for informal carers and volunteers. These challenges highlighted the
existing stressors on the workforce, which we examine in greater detail in Chapter 4 of this
volume, on systemic problems.
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The aged care workforce and volunteers

The National Aged Care Workforce Census and Survey is conducted around every four
years, most recently in 2016.185 Previous surveys were conducted in 2003, 2007 and 2012.
The next one was scheduled to take place in late 2020 or early 2021, but at the time of
writing had not occurred.
The 2016 results revealed there were around 434,000 people working in the aged care
sector (see Table 5). Of these, there were around 366,000 paid workers (84%) and 68,000
volunteers (16%). Sixty per cent of these people worked in a residential aged care setting
and 40% in home care and home support outlets.186
This data on the paid workforce excludes non-pay as you go workers—that is, agency,
brokered and self-employed workers. During the relevant fortnight of the survey, about
28,000 non-pay as you go staff were engaged across the aged care sector. About 27% of
home care and home support outlets reported engaging one or more non-pay as you go
workers in the relevant fortnight, compared with 50% of residential aged care providers.187
There was a greater percentage of home care and home support outlet volunteers (26%)
compared with residential aged care volunteers (9%). The average hours worked per
volunteer per fortnight was similar for both home care and home support outlets (4.6 hours)
and residential aged care volunteers (4.9 hours), equalling a total of almost 207,000 and
115,000 hours volunteered per fortnight respectively.

Table 5: Paid workers and volunteers in the aged care workforce
Residential aged care

Home care & home support outlets

Total

Paid workers

235,764

130,263

366,027

Volunteers

23,537

44,879

68,416

Total

259,301

175,142

434,443

Source: National Aged Care Workforce Census and Survey – The Aged Care Workforce, 2016

The remainder of our discussion in this section focuses on pay as you go workers,
based on the available data.
The bulk of the aged care workforce is comprised of people in direct care roles. In 2016,
of the approximately 366,000 paid workers, around 240,000 (or 66%) were in direct care
roles.188 Table 6 shows the number of direct care workers in residential aged care and
home care in 2016.189
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Table 6: Direct care workers in the residential aged care and
home care and home support outlets by occupation, 2016
Residential
Aged care

Home care & home
support outlets

Total

Nurse practitioner

386

53

439

Registered nurse

22,455

6969

29,424

Enrolled nurse

15,697

1888

17,585

Personal care attendant/
Community care worker

108,126

72,495

180,621

Allied health professional

2210

4062

6272

Allied health assistant

4979

995

5974

Total*

153,853

86,463

240,317

Source: National Aged Care Workforce Census and Survey – The Aged Care Workforce, 2016.

The aged care workforce is predominantly made up of women, although more men are
working in aged care than previously. The 2016 Workforce Census and Survey showed that
87% of direct care workers in residential care and 89% of direct care workers in home care
were women.190
The median age of direct care workers in residential care is 46 years, and 52 years in
home care.191 The median age for all workers in Australia is 39 years.192 The direct care
residential workforce is getting younger, while the home care and home support workforce
is getting older.193
The 2016 Workforce Census and Survey estimated that the residential aged care workforce
grew by 17% between 2012 and 2016 and by about 50% since 2003.194 This can be
compared with the number of residential care places available, which increased by 44%
between 2003 and 2020.195 However, the estimated proportion of the residential aged
care workforce in direct care roles fell significantly. In 2016, 65% of residential aged care
employees worked in direct care roles, compared with 74% in 2003.196
Registered nurses comprised 21% of the residential direct care workforce in 2003, but by
2016 this had dropped to around 15%. The proportion of enrolled nurses dropped from
13% to 10% over the same period. The proportion of direct care employees working in
allied health roles also dropped from around 7% to around 5%. Over the same period,
the proportion of the residential direct care workforce who were personal care workers
increased from around 58% to around 70%.197
In home care and home support, the total workforce decreased by 13% between 2012
and 2016. During the same period, the overall direct care workforce in home care and
home support fell by 7%.198
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In 2016, most aged care workers in residential and home care services were permanent
part-time (78% and 75% respectively).199 The remainder were either permanent full-time
(12% in residential care and 11% in home care) or employed on a casual or contract basis
(10% in residential care and 14% in home care).200 As this data is limited to the pay as you
go workforce and excludes the agency, brokered and self-employed staff, this does not
present a complete picture of the extent of casual employment in the aged care sector.

1.5.2

Informal carers

Informal carers are a critical element of the care system for older people. They reduce the
need for formal care, supplement the care provided by aged care services, and maintain
critical social and community connections. Not only is their role important, the scale of the
assistance provided by informal carers is significant.
In 2018, of 2.65 million carers in Australia, one-third (861,000) were the primary carers
who provided the most informal support to a family member or friend. Around 428,500
primary carers provided care to someone aged 65 years or older. Seven out of 10 primary
carers were women.201 A 2013 report estimated that between one-quarter and one-third
of informal carers were from culturally and linguistically diverse backgrounds.202
Older people receive informal care from a number of sources, and often from more than
one source. About half (46.7%) receive it from a partner, 29.6% from a daughter and 23.8%
from a son. In addition, 14.3% receive assistance from a more distant female relative or
friend and 17.8% receive assistance from a more distant male relative or friend.203
Deloitte Access Economics estimate the replacement value of unpaid care across the total
carer population in 2020 at nearly $80 billion.204 The replacement cost method measures
the cost of ‘buying’ an equivalent amount of care from the formal sector if the informal
care were not supplied. Another important measure of the cost of informal care is the
opportunity cost method, which measures the formal sector productivity losses associated
with caring, as time devoted to caring responsibilities is time that cannot be spent in the
paid workforce. The earnings foregone for primary and non-primary carers in 2020 has
been estimated to be $11.4 billion and $3.8 billion respectively.205
The Australian Government pays the Carer Payment and the Carer Allowance to informal
carers who spend a considerable amount of time providing informal care. The Department
of Social Services reports that some 270,694 people aged over 65 years were being
assisted by people in receipt of the Carer Allowance and 119,895 people aged over
65 years were being assisted by people in receipt of the Carer Payment in June 2020.
About 40% of the people who receive informal care from a person receiving Carer
Allowance or Carer Payment are aged 65 years or older.206 In 2018–19, the Australian
Government spent $3.4 billion on Carer Payments, Carer Allowances and Carer
Supplements for informal carers of older people.207
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Aged care providers

The Aged Care Financing Authority reported that in 2018–19, there were over 3000
providers of aged care services. This included 873 residential aged care providers,
928 home care providers (as at 30 June 2019) and 1458 Commonwealth Home Support
Programme providers.208
Most aged care providers are organisations owned by community, charity or religious
organisations—‘not-for-profits’, though they may or may not be run like a commercial
business—or are privately owned organisations that run as a commercial business. In
addition, there is a smaller group of State and Territory Government and local government
providers.209 Research indicates these structural factors play a role in quality outcomes.210
Table 7 shows the number of aged care providers operating in each care program by
ownership type.

Table 7. Number of providers by ownership and program,
2018–19*
Program

For-profit

Not-for-profit

State, Territory or
local government

Total

Residential

288

488

97

873

Home Care Packages
(at 30 June 2019)

335

479

114

928

Commonwealth Home
Support Programme

102

1006

350

1458

Source: Aged Care Financial Authority, Eighth Report on the Funding and Financing of the Aged Care Sector,
2020.211
* Providers can operate in more than one program

There has been a shift towards consolidation of the aged care sector in the hands of fewer
large-scale operators.
In residential and home care, some providers are associated by joint ownership and/or
religious denomination. Taking these associations into account, in 2018–19 there were a
small number of large providers or provider groups that accounted for close to half of all
services nationwide.212 In 2009–10, there were just two very large providers or groups in
residential care, operating 16% of all places, whereas by 2018–19 this had grown to 10,
operating 39% of all places (see Figure 1, below). Aged Care Financing Authority data
suggests that there are also a large number of single facility operators in residential aged
care (547 in 2018–19), although their potential affiliations are unknown.213
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Note: The size ranges in brackets are the number of Home Care Package places or recipients. From 27
February 2017, all Home Care Packages have been provided to individuals. Previously, Home Care Packages
were awarded to approved providers. Accordingly, information up to and including 2015–16 is for Home Care
Program operational places, while from 2016–17 it is for individuals who have been assigned a package.

The larger, for-profit providers now represent a greater share of the market, while the
proportion of not-for-profit and government providers has declined. The market share of
for-profit providers of residential aged care has increased from 34% in 2009–10 to 40%
in 2018–19, taking share from the not-for-profits and government services. In home care,
the shift is even more marked, increasing from 6% in 2009–10 to 21% in 2018–19. 217

1.6

Who pays, and for what?

The Australian Government subsidises the majority of aged care services in Australia. Older
people are currently required to contribute to the costs of their care and accommodation
if they can afford to do so. People contribute to the cost of their care and accommodation
in the form of co-payments and means tested fees. Co-payments are the fixed fees paid
by people towards the services that are subsidised by the Australian Government. Means
tested fees are determined through a combined assessment of a person’s income and
assets. Funds for aged care are also raised through public and private capital financing.
People receiving aged care services contributed $5.6 billion to the cost of their aged care
in 2018–19, of which $5.2 billion was spent on residential aged care.218
In 2019–20, the Australian Government’s total expenditure on aged care programs
administered by the Department of Health was $21.2 billion. Residential aged care
accounted for 64%, or $13.4 billion, of this spend.219 The Australian Government’s total
expenditure on aged care programs administered by the Department was $18.1 billion
in 2017–18 and $19.9 billion in 2018–19.220
According to the Aged Care Funding Authority, growth in residential care expenditure from
2017–18 to 2018–19 was largely driven by a 1.9% increase in the number of days of care
provided due to an increase in residents and a 4.7% increase in average care subsidy and
supplement payments. Growth in home care expenditure from 2017–18 to 2018–19 was
driven by a 19.5% increase in the number of days of care provided due to an increasing
number of Home Care Packages.221 While at the time of writing the Aged Care Funding
Authority had not released its report on aged care funding for 2019–20, we understand
Australian Government expenditure was impacted during this period by large releases of
Home Care Packages and increased funding in response to the COVID-19 pandemic.222
The Australian Government announced that it would increase its total funding for aged
care in the context of the COVID-19 pandemic, to $23.9 billion funding for the aged care
programs administered by the Department of Health for 2020–21, $24.5 billion in 2021–22,
$25.9 billion in 2022–23 and $27.1 billion in 2023–24.223
Australian Government spending on aged care as a proportion of gross domestic product
is less than government spending in many other developed countries that are part of the
Organisation for Economic Cooperation and Development. 224 In this context, Australia has
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a relatively younger population than many other developed countries.225 However,
an increasing proportion of the Australian population is made up of older people. This
trend is projected to continue.226 The Aged Care Financing Authority has indicated that
the cost of aged care will continue to grow over time due to the combined effects of this
demographic change, the increasing costs of services, and expectations of improvements
in the quality of services from older people and their families.227 It has also identified
other contributing factors, including increasing complexity of chronic health conditions
in ageing populations.228
In 2020, the Parliamentary Budget Office projected that, over the next decade, Australian
Government spending on aged care will increase by 4.0% a year, after correcting for
inflation. This increase will mean that aged care spending will be growing significantly
faster than the rate of all Australian Government spending (2.7%). The Parliamentary
Budget Office predicts that by 2030–31, aged care will account for 5.0% of all Australian
Government expenditure compared to 4.2% in 2018–19.229 Aged care spending is
projected to increase by 0.3% of gross domestic product over the next decade,
from 1.0% of gross domestic product in 2018–19 to 1.3% by 2030–31.230
The Aged Care Financing Authority reports on the profitability of the aged care sector
based on audited data on revenue and expenditure provided by aged care providers,
although results for any related parties are not accounted for in this reporting. According
to the Aged Care Financing Authority, approximately 25% of home care providers and
42% of residential aged care providers reported an operating loss in 2018–19.231 The
Aged Care Financing Authority reports that the financial performance of residential aged
care providers would have been significantly worse but for the Australian Government’s
one-off $320 million increase in the Aged Care Financing Instrument in the final quarter
of the 2018–19 financial year.232 The impact of the COVID-19 pandemic on the financial
performance of aged care providers is not known at the time of writing. The Aged Care
Financing Authority has suggested that the pandemic may increase pressure on the
sector, particularly for providers in regional, rural and remote Australia.233

1.6.1

Residential care funding

Residential aged care is proportionally more costly than other forms of care, with almost
two-thirds of all aged care funding being directed to 21% of the people receiving aged
care.234 This is at least partly attributable to the relatively higher care needs of people in
residential aged care. Australian Government funding for residential aged care is made
up of:
• operational funding, which supports day-to-day services such as nursing

and personal care, living expenses and accommodation expenses

• capital financing, which supports the construction of new residential

aged care facilities and the refurbishment of existing facilities.235

The operational funding in residential aged care is made up of Australian Government
funding and resident contributions.
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The Government determines its funding by setting:
• a basic care subsidy for personal and nursing care
• the rates of supplements paid to support aspects of residential care that incur

higher costs to deliver

• the maximum rate of accommodation supplement for those residents who cannot

afford to pay their accommodation costs.236

The relevant Australian Government Minister determines the rates for subsidies and care
supplements to be paid from 1 July each year, and the rates of accommodation-linked
supplements on 20 March and 20 September each year.237
An older person living in an aged care facility has both their income and assets means
tested to determine the fees they can be asked to pay. A resident may be required to
pay a number of fees and costs that relate to their care, accommodation and any other
services they may receive. In 2018–19, residents in aged care contributed $3.4 billion
towards their living expenses, $822 million towards accommodation costs by way of
Daily Accommodation Payments, and $513 million towards care costs.238

Paying for care
The majority of residential aged care funding is made up of the basic care subsidy which
supports the costs of providing personal and nursing care to people living in residential
care. The Aged Care Funding Instrument is the funding tool used to determine the amount
of funding paid to a residential aged care provider on behalf of a resident for their care. It
is used to assess the relative care needs of residents to allocate government funding.239
Providers undertake their own Aged Care Funding Instrument assessments by assessing
care needs across three funding domains: activities of daily living, behaviour, and complex
health care. A resident is allocated a nil, low, medium or high classification (A, B, C or D)
across these domains, which determines the level of subsidies provided to the aged care
provider for that resident.240
The Australian Government sets the prices and rules for claiming Aged Care Funding
Instrument care subsidies.241 At 1 July 2020, the daily Aged Care Funding Instrument
subsidy rates ranged from $0.00 a day (for someone rated as nil in all three domains)
to $223.14 a day (for someone rated as high in all three domains).242
There is variability in the average Aged Care Funding Instrument claim per resident per day
between providers. This reflects differences in resident profiles and the claiming processes
of providers. Data from the Aged Care Financing Authority showed that in 2018–19 some
facilities averaged less than $70 per day in Aged Care Funding Instrument payments while
others averaged over $210 per day.243
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In addition to payments under the Aged Care Funding Instrument, a provider may receive
residential care supplements depending on the provider / residents meeting eligibility
criteria. For example, an accommodation supplement assists residents who do not have
the means to meet that cost themselves; a viability supplement assists providers that
are smaller or in rural and remote areas; and a homeless supplement exists for eligible
facilities. There are other supplements based on high clinical needs.244
All older people living in residential aged care can be asked by their aged care provider
to pay a basic daily fee to cover day-to-day living costs. This equates to 85% of the single
rate of the basic age pension. In September 2020, the basic daily fee was $52.25 a day,
or just over $19,000 a year.245 The Australian Government sets this maximum charge,
but it is at a residential aged care provider’s discretion whether they charge the maximum
level of fees.246
Means tested care fees are designed to ensure that wealthier older people contribute to
the cost of their personal and clinical care. The fees are calculated quarterly by Services
Australia based on an assessment of a person’s income and assets, including a part of
the value of their family home (except where it continues to be occupied by a protected
person). There are annual and lifetime caps on means tested fees, which are indexed twice
a year. Older people do not have to pay more than these caps in care fees. In September
2020, there was an annual cap of $28,087.41, and a lifetime cap of $67,409.85.247

Paying for accommodation
Residential aged care providers charge for accommodation. People living in residential
aged care may choose to pay for accommodation through a lump sum Refundable
Accommodation Deposit, a Daily Accommodation Payment or a combination of the
two.248 Residents with low means have their accommodation costs subsidised by
the Australian Government.249
A Refundable Accommodation Deposit is a lump sum payment from an older person to an
approved provider for accommodation. A Refundable Accommodation Deposit effectively
acts as an interest-free loan from the person living in aged care to an aged care provider.
These lump sum payments are refunded when the person leaves residential aged care.250
Providers must publish the maximum ‘accommodation price’ that they propose to charge
for each room on My Aged Care and their own website.251 The ‘accommodation price’ is
the amount of the Refundable Accommodation Deposit that the provider is seeking from
the resident. The amount of the Refundable Accommodation Deposit agreed between the
provider and the resident is often below the level of the published accommodation price.252
The average accommodation cost in 2013–14 was $296,000 for people entering residential
care. By February 2017, the Aged Care Financing Authority reported that the average had
increased to $350,000.253
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Prices above a threshold of $550,000 must be approved by the Aged Care Pricing
Commissioner.254 The Aged Care Pricing Commissioner receives applications from
residential aged care providers to charge accommodation prices above the threshold.
The Commissioner reviews and approves these prices, as well as applications for changes
to extra services fees. In 2018–19, the Commissioner received 230 new applications from
residential aged care providers for accommodation costs above $550,000, and approved
just over 400 applications, some of which were received in the previous financial year.255
Accommodation costs above $550,000 were approved in relation to 8117 rooms in
that year.256
The average refundable accommodation deposit held by providers in 2018–19 was
$318,000. This had increased from $229,000 in 2013–14.257
Refundable Accommodation Deposits play a role in funding a residential aged care
provider’s capital investment to build new facilities and refurbish older ones. Refundable
Accommodation Deposits accounted for around 57% of residential aged care providers’
total reported assets in 2018–19.258
At 30 June 2019, the residential aged care sector held $30.2 billion in Refundable
Accommodation Deposits.259 The total number of these deposits held by providers
at 30 June 2019 was almost 95,000.260
A person may also choose to pay their accommodation costs through a rental-style Daily
Accommodation Payment. If a person is eligible (through means testing) for Australian
Government assistance, they need only pay a contribution to this daily fee.261
Accommodation costs are income and asset means tested. People with an income below
$27,840.80 and assets below $50,500, at September 2020, are not required to pay for their
accommodation.262 Some people will pay a partial contribution to their accommodation,
and those with higher income (above $70,320) or assets (above $171,535.20) are required
to pay the full cost of their accommodation.263 There is a limit on the value of the family
home that can be considered as part of the means test, set at $171,535.20. The value of
the home above this amount is excluded from the calculation of a residential aged care
resident’s assets.264 Different thresholds may apply for couples.
The Australian Government pays accommodation supplements to assist with the
accommodation costs of people living in residential aged care who do not have the
means to pay for all of these costs themselves. The Government determines the amount
of accommodation supplement payable by setting the maximum rate of accommodation
supplement and determining the share paid by residents based on a means test.265

Fees for extra and additional services
Under the Aged Care Act, approved providers may charge extra service fees.266 These
fees are set by individual providers, based on the extra services they wish to provide,
and include services such as higher standards of accommodation, a broader range
and higher quality of food, and non-care services such as recreational and personal
interest activities.267 The Aged Care Pricing Commissioner must approve the fees.268
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Aged care providers may also charge for additional services, provided they have the
agreement of the person who is to receive them. There are limits on what can be provided
as an ‘additional service’. An aged care provider can only charge an additional service
fee for services that:
• it can demonstrate are better than what must be provided under Schedule 1

of the Quality of Care Principles

• are not specified care and services in Schedule 1 of the Quality of Care Principles
• are not covered by the payment of an extra services fee or accommodation payment
• are not services that a provider is required to deliver.269

There has been a significant decrease in recent years in the number of places with extra
service status. The Aged Care Financing Authority has indicated that this is likely to be
because the changes that were made to the accommodation pricing arrangements on
1 July 2014 reduced the need and motivation for providers to seek extra service status,
and that providers can offer additional care and services for additional fees outside the
extra service framework.270

1.6.2

Home care funding

Home Care Packages
In 2019–20, the Australian Government spent a total of $3.4 billion on Home Care
Packages.271 This sum mainly consisted of subsidies to home care providers.
At 20 September 2020, the basic subsidies for home care per person were:
• Level 1—to support people with basic care needs—$24.46 a day
• Level 2—to support people with low care needs—$43.03 a day
• Level 3—to support people with intermediate care needs—$93.63 a day
• Level 4—to support people with high care needs—$141.94 a day.272

In addition to the basic subsidy, there are a number of supplements available depending
on care need, such as for dementia care or for the provision of oxygen therapy.273
People who receive a Home Care Package can be asked to pay a basic daily fee and
an income-tested care fee by their home care provider. These fees are charged for every
day a person is on a package, irrespective of whether they receive a service that day.
In 2018–19, these contributions to home care totalled approximately $107 million.274
People may also pay an additional fee for services that are not covered by their package.
The maximum basic daily fee that may be charged by a home care provider is 17.5% of
the basic single age pension for a Level 4 Home Care Package.275 This is $10.75 a day, as
of 1 July 2020. The basic daily fees for lower-level packages are capped at only marginally
lower rates: $10.48 a day for a Level 3 package, $10.19 a day for a Level 2 package, and
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$9.63 a day for a Level 1 package.276 This means that people on a lower care package may
contribute a proportionately higher amount to their cost of care.
A person on a Level 1 package, worth around $9000 per year in Australian Government
contributions, may pay up to an additional 39% of the value of their package. A person on
a Level 4 package, worth about $52,000 per year, may pay up to an additional 8% of the
value of their package.
The amount of Australian Government contribution to the package is reduced by the
amount of the assessed income-tested care fee, irrespective of whether the provider
actually charges that fee.277 There are annual and lifetime limits to how much a person
has to pay in income-tested care fees. As at 20 September 2020, the maximum annual
amount of income-tested care fees a person can be asked to pay is:
• $15.43 per day or $5617.47 per year for people with incomes below $53,731.60

(single person income rate)

• $30.86 per day or $11,234.96 per year for people with incomes above $53,731.60

(single person income rate).278

The lifetime cap for income-tested care fees is $67,409.85, for home care and residential
care combined. This means any income-tested care fees paid while a person is receiving
home care will be counted towards the cap if that person moves into residential care.279
People on a full age pension do not pay an income-tested care fee.280
The Aged Care Financing Authority reported that in 2018–19, it was likely many providers
were not charging basic daily fees and income tested fees for home care.281 Similarly, the
Tune review noted in 2017:
Well over 80 per cent of consumers of home care are pensioners, and contribute only a very
small proportion of the costs of care. Most providers are not charging consumers the full basic
daily care fee, despite it being a modest amount, while consumers are contributing less than
3 per cent of the income-tested component of care costs.282

While noting the limitations of the data, the Aged Care Financing Authority reported that
there was a significant decline in the financial performance of home care providers in
2017–18, with the mean operating income per person more than halving from $2989 in
2016–17 to $1217. In 2018–19, this stabilised to $1211.283 The drop in operating income
corresponds with the transfer, in 2017, of funding for Home Care Packages to the older
person instead of the provider.284 During this time, there was also a significant increase
in the number of home care providers, from 496 providers as at 30 June 2016 to 928
as at 30 June 2019.285
The rise of ‘unspent funds’ is a significant issue from both a service delivery and financial
performance perspective.286 Prior to 2017, when people receiving home care moved
between home care providers or exited care (often to enter residential care), unspent
package funds could be retained by their former provider. Since 2017, unspent package
funds follow the older person to their new provider or are returned to the Australian
Government and the older person, based on their respective proportions paid.287 This
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means that home care providers’ income streams have become less stable because
people receiving care can move between providers. It also means that care providers need
to ensure good prudential arrangements so that they are able to repay unspent funds.
According to the Aged Care Financing Authority, at 30 June 2019, home care providers
reported holding unspent funds of $751 million. This is an increase from $539 million at
30 June 2018.288 The Aged Care Financing Authority has explained that unspent funds
may accumulate for a number of reasons, including that:
consumers wish to save a proportion of their budget for future events; the services that the
consumer wants are not available; the consumer is reluctant to allow people into their home;
misconceptions that the money not spent under the package [Home Care Package] belongs
to the consumer; or because the consumer does not require all the funds allocated to them.289

The Aged Care Financing Authority has also commented that:
if the consumer does not need all the funds they have been allocated, these funds could be
used more effectively elsewhere, including meeting unmet demand. Unspent package [Home
Care Package] funds also raises prudential issues since these funds held by providers need
to be available should the consumer leave their care (either transferring to another provider
or leaving home care).290

In the 2019–20 Budget, the Australian Government announced that payment arrangements
in home care would be changed from payment in advance to payment in arrears for
services delivered—that is, payment for service already delivered. This change is intended
to avoid Australian Government funding for subsidies and supplements being held as
unspent funds by providers.291 At time of writing, this change was intended to begin
in February 2021.292

Commonwealth Home Support Programme
During 2019–20, the Australian Government provided $2.6 billion for the delivery of
services under the Commonwealth Home Support Programme, which provides grants
to service delivery organisations, often not-for-profit community groups.293 Periodically,
organisations can apply for grants on the Grant Connect website to fund services under
the Commonwealth Home Support Programme.294 In 2019–20, the Australian Government
also provided just under $160 million to My Aged Care, the Regional Assessment Service,
and other initiatives in support of the program. In total, with these other initiatives included,
Government expenditure for the program in 2019–20 was nearly $2.8 billion.295
The Commonwealth Home Support Programme has no formal means testing for
contributions from people receiving care. Instead, a Client Contribution Framework
outlines a number of principles that providers should adopt when setting and implementing
their own client contribution policy. The principles seek fairness and consistency,
aiming to ensure that those who can afford to contribute to their cost of care do so.296
In 2018–19, contributions from older people to the Commonwealth Home Support
Programme totalled $252 million, around 10% of the program’s total funding. This
is a stable proportion from the previous year.297
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The 2017 Legislated Review of Aged Care recommended that mandatory contributions
based on a person’s financial capacity be introduced for services under the
Commonwealth Home Support Programme.298 This would introduce means testing
to the program and bring it more in line with the funding regimes of home care and
residential care. The Government is yet to respond to this recommendation.

1.6.3

Other programs

The Australian Department of Health refers to a number of other services as ‘flexible care’.
In 2019–20, Australian Government funding for flexible care programs exceeded $575
million.299 Funding for these programs, with the exception of NATSIFACP, is by way of
the Flexible Care Subsidy.300 These initiatives, other than NATSIFACP and the Short-Term
Restorative Care Program, are jointly funded by the Australian Government and State
and Territory Governments.301
Transition Care Program providers and Short-Term Restorative Care providers may charge
people a daily care fee, if the person is in a financial position to contribute to their care.
Contributions are charged at 85% of the aged pension for care delivered in a residential
aged care setting, or 17.5% for care delivered in the person’s home. This aligns these
two programs’ daily care fees with the basic daily fees in residential and home care
respectively.302
NATSIFACP is administered outside of the Aged Care Act, and is grant funded by the
Australian Government.303 In 2019–20, NATSIFACP providers received nearly $60 million
in grant funding.304

1.7

How aged care is regulated

In Australia’s federal system of government, administration of aged care falls within
the Australian Government’s health portfolio.305 The Minister for Health and Aged Care, in
Cabinet, and the Minister for Senior Australians and Aged Care Services have responsibility
for the policy, program and regulatory oversight of the quality and safety of Australian
Government-funded aged care services, assisted by the Australian Department of
Health.306 Prior to the ministerial reshuffle announced on 18 December 2020, the aged
care portfolio was assigned to the Minister for Aged Care and Senior Australians,
outside of the Cabinet.307
On 1 January 2019, the Aged Care Quality and Safety Commission was established as
an independent statutory body, replacing the Australian Aged Care Quality Agency and
the Aged Care Complaints Commissioner.308 Additional regulatory functions previously
carried out by the Secretary of the Australian Department of Health were transferred
to the Aged Care Quality and Safety Commissioner on 1 January 2020.
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The statutory framework

The statutory framework of the aged care system sets out the requirements to
be an approved provider, for the allocation of aged care places and the eligibility
and classification of people receiving care. It also sets out the responsibilities
of approved providers, including in relation to aged care quality and safety.
The statutory framework is a patchwork of legislation and other instruments. The Aged
Care Act and the Aged Care Quality and Safety Commission Act 2018 (Cth) are the primary
pieces of legislation governing aged care in Australia. The Aged Care Act permits the
Minister to make Principles about various matters.309
The Aged Care Quality and Safety Commission Act establishes the Aged Care Quality and
Safety Commission and, together with the Aged Care Quality and Safety Commission Rules
2018 (Cth), sets out the functions of the Aged Care Quality and Safety Commissioner. The
Commissioner’s functions include ‘protecting and enhancing the safety, health, well-being
and quality of life of aged care consumers’. Other functions include approving aged
care providers, regulating them, imposing sanctions, handling complaints, undertaking
consumer engagement, and providing education. 310 The Commissioner’s regulatory
functions include accrediting aged care services, conducting quality reviews, and
monitoring the quality of care.311

1.7.2

Approval of providers

An entity must be approved as a provider of aged care services to receive subsidies
under the Aged Care Act.312 Since 1 January 2020, the Aged Care Quality and Safety
Commissioner has been responsible for the approval of providers. Before this,
the Secretary of the Australian Department of Health held this responsibility.
The requirement to be an approved provider does not apply to services under the
grant-funded Commonwealth Home Support Programme and NATSIFACP. However,
these providers are subject to quality reviews by the Aged Care Quality and Safety
Commissioner.313
To be approved as a provider, a non-government applicant must satisfy the Commissioner
that it is a corporation, is ‘suitable to provide aged care’, and that none of its ‘key
personnel’ is a ‘disqualified individual’.314 The Commissioner must consider a range of
factors when deciding whether an applicant is ‘suitable to provide aged care’. These
include the applicant’s experience in delivering aged care, or any other relevant form of
care, its demonstrated understanding of its responsibilities as an aged care provider, and
the systems it has, or will have, in place to meet its obligations. Key among these are
systems to ensure sound financial management. The Commissioner must also consider,
among other factors, the applicant’s conduct in delivering aged care, or any other type
of relevant care, including its compliance with its obligations and responsibilities. 315

42

1778

Chapter 1

The Current System

The Commissioner must revoke a provider’s approval if they are satisfied that the approved
provider is no longer suitable to provide aged care, and may revoke approval if satisfied
that the provider has not complied with one or more of its responsibilities.316
The decision not to approve a provider or to revoke the approval of a provider is subject
to review. In the first instance, the review of the decision is undertaken by an internal
decision reviewer as a delegate of the Commissioner. Applications may be made to the
Administrative Appeals Tribunal for review of a reconsideration decision of an internal
decision reviewer. 317

1.7.3

Provider responsibilities

The Aged Care Act and the Aged Care Principles together set out providers’ obligations
and responsibilities. These obligations and responsibilities span the quality of care
that must be provided, the rights of those receiving care, described as ‘user rights’,
and accountability for the care provided and the suitability of key personnel.318

Quality of care
Part 4.1 of the Aged Care Act describes the quality of care approved providers must
provide, including:
• providing the care and services specified in the Quality of Care Principles,

including complying with the Aged Care Quality Standards

• maintaining an adequate number of appropriately skilled staff to meet the care

needs of people

• providing care and services of a quality that is consistent with any rights and

responsibilities of people receiving care, as specified in the User Rights Principles.319

The Quality of Care Principles set out the care a provider must or may provide in different
care settings and for people with different levels of need. The Principles also set out
whether the provider can charge a fee for those services. The Principles provide that
physical and chemical restraint should only be used as a last resort.320

Aged Care Quality Standards
Approved providers must comply with the Aged Care Quality Standards. These Standards,
contained in a schedule to the Quality of Care Principles, apply to residential care, home
care and flexible care.321 The Standards came into force on 1 July 2019, replacing the
Accreditation Standards, the Home Care Standards and those that previously applied to
NATSIFACP and Transition Care. Providers of services under the Commonwealth Home
Support Programme are also required to meet the Aged Care Quality Standards as a
condition of their grant agreements.322
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The eight Standards are:
• Standard 1—consumer dignity and choice
• Standard 2—ongoing assessment and planning with consumers
• Standard 3—personal care and clinical care
• Standard 4—services and supports for daily living
• Standard 5—organisation’s service environment
• Standard 6—feedback and complaints
• Standard 7—human resources
• Standard 8—organisational governance.323

Each standard includes a statement of outcome for the person receiving care; a statement
of expectation for the provider; and the requirements a provider must demonstrate in order
to meet the Standard.
The Aged Care Quality and Safety Commissioner can monitor the compliance of approved
providers with their responsibilities and performance against the Aged Care Quality
Standards.324 Failure to meet these Standards may lead to sanctions being imposed
under the Aged Care Quality and Safety Commission Act.325

User rights
Part 4.2 of the Aged Care Act and the User Rights Principles set out the general
responsibilities an aged care provider has to people receiving care and to people preparing
to enter aged care. Failure to meet those responsibilities may lead to sanctions being
imposed under the Aged Care Quality and Safety Commission Act.326 The User Rights
Principles require an approved provider to give each person receiving care, and help
them to understand, a copy of the Charter of Aged Care Rights.327 The Charter states:
I have the right to:

44

1.

safe and high quality care and services;

2.

be treated with dignity and respect;

3.

have my identity, culture and diversity valued and supported;

4.

live without abuse and neglect;

5.

be informed about my care and services in a way I understand;

6.

access all information about myself, including information about my rights,
care and services;

7.

have control over and make choices about my care, and personal and social life,
including where the choices involve personal risk;

8.

have control over, and make decisions about, the personal aspects of my daily life,
financial affairs and possessions;

9.

my independence;
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10. be listened to and understood;
11. have a person of my choice, including an aged care advocate, support me or speak
on my behalf;
12. complain free from reprisal, and to have my complaints dealt with fairly and promptly;
13. personal privacy and to have my personal information protected;
14. exercise my rights without it adversely affecting the way I am treated. 328

Accountability
Part 4.3 of the Aged Care Act, together with the Accountability Principles, details
various responsibilities of approved providers, including in relation to: complying with
record keeping, data collection and financial reporting requirements; cooperating with
anyone exercising powers under the Aged Care Act or the Aged Care Quality and Safety
Commission Act; and ensuring the suitability of any key personnel, staff members and
volunteers. Approved providers are required to inform the Secretary of the Australian
Department of Health of any changes in circumstances that may materially affect their
suitability to provide aged care. They must also conduct appraisals and reappraisals of
people’s care needs as required.329
Since 1 July 2007, the Australian Government has required approved providers of
residential aged care to report certain alleged or suspected physical and sexual assaults
against residents.330 This requirement does not apply if the alleged perpetrator is a fellow
resident with a diagnosed cognitive or mental impairment and the provider puts in place
arrangements to manage the alleged perpetrator’s behaviour.331
In June 2020, the Australian Government announced that it would introduce a Serious
Incident Response Scheme from July 2021.332 This scheme will require reporting of a
broader range of serious incidents, including incidents of abuse in aged care where the
resident who allegedly commits an incident has a cognitive or mental impairment.333

National Aged Care Mandatory Quality Indicator Program
On 1 July 2019, the National Quality Indicator Program became mandatory. Previously, this
was voluntary. Approved providers of residential care are required to provide information
on three quality indicators to the Australian Department of Health. 334 These are:
• pressure injuries
• use of physical restraint
• unplanned weight loss.335

From 1 July 2021, providers will also be required to report against falls and major injury
indicators and medication management indicators.336
The quality indicators are reported at a national and State and Territory level on the
Australian Institute of Health and Welfare GEN Aged Care Data website.
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Accreditation and quality monitoring

The Aged Care Quality and Safety Commissioner is responsible for accrediting and
re-accrediting residential aged care services. The Commissioner is also responsible
for conducting quality reviews of home care services and for monitoring the quality
of care and services.337
Residential aged care services are required to be accredited by the Aged Care Quality
and Safety Commission to receive Australian Government subsidies. Once an aged
care provider is approved, it can apply to the Commissioner for accreditation (or reaccreditation) of a service.338 Applications for accreditation and re-accreditation must
include an undertaking that the ‘provider will undertake continuous improvement in
relation to the service as measured against the Aged Care Quality Standards’.339
The Aged Care Quality and Safety Commissioner conducts periodic full audits of an aged
care provider’s compliance against the Aged Care Quality Standards. When considering
whether to re-accredit a residential aged care service, the Commissioner must arrange a
site visit and meeting with the person in charge of the service and at least 10% of people
receiving care or their representatives. The Commissioner must deliver a performance
report to the provider and decide whether to re-accredit the service. If the Commissioner
decides to re-accredit a service, he or she must specify the period for re-accreditation.340
There is no accreditation requirement for home care services. An approved provider is
able to begin providing home care services before the Aged Care Quality and Safety
Commissioner undertakes any quality review. In this context, home care services are
those services delivered under a Home Care Package, the Commonwealth Home Support
Programme, or a flexible care service where restorative care is provided in a home care
setting.341 The Commissioner must ensure that a quality review of a home care service
is conducted at least once every three years.342
Quality reviews must include site visits of the premises of the provider and may include
a site visit of the premises where the service is provided.343 The assessors assess the
quality of care against the Aged Care Quality Standards. They must meet with the provider.
Unlike residential care accreditation assessments, home care service assessors are only
required to meet with the person receiving care, or their representative, if a request has
been made by, or on behalf of, that person. Otherwise, the assessor is dependent on
the service for information from people receiving care.344 After the audit, the assessment
team must prepare a quality audit report and the Commissioner then produces a
performance report.345
The Commissioner conducts quality reviews of NATSIFACP services in accordance with
the Quality and Safety Commission Rules and the NATSIFACP Quality Framework.346
In between accreditation or quality review cycles, representatives of the Aged Care Quality
and Safety Commissioner—regulatory officials—may make an assessment contact with
a provider.347 Any form of contact between a regulatory official and an aged care provider,
other than a site audit, review audit or quality audit, is an assessment contact. Assessment
contacts may or may not include a site visit and may be announced or unannounced.348
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Following an assessment contact, the regulatory official must prepare an assessment contact
report and the Commissioner must produce a performance report giving the provider written
notice of any areas for improvement by reference to the Aged Care Quality Standards.349
For NATSIFACP services, the Aged Care Quality and Safety Commissioner must monitor
a service in accordance with the Quality Framework. The NATSIFACP Quality Review
Guidelines allow for an assessment contact outside of the quality review process.
Site visits to NATSIFACP services require 14 days’ notice.350
If the provider has provided notification of a change in circumstances that materially affects
its suitability to be a provider of aged care services, or if the Aged Care Quality and Safety
Commissioner has reasonable grounds to believe that a provider might not be complying
with the Aged Care Quality Standards, the Commissioner may arrange for a review audit
to occur at the provider’s premises.351
On receiving a review audit report, the Commissioner has 28 days to provide a
performance report to the provider and a further 7 days to decide whether to revoke the
accreditation of the service. A decision to revoke accreditation must be published on the
Aged Care Quality and Safety Commission’s website. Alternatively, the Commissioner
may vary the service’s period of accreditation.352

Consequences of non-compliance
Since 1 January 2020, the Aged Care Quality and Safety Commissioner has had the power
to impose sanctions on an approved provider that has not complied, or is not complying,
with its aged care responsibilities.353 Previously, and for much of our inquiry, the Secretary
of the Australian Department of Health held that power.
In deciding whether to impose sanctions, the Commissioner must consider the seriousness
of the non-compliance, whether it has occurred before, and whether it threatens the health,
welfare or other interests of people receiving care. The latter must be the Commissioner’s
paramount consideration and applies to people receiving care at the time or in the future.354
There are a range of sanctions that may be imposed on an approved provider, including:
• revoking, suspending or restricting an approved provider’s approval
• restricting the payment of a subsidy to people receiving care prior to receiving notice

of the sanction

• revoking, suspending or prohibiting the allocation of places to the approved provider
• varying conditions on the allocation of places
• revoking, suspending or prohibiting permission for an approved provider to provide

extra services that they charge the care recipient for

• prohibiting charging for accommodation payments, contributions or bonds
• requiring repayment of grants to the Australian Department of Health or refund

of money to a person receiving care.355
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Unless there is an immediate and severe risk to the safety, health or wellbeing of people
receiving care, the Aged Care Quality and Safety Commissioner must give notice of
the intention to impose a sanction. The approved provider can make submissions in
response. Having considered any submissions made in accordance with the notice,
the Commissioner may require the approved provider to give an undertaking to remedy
the non-compliance or impose sanctions.356 The decision to impose sanctions can be
reviewed. In the first instance, the review of the decision is undertaken by an internal
decision reviewer as a delegate of the Commissioner. Applications may be made to the
Administrative Appeals Tribunal for review of a reconsideration decision of an internal
decision reviewer.357

1.7.5

Complaints handling

The Aged Care Quality and Safety Commission handles complaints about the
responsibilities of approved providers of aged care services under the Aged Care Act
or the Aged Care Principles, or the responsibilities of service providers of Australian
Government-funded aged care services under the funding agreement that relates
to the service.358
The Commissioner can, amongst other things, investigate a complaint or undertake
a conciliation or mediation process between the complainant and the provider.359
The Commissioner has the power to issue directions to an approved provider if satisfied
that the provider is not meeting its responsibilities. The directions can require the approved
provider to take specified action.360
The Aged Care Quality and Safety Commissioner may decide to close a complaint the
Commissioner determines is better dealt with by another person or body, such as the
Australian Health Practitioner Regulation Agency, or where a coronial inquiry is underway.361

1.8

Conclusion

In recent decades, the aged care system in Australia has evolved and has been changed
in a myriad ways. During the course of our inquiry, as new initiatives and policies were
announced by the Australian Government, the system has changed further. Some changes
to the system have been large, some incremental, but all have contributed to the piecemeal
development of the aged care system.
Here, we have described the fundamental elements of the current aged care system.
In the rest of this volume, we explain why the aged care system needs fundamental
reform. We also examine the interface between the aged care system and other systems,
particularly the health and disability sectors. In Volume 3 of this report, we make
recommendations for a new aged care system that puts older people first.
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2.

Problems of Access

2.1

Introduction

It should be easy for older people to access the aged care they need. Having easy access
means a person can get the information, support or care they need, when they need it. It
also includes getting aged care appropriate to a person’s individual needs, including care
that is culturally appropriate and safe. Ease of access is not a feature of the current aged
care system. At best, the effect of failing to provide easy access to aged care services is
that people may not know where to turn for help. They may have to make decisions which
are difficult emotionally, financially and practically, without the benefit of accurate and
timely information and support. At worst, people do not receive the care they need,
when they need it. These outcomes are unacceptable.
Problems of access have been raised throughout the life of this Royal Commission. In this
chapter, we highlight what we see as the problems of access in the aged care system.
First, we highlight the key problems with accessing different parts of the aged care
system. Second, we highlight the particular difficulties specific groups have in accessing
the aged care they need. Third, we look at where access issues are dependent on other
systems and programs, such as health care or disability services. Together, these issues
demonstrate the breadth of circumstances in which access may be a problem for older
people who need aged care services.

2.2

Accessing aged care

The aged care system is difficult to access and navigate. People accessing the aged
care system have reported the experience as time-consuming, overwhelming, frightening
and intimidating.1

2.2.1

Problems entering and navigating the system

The time of first contact with the aged care system is often stressful for older people and
their loved ones. The availability of helpful and comprehensive information is critical to
ensuring older people get timely access to the care they need and to empowering them
to make choices about their care. The current aged care system does not do this well.
The time of first contact with the aged care system is often stressful for older people and
their loved ones. The availability of helpful and comprehensive information is critical to
ensure that older people get timely access to the care they need and to empower them
to make choices about their care. The current aged care system does not do this.
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Problems entering and navigating Australia’s aged care system are not new. In its 2011
inquiry report, Caring for Older Australians, the Productivity Commission noted that older
people ‘face a complex and confusing array of entry points into the aged care system
and multiple sources of information about ageing and how they can best manage their
own ageing’.2 The Productivity Commission recommended the establishment of a single
gateway through which people could obtain information about, and access to, aged care
services, with local infrastructure and face-to-face support.3
The Australian Government announced, in its response to the Productivity Commission’s
report, that My Aged Care would be established in 2013. The Government agreed that
My Aged Care needed to be responsive to local needs. However, the Government
considered that beyond the new website and call centre, it was ‘premature’ to establish
new local physical infrastructure. It argued there was ‘potential for the Department of
Human Services (Medicare and Centrelink offices) to contribute to facilitating access to
the Gateway’.4 About eight years after the establishment of My Aged Care, there is still
no government ‘shopfront’ or physical infrastructure at the local level. A 2019 national
study showed that carers need to access information from four or more sources to
navigate the system successfully.5
In the Interim Report, Commissioners Tracey and Briggs outlined numerous problems
with My Aged Care.6 At that time the evidence showed that information on the My Aged
Care website was inconsistent, incomplete, lacked sufficient information about the quality
of services, and had limited functionality.7 There has been similar variability with the
information provided through the call centre.8 Ms Rita Kersnovske gave evidence about
her experience seeking help from the My Aged Care call centre after she had a fall:
And they just quoted me numbers. They—they said ‘You’ve been assessed’ and quoted
me numbers…And, you know, I got really upset on the phone call and just—I actually ended
the call by saying, ‘I will just sit here and starve to death.’ And I just got no help—no help
whatever from My Aged Care.9

The Australian Government has made a number of changes to My Aged Care since our
inquiry commenced.10 Key changes include: improved readability; the capacity to search
providers by location; a self-service online registration and screening system; a client
dashboard or summary page with a journey tracker; automatic email notifications at key
stages as a person accesses care; and the introduction of an e-Referral system which
allows general practitioners to send referrals to My Aged Care directly from their practice
management systems to request an aged care assessment.11 We welcome these recent
changes, but some problems remain.
We are particularly concerned that it remains difficult for people to make informed
decisions about aged care services. No one who needs aged care supports and
services should ever feel the way Ms Marie Dowling felt after months of trying to
navigate the system:
Look, I felt, really, absolutely at a loss and unable—being unable initially to find help, it was so
stressful. And I really felt—sorry, I’ve got a word and it will come in a minute—depersonalised,
worthless, unable of course to organise my own care, and I really felt demoralised by the
entire process.12
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Dr Lyn Phillipson, a researcher and Dementia Fellow at the University of Wollongong,
reported that ‘the government, whilst it had intended to introduce choice, hadn’t really
established the preconditions for what we understand people need to exercise choice,
which is accessible information’.13 There is no way for people seeking services to know,
from My Aged Care, whether a service will meet their specific needs. While a service may
state that it caters for particular communities and cultural groups on the My Aged Care
website, or that they are specialists in the provision of care to ‘particular diversity groups’,
there is no process to ensure the accuracy of those claims.14
There is also very limited information available about the quality of services provided.
Only two measures are available: Aged Care Quality Standards ratings and, since June
2020, Service Compliance ratings have been published for all residential care services.15
However, these ratings offer few details about the performance of services and providers.
While they identify services that have not met minimum standards, they do not differentiate
between services that barely meet those minimum standards and those that have achieved
excellence. Information about the quality of care is essential for older people making
important life decisions such as who they let into their homes to deliver personal care or
which residential aged care facility they will move to. Information about the quality of care
is essential for older people making important life decisions such as who they let into their
homes to deliver personal care or which residential aged care facility they will move to.
There is no other information available directly from My Aged Care that could help
people meaningfully compare different services and providers. There is no consumer
experience information.16 Important information about the nature, number and disposition
of complaints and the number of reportable assaults that would alert older people to
service problems is not accessible at either the provider or service level. Mr Glenn Rees
AM, Chairman of Alzheimer’s Disease International, testified that lack of information
like this makes it very difficult for people to make informed decisions:
it seems to me sad that consumers don’t know in a timely way which services are under
investigation in a serious way. It seems to me bad that you can’t go to a website and see
what the psychotropic levels of medication administration are. You can’t go to a website
and look at the skills and staffing mix…and get reassurance about the extent to which the
staff are trained. They may have palliative care skills or other things. I think for the consumer
it is very, very difficult to know where to go.17

This is basic information about the quality and safety of care. It is not good enough that
older people are having to make decisions about care without access to this information.
Access issues related to sources of information about aged care are compounded for
people from diverse backgrounds and with diverse life experiences. For many, language
and literacy barriers are an issue. People who are more socially disadvantaged than the
general population, or who are located in regional, rural and remote areas, may not have
ready access to technology and the internet.18 Mistrust and fear of government and
organisations can be an issue, and socially isolating circumstances may leave people
without the support and assistance required to overcome difficulties accessing and
navigating the system.19
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Throughout our inquiry, we have heard that irrespective of education levels, means,
background or circumstances, it is very difficult for most people to navigate all aspects
of the aged care system. The My Aged Care entry system lacks local, face-to-face
assistance, including coordination to help plan and manage people’s care.20 Mrs Catharina
Nieuwenhoven, a community liaison officer with a Home Care Package, explained that
older people in her Dutch community in Adelaide often do not know how to access aged
care services and do not always realise what services they can receive when they are
allocated a package.21
The Australian Government is trialling different models of an aged care system navigator
to assist people to understand and engage with the aged care system.22 The findings of
an interim report of the evaluation of the system navigator trials, undertaken by Australian
Healthcare Associates for the Australian Department of Health, were that ‘many older
people—particularly those who face additional barriers or are vulnerable—require face-toface engagement, with repeated interactions over time’.23
Aged care is a personal experience, and there needs to be personalised information
and support for people seeking to access and use aged care services. The current
aged care system does not deliver this.

2.2.2

Accessing home care

There are several access issues within the two programs for care at home, the Home
Care Packages Program and the Commonwealth Home Support Programme.
Too many older people are not getting the Home Care Package they need at the time and
level they need it. Many people cannot access a package even when they are approved for
one because the supply of packages is capped by the Australian Government. In 2018–19,
the waiting times between being assessed as eligible for services to being assigned a
package ranged from seven months for a Level 1 package to 34 months for a Level 4
package.24 This is simply too long for older people to wait for care, as many die or have
to enter residential care while waiting.25
Since the Royal Commission commenced, the Australian Government has released
a number of additional packages, but as at 30 June 2020, 102,081 older people were
still waiting for a package at their approved level.26
The waiting times are greatest for people requiring higher levels of care, yet the additional
packages announced since February 2019 have predominantly been lower-level
packages.27 In the June 2020 quarter, only 6400 of 39,000 new packages were Level 4
packages.28 There were still almost 16,000 people waiting for a Level 4 package.29 The
number of people waiting for care is still too high and they are waiting for too long.
Too many older people are receiving lower levels of care than they are assessed as
needing. Some 40,744 of the 102,081 people on the waiting list had been offered, although
had not necessarily accepted, an interim package at a lower level than their assessed
need.30 People assessed as needing a Level 4 package of approximately $52,000 a year
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are often offered an interim Level 2 package of approximately $15,750 a year.31 This is
meant to tide them over until the National Prioritisation System allocates them a Level 4
package from the rationed pool of Home Care Packages. It is dependent on packages
becoming available either through current package holders dying or commencing
residential care, or on the Australian Government funding more packages.
Without access to home care services that meet their assessed needs, people risk
and face declining function, preventable hospitalisation, carer burnout, premature
entry to residential aged care, and death.32 The impact can be devastating, especially
when an older person has high care and support needs.33 One person making a public
submission described the personal toll on her as a carer when her mother waited for
a Home Care Package:
Over the next six months mum deteriorated as we waited for the Home Care Package,
I did as much as I could. I hardly slept and spent most of my spare time with mum while
my husband looked after our two children. My health suffered and I was barely coping.34

Even when people are allocated a Home Care Package at their assessed level, they may
not receive the actual level of care they need. We have heard that a considerable portion
of an older person’s Home Care Package allocation often goes to care management and
administrative fees, rather than to its intended purpose of direct care.35
A number of witnesses gave evidence about Home Care Package fees and charges.
Ms Lynda Henderson explained that 35% of the fees charged to her friend Veda’s Home
Care Package was for ‘administration costs’ and ‘case management’.36 This amounted to
approximately $58,000 over three years.37 Ms Raelene Ellis said that her mother’s Level
4 Home Care Package provider charged 38% in administration fees, almost $19,000 a
year.38 Mr Josef Rack said that his first home care provider charged ‘about half’ of the
Government funding for his Home Care Package on fees.39 He said that ‘the management
fee paid for access to physiotherapy, a coffee machine, a registered nurse and a bus.
…I never used any of these services’.40 StewartBrown’s analysis of collected home care
data indicated that, across all package levels, care management and administration fees
accounted for an average of 28% of the total package funding in 2018–19, increasing as
the package level increases.41 That analysis also indicated that care management fees had
increased as a proportion of all fees from 2017–18 to 2018–19 despite pricing transparency
measures introduced by the Department of Health.42
It is likely that the level of Home Care Package funding is insufficient to meet the care
needs of many package holders. In 2018–19, the highest Home Care Package, Level 4,
allowed an average of only eight hours and 45 minutes of service a week.43 This includes
care management, nursing care, personal care, cleaning and household tasks, and social
support. On average, each package provides only three hours of personal care and less
than 20 minutes of clinical care each week.44
The total care hours provided across all Home Care Package levels has declined.45
Over a decade ago, more than double this volume of care was possible from the funding
provided, which has reduced significantly in real terms. In 2008, 16.2 hours, which
included 14.1 hours of direct assistance, was offered to people with the equivalent
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of a Level 4 package.46 The March 2020 StewartBrown Aged Care Financial Sector Report
indicated that the average weekly direct care hours a person received declined by 13%
between March 2019 and March 2020.47 This decrease in care is very concerning because
packages are now delivering less care than intended by the Government and because
older people who access aged care from home are increasingly frail and have high
rates of comorbidities.48 The aged care system is failing to deliver on their care needs.
Some older people do not receive the types of services they need because of funding
limitations in the package levels, and the way the Home Care Package Program and the
Commonwealth Home Support Programme interact.49 One person in their submission
described how the limited funding allowed ‘two hours of domestic assistance and two
hours of “everything else” (gardening, window cleaning, transporting to appointments,
physiotherapy, speech pathology, podiatry)’.50 Dementia Australia explained how, due
to limited funding, people tend to prioritise care services and house cleaning over other
supports that have the potential to improve their wellbeing:
the majority of consumers will tend to choose home care services over counselling or social
support because they do not have enough funding for both. The immediate need for, say, domestic
support is prioritised over activities that have the potential to improve wellbeing in the long term.51

The Australian Government now allows some group social activities to be used by people
with Home Care Packages that commenced after 1 July 2020, if the person was engaging
in those activities before accepting the package.52 This is just one of many supports that
people access, and that they must choose between when they are using a package.
Assistive technologies and home modifications are other examples—as is access
to respite, which is only available under a package in limited circumstances.53
People using Home Care Packages or residential aged care do not have access to the
broad array of supports under the Commonwealth Home Support Programme, unless
they can pay ‘full cost recovery’ or the unsubsidised cost of the support charged by
the provider.54 While this may prevent ‘double dipping’, it means those with less ability
to pay will always have less access to aged care.
Similar concerns about continued access to social supports as care needs increase were
raised in connection with people using aged care at home and in a residential facility.55
Personal and clinical care are not substitutes for other types of support people may need,
such as social support, assistive technologies and home modifications, and respite care.
Both care and other types of support are important to ensure an older person’s health
and wellbeing. And people should be able to access both. In the current system, people
too often have to choose between care and other supports. These are difficult choices
which older people and their families should not be asked to make.
We are concerned that people may not be accessing key home modification and assistive
technology needs under their Home Care Packages. Home modification and assistive
technology do not play a significant role in the amounts charged against Level 1 packages,
but become more significant from Level 2 packages. Overall, the most popular item
purchased by volume was a washing machine (18%), closely followed by a television
(17%)—while assistive beds featured very low on the list (1.3%).56
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This is very different to the former Community Aged Care Package program data captured
in the 2008 Community Care Census. At that time, prior to consumer directed care, older
people generally purchased or hired equipment from the provider; and older people most
commonly used walking aids (48%), shower chairs (40%), and toilet modifications (23%).
A similar trend was also found in the Extended Aged Care at Home program, where
the most common item was shower chairs (68%), followed by continence aids (57%)
and toilet modifications (56%).57 While we understand the importance of older people
making choices about their care, it is concerning that investment in home modification
and assistive technology has declined so significantly under the Home Care Packages
Program.
Aged care is not designed to replace State and Territory equipment programs. However,
as COTA Australia has noted, the different eligibility requirements and budgets of these
programs can mean that people receiving aged care may go without necessary assistive
technologies. People may not be able to access their State program but their aged care
funding does not cover the cost of the equipment as well as their care.58 At the Mildura
Hearing, Ms Nicole Dunn explained how her grandmother was not eligible to receive a
personal alarm because Ms Dunn was living with her, even though she was working fulltime.59 In his 2017 Legislated Review, Mr David Tune AO PSM recommended that the
different levels of government work together to increase access and increase focus on
assistive technologies, noting the importance of these supports for staying at home:
One of the key issues for some groups of older people with a disability is timely and affordable
access to aids and equipment, which may mean the difference between remaining independent
or requiring ongoing aged care services.60

Due to historical arrangements, each State and Territory has a different range of services
available under the Commonwealth Home Support Programme. For example, Victoria has
over double the number of people accessing allied health and personal care services as
New South Wales. Queensland has more people accessing home modification and home
maintenance services than any other State. 61
South Australia has almost as many people accessing assistive technology as the
rest of the States and Territories combined.62 Access to assistive technology is further
complicated by related State and Territory assistive technology and home modification
schemes. This has resulted in a complex patchwork of supports.63 The evidence and
information before us shows the importance of securing better assessment processes
and broader eligibility for assistive technologies and home modifications.64
Most older people want to remain living in their own homes, rather than moving to
residential aged care.65 However, in the current aged care system, older people often
wait too long to get access to care at home. When they do get access to care, they
may receive less care than they need or they may not have access to specific services
they need. This must change.
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Respite care

Too often, older people and their carers do not receive quality respite care when they
need it. Respite care can provide a ‘circuit breaker’ for both an older person and their
carer. When done well, it can provide an opportunity for an older people’s rehabilitation,
reablement or medication review. Respite may offer short, regular breaks for a carer to
attend to their own health needs or manage their household, or less frequent, longer
periods that enable a carer to refresh or take a holiday.
For people with a Home Care Package, respite care tends to be allocated only if there
are funds left over after other services are in place.66 Dr Phillipson expressed her concern
about how the current assessment process leaves carers waiting until they are desperate
for assistance:
to leave the assessment of carers just at that level of is this in crisis? Is this carer kind
of at breaking point? really does show a problem with the system if our goal is to be
maintaining people to live well at home, and also to maintaining the wellbeing of carers
as part of that situation.67

The system relies on an informal carer self-identifying as a ‘carer’ and knowing where to
go for support. It is also difficult for carers to access respite care for those that they care
for and other support for themselves. We know that accessing support services early in
the caring role is critical to support carer wellbeing and to increase the sustainability of the
arrangement.68 The Carer Gateway, administered by the Australian Department of Social
Services, provides and connects carers to many services, including coaching, counselling,
respite care, connecting with other carers, online skills courses and financial support.
However, the Carer Gateway and My Aged Care are not joined up, and direct people
and carers to separate intake and assessment processes.69 Witnesses described the lack
of communication between the two separate and disconnected systems as frustrating
to navigate and a significant barrier to carer awareness and engagement.70
Older people and their carers can be deterred from seeking respite care if they have
had negative experiences. Some witnesses described poor quality services and service
arrangements that did not meet older people’s needs, which contributed to their reluctance
to use them again.71 Respite delivered in a residential care setting is subject to all the
deficiencies we outline in our analysis of the nature and extent of substandard care
(see Chapter 3 of this volume).
Poor quality respite care can create more problems than it solves. Mrs Lillian Reeves gave
evidence that her husband, Mr Terance Reeves, became permanently incontinent during
his stay in respite care and that ‘he never came back 100%’. She said Mr Reeves’s time
in respite care caused increased stress for her and for their children.72 Commissioners
Tracey and Briggs did not accept that the approved provider had caused Mr Reeves’
deconditioning, but found that the approved provider had provided substandard care that
put the health, safety and wellbeing of Mr Reeves at serious risk.73 Carers can lack trust in
the respite providers—they do not think a facility is able to care for their loved one as well
as they do.74 This, combined with poor experiences, results in people not accessing these
services when they need them.
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We also heard about families who desperately needed respite but were unable to find any
appropriate services. This is particularly the case for older people living with dementia and
their carers. Ms Rosemary Cameron described her experience of seeking respite care for
her husband, Mr Don Cameron, who had Lewy body dementia. She said that a respite
provider required her to take Mr Cameron home as they could not manage his behaviour:
You know, I just remember feeling so extremely sad for Don, to be almost rejected when
he needed help the most. And I think walking out of the facility with Don in one hand and his
goods in the other, and I hopped in the car and I thought I can’t rely on anybody. I just don’t
think there’s anything out there, and I was so exhausted and I thought I’m failing him as well.
And I thought if I can’t look after him nobody else certainly is showing me they can do that too,
and I just cried silently all the way home so Don couldn’t see. And I just thought well maybe
I just end it for both of us.75

Respite care is not sufficiently flexible to meet the needs of older people and their carers.
Cottage-based respite offers flexible overnight care in a home-like environment with a
small number of people. Research suggests carers prefer this type of respite and that
it has better outcomes for the person receiving care.76 While this type of respite does
currently exist, providers are very limited, particularly in regional areas.77
Residential respite tends to be offered in prescribed timeframes that suit the provider rather
than the person receiving care and their carer. When Ms Dorothy Holt wanted to travel
for one week, an aged care provider told her that she could have four weeks of respite or
nothing.78 Ms Joan Rosenthal also recounted how difficult it was to plan in advance for her
husband, Ian, to have a short respite stay. She saw the need for greater access to quality
respite and improved information about the availability of respite options.79 We have heard
from representatives of aged care providers that they prefer people to spend a minimum
of two weeks in respite care.80 This is despite evidence that more flexible forms of respite,
or a preventative, restorative approach such as short-term and regular cottage-based
respite, can be more beneficial for carers and older people.81
High quality, accessible and flexible respite options are core services within an effective
aged care system. For too many older people and their carers, the current aged care
system does not meet these needs.

2.2.4

Allied health care in aged care

People receiving aged care have limited access to services from allied health professionals,
including dietitians, exercise physiologists, mental health workers, occupational therapists,
physiotherapists, podiatrists, psychologists, speech pathologists and specialist oral and
dental health professionals.82 Allied Health Professions Australia stated that ‘allied health
service provision in aged care is predominantly not a matter of an aged care / health
interface but an integral part of aged care’.83 We agree.
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Research demonstrates the benefits of allied health services for older people. For example:
• podiatry services are associated with a 36% reduction in the rate of falls

in older people84

• physiotherapy is effective at reducing older people’s back pain and restoring

their ability to move freely85

• physiotherapy programs can improve functional independence and quality

of life for people receiving palliative care at home86

• music therapy can improve motor function for people with Parkinson’s Disease87
• occupational therapy and exercise can prevent or slow functional decline

of older people with dementia living in the community.88

Mrs Rosalie and Mr Rod Foreman’s evidence demonstrates the impact that good allied
health care can have. Mrs Foreman had a stroke. Her transfer notes from her rehabilitation
service to the aged care provider said she would ‘never walk again’.89 Mr and Mrs Foreman
engaged a physiotherapist privately to provide extra support and after a number of months
Mrs Foreman was able to walk with support.90
There are a number of exemplary multidisciplinary allied health services in aged care.91
However, multidisciplinary allied health care is not consistently provided in aged care as it
should be. In some instances, it appears that very little allied health care is being provided.
The Australian Government commissioned the StewartBrown 2018–19 survey on home
care, which reported that only 2% of Home Care Package funding was spent on allied
health during that period.92 Dr Nicholas Hartland PSM, First Assistant Secretary, In Home
Aged Care Division, Australian Department of Health, said that, ideally, more people would
access allied health (and nursing) services through their Home Care Packages.93
Australian Department of Health 2018–19 data on the Commonwealth Home Support
Programme indicated that, across Australia, 29% of people received services categorised
as allied health and therapy services.94 However, for each type of allied health and therapy
service, the most common number of times a person received that type of service in a
year was once, and more than half of them received fewer than five allied health services
a year in total.95 Nearly two-thirds of all allied health and therapy services were provided
in Victoria (41%) or Queensland (22%), with rates of access in other States and Territories
much lower.96
Allied health care in residential aged care is also insufficient. We are concerned that, in
practice, residential aged care providers are incentivised to provide only the types of
allied health care that can generate additional funding under the Aged Care Funding
Instrument.97 If a person in residential care is receiving ‘complex pain management
and practice undertaken by an allied health professional or registered nurse’, they are
categorised as needing ‘complex health care’ under the Aged Care Funding Instrument
and the provider receives additional funding. These pain management services are not
evidence-based.98 A number of allied health professionals, particularly physiotherapists,
described their frustration at not being able to provide the allied health care they knew their
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client needed because they were required, by the aged care provider, to provide a limited
range of non-evidence-based pain management services to ensure retention of funding
under the Aged Care Funding Instrument.99
Professor Esther May spoke of her struggles to get access to allied health care for her
mother in residential aged care:
So I have had to fight for her to get one podiatry assessment over the, what is it, six, seven,
eight months that she’s been within aged care. So there is no systematic way that that facility
is able to draw upon allied health services. …I think it’s her right to have that but it has not been
something that has been offered. It was not prioritised within her care plan that was developed
by a clinical nurse, and there was no discussion with the family about what her needs were in
relation to allied health services.100

Some people receiving aged care fund their own allied health services, but many people
cannot afford to do this. If they have a chronic disease, they may qualify for five Medicaresubsidised allied health services annually under the Chronic Disease Management
program.101 This level of service provision is inadequate.102
The lack of value placed on allied health services in aged care was apparent during
the COVID-19 pandemic. It took a series of changes to the Industry Code for Visiting
Residential Aged Care Homes during COVID-19 to ensure allied health professionals could
continue to visit facilities and provide care.103 This was a time of increased need for people
in residential aged care, due to isolation and reduced mobility. Yet we heard that there
was reduced access to allied health services in some residential aged care facilities.104
Allied health services should play a central role in providing care to older people.

2.3

Access for groups already at a greater
disadvantage

People receiving aged care have diverse backgrounds and life experiences. Some groups
of people have particular needs, which are too often not being met by the current aged
care system.
The Aged Care Act 1997 (Cth) identifies people with ‘special needs’, commonly referred to
as the ‘special needs provisions’. The current list identifies nine groups of people as having
needs that warrant special consideration, including: Aboriginal and Torres Strait Islander
people; people living in rural or remote areas; people from culturally and linguistically
diverse backgrounds; veterans; people experiencing homeless or at risk of homelessness;
care leavers; parents forcibly separated from their children; and lesbian, gay, bisexual,
transgender and intersex people.105
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While people within the groups listed are referred to as having ‘special needs’ under the
Aged Care Act, we refer to them as people with diverse backgrounds and life experiences.
We believe this better captures the unique and complex experience of each person, and
acknowledges that each person may identify with one or more of the groups listed in the
Aged Care Act. This is aptly described in the Aged Care Diversity Framework, which states:
Older people with diverse needs, characteristics and life experiences can share the experience
of being part of a group or multiple groups that may have experienced exclusion, discrimination
and stigma during their lives. However, they are not a homogenous group. There are some
similarities within groups in relation to the barriers and difficulties they may face in accessing
the aged care system but additionally, each person may have specific social, cultural, linguistic,
religious, spiritual, psychological, medical, and care needs.
In addition to common challenges, social differences often overlap as people identify with more
than one characteristic, exacerbating already complex issues. There is no limit to the number of
different characteristics a person holds and no two people’s lived experiences are the same.106

We heard of numerous access issues experienced by people with diverse backgrounds
and life experiences. In this section, we discuss the particular access problems for older
people in regional, rural and remote areas, for older Aboriginal and Torres Strait Islander
people, and for disadvantaged groups. While these groups, and individuals within these
groups, have diverse experiences and needs, they each point to the need for an aged care
system that genuinely can respond to them as people, understanding that a ‘one size fits
all’ system is not enough.

2.3.1

Older people in regional, rural and remote areas

There are three reasons why we are particularly concerned about access to aged care
services in regional, rural and remote areas (or areas outside major cities).107 First, older
people make up a greater share of the population in regional, rural and remote Australia
than in major cities.108 One study suggests that, over time, the level of frailty is expected to
increase in regional, rural and remote Australia. From 2017 to 2027, the fastest projected
growth of frail older people will be in regional, rural and remote areas, as well as the outer
areas of major cities.109
Second, people in regional, rural and remote areas experience multiple disadvantages,
which can magnify the need for support in older age. These disadvantages include lower
incomes, lower education levels, and poorer health outcomes, including higher rates of
disease and injury.110 People in regional, rural and remote areas also have poorer access
to primary health care, which increases pressure on the aged care system.111
About 32% of people living with dementia live in regional, rural and remote Australia.112
We heard evidence that residential aged care facilities in regional, rural and remote areas
find it difficult to meet the needs of people living with dementia who display complex
behaviour. The difficulties they face can include inadequate infrastructure and capital
works, inadequate staff training, inability to carry out strategies in dementia care and
management practice, and difficulties in accessing expert support.113
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The third reason is that availability of aged care in regional, rural and remote areas is
significantly lower than in major cities. We are also concerned that the availability of
these scarce resources has worsened since 2014 in remote areas, as Table 1 shows.

Table 1: People receiving residential and community aged care /
places per 1000 people in the aged care planning population
by remoteness (at 30 June)114
REMOTENESS
AREA

CARE
TYPE

2014

2015

2016

2017

2018

2019

DECREASE/
INCREASE

Major cities

Residential
aged care

83.8

82.2

80.8

79.6

79.4

79.2

5.5%
decrease

Community
aged care

30.9

31.2

34.3

35.3

40.2

30.1%
increase

Total

114.7

113.4

115.1

114.7

119.4

4.1% increase

Residential
aged care

73.3

72.2

70.9

66.7

67.6

7.8%
decrease

Community
aged care

25.8

25.6

28.4

33.1

36.4

41.1%
increase

Total

99.1

97.8

99.3

99.8

104.0

4.9% increase

Residential
aged care

50.6

49.0

46.5

43.0

44.3

12.5%
decrease

Community
aged care

33.4

31.9

30.9

24.2

29.1

12.9%
decrease

Total

84

80.9

77.4

67.2

73.4

12.6%
decrease

Inner regional
and outer
regional

Remote and
very remote

68.3

23.1

Source: Productivity Commission, Report on Government Services series, Part F, 2015–2020.115

The Productivity Commission’s Report on Government Services data, summarised in
Table 1, shows that there are fewer residential aged care places per 1000 people in the
aged care planning population (70 years or over) in regional, rural and remote areas than
in major cities, with services particularly scarce in remote areas. For instance, in 2019 there
were only 44.3 residential aged care places per 1000 people aged over 70 years in remote
areas, but there were 79.2 places per 1000 people aged over 70 years in major cities.
Since 2014, residential aged care services have been decreasing at a faster rate in remote
Australia (12.5%) than in major cities (5.5%) and regional areas (7.8%).
Although data for inner regional and outer regional areas is combined in Table 1, there is
a significant difference in access between these two location types. For example, there
has been a disparity in the rates of growth of numbers of Home Care Packages in inner
regional and outer regional areas. The numbers of Home Care Packages in outer regional
areas have not kept track with overall growth in the home care program, and the proportion
of Home Care Packages in outer regional areas declined significantly from 30 June 2016 to
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30 June 2019.116 The disparity between access to aged care in outer regional and remote
areas compared with other areas is demonstrated by another indicator of unmet need in
residential aged care, which is the number of hospital patient days used by people who are
eligible and waiting for residential aged care.117 In 2017–18, people living in outer regional
(24.2), remote (38.7) and very remote (32.2) areas had much higher rates per 1000 hospital
patient days used by those eligible and waiting for residential aged care compared with
major cities (7.1) and inner regional areas (7.8) (see Table 2).

Table 2: Hospital patient days used by those eligible and
waiting for residential aged care, rate per 1000 patient days,
by remoteness
2013–14

2014–15

2015–16

2016–17

2017–18

DECREASE/
INCREASE

Major cities

7.3

7.7

8.5

8.5

7.1

2.7%
decrease

Inner regional

8.6

8.7

9.8

9.9

7.8

9.3%
decrease

Outer regional

21.8

26.3

28.8

30.5

24.2

11.0%
increase

Remote

30.4

29.1

47.2

35.2

38.7

27.3%
increase

Very remote

31.3

13.8

22.0

36.4

32.2

2.9%
increase

Source: Productivity Commission, ‘Part F, Chapter 14 - Aged Care Services’, Report on Government Services
2020, Table 14A.33

While the decrease in residential aged care places in major cities and regional areas
from 2014 to 2019 is being offset by an increase in people receiving community-based
aged care services, this is not happening in remote and very remote areas, and is not
happening in outer regional areas proportionally with major cities and inner regional areas.
We acknowledge that from 2018 to 2019, there was an increase of services in nearly all
locations for both residential and community aged care services. The only exception was
residential aged care in major cities, which had a less than 1% decrease. The increase for
residential care appears to be the result of the 2018–19 Aged Care Allocation Round that
prioritised regional, rural and remote areas. This is encouraging, but more is needed.
People living in rural and remote Australia often have to travel much further to access
services. The Office of the Royal Commission analysed data from the Australian
Department of Health to establish the distance people travel to access aged care
services.118 The data indicates that the further a person lived from a major city, the more
likely they were to have to travel long distances to access residential aged care.119
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Ms Barbara McPhee AM, a carer for her mother in regional New South Wales, said that
the ‘lack of respite care beds in our area created great stress for my sister and me’.120
Ms McPhee explained that the two aged care facilities in the area each only had one
respite room: ‘We had to book five months in advance for one or two-week stays but
at certain times, such as Easter, we needed to book further ahead than that.’121
A number of witnesses described the scarcity of aged care services and the limited choice
in regional, rural and remote locations.122
There are low numbers of people with a Home Care Package in remote areas. Since
Home Care Packages began being allocated to people rather than providers in 2017,
access to home care services has reduced for people living in outer regional, remote
and very remote communities as a proportion of the number of available Home Care
Packages.123 Mr Jaye Smith, First Assistant Secretary, Residential and Flexible Aged Care
Division, Australian Department of Health, said the Department was concerned that remote
and very remote areas had experienced the lowest relative growth in people on Home Care
Packages between 31 March 2017 and 31 December 2018.124 He said that the Department
was also concerned that from 27 February 2017 to 31 December 2018, people living in
these areas had a considerably lower ‘take-up’ of Home Care Packages for which they
had been assessed as eligible.125
Ms Jaclyn Attridge, Head of Home and Community Care Operations at the aged care
provider Uniting NSW.ACT, said the impact of wait times for Home Care Package services
are amplified in regional, rural and remote areas. She explained that if a person’s condition
deteriorates while they wait for a package, they may need to move to residential aged care
away from their community and support network.126 Ms McPhee said that her mother was
assessed for a higher-level Home Care Package in regional New South Wales, but that
services did not follow:
we were told that packages were not available from local providers and she might have
to wait two years. Fourteen months after she died someone rang me from My Aged Care
(or the Department of Human Services) to say that a package had become available.127

2.3.2

Aboriginal and Torres Strait Islander people

Aboriginal and Torres Strait Islander people experience access issues in the Australian
aged care system. As we explain in more detail in Chapter 7 of Volume 3, we are
concerned that Aboriginal and Torres Strait Islander people do not access aged care at
a rate commensurate with their level of need. A combination of factors create barriers
to Aboriginal and Torres Strait Islander people’s access to the aged care system. These
arise from social and economic disadvantage, a lack of culturally safe care and the
ongoing impacts of colonisation and prolonged discrimination.128 Access issues are further
compounded by Aboriginal and Torres Strait Islander people’s additional vulnerability
arising from higher rates of disability, comorbidities, homelessness and dementia.129
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Entering and navigating aged care is difficult for many Aboriginal and Torres Strait Islander
people. Mr Graham Aitken, a Yankunytjatjara descendent and Chief Executive Officer of
Aboriginal Community Care SA, said that Aboriginal and Torres Strait Islander people do
not understand aged care or where to start getting help with aged care.130 We heard about
the complexity of My Aged Care for Aboriginal and Torres Strait Islander people, with
witnesses and submissions describing difficulties accessing and navigating the system.131
We were told about numerous assumptions built into My Aged Care which may impede
Aboriginal and Torres Strait Islander people from gaining access. These assumptions
include that people:
• reside in a fixed location, have access to mail delivery, a reliable phone,

computer or the internet132

• are sufficiently literate and computer literate133
• have access to records and identification documents134
• will trust strangers with sensitive information135
• have ‘lived experience of self-determination in choosing their own decisions in life’.136

Mr Craig Barke, Chief Executive Officer of UnitingCare Queensland, noted that the
complexities of My Aged Care can cause distress and confusion that may result in
Aboriginal and Torres Strait Islander people disengaging and not accessing the services
they need.137
Many Aboriginal and Torres Strait Islander people experience marginalisation,
discrimination, disadvantage and racism and, as a consequence, may not trust
government and government systems. This further undermines the efficacy of My Aged
Care.138 Without trust, Aboriginal and Torres Strait Islander people may not engage with
aged care providers.139 Ms Moreen Lyons, a Jaadwa woman of the Wotjobaluk nations and
Chief Executive Officer of aged care provider Aboriginal Community Elders Services Inc,
described Aboriginal and Torres Strait Islander people accessing their services as ‘wary’
and wanting flexibility to test services before making a decision to move permanently into
residential options.140 Similarly, members of the Stolen Generations—Aboriginal and Torres
Strait Islander people who as children were forcibly removed from their families and often
institutionalised—may have a ‘fear of being caged in’.141 This fear may affect whether
people choose to access aged care services even when such services are needed.
Aged care needs to be holistic and culturally safe.142
To feel secure and obtain culturally safe services, many Aboriginal and Torres Strait
Islander people prefer to receive services from Aboriginal and Torres Strait Islander people
and from Aboriginal and Torres Strait Islander organisations.143 There are not currently
enough Aboriginal and Torres Strait Islander people, and other people with high levels
of cultural competency, employed across all roles in aged care.144
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When Aboriginal and Torres Strait Islander people overcome the initial difficulties and
do get to the point of assessment by the Regional Assessment Service or Aged Care
Assessment Team, these assessments may not be culturally safe or sensitive to the
complex trauma experienced by so many Aboriginal and Torres Strait Islander people. The
assessments may also re-traumatise people or result in incorrect assessments because
cultural sensitivities and a lack of trust inhibit the quality of information the assessors
obtain.145 For example, home care assessments are completed at, and based on, the
person’s functioning at home. This is not appropriate in many Aboriginal and Torres Strait
Islander communities where it is not common practice ‘for a stranger to be invited into the
home’.146 These experiences may deter other Aboriginal and Torres Strait Islander people
from applying for aged care. Some providers noted that it can take a lot of joint, unfunded
effort by a trusted organisation to get to a point where an assessment can occur.147
Ms Noeleen Tunny, Acting Director Policy and Advocacy Unit at the Victorian Aboriginal
Community Controlled Health Organisation, explained that those people who are trusted
by, and connected to, the community provide vital workarounds for Aboriginal and Torres
Strait Islander people who need to deal with My Aged Care. She also said My Aged Care
has ‘proved disastrous for Aboriginal people’.148
Regardless of the region of Australia that Aboriginal and Torres Strait Islander people
reside in, they experience limited or no choice of specialised service providers. Even in
major cities, where there are many mainstream services available, those services may
not be culturally safe.149 It follows that if there appear to be few services that are suitable
for Aboriginal and Torres Strait Islander people’s needs, then they have little reason to
apply for aged care services.
Many Aboriginal and Torres Strait Islander people want to stay on, or near, Country when
they age and may choose not to access services if they are unable to stay connected
to Country.150 For Aboriginal and Torres Strait Islander people, there may be external
influences that impact on their access to aged care services, including cultural practices,
distances between services and communities, environmental conditions, economic barriers
and insecure or overcrowded housing.151 These obstacles may be magnified for Aboriginal
and Torres Strait Islander people living in geographically remote settings.152 Aboriginal
and Torres Strait Islander people need better, more consistent access to aged care.

2.3.3

Other disadvantaged groups with diverse needs

Many people who come from a range of diverse backgrounds and have had varied life
experiences have problems accessing aged care services that meet their particular needs.
This includes people from culturally and linguistically diverse backgrounds, veterans,
people who are experiencing homelessness or are at risk of becoming homeless, care
leavers, and lesbian, gay, bisexual, transgender and intersex people. The existing aged
care system is not well equipped to provide care that is non-discriminatory, culturally
safe and appropriate for people’s identity and experience.
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We heard about aged care providers that actively work to meet the needs of diverse
groups.153 However, we also heard about aged care providers that do not acknowledge
the complexity of people’s lives. These providers do not provide culturally safe care,
that is, care that acknowledges, respects and values people’s diverse needs.154 Across
the aged care system, staff members are poorly trained in culturally safe practices, with
little understanding of the broad additional needs of people from diverse backgrounds.155
Language and culture are often a source of difficulty for people receiving aged care.156
Ms Mary Patetsos, Chairperson of the Federation of Ethnic Communities’ Councils
of Australia, said that the issues for people from culturally and linguistically diverse
backgrounds receiving aged care include:
(a) Limited or no opportunities to speak their own language on a daily basis;
(b) Being subject to racial discrimination or harassment from staff or other consumers;
(c) Specific conditions which limit cost-free access to interpreters;
(d) Lack of essential in-language information to enable full participation;
(e) Inability to maintain links with local cultural/social organisations;
(f) Barriers to practising cultural, religious or end of life practices and traditions; and
(g) Limited provision of cultural or traditional food preferences.157

Mr George Akl described the importance of maintaining cultural practices for his father
in residential aged care:
During my father’s illness, having familiar cultural norms and food made a big impact on his
mental health and stabilised his moods. Connection with culture had a significant impact
on my father’s quality of life outcomes.158

Mr Akl said that in his experience there was little support for maintaining a connection
to culture in aged care.159 A lack of culturally safe care can mean that older people from
diverse groups avoid or delay seeking aged care or, worse, are discriminated against
through the process of seeking aged care.160 For example, Ms Samantha Jewell, Executive
Manager – Sales & Marketing at Lifeview Residential Care, recounted the humiliation,
shame, and isolation a transgender woman experienced when accessing aged care
prior to ‘living as herself’ in Lifeview.161
We heard that many aged care providers are not equipped to provide trauma-informed
care.162 While many people have experienced trauma, which may be triggered or
exacerbated in aged care, people from diverse backgrounds and life experiences are more
likely to have experienced trauma.163 This is also true for people with mental health conditions
and people with disability.164 Ms Janette McGuire, who was moved into a state-controlled
child-welfare institution at the age of 14 years, emphasised the need for understanding
and trauma-informed care within the community and by carers of survivors of trauma:
Forgotten Australians don’t want much. We just want the government and the community
to understand the trauma we suffered as children. This will inform people’s ability to care for
us when we again enter into a vulnerable time of our lives in old age. We continue to try to
move on with our lives. But being a Forgotten Australian means the trauma is always with
you. As we get older, our fears become worse. We are becoming more and more terrified
of entering aged care.165
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Appropriate communication is necessary for effective assessment, quality of life and care,
and safety. Ms Catharina Nieuwenhoven, who had good English proficiency, told us she
found it hard to understand the entitlements in her Home Care Package agreement due
to the language used.166 Mr Angelos Angeli said his mother had little access to interpreters
in aged care and so had little say in, or understanding of, the care being delivered. This
resulted in social isolation.167
Ms Jaklina Michael, Diversity Manager at Bolton Clarke, described the critical nature of an
interpreter to a person’s admission and/or assessment to enable effective communication
and understand a person’s needs. However, she said there is a waiting time to access
interpreting services, with possible delays in services.168 Ms Ruth Crawford, Manager of
Kimberley Aged and Community Services, gave evidence that while interpreting services
for culturally and linguistically diverse languages are free, that is not so for Aboriginal
languages.169 Dr Sarah Giles, Clinical Director at Danila Dilba Health Service, described
this as a ‘shameful inequity’. She said that the same funding should be available for
Aboriginal languages as it is for other languages.170 In response to Counsel Assisting’s
final submissions, the Australian Government advised us that a National Indigenous
Interpreting Service is being progressed.171
People without secure housing can also face problems accessing aged care.
Ms Fiona York, Executive Officer at Housing for the Aged Action Group, said there is
an assumption built into the aged care system that older people have secure housing
to receive home care services, that this housing is owned by the person and, when the
time comes to enter residential aged care, it can be sold to fund entry. These assumptions
can create barriers to accessing aged care services for those who do not own a home or
have stable or appropriate accommodation. Commonwealth Home Support Programme
and Home Care Package services can also be difficult to access when a person has
insecure or inappropriate accommodation. Ms York said that this can result from a person
having no security of tenure, landlords being unwilling to allow home modifications,
unaffordability of rent or a perception by the older person of not being able to afford
services. It may also be difficult to keep receiving services where a provider deems
a home inappropriate or unsafe for its staff.172
In 2017, the Australian Government published the Aged Care Diversity Framework, and
it has developed subsequent Action Plans. The Framework and Action Plans emerged
from broad consultation with people receiving aged care, providers, peak bodies and
the then Aged Care Quality Agency.173 These are nuanced and encouraging documents.
However, they are voluntary. The Framework has now been in place for a number of years.
Its introduction has not been a panacea to solve problems in the care received by some
people who have diverse needs.174 It is clear more needs to be done to promote the
uptake and proliferation of best practice.
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Aged care and other systems

This chapter deals primarily with problems of access to aged care. However, when
a person’s access to quality care is dependent on their access to another governmentsubsidised system, problems may also arise. This is particularly the case where the
aged care system interacts with the health care system and the National Disability
Insurance Scheme.

2.4.1

Access to health care

People receiving aged care, particularly those living in residential aged care, do not
consistently receive the health care they need. This is a result of a number of factors.
People receiving aged care have increasing health care needs.175 Their care needs are
often not identified or are identified late.176 Older, frail people often cannot travel to access
health care services and yet health care providers, particularly specialists, are reluctant
to provide their services in a person’s place of residence.177 Lack of adequate access
to health care affects a person’s health and wellbeing and puts pressure on the acute
health care system.178
People receiving aged care have poor access to all types of health care. We heard
evidence about problems accessing general practitioners.179 These problems include
general practitioners not visiting aged care, not visiting enough, not visiting in a timely
manner, and not spending enough time to provide the type of preventative and holistic
care provided. When people move into residential care, they may need to change general
practitioners because not all general practitioners visit residential aged care facilities.180
Without timely access to general practitioners, people with high care needs can suffer.
One anonymous submitter described the lack of a timely general practice visit and their
mother’s painful death:
As it was a Sunday we could not get in contact with her regular medical practitioner
(GP) and instead requested that the Aged Care Facility call a doctor at 3.00pm.
We were told that a locum doctor was called and at irregular intervals between
4.00pm and 9.00pm we inquired as to the doctor’s whereabouts….
At 9.30pm we could not bear to see mum suffering anymore and requested the aged
care facility to call an ambulance. The ambulance arrived at approx, 9.40 and after
examining mum determined that should would not make it to hospital and it was
decided to ease her pain with morphine. She died shortly after 10.00pm.181

In a submission, a community health nurse outlined her concerns about access
to medical care. She said, for example, that local general practitioners:
often refuse new patients as they have large patient lists and my clients are often reduced to
walk in GP [general practitioner] practices where they do not get the necessary consistency
of GP to provide the overarching management of their many chronic health conditions. What
is worse is when my aged clients become housebound due to poor mobility, frailty, dementia,
progressive neurological conditions causing physical disability or end of life care. Unless they
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have been fortunate to have been seeing a local GP for many years—they will not be able
to access consistent GP care at home. GP’s will not take on a new client if they are not able
to attend the local clinic and even if the clients have been visiting for a period of some years
and are now unable to get into the clinic, many GP practices will still refuse, advising that the
patients should now contact locum after hours home Dr services. Such after-hours medical
services are not a viable option for aged people requiring chronic health management as the
clients do not get the same Dr and there is no access to full medical notes. Clients and their
families are not easily able to articulate their needs and there is no follow up medical care to
evaluate any proposed treatment. After hours locums are useful for emergency care, such [as] a
script for antibiotics if an ulcer has developed an infection—but not for management of chronic
diseases, such as heart failure, diabetes, ischaemic heart disease and chronic obstructive
pulmonary disease.182

People in residential aged care find it difficult to access specialist health practitioners such
as geriatricians, psychiatrists, cardiologists, and specialist palliative care practitioners.183
The Australian Institute of Health and Welfare data shows that older people living in
residential aged care have less access to specialist health care than their peers in the
community, despite them having much higher levels of care needs. In 2016–17, only
32% of people living in residential aged care facilities received at least one medical
specialist consultation, funded by the Medicare Benefits Schedule. During the same
period, 74% of older people receiving home support and 65% of older people receiving
aged care at home had at least one medical specialist consultation funded by the
Medicare Benefits Schedule.184
Mr Hamish MacLeod, an aged care resident, explained that even though he needed
to see a number of specialists, none had ever come to the aged care facility in which
he lived.185 We also heard that people in residential aged care are sometimes denied
access to the State and Territory public health services they need.186 Ms Catherine Davis
and Ms Shannon Ruddock spoke about the inability to access specialist palliative care
in residential aged care. This resulted in their family members being unable to access
adequate pain medication and experiencing considerable, and avoidable, pain and
discomfort.187
Given their high use of medicines, people receiving aged care services, particularly in
residential aged care, have inadequate access to pharmacists and medication reviews.
Data from the Australian Institute of Health and Welfare shows, for example, that the
median number of different medicines taken by people receiving residential aged care in
2016–17 was 11.188 When a person takes more than one medicine, there is an increased
risk of medication side effects, including that one drug may reduce the effectiveness of
another or that the combination of drugs may be dangerous.189
In 2016–17, only 31% of people in residential aged care and 4% of people living in
the community and accessing aged care had a medication management review by a
pharmacist.190 A report released by the Pharmaceutical Society of Australia in February
2020 states that over 95% of aged care residents have at least one problem with their
medicines detected at the time of a medicines review and over half of residents are
prescribed medicines that are considered potentially inappropriate in older people.191
There should be a much greater involvement of pharmacists in aged care, particularly
residential aged care, to ensure that people do not have adverse events related to poor
medication management.
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People receiving aged care, particularly residential aged care, have poor access to
mental health services, despite having high rates of mental illness. In 2018–19, about
half of people living in residential aged care (49%) had a diagnosis of depression.192 The
prevalence of depression among this group is much higher than the same age group living
in the community, where the depression rate for people aged 75 years and over was 7%
for men and 12% for women.193 People receiving aged care also have the same broad
range of mental health conditions as others in the community, including schizophrenia,
bipolar disorder, obsessive compulsive disorders, psychotic disorders, autism spectrum
disorder, and personality disorders.194
Suicide rates in residential aged care are also high. A 2018 study by Briony Murphy and
colleagues identified 141 suicide deaths in residential aged care in Australia between
2000 and 2013.195
People may develop mental health conditions while accessing aged care or enter aged
care with pre-existing conditions.196 Many people receiving aged care experience a loss of
identity.197 Many of them experience loneliness and disengagement.198 These early signs
of ill health should be identified and addressed early through targeted, evidence-based
interventions. This requires access to mental health services.
Submissions made to us by aged care providers, health professionals, peak bodies, people
receiving aged care and their families have identified problems with the mental health
services available to older people receiving aged care, particularly residential aged care.199
This poor access to services can be due to a number of factors, including:
• a lack of understanding of mental health issues by aged care staff members,

including personal care workers, nurses and management200

• assumptions by staff members and others that loneliness and sadness

are the natural results of ageing201

• a lack of mental health practitioners trained in older age mental health202
• explicit rules preventing people receiving residential aged care from

accessing services available to people in the community203

• eligibility criteria based on an artificial distinction between mental health

and dementia204

• limited public funding.205

The model of service provision that has emerged focuses on acute, severe or complex
mental health problems at the expense of prevention, early intervention or treating milder
forms of mental illness.206
People receiving aged care sometimes lack access to oral and dental health services,
which is partly due to a lack of outreach services.207 Lack of access can also be a result of
prohibitive costs.208 For example, Ms Beryl Hawkins, who waited two years before receiving
a Level 3 Home Care Package, described how the cost of, and a lack of access to, public
dental services affected her overall wellbeing and quality of life.209 We heard that less than
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half of people who enter residential aged care receive an oral health assessment on entry
into residential aged care and that a large number of residential aged care facilities do not
have processes in place for dental professionals to visit residents.210 Assessments should
be undertaken by oral health professionals, who are trained to undertake this task.211
Dr Martin Dooland AM, a retired dentist and dental health administrator, said there is
not sufficient funding for dental services, which means there is not an effective referral
pathway for care:
medical practitioners who do visit nursing homes tell me that they look in the mouth at their peril
because they might find something for which they have no referral pathway and they tend to go
blind, in a sense, and not look for oral health issues. There does need to be a referral pathway
funded sufficiently to manage the conditions that will be found by regular assessment. The same
is true of the aged care sector. Registered nurses caring for their clients may well do all things
we would wish them to do, but if there is no referral pathway of sufficient scale, it won’t happen.
It will wither on the vine and, eventually, that assessment process will fail because you’re
assessing things and finding things you can’t do anything about.212

People living in residential aged care have unequal or insufficient access to health services
to meet their high health care needs. This is particularly concerning given that people living
in residential care often experience high rates of complex health conditions. The health
and aged care systems are not meeting the expectation that they will provide appropriate
health care for older people.

2.4.2

Accessing care for people with disability

Some people living with disability cannot access the level of services they need. The
introduction of the National Disability Insurance Scheme has led to positive changes for
many people living with disability. However, eligibility is dependent on the nature of a
person’s disability, their date of birth, postcode or citizenship status.213 There are two key
problems. First, some older people receiving aged care cannot receive the services they
need because they are not eligible for, or cannot use fully, entitlements under the National
Disability Insurance Scheme. Second, more than 1000 younger people with a disability
were admitted to residential aged care in the year to 30 September 2020, because they
do not have access to the level of disability services they need.214
Older people with a disability in aged care may miss out on the disability services they
need. This is particularly the case if their disability was acquired after the age of 65 years,
if they turned 65 years before the National Disability Insurance Scheme was established
in their area, if they are not an Australian citizen, or if their disability does not meet the
definition in the National Disability Insurance Scheme Act 2013 (Cth).215
There are inconsistencies between services available under the National Disability
Insurance Scheme and those available in the aged care system, especially in terms of
access to supported accommodation, aids and equipment. There is much higher funding
available for people in the National Disability Insurance Scheme than through aged care.
MS Australia observed that, compared with someone aged over 65 years with multiple
sclerosis in the aged care system, a younger person with multiple sclerosis ‘would be a
whole lot better off’ because they are in the National Disability Insurance Scheme.216
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There are also stark differences in the level of care available under each system. Spinal
Cord Injuries Australia submitted that the value of a package of care available to someone
following a spinal cord injury may be affected by the person’s date of birth.217 If the person
is aged under 65 years, they may be eligible for the National Disability Insurance Scheme
and have access to a tailored package. But if they are aged over 65 years, they may only
have a capped Home Care Package. We note the evidence of Ms Lynda Henderson, who
said that because of the phased rollout of the National Disability Insurance Scheme, the
level of care available to her friend Veda was much lower in the aged care system than it
would have otherwise been had she accessed the National Disability Insurance Scheme.
She described this as ‘cruel’ and ‘unfair’.218 It is apparent that older people with a disability
do not have equitable access to disability services.
Unlike other access issues discussed in this chapter, the problem of younger people
in residential aged care is about people who should not need to access the aged care
system at all. There were 4588 people under the age of 65 years living in residential aged
care at 30 September 2020.219 This included around about 800 people under the age of
55 years, 119 of whom were aged under 45 years.220 Younger people should not be living
in residential aged care, save for very limited exceptional circumstances. The aged care
system is not designed, staffed or managed to care for younger people.
The fact that younger people are in residential aged care is not a failure of the aged care
system as such, but rather a failure of care systems more broadly. Aged care legislation
is deliberately drafted to provide a safety net for people who cannot get services in
other places. However, residential aged care has become a default for younger people
in circumstances where a better option should be available. Every quarter, over 200
younger people enter residential aged care.221
We acknowledge that since the publication of the Interim Report, the Australian
Government has committed to stop the stream of younger people entering residential
aged care.222 However, until this recent change, many younger people who fell through
the cracks of the disability system were left with little or no choice but to accept services
in residential aged care.
A number of younger people who had lived, or were living, in residential aged care gave
evidence about their experiences. They said that they did not want to live in residential
aged care, that younger people should not be in residential aged care and that there
should be alternate and appropriate accommodation for them.223 We agree.
Ms Kirby Littley, who lived in residential aged care in her twenties after an acquired
brain injury, said:
I remember feeling like nobody wanted me and that is why I had to go into aged care.
Mum and Dad had attempted to get me into various rehabilitation centres…No one would
take me.224
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Residential aged care is not designed to cater for the needs of younger people.225 Younger
people typically have different goals and ambitions to older people in residential aged care.
Often these goals are to become more independent and to live in the community. Some
witnesses described the negative impact on their mental health of being surrounded daily
by people who are dying or nearing the end-of-life, as well as feelings of disconnection
from their own generation.226 Mr James Nutt, who moved into aged care when he was
aged 21 years, described the experience of mourning friends he had made in residential
aged care:
you make a friend or two, but within a couple of weeks, a week, that would be it.
They’d no longer—they would be dead. It’s very soul destroying.227

Younger people who lived in residential aged care, and their families, described the
profound loss of independence and lack of choice when living in residential aged care.228
In aged care, they did not have choice about when they woke up and what they got to do
each day, when and what they ate, what they wore. Younger people said they experienced
loneliness and social and physical isolation in aged care.229 They lacked socialisation and
suitable leisure and recreation activities.230 Some younger people likened the aged care
environment to living in prison.231 Some said that aged care staff members infantilised
younger people in residential aged care or treated them as though they had dementia or a
cognitive impairment.232 We acknowledge that these experiences of poor care—isolation,
disrespect and neglect—are not fit for any person, older or younger. These experiences
represent substandard care that is unacceptable regardless of age. More fundamentally,
as we discuss elsewhere in this report, as a general proposition aged care is inherently
unsuitable for younger people.

2.5

Conclusion

Too often, older people are not able to access the care they need. The aged care system
remains difficult to enter and navigate, particularly for those people with communication
difficulties. There are not enough Home Care Packages or respite services to meet
demand. Allied health services are underused and undervalued across the aged care
system. People from groups already at a greater disadvantage are at risk of missing
out on care that meets their particular needs. It is also difficult to access a broad range
of health services for many people receiving aged care, and older people with a disability
do not have equitable access to the care they need.
One of the key measures of success for the future aged care system will be that every
older person can access the care they need, of the appropriate type, when they need it.
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Exhibit 7-14, Mildura Hearing, Statement of Lyn Phillipson, WIT.0287.0001.0001 at 0010 [41]; 0012 [51]–[54];
Transcript, Mildura Hearing, Meredith Gresham, 30 July 2019 at T4019.36–44.
See, for example, Exhibit 1-56, Adelaide Hearing 1, Statement of Anthony Bartone, WIT.0015.0001.0001 at 0008 [42];
Transcript, Darwin Hearing, Catherine Maloney, 12 July 2019 at T3407.43–3408.13; Transcript, Adelaide Hearing 1,
Gerard Hayes, 21 February 2019 at T573.9–20.
Exhibit 17-19, Melbourne Hearing 4, RCD.9999.0360.0001 at 0001.
MJ Spink et al., ‘Effectiveness of a multifaceted podiatry intervention to prevent falls in community dwelling older
people with disabling foot pain: randomised controlled trial’, BMJ Online First, 2011, Vol 342, pp 1–8.
A Demirel et al., ‘The effects of minimal invasive techniques and physiotherapy on pain and disability in elderly: A
retrospective study’, Journal of Back and Musculoskeletal Rehabilitation, 2019, Vol 32, 1, p 68.
A Cwiirlej-Sozanska et al., ‘Assessment of the effects of multi-component, individualized physiotherapy program in
patients receiving hospice services in the home’, BMC Palliative Care, 2020, Vol 19, 1, p 11.
S Zhang et al., ‘Can music-based movement therapy improve motor dysfunction in patients with Parkinson’s disease?
A systematic review and meta-analysis’, Neurological Sciences, 2017, Vol 38, 9, p 1633.
AN Mclaren et al., ‘Systematic review of non-pharmacologic interventions to delay functional decline in communitydwelling patients with dementia’, Aging and Mental Health, 2013, Vol 17, 6, pp 663–664.
Transcript, Sydney Hearing 4, Rodney Foreman, 31 August 2020 at T8835.14–16.
Transcript, Sydney Hearing 4, Rodney Foreman, 31 August 2020 at T8835.35–8836.6.
See, for example, Exhibit 17-17, Melbourne Hearing 4, Statement of Lidia Conci, RCD.9999.0345.0001 at 0002 [6];
Exhibit 17-22, Melbourne Hearing 4, Statement of Josephine Boylan-Marsland, WIT.1348.0001.0001 at 0001 [5]–0006
[29]; Exhibit 17-18, Melbourne Hearing 4, Statement of Angeline Violi, RCD.9999.0344.0001 at 0002–0004.
Exhibit 20-1, Sydney Hearing 4, general tender bundle, tab 4, RCD.9999.0444.0001 at 0007 [1.3.3].
Transcript, Sydney Hearing 4, Nicholas Hartland, 2 September 2020 at T9051.40–44.
Exhibit 20-1, Sydney Hearing 4, general tender bundle, tab 95, RCD.9999.0499.0001 at 0002.
Exhibit 20-1, Sydney Hearing 4, general tender bundle, tab 95, RCD.9999.0499.0001 at 0003.
Exhibit 20-1, Sydney Hearing 4, general tender bundle, tab 95, RCD.9999.0499.0001 at 0004.
Exhibit 17-16, Melbourne Hearing 4, Statement of Jennifer Hewitt, RCD.9999.0327.0001 at 0002 [v].
Transcript, Perth Hearing, Anna Urwin, 26 June 2019 at T2524.41–2525.37; Transcript, Melbourne Hearing 4,
Lidia Conci, 16 July 2020 at T8258.33–45.
Exhibit 5-24, Perth Hearing, Statement of Anna Urwin, WIT.1127 .0001.0001 at 0002 [11]–[15]; 0003 [19]–[20];
Exhibit 17-17, Melbourne Hearing 4, Statement of Lidia Conci, RCD.9999.0345.0001 at 0005 [10a]–0006 [10g].
Transcript, Melbourne Hearing 4, Esther May, 17 July 2020 at T8275.42–8276.3.
Australian Department of Health, Chronic Disease Management – Provider Information Fact Sheet, 2016,
https://www1.health.gov.au/internet/main/publishing.nsf/Content/mbsprimarycare-factsheet-chronicdisease.htm,
viewed 6 January 2021.
Exhibit 17-18, Melbourne Hearing 4, Statement of Angeline Violi, RCD.9999.0344.0001 at 0018–0019 [13a]; Exhibit
17-17, Melbourne Hearing 4, Statement of Lidia Conci, RCD.9999.0345.0001 at 0011 [15a]; Exhibit 17-1, Melbourne
Hearing 4, general tender bundle, tab 7, AWF.001.04299.01 at 0007; tab 20, RCD.9999.0324.0001 at 0005–0006.
Transcript, Sydney Hearing 2, Rik Dawson, 11 August 2020 at T8563.1–11; Dementia Australia, Public submission,
AWF.600.02112.0001 at 0013–0014.
Transcript, Sydney Hearing 2, Merle Mitchell, 10 August 2020 at T8408.24–32; Exhibit 18-14, Sydney Hearing 2,
Statement of James Branley, WIT.0769.0001.0001 at 0021 [189]; Transcript, Sydney Hearing 2, Rik Dawson, 11 August
2020 at T8561.14–34; T8564.22–33; Transcript, Sydney Hearing 2, Julie Kelly, 11 August 2020 at T8559.12–27.
Aged Care Act 1997 (Cth), s 11-3.
Australian Department of Health, Aged Care Diversity Framework, 2017, p 1.
See Chapter 8 in Volume 3 for the classification system we use to define regional, rural and remote in this report.
Australian Department of Health, Aged Care Data Snapshot 2020 – third release, Population, 2020, https://www.genagedcaredata.gov.au/Resources/Access-data/2020/October/Aged-care-data-snapshot%E2%80%942020,
viewed 5 January 2021.
D Taylor et al., ‘Geospatial modelling of the prevalence and changing distribution of frailty in Australia – 2011 to 2027’,
Experimental Gerontology, 2019, Vol 123, p 61.
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Australian Institute of Health and Welfare, Rural and remote health, 2020, https://www.aihw.gov.au/reports/australiashealth/rural-and-remote-health, viewed 5 January 2021.
Australian Institute of Health and Welfare, Interfaces between the aged care and health systems in Australia-GP use
by people living in permanent residential aged care 2012-13 to 2016-17, 2020, p 7; Exhibit 14-31, Canberra Hearing,
Statement of Glenys Beauchamp, WIT.0573.0002.0001 at 0063 [258d]; Transcript, Broome Hearing, Martin Laverty,
18 June 2019 at T2050.13–21.
Australian Institute of Health and Welfare, Dementia in Australia, 2021 (forthcoming).
Exhibit 12-1, Mudgee Hearing, general tender bundle, tab 13, CTH.1000.0003.8206 at 8218; 8255 [4.2.1]; 8284–8285
[6.2.3]; Transcript, Mudgee Hearing, Allan Codrington, 4 November 2019 at T6353.39–6354.37; Transcript, Mudgee
Hearing, Prudence Dear, 4 November 2019 at T6394.39–44.
Count includes Home Care Package Levels 1–4, Transition Care Program, Multi-Purpose Services and places
delivered under the National Aboriginal and Torres Strait Islander Flexible Aged Care and Innovative Care Programs
provided in the community. The 2014–2016 figures count operational home care places while the figures from 2018
and 2019 count home care recipients. The 2017 community care figures have not been included in the table as the
data are reported significantly differently to other years.
Productivity Commission, Report on Government Services 2015, 2015, Vol F, Table 13A.21; Productivity Commission,
Report on Government Services 2016. 2016, Vol F, Chapter 13, Table 13A.21; Productivity Commission, Report on
Government Services 2017, 2017, Vol F, Table 14A.16; Productivity Commission, Report on Government Services
2018, 2018, Part F, Chapter 14, Table 14A.16; Productivity Commission, Report on Government Services 2019, 2019,
Part F, Chapter 14, Table 14A.16; Productivity Commission, Report on Government Services 2020, 2020, Part F,
Section 14, Table 14A.16.
Exhibit 10-19, Melbourne Hearing 2, Statement of Nicholas Hartland, WIT.0486.0001.0001 at 0012 [53].
Productivity Commission, Report on Government Services 2020, 2020, Part F, Section 14, p 14.16.
Office of the Royal Commission, How far do people move to access aged care?, Research Paper 16, 2020, p 1. Note
that the trend for Aboriginal and Torres Strait Islander people differed from the general trend, as explained on p 10.
Office of the Royal Commission, How far do people move to access aged care?, Research Paper 16, 2020, p 15.
Exhibit 7-6, Mildura Hearing, Statement of Barbara McPhee, WIT.0311.0001.0001 at 0004 [27].
Exhibit 7-6, Mildura Hearing, Statement of Barbara McPhee, WIT.0311.0001.0001 at 0004 [27].
See, for example, Transcript, Adelaide Hearing 1, Paul Versteege, 12 February 2019 at T177.2–5; Exhibit 1-15,
Adelaide Hearing 1, Statement of Deborah Parker, WIT.0017.0001.0001 at 0002; Exhibit 4-6, Broome Hearing,
Statement of Leon Flicker, WIT.0161.0001.0001 at 0002 [5].
Exhibit 10-19, Melbourne Hearing 2, Statement of Nicholas Hartland, WIT.0486.0001.0001 at 0011 [52]–0013 [57];
Exhibit 12-25, Mudgee Hearing, Statement of Graeme Barden, WIT.0498.0001.0001 at 0011 [49].
Exhibit 4-17, Broome Hearing, Statement of Jaye Smith, WIT.0128.0001.0001 at 0048 [193].
Exhibit 4-17, Broome Hearing, Statement of Jaye Smith, WIT.0128.0001.0001 at 0048 [193].
Exhibit 12-14, Mudgee Hearing, Statement of Jaclyn Attridge, WIT.0540.0001.0001 at 0008 [32].
Exhibit 7-6, Mildura Hearing, Statement of Barbara McPhee, WIT.0311.0001.0001 at 0003 [20].
Transcript, Melbourne Hearing 2, Noeleen Tunny, 7 October 2019 at T5294.22–32; T5294.43–5295.4; Australian
Association of Gerontology Aboriginal and Torres Strait Islander Ageing Advisory Group, Public submission,
AWF.001.03872.00 at 0002.
Australian Association of Gerontology Aboriginal and Torres Strait Islander Ageing Advisory Group, Public submission,
AWF.001.03872.00 at 0002; National Advisory Group on Aboriginal and Torres Strait Islander Aged Care, Public
submission, AWF.800.02140 at 0011.
Exhibit 4-8, Broome Hearing, Statement of Graham Aitken, WIT.1134.0001.0001 at 0010 [77].
Exhibit 4-8, Broome Hearing, Statement of Graham Aitken, WIT.1134.0001.0001 at 0007 [54]; Exhibit 4-4, Broome
Hearing, Statement of Craig Barke, WIT.0227.0001.0001 at 0006–0007 [28.2]; Exhibit 4-5, Broome Hearing, Statement
of Tamra Bridges, WIT.0166.0001.0001 at 0010 [71]–0011 [72]; National Advisory Group on Aboriginal and Torres Strait
Islander Aged Care, Public submission, AWF.800.02140 at 0012.
Exhibit 4-10, Broome Hearing, Statement of Belinda Robinson, WIT.0211.0001.0001 at 0009 [48]; Exhibit 5-28,
Perth Hearing, Statement of Matthew Moore, WIT.0162.0001.0001 at 0021 [95]; Transcript, Broome Hearing,
Ruth Crawford, 18 June 2019 at T2112.19–44; T2113.1–3.
Exhibit 4-8, Broome Hearing, Statement of Graham Aitken, WIT.1134.0001.0001 at 0009 [71]; Transcript, Broome
Hearing, Leon Flicker, 17 June 2019 at T2035.36-39; National Advisory Group on Aboriginal and Torres Strait Islander
Aged Care, Public submission, AWF.800.02140 at 0011–0012.
Exhibit 4-5, Broome Hearing, Statement of Tamra Bridges, WIT.0166.0001.0001 at 0010–0011 [71].
Exhibit 4-5, Broome Hearing, Statement of Tamra Bridges, WIT.0166.0001.0001 at 0010–0011 [71]; National Advisory
Group on Aboriginal and Torres Strait Islander Aged Care, Public submission, AWF.800.02140 at 0012.
Exhibit 5-28, Perth Hearing, Statement of Matthew Moore, WIT.0162.0001.0001 at 0021 [95].
Exhibit 4-4, Broome Hearing, Statement of Craig Barke, WIT.0227.0001.0001 at 0006–0007 [28.2].
Exhibit 4-8, Broome Hearing, Statement of Graham Aitken, WIT.1134.0001.0001 at 0007 [57]; National Advisory Group
on Aboriginal and Torres Strait Islander Aged Care, Public submission, AWF.800.02140 at 0011–0012.
Transcript, Broome Hearing, Ruth Crawford, 18 June 2019 at T2096.32–43; Exhibit 5-28, Perth Hearing, Statement of
Matthew Moore, WIT.0162.0001.0001 at 0009–0010 [37].
Transcript, Melbourne Hearing 2, Moreen Lyons, 11 October 2019 at T5693.9–26.
Transcript, Melbourne Hearing 2, Noeleen Tunny, 7 October 2019 at T5297.44.
Transcript, Melbourne Hearing 2, Noeleen Tunny, 7 October 2019 at T5297.6–5298.2.
Transcript, Melbourne Hearing 2, Noeleen Tunny, 7 October 2019 at T5315.37–40; Transcript, Broome Hearing,
Roslyn Malay, 19 June 2019 at T2176.30–35.
Exhibit 5-28, Perth Hearing, Statement of Matthew Moore, WIT.0162.0001.0001 at 0013 [52]; 0017 [75]–0018 [76].
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Exhibit 10-5, Melbourne Hearing 2, Statement of Noeleen Tunny, WIT.0422.0001.0001 at 0007 [24]; 0011–0012 [34];
0022 [56]–[57]; National Advisory Group on Aboriginal and Torres Strait Islander Aged Care, Public submission,
AWF.800.02140 at 0012.
Exhibit 4-5, Broome Hearing, Statement of Tamra Bridges, WIT.0166.0001.0001 at 0011 [73].
Transcript, Broome Hearing, Graham Aitken, 18 June 2019 at T2074.39–46; Transcript, Perth Hearing,
Matthew Moore, 26 June 2019 at T2576.44–2577.17.
Transcript, Melbourne Hearing 2, Noeleen Tunny, 7 October 2019 at T5315.41–5316.4; see also Victorian Aboriginal
Community Controlled Health Organisation, Public submission, AWF.800.01929 at 0019–0021; 0023–0024.
Transcript, Melbourne Hearing 2, Noeleen Tunny, 7 October 2019 at T5283.41–5284.41.
Tangentyere Council, Public submission, AWF.600.02271.0001 at 0011; Transcript, Broome Hearing, Roslyn Malay,
19 June 2019 at T2173.36–41.
Exhibit 4-13, Broome Hearing, Statement of Kate Fox, WIT.1145.0001.0001 at 0006 [36]; Exhibit 4-6, Broome Hearing,
Statement of Leon Flicker, WIT.0161.0001.0001 at 0005 [17]; Australian Association of Gerontology Aboriginal and
Torres Strait Islander Ageing Advisory Group, Public submission, AWF.001.03872.00 at 0002.
Exhibit 4-6, Broome Hearing, Statement of Leon Flicker, WIT.0161.0001.0001 at 0005 [17].
See, for example, Exhibit 10-27, Melbourne Hearing 2, Statement of Jaklina Michael,WIT.0457.0001.0001
at 0006 [18]–0014 [59]; 0022–0023 [71]; Exhibit 10-6, Melbourne Hearing 2, Statement of Samantha Jewell,
WIT.0397.0001.0001 at 0003 [18]–0006 [38]; Exhibit 10-24, Melbourne Hearing 2, Statement of David Panter,
WIT.0448.0001.0001 at 0002.
See, for example, Exhibit 10-3, Melbourne Hearing 2, Statement of Samantha Edmonds, WIT.0396.0001.0001 at
0025 [115]; Exhibit 10-6, Melbourne Hearing 2, Statement of Samantha Jewell, WIT.0397.0001.0001 at 0005 [33]–[34];
Exhibit 10-9, Melbourne Hearing 2, Statement of Nathan Klinge, WIT.0410.0001.0001 at 0028 [61]–0029 [63].
See, for example, Exhibit 10-4, Melbourne Hearing 2, Statement of Mary Patetsos, WIT.0437.0001.0001 at 0017 [115];
Exhibit 10-5, Melbourne Hearing 2, Statement of Noeleen Tunny, WIT.0422.0001.0001 at 0007 [20]; Exhibit 10-7,
Melbourne Hearing 2, Statement of Fiona York, WIT.0398.0001.0001 at 0009 [46]–[48].
Exhibit 10-4, Melbourne Hearing 2, Statement of Mary Patetsos, WIT.0437.0001.0001 at 0016 [108]; Exhibit 10-5,
Melbourne Hearing 2, Statement of Noeleen Tunny, WIT.0422.0001.0001 at 0006 [18].
Exhibit 10-4, Melbourne Hearing 2, Statement of Mary Patetsos, WIT.0437.0001.0001 at 0006 [44].
Exhibit 3-4, Sydney Hearing 1, Statement of George Akl, WIT.0108.0001.0001 at 0005 [37].
Exhibit 3-4, Sydney Hearing 1, Statement of George Akl, WIT.0108.0001.0001 at 0005 [38].
Exhibit 10-6, Melbourne Hearing 2, Statement of Samantha Jewell, WIT.0397.0001.0001 at 0006 [37];
0006 [39]–0007 [42].
Exhibit 10-6, Melbourne Hearing 2, Statement of Samantha Jewell, WIT.0397.0001.0001 at 0007 [40].
See, for example, Transcript, Melbourne Hearing 2, Fiona York, 7 October 2019 at T5351.1–9; Transcript,
Melbourne Hearing 2, Helen Radoslovich, 8 October 2019 at T5406.16–24; Melbourne Hearing 2,
Statement of Duncan McKellar, WIT.0530.0001.0001 at 0017 [61].
Exhibit 10-15, Melbourne Hearing 2, Statement of Duncan McKellar, WIT.0530.0001.0001 at 0008 [29]–[31].
Exhibit 10-15, Melbourne Hearing 2, Statement of Duncan McKellar, WIT.0530.0001.0001 at 0008 [32].
Transcript, Melbourne Hearing 2, Janette McGuire, 8 October 2019 at T5461.37–43; Exhibit 10-14,
Melbourne Hearing 2, Statement of Janette McGuire, WIT.0527.0001.0001 at 0006 [45].
Transcript, Melbourne Hearing 2, Catharina Nieuwenhoven, 11 October 2019 at T5682.1–8.
Transcript, Melbourne Hearing 2, Angelos Angeli, 7 October 2019 at T5272.23–5273.18.
Transcript, Melbourne Hearing 2, Jaklina Michael, 11 October 2019 at T5723.22–43.
Exhibit 4-9, Broome Hearing, Statement of Ruth Crawford, WIT.0185.0001.0001 at 0012 [56].
Exhibit 6-6, Darwin and Cairns Hearing, Statement of Olga Havnen concurred in by Sarah Giles, WIT.0263.0001.0001
at 0012 [54].
Submissions of the Commonwealth of Australia, Response to Counsel Assisting’s final submissions,
12 November 2020, RCD.0013.0014.0037.
Exhibit 10-7, Melbourne Hearing 2, Statement of Fiona York, WIT.0398.0001.0001 at 0006 [33]; 0008 [39]–[43];
0013 [67]–[68].
Australian Department of Health, Aged Care Diversity Framework, 2017; Australian Department of Health, Aged
Care Diversity Framework action plans, 2019, https://www.health.gov.au/resources/collections/aged-care-diversityframework-action-plans, viewed 5 January 2021.
See, for example, Exhibit 10-3, Melbourne Hearing 2, Statement of Samantha Edmonds, WIT.0396.0001.0001 at 0025
[115]; Exhibit 10-6, Melbourne Hearing 2, Statement of Samantha Jewell, WIT.0397.0001.0001 at 0005 [33]–[34]; 0007
[40]; Exhibit 10-9, Melbourne Hearing 2, Statement of Nathan Klinge, WIT.0410.0001.0001 at 0028 [61]–0029 [63];
Exhibit 10-24, Melbourne Hearing 2, Statement of David Panter, WIT.0448.0001.0001 at 0005 [7].
MC Inacio et al., ‘Health Status and Health Care Trends of Individuals Accessing Australian Aged Care Programs
Over a Decade: The Registry of Senior Australians (ROSA) Historical Cohort’, Internal Medicine Journal, in press,
pp 2, 9, 16.
See, for example, Exhibit 14-4, Canberra Hearing, Statement of Kristine Stevens, WIT.1308.0001.0001 at 0004
[31]–0005 [32]; 0005 [40]; Exhibit 6-54, Darwin and Cairns Hearing, Statement of FA, WIT.0208.0001.0001 at 0005 [33];
Exhibit 3-20, Sydney Hearing 1, Statement of DM, WIT.0099.0001.0001 at 0004–0005 [36].
See, for example, Transcript, Canberra Hearing, Kristin Stevens, 9 December 2019 at T7228.40–7229.10; Transcript,
Canberra Hearing, Troye Wallett, 9 December 2019 at T7248.18–23; Transcript, Canberra Hearing, Christopher Poulos,
11 December 2019 at T7474.10–17; Exhibit 14-26, Transcript, Canberra Hearing, Leon Flicker, 12 December 2019 at
T7493.15–20; Transcript, Canberra Hearing, Mark Morgan, 9 December 2019 at T7274.10–15.
See, for example, Exhibit 14-12, Canberra Hearing, Statement of Carolyn Hullick and Ellen Burkett,
WIT.1298.0001.0001 at 0007–0008; 0010–0011 [36]; 0013 [46]–0014 [47].
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Transcript, Canberra Hearing, Rhonda Payget, 13 December 2019 at T7593.35–7594.22; Transcript,
Canberra Hearing, Rhonda McIntosh, 9 December 2019 at T7201.38–45; Transcript, Canberra Hearing,
Judith Gardner, 11 December 2019 at T7421.39–42.
See, for example, Exhibit 14-32, Canberra Hearing, Statement of Rhonda Payget, WIT.1306.0001.0001
at 0004 [22]–[25].
Name withheld, Public submission, AWF.001.01990 at 0001.
Name withheld, Public submission, AWF.001.05559 at 0001.
Australian Institute of Health and Welfare, Interfaces between the aged care and health systems in Australia—first
results, 2019, p 6 (Exhibit 14-1, Canberra Hearing, general tender bundle, tab 66, RCD.9999.0280.0003);
Transcript, Adelaide Hearing 1, Harry Nespolon, 18 February 2019 at T385.16–20; Transcript, Canberra Hearing,
Thomas Woodage, 11 December 2019 at T7430.35–47.
Australian Institute of Health and Welfare, Interfaces between the aged care and health systems in Australia—first
results, 2019, p 6 (Exhibit 14-1, Canberra Hearing, general tender bundle, tab 66, RCD.9999.0280.0003).
Exhibit 14-17, Canberra Hearing, Statement of Hamish MacLeod, WIT.1309.0001.0001 at 0005 [32].
Transcript, Canberra Hearing, Nikki Johnston, 11 December 2019 at T7460.7–11; Transcript, Canberra Hearing,
Kristine Stevens, 9 December 2019 at T7228.24–7229.10.
Exhibit 14-18, Canberra Hearing, Statement of Catherine Davis, WIT.1304.0001.0001 at 0008 [50]–[51];
Exhibit 5-32, Perth Hearing, Statement of Shannon Ruddock, WIT.1132.0001.0001 at 0006 [61]; 0011 [98]–[100];
0012 [110]–0013 [115].
Australian Institute of Health and Welfare, Interfaces between the aged care and health systems in Australia –
first results, Australian Government, 2019, p 9 (Exhibit 14-1, Canberra Hearing, general tender bundle, tab 66,
RCD.9999.0280.0003).
Pharmaceutical Society of Australia, Medicine Safety: Aged Care, 2020, pp 6–15, https://www.psa.org.au/wp-content/
uploads/2020/02/Medicine-Safety-Aged-Care-WEB-RES1.pdf, viewed 5 January 2021; Exhibit 6-32, Darwin and
Cairns Hearing, Statement of Janet Sluggett, WIT.0251.0001.0001 at 0012 [25].
Australian Institute of Health and Welfare, Interfaces between the aged care and health systems in Australia –
first results, Australian Government, 2019, p 6 (Exhibit 14-1, Canberra Hearing, general tender bundle, tab 66,
RCD.9999.0280.0003).
Pharmaceutical Society of Australia, Medicine Safety: Aged Care, 2020, p 6, https://www.psa.org.au/wp-content/
uploads/2020/02/Medicine-Safety-Aged-Care-WEB-RES1.pdf, viewed 5 January 2021.
Australian Institute of Health and Welfare, People’s care needs in permanent residential aged care: Factsheet 2018-19,
2020, p 1.
Australian Bureau of Statistics, National Health Survey: First Results, 2017-18, 2020, Table 3.7 – Long-term health
conditions, proportion of persons–Males; Table 3.11 – Long-term health conditions, proportion of persons–Females,
https://www.abs.gov.au/AUSSTATS/ABS@.NSF/0/F6CE5715FE4AC1B1CA257AA30014
C725?Opendocument, viewed 5 January 2021.
Exhibit 17-5, Melbourne Hearing 4, Statement of Stephen Macfarlane, WIT.0740.0001.0001 at 0002 [11]–[13]; Exhibit
17-4, Melbourne Hearing 4, Statement of Diane Corser, RCD.9999.0342.0001 at 0002 [4a].
BJ Murphy et al., ‘Suicide among nursing home residents in Australia: A national population-based retrospective
analysis of medico-legal death investigation information’, International Journal of Geriatric Psychiatry, 2018,
Vol 33, 5, p 789.
Exhibit 17-5, Melbourne Hearing 4, Stephen Macfarlane, WIT.0740.0001.0001 at 0002 [11]–[13]; Exhibit 17-4,
Melbourne Hearing 4, Diane Corser, RCD.9999.0342.0001 at 0002–0003 [4a].
Exhibit 17-1, Melbourne Hearing 4, general tender bundle, tab 5, AWF.600.01288.0001 at 0033; Exhibit 3-71,
Sydney Hearing 1, The Victorian Institute of Forensic Medicine’s document entitled Recommendations for
Prevention of Injury related Deaths in Residential Aged Care Services, RCD.9999.0063.0145 at 0306; Exhibit 5-30,
Perth Hearing, Statement of Craig Sinclair, WIT.0218.0001.0001 at 0025.
Exhibit 17-4, Melbourne Hearing 4, Diane Corser, RCD.9999.0342.0001 at 0002–0003 [4a]; Transcript, Sydney Hearing
2, Julie Kelly, 11 August 2020 at T8560.40–8561.2; Beyond Blue, Public submission, AWF.001.04302.01 at 0005.
COTA Australia, Public submission, AWF.001.04729.00 at 0007; Mental Health Carers NSW, Public submission,
AWF.001.04348.01 at 0005; Name withheld, Public submission, AWF.001.00797.00 at 0024; Name withheld,
Public submission, AWF.001.04049.00 at 0021–0022; Name withheld, Public submission, AWF.001.04743 at 0001;
Edwin Lomax, Public submission, AWF.001.04598 at 0002.
See, for example, Transcript, Melbourne Hearing 4, Alison Argo, 15 July 2020 at T8118.9–15; Transcript,
Melbourne Hearing 4, Diane Corser, 15 July 2020 at T8115.43–8116.2; Exhibit 17-6, Melbourne Hearing 4,
Sunil Bhar, RCD.9999.0308.0001 at 0004–0005 [4b].
Beyond Blue, Public submission, AWF.001.04302.01 at 0005; COTA Australia, Public submission, AWF.001.04729.00
at 0007; Exhibit 17-4, Melbourne Hearing 4, Statement of Diane Corser, RCD.9999.0342.0001 at 0004–0005 [6];
Exhibit 17-2, Melbourne Hearing 4, Statement of UX, WIT.0747.0001.0001 at 0011 [75].
See, for example, Transcript, Melbourne Hearing 4, Diane Corser, 15 July 2020 at T8111.11–20; Transcript,
Melbourne Hearing 4, Mark Silver, 15 July 2020 at T8150.7–20; Transcript, Melbourne Hearing 4, Sunil Bhar,
15 July 2020 at T8154.24.
Exhibit 17-6, Melbourne Hearing 4, Statement of Sunil Bhar, RCD.9999.0308.0001 at 0002 [3]–0005 [4]; Exhibit 178, Melbourne Hearing 4, Statement of Harry Lovelock, RCD.9999.0309.0001 at 0007 [33]; 0011 [52]; Exhibit 17-1,
Melbourne Hearing 4, general tender bundle, tab 3, AWF.001.04486.02 at 0001; tab 5, AWF.600.01288.0001 at 0016;
Australian Department of Health, Psychological Treatment Services for people with mental illness in Residential Aged
Care Facilities, 2018, p 9 (Exhibit 17-1,Melbourne Hearing 4, general tender bundle, tab 1, CTH.0001.1001.5140).
Exhibit 17-7, Melbourne Hearing 4, Statement of Mark Silver, RCD.9999.0307.0001 at 0003–0004 [4d]; Name withheld,
Public submission, AWF.001.00797.00 at 0024; Exhibit 17-5, Melbourne Hearing 4, Statement of Stephen Macfarlane,
WIT.0740.0001.0001 at 0005 [42]–0006 [45]; 0010 [59].
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See, for example, Transcript, Melbourne Hearing 4, Stephen Macfarlane, 15 July 2020 at T8137.4–5; T8139.37–44;
Exhibit 17-8, Melbourne Hearing 4, Statement of Harry Lovelock, RCD.9999.0309.0001 at 0010 [49]; 0012 [59].
Transcript, Melbourne Hearing 4, Alison Argo, 15 July 2020 at T8120.21–43; Exhibit 17-5, Melbourne Hearing 4,
Statement of Stephen Macfarlane, WIT.0740.0001.0001 at 0005 [39]–[41].
See, for example, Transcript, Canberra Hearing, Nikki Johnston, 11 December 2019 at T7464.1.6; Transcript,
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3.

The Nature and Extent
of Substandard Care

3.1

Introduction

Our Terms of Reference require us to inquire into:
the quality of aged care services provided to Australians and the extent to which those
services meet the needs of people accessing them, the extent of substandard care being
provided, including mistreatment and all forms of abuse, the causes of any systemic failures,
and any actions that should be taken in response.1

To do this, we needed to understand people’s experiences of aged care. Many older
people and their loved ones have said that aged care has not met their needs and
expectations: that it was substandard. Understanding the extent of substandard care
across the aged care system has been an important part of our work. We have identified
key areas where older people are receiving substandard care, and why this is so.
This chapter sets out our conclusions on these issues.
At the beginning of this inquiry, Ms Glenys Beauchamp PSM, the then Secretary of
the Australian Department of Health, said that based on the ‘evidence and information
available to the Department…serious instances of substandard care do not appear to
be widespread or frequent’ and that ‘the aged care system broadly does meet the needs
of older Australians’.2 We disagree.
We heard from many people about substandard care—those who experienced it, family
members or loved ones who witnessed it or heard about it, aged care workers, service
providers, peak bodies, advocates and experts. We heard about substandard care during
hearings and community forums. We also heard about it in public submissions.
The accounts of substandard care were often sad and confronting. They were often difficult
to tell and difficult to hear and read. We acknowledge the courage people have shown in
sharing their experiences with us. Their contributions have been essential to our inquiry
and we are grateful.
The extent of substandard care in the current aged care system is deeply concerning
and unacceptable by any measure. The current system is deficient in its ability to measure
the quality of care. Based on the available data, Commissioner Briggs concludes that at
least 1 in 3 people accessing aged care has experienced substandard care. Commissioner
Pagone does not put a specific figure on the extent of substandard care. We both consider
that the extent of substandard care is inexcusably high.
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In this chapter, we first explain what we heard about substandard care from those who
experienced or witnessed it. We then set out our conclusions on the extent of substandard
care in the current aged care system. Our analysis of the nature and extent of substandard
care informs our conclusions about the systemic problems within the Australian aged care
system, which we discuss in Chapter 4 of this volume. Our recommendations for change
are outlined in Volume 3.

3.2

What is substandard care?

The term ‘substandard care’ appears in our Terms of Reference, and has a commonly
understood meaning as care which is inadequate or inferior. But it is not a term formally
defined or used in aged care policy in Australia. So, there are inherent challenges in
identifying and quantifying the extent of substandard care.
Both Ms Beauchamp and the Aged Care Quality and Safety Commissioner, Ms Janet
Anderson PSM, said that ‘substandard care’ is not a term used in Australian aged care
policy and regulatory settings.3 Ms Beauchamp said that the Australian Department of
Health ‘understands “substandard care” to mean care provided by an approved provider
which does not meet the quality standards’, which are set out in the Quality of Care
Principles 2014 (Cth) or ‘relevant quality standards’.4 Ms Anderson had a similar view.5
In our view, substandard care has a broader meaning than care that does not meet
the requirements of the Australian legislative framework for aged care. Our Terms of
Reference state that Australians ‘expect high standards of quality and safety from our
aged care services’.6 The current Aged Care Quality Standards or the previous Aged Care
Accreditation Standards do not set a sufficiently high bar.
For the purpose of the Service Provider Survey that Commissioners McGrath and Briggs
initiated, substandard care was defined as:
• care (or complaints about care) which did not meet the relevant quality standards under

the Quality of Care Principles and other obligations under the Aged Care Act 1997 (Cth)

• care (or complaints about care) which, although meeting the relevant quality

standards under the Quality of Care Principles and other obligations under the
Aged Care Act, was not of a standard that would meet the high standards of
quality and safety that the Australian community expects of aged care services.7

This was also the definition adopted by Commissioners Tracey and Briggs in the Interim
Report.8 In applying this definition of substandard care:
• we do not consider that there needs to be a risk of harm to the health or safety

of a person for care to be substandard

• we take substandard care to be something less than would be required for a finding

under section 63N(3)(c) or (d) of the Aged Care Quality and Safety Commission Act
2018 (Cth), that a provider’s conduct has threatened or would threaten the health,
welfare or interests of people receiving care
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• we have taken into account findings from the Caring Futures Institute survey which

Commissioners Tracey and Briggs commissioned to look into people’s views on aged
care quality and funding.9

In Volume 3, Chapter 3, we define the concept of high quality aged care, taking into
account the community’s expectations. In summary, high quality aged care puts older
people first. It is a standard of care that meets the particular needs, aspirations and
preferences of people receiving aged care. To achieve this, it needs to:
• be delivered with compassion and respect for the individuality and dignity of the

recipient of care

• be personal to the person receiving care and designed to respond to their expressed

personal needs, aspirations, and their preferences regarding the manner by which
their care is delivered

• be provided on the basis of a clinical assessment, and regular clinical review, of

the older person’s health and wellbeing, and that the clinical assessment will specify
care designed to meet the individual needs of the person receiving care, such as risk
of falls, pressure injuries, nutrition, mental health, cognitive impairment and end-oflife care

• enhance to the highest degree reasonably possible the physical and cognitive

capacities and the mental health of the person

• support the person to participate in recreational activity and social activities

and engagement.

3.3

What we heard about substandard care

Experiences of substandard care are varied. We have analysed the qualitative information
and evidence from hearings, public submissions, community forums, the Service
Provider Survey and our research program and have identified 15 common areas where
substandard care occurs in the aged care system. These areas relate to both the routine
care that people receive, such as oral and dental health, as well as more complex care
required for people living with dementia and those requiring palliative and end-of-life care.
We also consider abuse in this discussion of substandard care because our Terms of
Reference require us to inquire into ‘the extent of substandard care being provided,
including mistreatment and all forms of abuse’ (emphasis added). In our view, abuse is an
extreme example of substandard care and reaches into the realm of criminal behaviour.
As the Australian Law Reform Commission noted in its report into elder abuse, Elder
Abuse—A National Legal Response, mistreatment is more likely to be a cultural issue
than a ‘bad apple’ problem and ensuring quality of care ‘is perhaps the best safeguard
against abuse and neglect’.10
Our analysis of areas of substandard care is not intended to be exhaustive. Many people
have experienced care that did not meet their expectations in ways that are not included
here.

93

1829

Royal Commission into Aged Care Quality and Safety

Final Report Volume 2

The accounts we received at hearings and in public submissions rarely raised only one
form of substandard care, and often highlighted the compounding impact of poor care.
We know that poor care in one area can affect many others, creating more complex
care needs. Dr Sandra Iuliano, Senior Research Fellow at the Department of Medicine,
University of Melbourne, explained that malnutrition can lead to reduced muscle strength
and increased frailty.11 Ms Sharon Lawrence, an Accredited Practising Dietitian with the
Dietitians Association of Australia, noted the link between poor nutrition and pressure
injuries due to a lack of protein, resulting in loss of muscle mass, reduction in the body’s
ability to repair skin and a compromised immune system, which increases the risk of
infection.12 Dr Joan Ostaszkiewicz, Research Fellow at Deakin University in the Centre
for Quality and Patient Safety Research, explained that pressure injuries can result
from poor continence management due to incontinence-associated dermatitis.13
In presenting people’s accounts, we recognise the inherent connection between a person’s
health and their quality of life. Clinical and personal care can enable better health, which
will lead to an improved quality of life. Care that enables a better quality of life is associated
with better health outcomes. We also recognise that even where people may receive
adequate clinical care, this care may be delivered in such a way that lacks respect or
empathy and does not meet their social and emotional needs.
In this chapter, we highlight accounts we received as well as expert evidence to reach
general conclusions about particular types of substandard care. We do not make any
findings about specific instances of substandard care. However, we have made findings
about particular instances of substandard care in case studies and we draw on that
work here. Case study findings are set out in Volume 4 of this report.

3.3.1

Abuse

In its report on elder abuse, the Australian Law Reform Commission highlighted the
prevalence of abusive practices within the aged care system and criticised gaps
in the regulatory and reporting systems that allowed these practices to persist.14
The abuse of older people in residential care is far from uncommon. In 2019–20, residential
aged care services reported 5718 allegations of assault under the mandatory reporting
requirements in section 63-1AA of the Aged Care Act.15 A study conducted by consultancy
firm KPMG for the Australian Department of Health estimated that a further 27,000 to
39,000 assaults occurred that were exempt from mandatory reporting.16 We detail more
about this data in our examination of the extent of substandard care later in this chapter.
Most of what we heard about abuse related to people living in residential aged care.
However, the Hon Dr Kay Patterson AO, Age Discrimination Commissioner at the Australian
Human Rights Commission, highlighted that abuse is also perpetrated against people
receiving aged care in the home. She said attention must be given to how to protect
people who receive services in their own homes, given there are no other staff members
around to identify and report potential abuse.17 Several public submissions highlighted
this issue.18
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Our analysis of abuse below focuses on physical abuse, sexual abuse and restrictive
practices. However, it is also important to acknowledge the impact of other forms of abuse.
For example, Ms Gwenda Darling, an Aboriginal woman who received care at home,
relayed her experience of being racially abused by a care worker:
l was called a ‘boong’ on a couple of occasions by the care worker who would come
to my house…To me, calling a person a ‘boong’ is one of the most offensive things you
can say to an Aboriginal person.19

Physical abuse
We heard of physical abuse that occurred at the hands of staff members, and of situations
in which aged care providers did not protect residents from abuse by workers or
other residents. Ms Noleen Hausler gave evidence about the experience of her father,
Mr Clarence Hausler, who was living with dementia. Because Ms Hausler held suspicions
about the care her father was receiving, she installed a hidden camera in his room. The
footage revealed that her father was physically assaulted three times over 10 days. On
one occasion, a personal care worker made aggressive physical contact with Mr Hausler’s
head. Another incident involved the same carer’s use of unreasonable force while he was
changing Mr Hausler’s continence pad.20 On a different occasion, an agency nurse, while
feeding Mr Hausler, repositioned him by wrenching his right arm to pull him into an upright
position. She then jerked his head sideways to put the pillow behind his head, then pushed
his head back using the palm of her hand on his forehead to hyperextend his head.21
Commissioners Tracey and Briggs found that Mr Hausler was ‘the subject of a series
of degrading assaults’. They said:
beyond the indignity and criminality of the assaults committed against her father, Ms Hausler
had to contend with an organisation determined to avoid accountability for its actions.22

Ms Lisa Backhouse gave evidence that three months after her mother, Mrs Christine
Weightman, had moved into a new facility, Ms Backhouse received a call to advise her that
one of the carers had hit her mother. A few weeks later, another carer hit Mrs Weightman
twice on her upper leg, with intent and force.23
Public submissions described examples of physical abuse in residential aged care.
One woman, whose father lived in residential aged care, wrote that the facility did not
take seriously her complaint about rough handling of her father.24
We received submissions from people who, as students or employees in residential aged
care, had witnessed abuse.25 One work experience student gave the following account:
One of the staff was trying to undress a very frail lady who only weighed about 45kgs. Her night
dress was literally being yanked off her. The lady was wincing in pain and was thrown around
like a rag doll. Arms and legs were flying in all directions and she was picked up and literally
thrown down on the bed. All the time she was yelled at. The lady was whimpering like a
wounded animal.26
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Ms DF gave evidence about two incidents involving her mother, Mrs CA, who was living
with dementia.27 In the first incident, Mrs CA sustained a cut to her mouth after another
resident struck her following an altercation over clothing. The second incident occurred
when Mrs CA entered another resident’s bedroom. It is unclear exactly what occurred
because the residents were not under ‘immediate supervision’ at the time. Mrs CA’s
head and body made forceful contact with the floor, resulting in heavy bleeding from
her head.28 Both incidents involved residents living with dementia and living in a secure
dementia section.
Ms Kathryn Nobes, a personal care worker, described an incident in which one resident
killed another at the facility where she worked. She said she had been standing in
a corridor with another care worker when she saw a resident come towards them
‘holding a walking stick in his right hand like it was a club’. He had blood on his knees,
face and hands.29
We received many public submissions that raised concerns about a failure to protect
residents from other residents. Submissions frequently referenced a lack of staff
members available to prevent resident on resident abuse. One person told us:
Assault on my mother by another resident: My mother was hit twice by another resident
quite harshly. The facility failed to isolate the issue when it first happened and therefore it
happened twice. Both times occurred on Public Holidays when they had limited staff.30

Another submission stated:
My father told me that when the man entered his room, he told the man to leave his room.
The man then hit my father over his head several times with a plastic doll, resulting in a small
cut to my father’s forehead, bruising across the bridge of his nose and defensive bruising
on his forearms. There were no staff around at the time the incident occurred.31

Sexual abuse
The accounts of sexual abuse that we heard about were deeply concerning.
Ms Lisa Corcoran, who moved into residential aged care when she was in her late 30s,
gave evidence that she was sexually and physically assaulted while living in aged care.32
‘Elizabeth’, a registered nurse, recounted an incident where a female resident living
with dementia wandered into another resident’s room and was sexually assaulted.33
Ms Susan Walton, an assistant in nursing, gave evidence about a resident living with
dementia who was ‘wandering, sexually advancing towards ladies’.34
A number of public submissions included accounts of sexual abuse of people by
residential aged care staff members. The following account was provided by the wife
of a man living in residential care:
My 71 year old husband is a resident in aged care because of advanced Parkinson’s disease.
On the night of December 31 2018 he was horrifically sexually abused by 2 night duty staff
resulting in a very red, swollen and grazed penis. 1 nurse a female held him down while
the other, a male masturbated him. He is frightened, withdrawn and very distressed.35
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One woman wrote to tell us that her mother was the victim of sexual assault in residential
aged care:
she was repeatedly subjected to sexual assault by the night staff. She was so terrified of them
that she would not tell me at first about what was happening. The men involved had threatened
to kill her if she spoke about what they were doing. This was also happening to the woman in
the room with her. Sexual assault in nursing homes is something that needs to be brought into
open discussion.36

A number of public submissions outlined incidents of sexual abuse between residents.
One person who made a submission said a staff member had told her:
As she [staff member] moved closer, she saw that the male person, who she recognised as the
man who occupies the room across the hallway, had his hand placed inside the incontinence
pad and underwear that our mother was wearing.37

Another person described an incident where his mother was sexually assaulted:
The latest was a sexual assault which occurred whilst she was in her room in her bed,
perpetrated by one of the other residents who was able to wander freely into her room
and assault her.38

The use of restrictive practices
Restrictive practices have been identified as a problem in aged care in Australia for more
than 20 years. Their use has been considered in several reviews. Many recommendations
for reform have been made but not fully implemented.39 Restrictive practices are activities
or interventions, either physical or pharmacological, which restrict a person’s free
movement or ability to make decisions.40 Where this occurs without clear justification
and clinical indication, we consider this to be abuse. Not only do restrictive practices
have questionable success in minimising changed behaviours, they can result in serious
physical and psychological harm, potentially increasing health complications and, in some
cases, can cause death.41 Their inappropriate use is substandard care. Physical restraint
should be used only where it is absolutely necessary to protect a person from a serious
and imminent risk of harm. The Australian Commission on Safety and Quality in Health
Care recommends that prescribing antipsychotic medicines for older people as a form
of restrictive practice should only occur as a last resort.42
Aged care providers, as well as prescribers of medication, sometimes misuse restraints
in place of other more resource-intensive interventions that would maintain the dignity
and personal autonomy of residents.43 For example, the approved provider of the Earle
Haven aged care facility on the Gold Coast disclosed, when asked in June 2019, that 71%
of its residents received psychotropic medication and 50% were physically restrained.44
We discuss the extent of the use of physical restraint in our examination of the extent
of substandard care later in this chapter.
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Chemical restraint
Particular medicines may be prescribed for treating psychotic symptoms in residents
of aged care. However, we heard that in many cases these medicines are used
inappropriately to restrict a person’s movements if they are experiencing changed
behaviours because of dementia.45 These medicines also restrict a person’s ability to make
decisions. The most common type of medicines that can have this effect are psychotropic
medicines, which are capable of affecting the mind, emotions and behaviours of a person.
These medicines include sedatives, antidepressants, antipsychotics, mood stabilisers and
anti-anxiety agents. Antipsychotics and benzodiazepines are most commonly referred
to in the context of ‘chemical restraint’ in residential aged care.46
We heard many instances of antipsychotic drugs, such as risperidone, and a range of
sedatives, being used to manage changed behaviours of people living with dementia.
Mrs Barbara Spriggs gave evidence about the experience of her husband, Mr Robert
Spriggs, at the Oakden Older Persons Mental Health Service. Mrs Spriggs said
Mr Spriggs received medicine to sedate him and that other patients ‘appeared sedated’.
In Mrs Spriggs’s view, ‘this was done by staff to ease the management of residents’.47
Ms Rosemary Cameron gave evidence about an incident involving her husband,
Mr Don Cameron, who lived with Lewy body dementia, when he was in respite care:
I found him face down on the floor, out to it. And…he was so heavily sedated, they had left
him in an upright chair in the lounge area and he had just fallen forward out. His face was quite
bruised, and he was in a really bad way. And often when I would ask, ‘Has he had any extra
medication?’ I would be told that they, no, they didn’t think so, that he had just had a bad night,
and he was very tired. But then when I would check closer and ask to see what the medications
had been I would find that that was quite different, that he had, in fact, had extra.48

Many family members told us about the effects of inappropriate medication use for
their relatives. We received public submissions saying aged care residents had at times
been over medicated.49 One woman described the effects of increased medication
on her mother:
What I do know for absolutely sure now is that mum, who three weeks ago waited in
anticipation for family to arrive, spent every day talking, laughing, reminiscing and going
on outings and being engaged with life, is now drugged to the eyeballs.50

Another woman detailed the medication her father was prescribed when he was in
respite care. She said that he was prescribed multiple medications, including risperidone,
quetiapine, oxazepam, haloperidol and temazepam, despite him not having any psychotic
symptoms. The aged care and medical staff members did not obtain informed consent
from the family prior to prescribing and administering these medications. The woman said
her father was so heavily ‘sedated that he could hardly move’, was confused and agitated,
unsteady on his feet and non-interactive.51
Many other submissions suggested that medication was used as a strategy to manage
workload and changed behaviour.52 One woman described her father being chemically
restrained ‘to manage the workload’ while he was living in residential aged care in
New South Wales. She called this ‘appalling’ and suggested that ‘no one cares’.53
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An anonymous submission from a woman described the effects of chemical restraint,
including the loss of her mother’s independence:
For the first week mum was in the high care ward she was heavily sedated—I mean couldn’t talk
and couldn’t keep her eyes open or head up! which was a shock as just the day before she was
having very normal conversations and meeting with her friends out in the general area. When
I questioned staff, they said she was unsettled so they gave her some drops on her tongue to
keep her calm. Of course you believe them as they are the professionals with training to look
after our elderly…Mum never recovered back to where she was the day before she went into
the high care area, she couldn’t walk unassisted, she couldn’t talk or communicate in any way,
couldn’t eat.54

Physical restraints
Witnesses at hearings described traumatic experiences of seeing loved ones physically
restrained in residential aged care. Ms Michelle McCulla said that despite being assured
that her father, Mr Terance Reeves, would only be restrained for short periods of time
and in ‘last resort’ circumstances, he was routinely restrained.55 A number of public
submissions also detailed people’s experiences with physical restraints.56 One woman
wrote that her husband was restrained for much longer periods of time than what she
was led to believe would be the case when she gave consent for the use of a lap belt:
I sign permission for [name removed] to have a seatbelt on his wheelchair, expecting it to
be used only when he is in transit. I am assured that it will not be left on him all day, but every
time I go to see him, at different times every day, he is strapped down. It looks like the staff,
at each new shift, just leave him as they find him. He is trussed tightly around his legs and
body, the strap in the middle biting deeply into him. This makes it extremely difficult for me
to take him to the bathroom, or for him to eat at table. He has no exercise, and his mobility
is affected. He is constantly agitated, asking me and others to set him free.57

The following submission from a friend of an aged care resident explained the distress
experienced by the restrained person, as well as the reasoning a staff member used to
justify the restraints:
While many of the staff seemed caring, one day I arrived to find [name removed] in
a chair with a bar put down across it. She kept trying to get out and sliding down.
She seemed distressed. She was effectively trapped in the chair and could not get out.
One of the staff came along while I was trying to work out what was happening and said
that it was ‘easier’ to do this at change of shift, to stop [name removed] ‘wandering’.58

Conclusion: abuse and restrictive practices
Australians deserve an aged care system that protects older people from abuse and
inappropriate restrictive practices. The evidence about abuse of vulnerable people in aged
care has been some of the most difficult for us to hear. The aged care system must have
safeguards built in to protect older people from abuse.
The inappropriate use of unsafe and inhumane restrictive practices in residential
aged care has continued, despite multiple reviews and reports highlighting the problem.
It must now be stopped.
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Complex care

Many people living in residential aged care will have care needs that extend beyond
assistance with day-to-day self-care. Complex care needs arise when people require
support that is less predictable or requires more skilful care. This includes, for example,
escalations in clinical conditions such as changed behaviour associated with dementia,
chronic disease, pain management, or palliative care and end-of-life care.
An older person’s complex care needs are likely to require input from health care
specialists as well as members of their family and community. This input may be required
in all or only some aspects of the assessment, planning, provision and review of care. We
heard that residential aged care facilities often fail to deliver, facilitate or coordinate care
to meet the complex care needs of residents. The most common areas of substandard
complex care we heard about involve dementia and changed behaviours, mental health,
and palliative care.

Dementia
Dementia is an umbrella term which describes symptoms associated with a group of major
neurocognitive conditions or disorders of the brain. It results in deterioration in memory,
thinking, behaviour, communication and the ability to perform day-to-day activities.
Changed behaviours are a varied group of behaviours and symptoms that are common to
many people as the severity of their dementia advances. Changed behaviours may include
agitation or extreme restlessness, physical and verbal aggression, wandering, social and/
or sexual disinhibition, delusions, apathy, depression, and/or anxiety. These actions and
behaviours may be mild, moderate or severe in nature and are unique to each person.
Dementia care should be part of the core business of aged care services, and particularly
residential aged care services. This is because over half of people living in residential
aged care have a diagnosis of dementia.59 Associate Professor Stephen Macfarlane,
Head of Clinical Services at HammondCare, said he thought the proportion of people with
dementia in residential care could be as high as 70%, given the prevalence of undiagnosed
dementia.60 Yet substandard dementia care was a persistent theme in our inquiry. We are
deeply concerned that so many aged care providers do not seem to have the skills and
capacity to care adequately for people with dementia.

Poor dementia care
Much of what we heard about substandard dementia care related to the ways in which
staff members treated people living with dementia. In some cases, this involved the
application of restrictive practices. Poor responses by staff members to changes in
behaviour were exemplified by Ms McCulla’s evidence about an incident she witnessed
involving her father, Mr Reeves:
As I was walking him out I noticed his pants were wet, and that he was wet. This was the first
time I had noticed he was in an incontinence pad. He was toileting himself the last time I had
seen him. I told the nurse he is wet through and would need to be changed, and she took him
away and she said, ‘Okay, we’ll sort that out’. So I went and sat outside in the courtyard with
my girlfriend and waited. And then another nurse, different from the first two that I had seen that
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day, called for me from a resident’s window, I think, called me and said ‘Can you please come
inside and see this.’ As I quickly jumped up and rushed inside and had to go out of the locked
East Wing and into a corridor and into a bathroom, she said, ‘Don’t be upset by what you see’,
and by that stage I could hear dad yelling, saying, ‘Stop it, stop it’.
I walked in and there would have been about six—six nurses hanging onto him. He had one on
each leg, one on—holding both his arms, and this other nurse said to me, ‘Maybe if he sees
you he will settle down.’ And another one was grabbing his pants and pulling them down. They
were just all hanging off him. There was a lot of yelling and screaming and dad saw me and…
he got an arm free and grabbed hold of my arm and he started saying ‘No. No. Stop it.’ It was
very traumatic for him and for me. They sort of rushed, got it all finished, pulled his pants back
up. When I turned around my girlfriend was standing in the doorway of the bathroom, and
all the nurses left and dad grabbed my arm and said, ‘How would you like it?’ and my girlfriend
said to him ‘No, I wouldn’t like it either.’ And that was that.61

Public submissions also expressed concerns about staff treatment of people living
with dementia.62 One woman described how she witnessed a nurse being rough with
her father, who lived with dementia:
I witnessed a nurse’s aggressive behavior of my Dad whilst she was trying to take his
temperature in his ear to which he kept putting up his hand to brush away whatever it was that
was getting in his ear, not unlike anyone brushing away an annoying fly. The nurse had tried a
few times and got to a point where by she aggressively grabbed my Dad’s hand and shoved it
away whilst chastising him for his behavior. It bothered me to the point that I said to her ‘Excuse
me, that’s a [bit] rough don’t you think’ to which she replied. ‘It’s okay, we know how to treat
them here’ to which I then bent down, looked her squarely in the face and replied, ‘NOT LIKE
THAT YOU DON’T’. I later made it known to a senior staff member in Dad’s section only
to find out weeks later that absolutely no report had been made whatsoever.63

Staff members and other health practitioners detailed the difficulties they face in
responding to aggression from people living with dementia. Many felt that they are
not appropriately trained or supported. Ms Nobes recounted her experience of being
assaulted by a resident living with dementia and raising it with her employer:
When I informed my In-Charge that I had been assaulted by a resident, the In-charge shrugged
their shoulders and said ‘That’s dementia’. This has happened on different occasions; I think
there’s an overriding culture in aged care of simply shrugging it off.64

We heard about some providers not addressing the unmet needs of people living with
dementia, which can give rise to changed behaviour. Mrs Annunziata Santoro was
diagnosed with dementia after she entered Assisi Aged Care. To help her mother adjust
to life at Assisi Centre, Ms Anamaria Ng made a ‘social story’ for Mrs Santoro. It was
a photograph album designed to help Mrs Santoro understand who she was and who
the people around her were. Ms Ng found that going through the album with her mother
helped to settle her. Ms Ng said that although she encouraged staff members to look at
the album with her mother, particularly when her mother was upset, she never once saw
them do so.65 Commissioners Tracey and Briggs found that staff members ‘did not make
use of all available means to properly manage Mrs Santoro’s agitation and other behaviour
associated with dementia’.66
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Ms Tamar Krebs, Co-Chief Executive Officer of Groups Homes Australia, gave this evidence:
we had…a 74 year old gentleman who was living in residential aged care. And the facility
called us and said he was displaying severe BPSD, behavioural and psychological symptoms
of dementia, and that he was throwing furniture, he was scaling fences. …when he moved
in we identified that this was a tradesperson and he was used to waking up very early in the
morning and doing physical activities.
And what was happening in the facility that he was living, he was sitting idle and playing
bingo, and so he was becoming more aggressive. And so the environment and activities were,
essentially, triggering him. And so we brought him a small bucket of paint and a small paint
brush and we asked him to paint the fence of the home, in consultation, obviously, with the
family and them agreeing. And he ended up doing physical work. Every day he would wake
up really early in the morning, he would do the fence, he would do—we have a pool in that
house, and so he would tend to the pool, do gardening.67

Ms Kate Swaffer said that when her father-in-law, who was diagnosed with dementia,
entered respite care he was not allowed to go outside, even though he had always been
a very active man who wanted to continue to enjoy the outside world. Ms Swaffer, who
herself lives with dementia, explained that her father-in-law’s behaviour was misunderstood
and he was labelled an ‘absconder’.68
Experts and academic witnesses described the aged care system as failing to manage
changed behaviours associated with dementia. According to Associate Professor
Macfarlane, ‘In general terms, the more severe’ the behavioural and psychological
symptoms of dementia, ‘the less likely the person living with dementia is receiving
quality and safe care’.69
Changes in behaviour are usually an expression of unmet need, including untreated pain,
interaction with the physical environment and unmet psychological needs.70 It is clear
to us that environmental factors such as too much stimulation or lack of privacy or an
institutionalised environment, commonplace problems in Australian residential aged care
homes, have an exacerbating effect.71 Many residential facilities are not suited to providing
care for people with dementia despite the prevalence of dementia in residential aged care.
Associate Professor Edward Strivens, President of the Australian and New Zealand Society
for Geriatric Medicine, explained that the starting point for addressing changed behaviour
should always be non-pharmacological management based around identification of the
areas of unmet needs and enablement principles.72 The growing body of evidence and
consensus about best practices indicates that, throughout all stages of dementia, people
can respond favourably to exercise, eating well, and staying as independent and socially
connected as possible, along with the provision of caring and supportive relationships
and meaningful activities in safe and pleasant environments.73

Conclusion: dementia care
Dementia care in the aged care system needs significant improvement. Staff often do not
have the time or the skills to deliver the care that is needed. The response is often to rely
on restrictive practices, which restrict a person’s freedom and diminish their quality of life.
Older people living with dementia deserve far better.
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Mental health
We heard that the needs of older people with mental health conditions are not being
adequately addressed across the aged care system. Professor Strivens said that about
10% of older people in Australia have symptoms of depression and anxiety, but that rises
to up to 50% in residential aged care.74 Mr Harry Lovelock, Director of Policy and Projects
at Mental Health Australia, said that about half of all clinical cases of depression amongst
people in residential aged care go undetected and untreated.75 We refer to data relating
to the prevalence of pharmacological interventions to treat mental health conditions in
residential care in our examination of the extent of substandard care later in this chapter.

Promoting mental health in the aged care system
Caring for and ensuring older people’s social and emotional wellbeing contributes to
positive mental health and prevents mental illness. Physical wellness, and interventions
to promote social and emotional wellbeing, such as opportunities for social engagement,
can help prevent loneliness, boredom, depression and anxiety.76
Various psychological interventions and therapies can be effective in treating mental health
conditions in older people. Generally, these are provided through consultation with a
psychologist.77 Treatments include reminiscence, life review, life review therapy, cognitive
behaviour treatment and behavioural activation.78 Medicines can also be beneficial for
some older people experiencing mental illness. However, treatment should be clinically
indicated and there should not be an over-reliance on medicines. It is extremely important
for older people to have access to medical professionals such as psychiatrists, who have
a deep understanding of the complex interaction between physical and mental illness
and of potential side effects of different medications, including psychotropic medication.79
People living in residential age care should have access to the same mental health
support as all members of the community.

Identifying and responding to mental health conditions
We heard a number of accounts describing problems associated with identifying and
responding to mental health needs. Dr Alison Argo, clinical neuropsychologist, told us
that without appropriately skilled staff, mental health conditions in older people living
in the community and in residential aged care will continue to be under-identified.80
Ms UX described her mother’s struggles with mental illness. Ms UX’s mother was admitted
to an Older Person’s Mental Health Unit on various occasions and had difficulty getting
an accurate diagnosis and treatment for her condition. In 2010, Ms UX’s mother moved
into residential aged care.81 Ms UX told us:
the staff often seem slow to pick up on changes in Mum’s moods or behaviour. It seems
to me that there is an assumption that if a person has mental health issues, it is dementia
and there is nothing staff can do other than make the person comfortable.82
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Ms UX explained that her family have ‘had to play the role of care coordinator for Mum’s
access to ongoing mental health care’, monitoring their mother’s mood changes, notifying
aged care staff and arranging for treatment from mental health professionals. Ms UX
emphasised the importance of behavioural cues in monitoring and managing her mother’s
mental illness.83
In public submissions, family members described difficulties in getting support and care
for people in residential aged care with mental health needs.84 A daughter described her
mother’s entry into residential aged care:
She entered the home as low care despite being blind and suffering from clinical depression.
To have her re-assessed as high care was extremely difficult despite the fact that she was
obviously incapable of looking after herself and low care was totally inadequate for her
health and safety. …It was obvious that the medical staff were treating her as a demented
individual when she was of sound mind. A good reason to be clinically depressed!85

Another family member, who also worked in aged care, said:
staff also need to be aware of those who are experiencing depression and who have become
withdrawn and have the overwhelming desire to isolate themselves, and have sufficient training
to be able to address issues such as this and provide encouragement and support to residents
to attend and participate in social get togethers. My mother was in a severe depression, and
she was left alone to deteriorate even further, to the extent she stopped eating and simply
shut down, thus dying within several months of being placed into the Aged Care Centre.
This was distressing to witness, and we all felt powerless to assist my mother.86

Access to mental health treatment
We heard that it is often difficult for people living in residential aged care to access
specialist mental health services, such as psychologists and psychiatrists. This can be
particularly difficult for people living with dementia. We received evidence about a man
who was turned away from a mental health service because he had dementia, but the
aged care service where he lived was unable to care for his specific needs and ensure
his safety.87 Ms Cameron, whose evidence we discussed above, struggled to access
good quality specialist mental health services for her husband who lived with Lewy body
dementia.88 Associate Professor Macfarlane told us that there was no consistency both
between and within the States about which services are responsible for mental health
treatment for people living with dementia.89 He also said there are complexities for
people who have pre-existing mental illness or acquired brain injuries:
If you’ve had somebody with a head injury, for example, who is in residential care and has
disinhibited or regressive behaviours, aged persons mental health might reasonably take the
view that that’s not a mental illness. It’s an organic brain syndrome following a head injury.
And dementia support services may equally take the view that their specialist services and
behavioural interventions that are targeted specifically towards the needs of people with
dementia may well not be applicable to that client group either.
So large groups of people with psychiatric comorbidities where there’s some debate about
whether any given behaviour reflects dementia or the comorbidity may often fall between
the gaps.90
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Public submissions also highlighted difficulties in accessing specialist support. Family
members recounted poor experiences of care and described no service delivery or
inadequate care for mental health needs due to lack of skills and poor communication.
One submission from a family member described the difficulties she had in gaining
a diagnosis and support for her father:
Mental health for the elderly are more than senility and dementia, trying to have my father
assessed for Asperger’s syndrome is proving impossible. I go through the correct channels,
first his GP [general practitioner] who refers him to a Geriatric Memory clinic. Three times the
clinic refused, then after a change of doctors we get an appointment with the new
GP questioning ‘why isn’t your 91 year old father under a geriatrician?’91

We received submissions from health care professionals and aged care workers detailing
the difficulties people in residential aged care face to access mental health services. One
submission from a doctor working in aged care said:
For many elderly getting to community services such as allied health is not an option as they
are frail and cannot easily get out and about. Anxiety and depression are common in the
elderly population especially when you add in factors such as losing independence, not always
recognising your environment, the death of a loved one or losing your home. Despite this there
is no funding for psychology in facilities. …Psychology services need to be accessible without
costs to resident.92

An aged care worker said psychological services should be more accessible for people
in residential aged care:
The issue of psychologists providing services in residential aged care facilities under
a Medicare mental health plan appears to be a grey area with confusing and contradictory
information provided by Medicare which does not make logical sense.93

Veterans’ mental health
In 2019, the Department of Veterans’ Affairs estimated that there were around 631,800
veterans in Australia, with almost 44% aged over 65 years.94 Generally, the health care
needs of older veterans are broadly consistent with the needs of older non-veterans.95
However, we heard that veterans have particular mental health needs. Dr Duncan McKellar,
psychogeriatrician and Head of Unit of the Older Persons’ Mental Health Service in the
Northern Adelaide Local Health Network, told us that veterans have a high prevalence of
post-traumatic stress disorder symptoms.96 Mr Nathan Klinge, Chief Executive Officer of
RSL Care SA, explained that compared to conditions such as dementia, the aged care
sector is less well informed and resourced to manage other mental health issues such
as post-traumatic stress disorder.97
Mr Brian Lynch, a Vietnam War veteran, gave evidence of his experience accessing aged
care as a veteran with post-traumatic stress disorder. Mr Lynch told us that he had no
recollection of living in residential care for about five years, and the documentation from
his time in the facility showed he was heavily medicated.98 When Mr Lynch moved to a
different facility that knew how to care for veterans, Mr Lynch said he started to regain
some of his memory and his cognitive condition improved.99
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Conclusion: mental health
Mental health conditions are not adequately identified or addressed in the aged care
system. Older people should have access to the same mental health support as all
members of the community, but they do not. The aged care system is often ineffective in
addressing the complexities associated with older people’s mental health, including mental
health conditions in people with dementia and the mental health needs of veterans. Many
staff working in aged care are not sufficiently skilled or trained to identify and support
people living with mental health conditions. This results in care that falls below the high
standard that Australians expect from aged care services. It should be addressed.

Palliative and end-of-life care
The majority of people who receive aged care services continue to do so for the remainder
of their lives. Residential aged care is often a person’s final place of residence before
they die.100 Palliative and end-of-life care, like dementia care, should be considered core
business for aged care providers.101 However, throughout our inquiry we heard examples
where the care provided to people in their last weeks and days of life was severely lacking
and fell well short of community expectations.

Best practice end-of-life care
Palliative care is an approach to end-of-life care that aims to improve the quality of life of
people who have an active, progressive, advanced disease, who have little or no prospect
of cure, and who are expected to die.102 All people receiving aged care services should
receive care that is informed by palliative care principles where appropriate. For people
reaching the end-of-life with highly complex and persistent needs, specialist palliative
teams, funded and provided by State and Territory Governments, need to provide
support to aged care services. Specialist palliative care involves a multidisciplinary team
with specialised skills, training and experience.103 Not all people at end-of-life will need
specialist palliative care, but all people deserve respectful, high quality palliative care,
regardless of whether they are in the community, hospital or residential aged care.
Mr Joshua Cohen, a Palliative Care Nurse Practitioner, described some key elements of
best practice palliative care in residential aged care, including having access to screening
and assessment tools, timely prescribing, and access to palliative care equipment.104
Dr Jane Fischer, Board Chair for Palliative Care Australia and palliative medical specialist,
noted the importance of a responsive approach to the individual. She described good
palliative care as ‘holistic, person and family-centred care that is responsive to the clinical,
physical, emotional, and psychological needs of a person and their family’. Dr Fischer
emphasised that palliative care is not one-size-fits-all and must be tailored to each
person’s needs and preferences.105
The evidence suggests that palliative care is not sufficiently embedded in residential aged
care services.106 Mr Cohen said that, in his experience, residential aged care staff members
often mistakenly believe palliative care is only needed when death is imminent, and are
not sufficiently trained, or present in sufficient numbers, to meet the needs of a person
at the end-of-life.107 There is also a lack of coverage of specialist palliative care services,
and they may not always be available to people receiving aged care.108
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Palliative care plans and care
One of the most common issues throughout our inquiry involved a failure by providers
to implement palliative care plans for residents. Ms Shannon Ruddock described the
substandard palliative care received by her father, Mr Vincent Paranthoiene, at Alkira
Gardens residential aged care in southern Sydney. Ms Ruddock explained that her father’s
pain management needs were not adequately met following his return from hospital.109
Commissioners Tracey and Briggs found that Alkira Gardens ‘lacked the physical and
organisational capacity to provide Mr Paranthoiene with either adequate or quality
palliative care’.110
Public submissions included accounts from people who said that they were unable to
locate staff members, were uninformed and unaware of what was happening, and were
not offered comfort or support. People described the added emotional burden of this lack
of support during a time of grief and loss.111 Mrs DJ said that on the evening her mother,
Mrs DE, died, her laboured breathing could be heard from down the corridor. Mrs DJ and
her sister spent half an hour seeking assistance from staff members. Two nurses, when
finally located, offered little support or comfort and only administered medication when
requested to do so. Mrs DJ recalled feeling that she had to ‘beg’ the staff to follow
Mrs DE’s palliative care plan:
That whole evening of Mum’s passing was a farce and, honestly, an absolute disgrace.
There was not enough staff. The staff who were there did not seem to know what was going
on and we were in the dark the entire time.112

Ms Helen Valier described how she had difficulties in gaining access to and clarity about
her late husband Mr Brian Harvey’s palliative care plan in the final month of his life.
Ms Valier was advised by a registered nurse in May 2019 that Mr Harvey was ‘on a
palliative care plan’. However, Ms Valier received no clarity about what was in the plan,
who had devised it and whether she could access it.113 She said that Mr Harvey:
had an agonising death, which, on the information available to me and subsequently checked,
was avoidable, inexcusable and unforgiveable. Brian, a very tactile, caring, loving individual,
who was a big huggy kind of person, and he couldn’t bear to be touched. So I couldn’t hold
him in my arms. I couldn’t—I couldn’t comfort him. I just had to watch him…in agony.114

Many public submissions described situations where people at the end-of-life in residential
aged care did not have access to sufficient pain relief. Inadequate pain management was
frequently associated with a failure to respect a person’s dignity.115 One person said:
My mum passed away on the Wednesday (24 September 2014). She suffered pain, indignity,
lack of compassion and basic care in the…nursing home. At counselling afterwards I was told
that ‘mum fell through the cracks’.116

A number of public submissions highlighted the lack of capacity of residential aged care
to implement palliative care plans. This was usually attributed to a lack of time to spend
with a resident who is actively dying or a lack of training in palliation.117
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Support for family and friends
We heard about a lack of support for family and friends of people who were dying.
Mrs Sandra Nisi described the final days of her father’s life in a residential aged care
facility. Three weeks before her father died, Mrs Nisi was told by a staff member over
the phone that her father would be receiving palliative care. But care staff did not explain
this term to her. Nor did care staff enact a palliative care plan. Mrs Nisi said she did
not understand that her father was in the final stages of his life—no one took the time
to explain this to her.118
In one public submission, a person described the experience of her brother dying
in residential aged care, aged 52 years:
So instead of [being] with my brother and comforting my mother, my father was in the corridor
of the facility trying to find a staff member to help them and my brother. He ended up saying ‘can
someone please help us, my son is dying’. It is sad that their last memories are of my brother
struggling and looking in pain and them trying to get a staff member to assist. After he passed
away, no one closed his eyes or did anything in the room other than open the doors. No staff
member or manager came to the room to tell us what happens next. I had to go looking for staff
to see what happened next.119

Access to specialist palliative care services
Dr Elizabeth Reymond, Deputy Director of Metro South Palliative Care Service, described
the lack of access to specialist palliative care services. Dr Reymond explained that most
residential aged care services do not have access to specialist palliative care teams.
She said that this means that residents rely on their general practitioners for end-of-life
care which, she said, ‘is often a less than ideal arrangement’.120
Mr Peter Jenkin, a palliative care nurse practitioner, said that ‘there is not sufficient
certainty as to the responsibilities for PC [palliative care] and EoL [end-of-life] care between
health and aged care services’.121 Mr Jenkin said that he agreed with Palliative Care
Australia’s view that: ‘there is a need for silos and system impediments to be minimised
if equitable access to quality palliative care is to be realised’.122
This issue was further highlighted in public submissions and evidence. One person
described the challenges people faced when seeking these services for their loved one:
After many phone calls, emails and a lot of detective work, I accessed the only private palliative
care unit on the entire [Gold Coast].123

Another person’s submission outlined the difficulty they had obtaining palliative care
services at home for their husband:
For the inexperienced carer like myself, it is like negotiating a red tape nightmare. If my husband
had been delivered proper nursing and medical care at home, then the outcome may have been
different. He may have been able to die as he wished…at home, and not at a hospital facility.124
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In its response to the Service Provider Survey, Uniting NSW.ACT highlighted the variable
nature of State and Territory specialist palliative care services:
There is a lack of reliable outreach palliative care from Local Hospital Districts (LHD) within NSW.
Approaches vary by LHD, some do not support RAC [residential aged care] services at all, and
some do not have any outreach services. This lack of consistency results in a ‘post code lottery’
of sorts for clients seeking palliative care support.125

Dr David Panter, Chief Executive Officer of ECH Inc, told us:
we had a debate the other day with a public hospital provider because they told us that the
person we were providing services to on a level 4 package in the home who was dying was
ineligible for state-funded palliative care because they were on a home care package.126

Conclusion: palliative and end-of-life care
It is clear to us that too few people accessing aged care receive the evidence-based,
end-of-life care they need. People at the end of their lives should be treated with care and
respect. Their pain must be minimised, their dignity maintained and their wishes respected.
Their families should be supported and informed.

3.3.3

Routine care

As people get older, they may require assistance to enable them to care for themselves.
The types of assistance needed vary for each individual and are commonly referred to
as help with the ‘activities of daily living’. The activities of daily living generally relate to
moving, eating, using the toilet, personal hygiene, which includes bathing and showering,
dressing, brushing hair and brushing teeth. They may also include a person receiving
support to socialise or to take medicines or exercise.
The routine daily living care that older people receive should be predictable and
reliable. They should be able to trust that each day they will be able to brush their teeth,
eat nutritious and appetising meals, go to the toilet, and feel connected and mentally
stimulated. Our inquiry has shown that the routine needs of older people, particularly
in residential aged care, are often substandard in the following areas: skin care,
mobility, nutrition, oral health, medication management and prescribing, continence
and incontinence, infection control, social and emotional needs, and diversity and
cultural needs.

Skin care
The most common form of substandard skin care we heard about related to the lack of
prevention, and poor treatment, of pressure injuries. Pressure injuries—also known as
decubitus ulcers, pressure sores, pressure ulcers or bedsores—are localised injuries to the
skin or underlying tissue caused by pressure or friction.127 Pressure injuries, while common
in older people, are generally preventable with adequate care and intervention.128 Despite
this, we heard numerous accounts of people in residential aged care developing serious
pressure injuries. In some cases, staff members had not identified them as injuries. In
other cases where they had been identified, providers had not treated them well.129 Failure
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to treat wounds appropriately can have serious adverse consequences and can lead to
amputation of a limb or death.130 People living in residential aged care often do not receive
adequate clinical care for wounds which arise from pressure injuries and other causes.131

Best practice skin care
As people age, their skin loses integrity and can become susceptible to tears and injury.
In a statement on behalf of Wounds Australia, Associate Professor Geoffrey Sussman
and Ms Hayley Ryan noted that a good skin care regime for older people revolves around
protecting the skin from tears.132 When a proactive and preventative approach does not
occur, wounds can quickly become life-threatening.
A number of experts emphasised that implementation of preventative measures is key
to maintaining skin care, treating pressure injuries and proper wound management.133
Associate Professor Sussman explained that good quality moisturisers can prevent skin
tears.134 Dr Iuliano highlighted the importance of good nutrition for skin care. She explained
that without sufficient protein in the diet, skin cannot heal, weight loss results in less
padding between pressure points and bone, and a compromised immune system leaves
the body more susceptible to infection.135
Associate Professor Sussman and Ms Ryan described the key features of pressure injury
prevention programs as ‘risk assessment, skin assessment and protection, pressure
redistribution, nutrition assessment and optimisation and patient education’. According
to Associate Professor Sussman and Ms Ryan, these features can be used to develop
an individualised plan to meet the needs of residents and to reduce the incidence of
pressure injuries.136

Identifying and preventing wounds
A number of witnesses and submissions from members of the public described
circumstances where pressure injuries and wounds were not identified and worsened over
time. In the Assisi Case Study, there was evidence about delayed treatment of a pressure
injury on Mrs Santoro’s right heel. Facility staff members consulted a wound specialist two
and a half months after the wound was first noticed and several weeks after it had begun
to deteriorate seriously. By then, the injury was chronic and irreversible.137 Ms Ng said that
her mother suffered excruciating pain because of the way the wound had been dressed,
and that she had no relief from the pain.138 By the time Mrs Santoro died, the wound on her
heel had not healed. Mrs Santoro’s doctor gave evidence that a bone infection associated
with the wound on Mrs Santoro’s heel contributed to her death.139
Some public submissions described times when residential aged care staff members did
not detect pressure injuries. In some cases, people receiving care displayed signs of pain
and discomfort which were noted by family members but dismissed by staff members.140
In one submission, a woman had been complaining to care staff of pain for three weeks
before her general practitioner identified a pressure injury.141
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Adequate treatment
A number of witnesses and public submissions raised concerns about the adequacy
of treatments for pressure injuries and wounds. An inability to access the services of
wound specialists was an issue for some. Ms Johanna Aalberts-Henderson described
the experience of her mother, Mrs Bertha Aalberts, at Avondrust Lodge. Mrs Aalberts had
developed a serious wound on her lower right leg. Although Avondrust knew the wound
was serious and would require high-level clinical care from competent nursing staff, it did
not involve a wound consultant nurse for two weeks.142 Avondrust also failed to follow
its own ‘Wound Assessment and Management Plan’ that required the wound dressing
to be changed daily by an enrolled or registered nurse.143
Ms Kristine Stevens described the experience of her mother, Nena, who developed a
pressure injury while in residential care. Ms Stevens had believed that care staff members
were adequately managing the wound.144 She only became aware that the wound was
seriously deteriorating when, approximately a year later, her mother moved to a new facility
and was subsequently transferred to hospital. Ms Stevens said she was told by hospital
staff members that her mother was suffering from a life-threatening pressure wound that
was likely causing her great pain.145
Some submissions described instances where aged care providers delivered inadequate
clinical care, including failing to seek specialist wound management services. They also
described horrific deterioration of injuries and excruciating pain.146 As one submission
outlined:
We watched my father pass away in 2016 from a Bed sore that was not attended to, after an
operation—the huge [hole] in his back was distressing, it was too late the infection had spread
into his bones diagnosis Osteomyelitis—it was a horrible, slow and painful death. It should not
have happened if the carers and nurses attended to his needs in a professional manner.147

Conclusion: skin care
These failures in skin care, particularly the identification, prevention and treatment of
pressure injuries and wounds, are unacceptable. Pressure injuries are preventable. When
identified and treated appropriately and in a timely manner, these wounds can heal. It takes
time and skill to care for older people’s skin and to protect them from developing injuries.
We heard that staff members often do not have adequate knowledge and training to
prevent pressure injuries and wounds from occurring, nor for treating them effectively when
they do occur.148 The consequences for people receiving aged care are painful, distressing
and can have immense health implications, which sometimes lead to early death.

Mobility
Mobility is closely linked with people’s health and their quality of life.149 However, we
heard numerous examples of aged care providers not supporting people to maintain
and improve their mobility—including limited access to allied health professionals critical
to promoting mobility, such as physiotherapists. In our view, aged care providers, and
the aged care system more broadly, do not invest sufficiently in maintaining and improving
people’s mobility.
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Mobility is defined as a person’s ability to move, either independently or with assistive
devices or transportation, within their home and in the broader community.150 Reduced
mobility affects people’s sense of independence, their ability to undertake activities of
daily living and to participate in social activities. Being able to walk is a critical factor
in determining whether a person can remain at home or may need to live in residential
aged care.
A failure to support and promote older people’s mobility can have significant implications
for their health. Poor mobility increases the risk of falls and fall-related injuries due to
deconditioning and reduced muscle strength.151 People living in residential aged care are
at particular risk of falling.152 Substandard care in a range of areas can increase this risk.
For example, poor nutrition and weight loss can reduce a person’s muscle mass and
strength and make them more unsteady on their feet.153 Certain medications and both
physical and chemical restraint can also increase this risk.154 The prevalence of falls among
people who are receiving residential aged care compared with those that occur among
people who are living in their own homes is discussed in our examination of the extent
of substandard care later in this chapter.

Best practice in mobility support
Exercise and movement can have an important role in preventing or slowing decline and
improving mobility. They can improve brain function and emotional wellbeing and reduce
risks of other illness. This applies especially to those people who have multiple underlying
health conditions and people living in residential aged care.155 Allied health professionals
can play a key role in ensuring older people are independent and mobile for as long as
possible. Allied health services can support people to engage in social opportunities,
maintain and improve function and improve quality of life. Allied health services, in
combination with medical, nursing and support for activities of daily living, can maintain
and enhance mobility in older people.156

Supporting people’s mobility
We received evidence that aged care providers often do not support older people to
maintain their mobility. In many cases, people reported that staff members in residential
aged care did not encourage residents to walk or to be as active as possible. Ms Diane
Daniels said that her mother lost the ability to walk, became a ‘two person assist’ and
lost her independence due to a lack of movement on returning to residential care after
hospitalisation.157 Ms Judith King said she believed staff members thought it was
quicker and easier to put her husband in a wheelchair rather than let him walk:
He’s a man who can walk, who enjoys walking, but he doesn’t have the option to walk. …When
I saw them automatically coming in to put him into the wheelchair, the carers, I would speak
to them and say, ‘Neville is able to walk. Could you please walk him to the dining room.’ Some
would, some wouldn’t. I think they had instructions that they had to have two people to walk
him. And they were worried about falls. And this is me surmising, because no one actually told
me that. So they were putting him into the wheelchair. He hasn’t fallen when I’m walking him
to the dining room.158
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Ms Lyndall Fowler, whose mother developed contractures in her legs while in care,
said that a staff member told her that personal care workers cannot support residents
to complete exercises:
I consulted an external physiotherapist about my mother’s contractures and was told that
simple guided exercise, assisting the movement of the knees, could slow the development
of leg contractures. When I asked about potential for this to be done, a Team Leader at the
facility told me that Care Workers are not trained to facilitate exercise and that this was a
physiotherapist’s role.159

We also received public submissions about a lack of mobility support. One person
told us about how her father was discouraged from being active:
Allan was labelled a ‘falls risk’ from the day he entered the residence and this meant that
any independent movement was discouraged. He was walking on crutches when he entered
care in December last year but was quickly discouraged from using them due to the risk
of a fall. He progressed to a wheelie walker but was discouraged from using this without
accompanying staff.160

Another person noted the lack of exercise equipment in their father’s residential facility:
Gerontology for decades now has emphasised the importance of exercise for the elderly.
Yet the facility provided no exercise equipment…This absence is a blatant failure to provide
the basic requirements of health for institutionalised people.161

Minimising the risk of falling
Aged care providers often fail to minimise the risk of residents falling. When providers
do try to minimise this risk, their response can be ineffective or restrictive to the older
person. Some witnesses have attributed falls to a lack of staff and supervision.
Ms Ruddock said that when her father, Mr Paranthoiene, was a resident at Alkira Gardens,
she received regular phone calls about him falling when he tried to get out of bed.
Ms Ruddock explained that he had a bed alarm, but this did not stop the falls.162
Ms Eresha Dassanayake said that her mother had a number of falls while living in
residential aged care. Ms Dassanayake believed these falls occurred due to a lack of staff,
as one fall occurred when her mother was unable to get assistance to go to the toilet.163
Ms FA said that her father had a number of unwitnessed falls in residential aged care.164
Other witnesses also described unwitnessed falls, which they attributed to a lack of care
staff.165 Ms Kristine Stevens told us how her mother deteriorated following a series of falls:
Well, she was unsteady on her feet so she was sort of placed in a chair and because residents
are often placed in chairs and then put in the corner of the room and left unattended they often
try to get out of the chair because—in my mum’s case she wasn’t used to not being able to walk
so she experienced a series of falls and the last of those falls resulted in a fairly severe gash
to the back of her head and that’s the one that really I believe was the last straw, basically,
in terms of her being able to communicate and participate.166
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Public submissions described similar experiences. Many described unwitnessed falls in
residential aged care.167 One person told us that pain and fear from previous falls impaired
their father’s mobility.168 Others described the lack of staff assistance to encourage and
assist mobility, which resulted in falls.169 Another put it like this:
The Home promised access to physiotherapy to help maintain her independence but the reality
was that, apart from an initial assessment, Mum spent most of her days sitting in her chair, as
there were not enough available therapists for ongoing maintenance. Instead of staff assisting
Mum to mobilise independently, they transferred her ‘because it was quicker’ and very soon the
mobility she did have started to deteriorate. She had TEN falls in less than 3 months at this care
home and she was deemed unsafe to walk—even supervised walking to the dining room was
prohibited-despite the fact that my sister and I had no problems transferring and walking her.
I believe the falls related to inexperienced staff, with poor transfer skills and the fact that she
was not provided with sufficient support to maintain her mobility.170

Access to allied health services
A number of witnesses and public submissions described the limited access people living
in residential aged care have to allied health services, particularly physiotherapy. In some
cases, residential aged care providers simply did not provide such access. In others,
access was limited.
Ms Ng explained that she thought that her mother would receive physiotherapy in
residential aged care. However, she was told that physiotherapy was only provided
as a pain management option for residents suffering chronic pain.171 Family members
of people in residential aged care gave evidence that access to physiotherapists was
not a standard service. It was often left to family members to arrange private services.172
We heard that even when physiotherapy assistants are employed in residential aged care,
the services are often not accessible to residents with cognitive impairment. Ms FA said:
When Dad was finally assessed by a physiotherapist at Facility 1 I was told there would be
limited point in Dad having physio, as at this stage of his Alzheimer’s he could not follow
instructions well enough to make any worthwhile progress. Dad was now bedbound and
had to be hoisted into a ‘bed chair’ to get him out of bed.
Within three months of being admitted to residential aged care, our Dad had gone from
being an active and able-bodied man, to being bedridden and unable to even feed himself.173

Conclusion: mobility
Too many older people do not receive the assistance they need to promote and maintain
their mobility. Walking is an important element of good health and wellbeing for most
people. Some aged care providers consider older people’s mobility as an imposition or a
risk, rather than something that should be encouraged and supported. Others are missing
falls, sometimes because of a lack of staff. A lack of support to maintain or restore mobility
can also lead to premature entry to residential aged care. Allied health professionals,
who could help prevent falls or help recovery after a fall, are too rarely used to improve
and maintain mobility.
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Nutrition
Diet, nutrition and food are critical to the health and wellbeing of older people. Food must
meet the body’s needs to maintain organs and body systems, to repair injury, to fight off or
recover from illness or infection and to maximise physical and cognitive capacity. People
with higher levels of frailty require greater levels of protein and other nutrients to reduce the
rate of decline.174 Food is also important to provide enjoyment through taste and smell.175
It stimulates memories.176 Too often we heard that residential aged care providers fail
to meet the nutritional needs of people and that poor quality and unappetising food
was provided.177
The consequences of poor nutrition are significant and often irreversible for older people.
As noted above, malnutrition is associated with an increased incidence of falls and
fractures and increased time for pressure injuries to heal.178 Weight loss in older people
can increase the risk of infection, impair the body’s ability to repair wounds, decrease
muscle mass and affect the ability to sit and to eat, as well as increase the risk of
pneumonia. In extreme cases, it can result in multiple organ failure.179
The Dietitians Association of Australia estimated that 8% of older people living in the
community and between 22% and 50% of older people living in residential care are
malnourished.180 We discuss data about poor nutrition in our analysis of the extent of
substandard care later in this chapter.

The quality of food
A number of witnesses and public submissions raised the quality of food as a key concern.
Ms Dassanayake told us about her mother’s experience of food in residential aged care:
until about, say, six months ago, dinner, it was normal to have party pies, sausage rolls, and
just sausages. Mashed potatoes is the norm, and as the first witness said, I don’t think there’s
anything in there except a whole lot of potato and I’m not sure even if there’s milk in there,
so it’s not very appetising.181

Many public submissions described poor quality food and a lack of nutritional value in the
food older people received in residential aged care.182 According to one submission, the
meals contained ‘nothing nutritious at all, very few vegetables which were all over cooked
and very small meals’.183 Submissions described texture-modified meals as unappealing,
inedible and ‘like dog food’.184 Some people told us they took food to a person living
in residential aged care to supplement what the facility provided or because the food
provided was of poor quality or unappealing.185
Aged care workers gave their perspective on the impact food can have on residents.
Ms Patti Houston, a personal care worker, put it like this:
Imagine having to eat your meals (modified diet) at the same times every day. Imagine
sitting every meal time in a community dining room with people you do not know or may not
even like. …I challenge you to have someone puree your meal and spoon feed it to you.186
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Ms Gaye Whitford, a residential aged care coordinator, described the importance of food
preparation for residents:
Unfortunately our kitchen was closed a few years ago, so we get all of our meals delivered from
the hospital. We fought that move very hard; a kitchen is about more than just producing food.
A kitchen promotes atmosphere and energy with sounds and smells and movement. For many of
our residents, they have extraordinary practical skills. Some of our women used to live on farms
and cook for shearers and workers. They know how to make a great cream puff. I think a kitchen
can be used to promote person centred care, and it is disappointing that ours has gone.187

Mr Timothy Deverell and Mr Nicholas Hall, chefs who worked in aged care food services,
said that residents’ satisfaction, or lack thereof, in the food they provide greatly impacts
on their own job satisfaction.188 According to Mr Deverell:
the whole resident’s day is structured around their meal periods. It’s the one thing that
they get to look forward to every day. …So their happiness and getting a decent meal
is huge. It’s very important to them.189

We recognise that in some cases food cannot be provided in its normal state because a
person may have difficulty swallowing. We have received evidence that this may affect up
to 50% of people living in residential aged care.190 Associate Professor Lynette Goldberg,
from the Wicking Dementia Research and Education Centre at the University of Tasmania,
said that neurological changes associated with dementia can affect an individual’s interest
in eating and drinking and the physical ability to use eating utensils and lift food to the
mouth. She said that people with dementia may need food de-texturised and their drinks
thickened to help them swallow safely.191 However, these foods are often not appetising.
The thickened fluids feel different in the mouth, and flavour and appearance can be altered.
All this decreases the likelihood of people consuming them.192
Ms Maggie Beer AM, who established the Maggie Beer Foundation ‘to provide the
pleasure of a good food life for all, regardless of age or health restrictions’, said there is
a systemic issue in relation to the quality and ‘appetite appeal’ of the foods provided in
residential aged care.193 She said that the Maggie Beer Foundation receives complaints
from residents, relatives of residents, chefs, cooks and nurses, expressing concern about
the quality of food that is served in residential aged care.194
Mr Robert Hunt and Ms Lawrence from the Dietitians Association of Australia gave
evidence that nutrition should be overseen by an accredited practising dietitian.195 In
their view, dietitians in residential facilities should not merely respond to consequences
of inadequate nutrition. Rather, a dietitian can ensure:
not only the accurate and timely assessment of nutritional need, but also oversee the provision
of high quality, nutritious meals, drinks and snacks, ensure prompt efficient delivery of these
to each and every resident and, through onsite education, engage all staff to share the
responsibility for achieving nutrition care.196

The quality of food provided to older people living in residential facilities is limited by the
budgets allocated to kitchens. Witnesses gave evidence about a study showing that the
average food budget in residential aged care is $6.08 per resident per day.197 Ms Beer said
that quality food can be provided for $10–$14 per resident per day.198 Facilities with higher
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food budgets can purchase better quality ingredients and therefore provide residents
with quality meals and larger portion sizes.

Assistance with eating
We also heard that the lack of training, knowledge and qualifications of staff, and the
lack of staff and their high workload, contribute to the substandard food and nutrition for
people in aged care.199 The most common issue related to food raised by witnesses and
in submissions was a lack of assistance to eat and drink. Ms DI and Ms DJ gave evidence
about their mother, Mrs DE, who was a resident of Bupa Aged Care Willoughby. Mrs DE
needed full assistance with her meals.200 But Ms DI said that on most occasions when she
visited her mother, who she described as bed-bound, there was a tray of food beside the
bed that was usually untouched and cold.201 Commissioners Tracey and Briggs found that
the care provided to Mrs DE to meet her nutritional needs, as observed by her daughters,
was substandard.202
Ms Aalberts-Henderson described her concerns about the quality and the quantity of
meals her mother received at Avondrust Lodge. She said her mother had her arm in plaster
and did not receive assistance to eat, and was given breakfast at 11am and then did not
receive lunch because she ‘wasn’t hungry at lunchtime’.203 Ms Jo-Ann Lovegrove said that
her father, who lived in residential aged care in Darwin, required help to eat: ‘They think
he’s full, and they’ll take the meal away. He’s not. He’s just very slow.’204
We received public submissions that described instances of staff members disposing of
partially eaten or untouched meals provided to people who required, but did not receive,
assistance to eat.205 Many said people lost weight after entering residential aged care.206
Some believed this was due to residents not receiving adequate assistance during meal
times.207 In some submissions, family members said that without family intervention people
living in residential aged care would starve or go hungry.208

Conclusion: nutrition
The quality of food that people in residential aged care receive is often substandard. It is
unacceptable that food is unappetising and does not meet the nutritional needs of older
people. The lack of assistance provided to people who need help to eat their meals is
unacceptable. Food can be a source of enjoyment and happiness, and it is critical to
overall health and wellbeing. Meals should be a time to look forward to, not a process
people are rushed through as quickly as possible.

Oral health
As people become physically frail or develop cognitive impairment or multi-morbidity (the
prevalence of multiple health conditions), their risk of oral health problems —mainly tooth
decay, gum disease and tooth loss— increases.209 Poor oral health can lead to a number
of other health problems. While the need for high quality oral and dental health care for
older people is essential, we heard consistently that oral and dental health care is not
treated as a priority for people living in residential aged care. Daily oral health care is
often not undertaken and access to oral and dental health practitioners is limited.
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Oral and dental health care ranges from daily tasks such as teeth brushing and cleaning
and assisting people with dentures, to preventative dental care conducted by an oral or
dental health professional, to treatment services for disease or teeth and gum damage.
Under the Quality of Care Principles, residential aged care providers are required to provide
assistance with personal hygiene for all residents. This includes basic oral and dental care,
although this is not explicitly stated. Providers are also required to provide assistance for
residents to obtain dental health services.210
Poor oral health can have far reaching consequences. Professor Strivens said that there is
a strong link between oral health and general health and wellbeing. He said that poor oral
health can lead to pain, preventing the ability to eat normal food or swallow medication.211
It can also lead to malnutrition because people cannot eat properly. Other associated
health conditions, such as cardiovascular disease, may arise.212
Ms Adrienne Lewis of the South Australian Dental Service described the effects that
poor oral health can have on an older person’s quality of life, including their ability to
eat and enjoy their meals, as well as their appearance and their interaction with others.
Ms Lewis explained that a simple check of oral health can have a profound effect on
health generally and the quality of life for an older person.213
Dr Janet Wallace, Associate Professor in Oral Health, University of Newcastle, told us that
the best way to manage oral heath in residential aged care is to have qualified oral health
practitioners—dental hygienists, dental therapists, and oral health therapists—provide
leadership, training and daily support to staff, residents and family members.214 Dr Kerrie
Punshon, President of the Australian Society of Special Care in Dentistry, explained that for
older people living in the community, clinical protocols recommend high quality daily home
care and frequent dental checks, every three to six months.215 Ms Nicole Stormon, an oral
health therapist and Vice President of the Australian Dental and Oral Health Therapists’
Association Inc, said that ‘complete oral health care for older Australians’ requires both
prevention and treatment, with funding to support both.216

Preventative oral and dental health care
We heard that a lack of preventative oral health care and accessible oral and dental care
are common across residential aged care.217 Ms DM and Ms DL gave evidence about care
received by their mother, Mrs CO. Ms DM said the dentist found her mother’s gums had
eroded significantly and her teeth were rotting:
According to the dentist, the problem was simple. The carers at Brian King Gardens were
not taking her denture plate out each night. They were also not cleaning it. The dentist told
DL that this was obvious because of where the sores and abscesses were in Mum’s mouth—
these wouldn’t have occurred if the dentures were being taken out at night.218

Commissioners Tracey and Briggs found that that Mrs CO’s oral and dental care fell well
short of the appropriate standard.219
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Ms Kristine Stevens said she was concerned that without her advocacy, her parents’
oral and dental care needs would have been overlooked in residential aged care because
of insufficient staff:
my father indicated that he had a toothache at one stage and so I arranged to take both my
parents to the dentist, and then I asked the dentist to write a report…to take back to the facility,
which indicated that they had very poor oral hygiene. So that’s another thing that’s overlooked
because there’s a lack of staffing levels. You know, there’s inadequate staffing levels to look after
high needs people.220

We received public submissions describing inadequate oral and dental health care in
residential aged care, which was often attributed to staffing levels, heavy workloads and
inadequate staff training.221 Ms Prue Kelly detailed a ‘number of issues’ with her mother’s
provider, including lack of attention to personal hygiene:
I am concerned my mother is not getting personal and oral hygiene on, at least, [a] daily
basis as she often has strong body odours and her teeth are lined with food.222

Another person described providing oral care for a family member because they did not
believe staff members were doing so.223
We also received submissions from aged care workers. One worker told us that low
staffing levels meant that many activities of daily living, including dental hygiene, shaving
or hair washing, may be missed.224 Another submission from an aged care worker said:
I don’t know a single staff member who brushes resident’s teeth or dentures besides myself.
Our residents have teeth literally falling out and nothing is done to try to slow the decay. I do not
believe prompting is even attempted for residents who refuse staff help but could brush their
own teeth.225

Access to oral and dental health care
People in residential aged care often lack access to oral and dental health services.
We heard that in some areas dentists rarely visit residential aged care services and
that residents rely on family or carers to arrange dental appointments and organise
transportation.226 Not all residents have families with the capacity to take on these
tasks. This creates inequality in accessing health care. Ms Rhonda McIntosh illustrated
this point when remembering an incident experienced by her father:
the facility rang me and said that…in the morning the care staff had noticed that he had some
blood in his mouth and somebody looked in his mouth and saw that he had a decayed tooth,
and they suggested to me that I needed to take him to a dentist, which I subsequently did. I
asked them, what would happen if I was unable to take him? And they said that in the past they
had volunteers that used to do that but they don’t do that anymore. So it was up to me to take
him to the dentist which was difficult because at that time he was in a wheelchair, so we had to
call a disabled taxi to get him there.227

119

1855

Royal Commission into Aged Care Quality and Safety

Final Report Volume 2

Some public submissions described challenges of organising oral and dental health care
for family members in residential aged care.228 One woman said that her mother could no
longer access specialist services because she had limited mobility.229 An aged care worker
explained in a submission:
Dental care is pretty much non-existent in every facility I have worked at unless family can
transport to the dentist. We NEED mobile dental clinics set up to cater for frail people and those
people in wheelchairs. Without good dental care we have worse health outcomes for those who
already have multiple co morbidities and unnecessary pain and discomfort.230

While our hearings largely focused on the oral health issues that people face in residential
aged care settings, people who are receiving aged care in their own homes may also
struggle to access appropriate oral and dental care. Ms Beryl Hawkins described her
difficulty in accessing affordable dental treatment while receiving a Home Care Package,
with a two-year wait list for dentures through the public dental system.231 The Australian
Dental Association told us in their submission that there is:
relatively little evidence available in relation to the quality of oral and dental health care provided
by home care providers. However, available evidence suggests that substandard oral health care
provision is likely to be common in aged home care as a result of the same systemic factors
found to operate in residential aged care.232

Conclusion: oral health
Oral and dental care for people in residential aged care needs to improve significantly.
Much of what we heard about the factors that contribute to failures in oral and dental
health care focused on staff time and training, as well as a lack of access to oral and dental
health professionals.233 Older people are often reliant on care staff to maintain their oral
health. They should be assisted to ensure their teeth are brushed or their dentures removed
and cleaned twice daily, as is common practice for us all. Staff often lack the training and
time to meet the oral and dental needs of people living in residential aged care.
Older people should also have equitable access to oral and dental health professionals,
regardless of whether they live in the community or in residential care. These expectations
are often not being met.

Medication management and prescribing
With people living longer and the increasing prevalence of multi-morbidity, older people
are more likely to be taking medicines and, in some cases, more likely to be taking
multiple medicines daily. Generally, people in residential aged care take a median of 11
medicines.234 Often, older people need assistance to take medicines correctly, whether
they live in their own home or in residential aged care. Medicines have beneficial effects
and can improve health and wellbeing. However, some medicines have harmful unintended
consequences, including increasing the risk of falls, urinary incontinence, antimicrobial
resistance, weight loss, and impacts on diabetes management.235 We heard numerous
instances of inappropriate management of medication regimens.
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Between January and March 2020, the most frequent complaints made to the Aged Care
Quality and Safety Commission were about medication management.236 Much of what
we heard about the failures in medication management were due to inadequate staffing
levels and skills.237 We review additional data about use of medicines by people living in
residential aged care compared with those living in the community in our analysis of the
extent of substandard care later in this chapter.

Best practice medication management
Dr Janet Sluggett, a consultant pharmacist and a National Health and Medical Research
Fellow at the Centre for Medicine Use and Safety at Monash University, said that best
practice medication and prescription management involves a multidisciplinary approach
across registered nurses, general practitioners and pharmacists.238 She said it is essential
to review residents’ medicines, consider input from other health professionals providing
care, and consider the person’s health status and goals of care to determine whether
all prescribed medicines are appropriate.239 In the 2016–17 financial year, only one-third
of people receiving residential aged care had a Residential Medication Management
Review, which is a comprehensive assessment of a resident’s medication management
needs conducted by an accredited pharmacist in collaboration with the resident’s
general practitioner.240
In May 2019, Professor Brendan Murphy, then Chief Medical Officer for the Australian
Government, gave evidence that the Australian Government was considering embedding
pharmacists in residential aged care to help improve medication management issues and
that a recent trial had indicated positive results.241 A trial to embed part-time pharmacists
in all residential aged care facilities in the Australian Capital Territory was announced
in the 2019–20 Budget and will proceed in 2021–22.242

Administering medicines
We heard about aged care staff members failing to administer medicines correctly or
administering medicines but failing to ensure residents swallow them. We heard of failures
to administer medicines at the correct time or in the correct dose, and of residents being
administered incorrect medicines.
Ms DI and Ms DJ gave evidence that their mother, Mrs DE, was transferred to hospital less
than 36 hours after moving into Bupa Aged Care Willoughby, where unchewed food and
medicines were found in her mouth.243 Commissioners Tracey and Briggs found that the
care provided to Mrs DE to ensure she had cleared her mouth was substandard.244 Bupa
Aged Care accepted that this could have led to harm, loss or damage to Mrs DE.245
We received a number of submissions from members of the public describing residents
receiving medicines unsupervised, and in some cases, as a consequence, medicines being
found on the floor in residents’ rooms.246 For example:
His medication would be left with him and they would expect him to take it unsupervised but due
to his poor eye sight and motor skills, tablets were often dropped and not taken. As well as this,
some of the tablet he believed he did not need and at times we believe he may not have taken
any of them. We commonly found these tablets on the floor when visited and informed staff.247
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Ms Sarah Holland-Batt gave evidence about her father, who had Parkinson’s disease
and lived in residential aged care. Ms Holland-Batt explained that her father’s general
practitioner had emphasised the importance of her father receiving his medicines at exact
intervals to avoid the increasing of symptoms, including difficulties with coordination,
balance and gait.248 Ms Holland-Batt said that her father did not receive medicines at
correct times. She described the persistent discussions she and her mother had with staff
members to ensure her father was given Madopar, a medicine to increase mobility and
reduce Parkinsonian symptoms, at exact intervals. Ms Holland-Batt said that when she
noticed that staff members were not administering the medicine in accordance with the
general practitioner’s directions, they would give excuses such as the error being a result
of agency staff members or that staff members were busy with other residents.249
A number of public submissions described similar errors or omissions in the administering
of medicines.250 A former aged care employee described their observation of a staff
member:
I observed a Cert III AIN [assistant in nursing] who had completed an online medication
competency give a resident blood pressure medication without checking her blood pressure
first. The blood pressure was already low and the patient collapsed on the way to the toilet
and fractured her hip. I asked if he knew what he was giving, and he replied it’s in the webster
pack so she must need it.251

Conversely, there are instances when residents should be free to self-administer
medicines.252 Ms Darryl Melchhart described her lack of autonomy with medication
management while living in residential aged care in Victoria. Ms Melchhart gave evidence
about a glyceryl trinitrate spray that she self-administers for her angina. She said that if she
is unable to administer this medicine when she needs it, there is a risk of hospitalisation or
death. Ms Melchhart described an incident in late 2018 or early 2019 when staff members
took this medicine away from her.253

Prescribing and dispensing
We heard evidence about concerns with the prescription of medicines by health
professionals. This often took the form of unnecessary prescribing of a medicine, and
failures to consider issues about polypharmacy—the use of nine or more medicines.
Many of these issues were explored in the context of psychotropic medicine and restraint.
Here we focus on general prescribing issues.
Ms Holland-Batt gave evidence about an incident in 2016 when a general practitioner
prescribed her father with a medication to assist with nausea. This medication was
contraindicated—medicines that should not be prescribed to an individual due to existing
circumstances—with his Parkinson’s medication.254
We also received public submissions describing situations where medication was used
when other interventions would have been more appropriate.255 A number described
circumstances where they felt residents were overmedicated. For example:
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Mum has been over medicated with narcotic medications. These medications were prescribed
to provide pain relief for her arthritis that occasionally flares up. Nursing staff were unable to
provide alternative non-opioid analgesics such as paracetamol as they felt obliged to provide
whatever pain medication was prescribed, without any indication or second thought whether
she actually required them. In one case that we documented, mum complained of a stiff neck
and was given Endone.256

The Brian King Gardens Case Study included evidence about general practitioners
prescribing outside of guidelines and failing to consider polypharmacy. Mrs CO’s general
practitioner prescribed Mrs CO 45mg of the anti-depressant mirtazapine due to agitation,
distress and signs of depression. This was contrary to professional guidelines and advice
that mirtazapine is not appropriate or effective for people with dementia and depression.257
Following this prescription, nursing staff informed Mrs CO’s general practitioner that
Mrs CO was ‘increasingly drowsy’, although by the time the general practitioner attended
she was ‘responsive and talking’.258 According to her daughter, Ms DM, on one occasion
Mrs CO was ‘out of it’.259
We also received evidence about the process of dispensing medicines. This is usually
completed by a community pharmacist. The traditional model of community pharmacy
involves the opportunity for a face-to-face discussion with the patient or family member.
Where a patient lives in residential aged care, community pharmacists often dispense
medicines into a dose administration aid such as a blister pack. They then supply the
blister pack to the aged care provider. In this scenario, pharmacists often have very limited
clinical information provided to them about the residents for whom they are dispensing
medicines, and may never actually meet those residents.260 Dr Sluggett warned that
there is no system in place to flag important information—for example, if a medicine is
associated with an increased risk of falls.261 Dr Juanita Westbury (now Breen), a registered
pharmacist and senior lecturer in dementia care at the University of Tasmania, said that
as a community pharmacist, she has identified incidents where residents of aged care
have been prescribed high doses and medicines that have negative interactions with
other prescribed medicines.262
Ms Judith King, a witness from the Hobart Hearing, said that a particular medicine her
husband was prescribed after a heart attack for a blood clot deteriorates after being
removed from its foil seal and becomes ineffective. Despite the manufacturer’s instructions
stating this, the medication continued to be dispensed outside its foil packaging and
in Webster packs under the direction of the Clinical Care Coordinator because it was,
Ms King said, ‘easier for the nursing staff’.263
Public submissions also highlighted problems with dispensing medicines. Some submitters
told us that pharmacies sometimes dispensed incorrect medicines.264

Conclusion: medication management and prescribing
Much of what we heard about the problems in medication management was as a
consequence of inadequate staffing levels and skills, and inadequate supervision by
pharmacists. Medicines are overused and prescribed unnecessarily, when alternative
interventions can often improve older people’s quality of life.
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Continence and incontinence
Urinary incontinence and faecal incontinence are conditions that are defined by an
accidental or involuntary loss of control of the bladder and bowel respectively.265 It is an
intensely personal and often stigmatising condition that requires time and the right skills
to manage appropriately. The evidence indicates that far from appropriately managing the
condition or promoting continence, some residential aged care providers unintentionally
contribute to incontinence. They do not provide sufficient resources or allow enough time
for staff members to assist people to go to the toilet. Incontinence products are overused
in aged care, often as a substitute toilet.266
Urinary incontinence is divided into subtypes: stress incontinence, urge incontinence,
overflow incontinence (also known as urinary retention with overflow), mixed incontinence
and socially engineered incontinence (also known as functional incontinence or disability
incontinence).267 These subtypes are dependent on what is causing the incontinence.
Stress incontinence is associated with coughing or sneezing and is caused by a loss of
function of the pelvic floor muscles. Urge incontinence occurs when a person does not
get to the toilet in time and the urge to void cannot be overruled or suppressed. Mixed
incontinence involves a mix of causes. Socially engineered incontinence is when a person
cannot get to the toilet because of a lack of assistance or because the environment is not
conducive to the easy use of a toilet. Where a person is living in residential aged care,
socially engineered incontinence should not occur.268 Medication has been shown to cause
and exacerbate stress, urge, and overflow incontinence.269 It can also reduce a person’s
ability to manage their continence by, for example, preventing a person from getting out
of bed.270
High quality continence care is critical because 71% of people in residential aged care
have experienced urinary or faecal incontinence, or both.271 Incontinence has negative
effects on people’s lives, including increasing the risk of depression and reduced quality
of life.272 It can undermine a person’s dignity and wellbeing as well as increase the
likelihood of pressure injuries and infections.273 Poor continence care can lead to urinary
tract infections, incontinence-associated dermatitis, constipation and faecal impaction.274
Incontinence is also associated with an increased risk of falls, if a person cannot wait for
assistance to go to the toilet.275 Incontinent episodes also increase the risk of falls because
they create slipping hazards.276

Promoting continence
Dr Ostaszkiewicz explained that good continence management and promotion of
continence includes evidence-based assessments to identify individual continence care
needs and to identify and treat reversible causes of incontinence.277 Good continence care,
according to Associate Professor Michael Murray, National President of the Continence
Foundation of Australia, ‘should be based on people’s preferences and needs, with their
dignity maintained and choice optimised’.278
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Dr Ostaszkiewicz explained that current guidelines emphasise multidisciplinary screening
and assessment to identify and treat potentially reversible causes, followed by conservative
interventions—such as pelvic floor muscle training, lifestyle changes, incontinence aids—
and/or pharmacological treatments. In her opinion, continence care in residential aged care
facilities is not best practice.279

Assistance with using the toilet
A number of witnesses and public submissions identified issues with a lack of assistance
given to aged care residents wanting to use the toilet. Nursing staff and personal care
workers, as well as older people and their family and friends, told us in submissions that
often facilities were too understaffed or staff too overworked to assist older people to go
to the toilet.280 We received multiple submissions describing occasions where a person
pressed their call bell or requested to go to the bathroom, but had to wait for such a
long time that they experienced incontinence.281 Several members of the public making
submissions said that the wait for assistance to go to the bathroom could be up to
40 minutes.282
We heard evidence about older people being told to urinate or defecate in incontinence
aids because care staff did not have time to assist them. Dr Ostaszkiewicz said that
incontinence aids are often used as a substitute for helping people get to and use the
toilet—or as the pragmatic solution to time pressures associated with helping people use
the toilet.283 Ms Aalberts-Henderson, whose mother was in residential aged care, said:
You know, we teach children to be continent. It’s part of growing up. Mum was put into an adult
diaper and one nurse said, ‘Just poo in your pants’ which was just so undignified for my very
dignified mother, and in a way putting a continent [person] into diapers infantilises them. For
what purpose? It’s inhumane, and of course they didn’t want to stand her up, because they
couldn’t. It seemed it became a problem, a staffing issue. Did they have the staff that were
tall enough or willing enough to bring in even a commode or even walk her to the bathroom?
It wasn’t going to happen. And she said to me one night she used the diaper and I said,
‘Mum, why didn’t you ring the bell?’ and she said, ‘I did ring the bell, but nobody came’.284

Ms King told us that it was rare for her husband, Neville, to be incontinent when she cared
for him at home.285 She said that this changed when Mr King entered residential aged care:
When he first got there and he had the pull-up pants, he was told not to worry about the
toilet, because he was wearing pull-ups. And it was alarming. And it was said in such a casual
way, that that was just normal practice. …
It was really bothering Neville. You know, nobody would choose to be incontinent because
they can’t get to the bathroom. And to have that ability taken from you when you’re aware,
it’s horrible. It’s just one of the many things that crushed people when they go into care
processes.286

Many public submissions similarly described situations where people requested help
to use the toilet, but were denied this assistance and told to use an incontinence pad
instead of a toilet.287
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Rationing and changing incontinence aids
A number of witnesses and public submissions referred to inadequate supplies of
incontinence pads. Ms Melchhart gave evidence that she found it ‘a constant battle’ to
get enough incontinence pads from her aged care provider.288 According to Ms Melchhart,
one of her friends at the facility told her that they did not participate in a happy hour
because they did not have access to incontinence pads.289 Ms Melchhart said, ‘I have
observed this is a continuing battle for my friends in the facility who don’t have someone
to advocate for them. As a result, they have to sit in wet pads’.290
A number of people making submissions said that some residential aged care providers
limit the number of incontinence aids to three or four per person per day.291 A former
registered nurse who worked in residential aged care made the point that incontinence
pads ‘were never meant to be a substitute for toileting…I have witnessed a carer remove
the faeces from a soiled pad only to then put the soiled pad back on the resident’.292
Several former aged care workers said that incontinence pads were sometimes kept
in locked cupboards.293 Some described situations when staff members had to fill out
paperwork to justify the use of an additional pad. For example:
continence pads were now limited to 3 per day, and the pad storeroom was kept locked so
we couldn’t access the supply for more. We were told pads needed to be 3/4 full before they
should be changed. Imagine, a heavily incontinent person having to tolerate a big fat heavy
pad for 8 hours! And faecally incontinent residents? We had to beg for extra pads and sign
a form explaining why we needed the extra pad, which was stored under lock and key. And
if the pad supply ran low before end of month, then we had 50kg residents in XXL pads!294

Many witnesses and public submissions raised issues about changing incontinence
aids, often in connection with rationing. Ms Lisa Backhouse described visiting her mother
in hospital after a fall in residential aged care. Hospital staff members showed her an
incontinence aid that her mother had been wearing for an extended period of time before
the transfer:
Mum was surprisingly calm on my arrival, but the nursing staff were not. They had just finished
changing her into a hospital robe and replacing her incontinence aid. There were hushed voices
from behind the curtain and a discreet cautious sharing of information; tentative, in breach
perhaps of some unspoken policy, but the furrowed brows and low tones illustrated the
gravity of concern. The incontinence aid was removed from the waste with the explanation,
‘I’m so sorry but I need to show you this, it’s important that you are aware.’
I stood for a moment, gaping at the item which clearly had been in use for an unacceptably
extended period of time. An item that, in its current condition, breached all levels of basic
hygiene and human standards. The ambulance officers had noted the strong odour on entry
to mum’s room in their paperwork.295

Some people who made submissions described the negative impact being left in
incontinence aids had on residents’ dignity, as well as their health and wellbeing.296
One submission detailed the lack of care and dignity provided to his wife when she
entered residential aged care:
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Kathy had been left in her wheelchair until 5pm while staff organised a different bed and
mattress, this meant she was in her chair for over 9 hours. …By the time that Kathy was
put into bed Martha advised that her wheelchair was ‘putrid’. She had been left in the same
incontinence aid that I had put on her before taking her to the facility and she was very obviously
in pain. There was no care and no dignity. 297

Conclusion: continence and incontinence
Continence and incontinence care in residential aged care often do not afford respect and
dignity to older people. Staff do not have the time needed to assist residents to go to the
toilet in a timely manner. Too often there is a routine use of incontinence aids to manage
workload. Where people are reliant on incontinence aids, they may not have a sufficient
supply. Not only does this risk adverse health outcomes, including creating or exacerbating
incontinence, it impacts on older people’s dignity, quality of life and wellbeing.

Infection prevention and control
Infection control should be a central feature of care for aged care providers. In residential
aged care, an infection outbreak has the potential to cause serious illness and death
among vulnerable older people. Influenza and gastroenteritis are common infectious
illnesses that occur in residential aged care. Influenza, commonly known as the flu,
is a contagious disease of the respiratory tract caused by a virus.298 Gastroenteritis,
sometimes referred to as gastro, is a highly infectious illness triggered by the infection and
inflammation of the digestive system.299 In 2017–18, 45% of aged care services reported
at least one potential influenza outbreak and 31% reported at least one gastroenteritis
outbreak.300 Influenza and gastroenteritis outbreaks can be life threatening for older people,
particularly those receiving aged care. Between January and July 2020, 28 of the 36 deaths
associated with influenza in Australia were older people.301
On 11 March 2020, coronavirus disease (COVID-19) was declared a pandemic by the
World Health Organization.302 COVID-19 is caused by the severe acute respiratory
syndrome coronavirus 2 and is highly infectious. People aged over 80 years are most
at risk of death from COVID-19, followed by people aged between 60–79 years. As at 9
December 2020, there were 685 people living in residential aged care in Australia who had
died due to COVID-19. At that time, there had been 2049 infections among people living
in residential aged care.303 The independent review into the outbreak at Anglicare Sydney’s
Newmarch House facility found that ‘imperfect’ infection prevention and control practices
led to transmission of the virus to staff members and other residents.304 Seventeen deaths
‘were directly attributed to COVID-19’ at Newmarch House.305 This is but one example. In
our special report, Aged care and COVID-19, we noted that some measures the Australian
Government had taken with respect to supporting the aged care sector were insufficient to
ensure preparedness of the sector for dealing with an outbreak of a pandemic infection.306
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Best practice
According to the World Health Organization, infection prevention and control is a ‘practical,
evidence-based approach preventing patients and health workers from being harmed by
avoidable infections’.307 Standard 3 of the Aged Care Quality Standards requires service
providers to minimise ‘infection-related risks’. Aged care providers are expected to achieve
this in two ways: through infection control and reducing the risk of antibiotic resistance.
They are expected to ‘assess the risk of, and take steps to prevent, detect and control
the spread of infections’ and minimise infection-related risks by implementing ‘standard
and transmission-based precautions to prevent and control infection’.308

Preventing and managing outbreaks
While we did not hear substantial evidence about influenza or gastroenteritis outbreaks
in residential aged care in our hearings, Ms Virginia Clarke gave evidence about her late
father’s experience as a resident at Newmarch House:
The only time my family ever had issues at Newmarch House before the COVID-19 pandemic
was when there were lockdowns for things like the flu and gastro. I used to get an email
from Newmarch House to say they would be going into lockdown, and we knew that we
wouldn’t be able to visit Dad or take him out. My family wouldn’t get a lot of time to act after
the notification, but we could drop things off for Dad during these lockdowns, like his washing,
by leaving them outside the door. The staff would then drop them off to Dad. I would receive
another email from Newmarch House when the lockdown was lifted, and that would be the
extent of the communication.
These lockdowns were short—the longest was around two weeks. I thought that Dad was
always okay during them, because my family could still talk to him over the phone. I thought
he seemed happy during these lockdowns because he knew the reason for why they were
happening, and he would still be getting his meals on time. Provided Dad had his usual
routine, I know he would be fine during lockdowns.309

We received some public submissions that raised concerns, however, about how
residential aged care facilities manage influenza and gastroenteritis. Some submissions
raised concerns about staff training in infection control and hygiene, as well as limited
access to gloves, wipes and personal protective equipment.310 Others told us that during
winter, influenza outbreaks ‘rapidly spread through nursing homes’ and staff shortages
can result.311
Some submissions described the lack of concern for older people who exhibited
‘flu-like symptoms’:
Recently I requested for an RN [registered nurse] to view my father after several days
of him deteriorating with flu like symptoms. Note here that several days had passed
and no one had noticed he was sick, coughing and sneezing around the facility...312

Another said:
Staff were supportive and respectful of her decisions and she died at the facility. Unfortunately
not peacefully as she wanted but gasping [for] every breath due to an Influenza A virus
introduced to the facility by a returning resident from a public hospital—it took 5 days
to confirm that this returning patient did indeed have the virus.313
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One person expressed concern about aged care staff members who were unwell still being
required to attend work and care for residents.314 Another said:
The staff are rewarded for not having any ‘sick days’ off, whereby they are given a bonus by
management, if you have a sick day, you do not receive the bonus. This is against public policy
for immunocompromised people, where by if you have a cold or flu, you should not present to
an aged care facility, as this could harm the residents and even result in death. There are posters
everywhere for this in the facility but at the end of the day, management is putting profit over
care of residents.315

How facilities respond to outbreaks of infection can impact the quality of care they provide.
Some facilities introduce lockdown measures, which can be detrimental to the health and
wellbeing of residents. One person described her mother as dying ‘from neglect’ during
a lockdown period:
My mother, suffering dementia, and was unable to eat or drink for herself. My father lived
directly behind the care home … They had been inseparable since marriage.
He fed and gave her water 3 times a day, every day. The staff just did not do it. The care
home was private at a large cost. What were we paying for? Unsure.
The care home enforced a shutdown due to internal infections prevention for 2 weeks.
Dad, WWII injured veteran, was not allowed in. Mum died from neglect inside the two weeks.
(and not from an infection!)316

Ms UY gave evidence of the mental health impacts that COVID-19 restrictions had on her
father. Her father died in residential aged care in June 2020. He did not have COVID-19.
Ms UY told us that due to her father’s diagnosis with motor neurone disease, he was not
able to speak. She said that touch was vital to him: ‘contact by hands and hugs became
important ways to communicate’.317 Ms UY described the decline in her father’s mental
and physical health during COVID-19 isolation—she said he became unhappy, seemed
to lose his purpose and sense of life, and was physically getting sicker.318 Ms UY told us:
I believe Dad gave up wanting to live because his family support and connection was
disconnected. As an Italian man, he had lost what he called his ‘blood support’. Without this,
he did not have meaning. This is not what my family had signed up for, however I felt as though
we were all trapped by rules and the fear of catching the virus.319

Ms Merle Mitchell AM, who lives in residential aged care in Victoria, anticipated that
mental health issues would arise following the lockdown and ban on visitors in aged
care. She said that mental health needed to be considered more by aged care providers
during lockdown and isolation periods:
I think mental health needs to be much more deeply addressed at this time. I have thought
‘you’re looking after my physical health, but what are you doing about my mental health?’320

Ms Mitchell told us that she noticed deterioration in other residents, particularly those
living with dementia. She also commented on the lack of access to health professionals,
particularly physiotherapists. Ms Mitchell acknowledged the success of her facility in
keeping the virus out, but asked ‘at what cost?’321

129

1865

Royal Commission into Aged Care Quality and Safety

Final Report Volume 2

Many public submissions echoed the concerns about the impact COVID-19 restrictions
had on older people’s mental health.322 Some people said that their loved ones in aged
care, particularly those living with dementia, were confused and struggled to understand
what was going on.323 One person’s submission said: ‘If COVID19 doesn’t kill my Dad
the isolation will’.324
Public submissions suggested a number of areas for improvement in infection control and
management in aged care, including employing staff members with infectious disease
expertise and training.325 Other evidence and information highlighted the importance of
having a clinical governance framework that included infection control and the importance
of clinical governance expertise at the board or management level.326 Several witnesses
agreed that access to accredited infection control and prevention specialists could assist
the aged care sector.327
Our special report on aged care and COVID-19 identified four areas for immediate action
and made six recommendations to the Australian Government, including for immediate
measures to address problems in infection control. We recommended, amongst other
things, that residential aged care homes should have one or more trained infection control
officer as a condition of accreditation.328 On 30 November 2020, the Australian Government
announced that it had allocated additional funding for infection control and that by
1 December 2020, all residential aged care facilities must have an infection prevention
control lead staff member.329

Conclusion: infection prevention and control
Without adequate infection prevention and control strategies, vulnerable older people
are at increased risk of serious illness and death. There should be a proactive approach
to preventing infections in aged care. When infection prevention and control measures
are implemented, aged care providers should consider the impacts these measures can
have on residents’ health and quality of life.

Social and emotional needs
We have heard about care that did not meet people’s social and emotional needs. We
heard numerous examples throughout our inquiry about care that was dehumanising
or that failed to recognise individual needs or to support people to make meaningful
choices. We also heard numerous examples of what we call small oversights, such
as a cup of tea placed just out of reach or a request not acknowledged.
In isolation, these ‘oversights’ may not be considered significant instances of substandard
care. But when repeated over time, they can be more than just unkind, they can amount
to neglect. They can have significant implications for a person’s health and wellbeing.
A failure to meet people’s social and emotional needs can lead to poor mental health,
which can reduce motivation to eat and maintain mobility. In severe cases, the failure
to meet a person’s social and emotional needs constitutes abuse.
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A person’s social and emotional needs refer to the circumstances that are required for
them to feel connected to others and happy. As people age, their social and emotional
needs can change. This may be especially true for people experiencing cognitive
decline, an increase in care needs, or a move to permanent residential care. As
Mr Jason Burton, Head of Dementia Practice and Innovation at Alzheimer’s WA,
explained, care environments often lead to a diminished sense of personhood where
people ‘give up on life and deteriorate very quickly’.330

Supporting social and emotional needs in aged care
Meeting people’s individual social and emotional needs in an aged care context can be
achieved through an approach to care delivery that acknowledges the individual ways
that people respond to ageing. An important part of meeting individual needs involves
maintaining and protecting people’s sense of self and their right to make meaningful
choices.331 Care should be delivered in a way that is ‘respectful of, and responsive to the
preferences, needs and values of those receiving care and those who care for them’.332
Mr Bryan Lipmann, Chief Executive Officer at Wintringham Aged Care, described the
value of encouraging genuine relationships between staff and residents in aged care.333
We commissioned the National Ageing Research Institute to conduct a study about the
extent to which people’s social and emotional needs are met in residential aged care in
terms of measurable quality of life factors. While most residents surveyed reported high
satisfaction with their quality of life, there was a significant share (17%) of residents who
rated their life satisfaction as ‘low’.334 Further analysis of these results is in the discussion
of the extent of substandard care later in this chapter. Some aged care services in Australia
do not meet the individual social and emotional needs of older people. This is often a result
of overworked and under-skilled staff.

Choice and control
We heard that when people enter residential care they can lack opportunities and support
to make meaningful choices about their lives. Their right to take risks and exercise control
over their lives can be overridden because ‘safe care’ is prioritised.
Mr Bernard Cooney summed up his experience of residential aged care towards the end
of his life: ‘Not much empathy is needed to appreciate that it is hard to retain a sense of
personal dignity when, little by little, individual autonomy is lost.’335 Ms Melchhart described
feeling that her wishes about privacy are mostly disregarded.336 Ms Emma-Kaitlin Murphy,
a registered nurse, spoke about a married couple who lived in the same residential facility
but in different wings:
He’s allocated one hour twice a day to see his wife and he will come and ask us many times a
day to come and see her, and often due to time constraints we have to let him know that he has
already seen her twice today, he has to wait until tomorrow or it’s not his time yet. Or sometimes
staff might be busy and he might only be able to see her once a day.337
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An aged care worker said this in a public submission:
All residents were put into bed in the evening by 7pm, without any choice or decision
in relation to what they wanted. There was 2 to a bed room with the smallest wardrobe
and a small bedside table with curtains to divide the room, it did not present a home
environment or even a personalized space for the residents to make [their] own.338

A younger woman living in residential aged care told us that the lack of individualised
personal care resulted in a loss of identity. She said:
I was no longer Kate, I was room number 15.339

Connections between staff and people receiving care
A lack of connection between staff members and people receiving care, including people
being ignored or not communicated with, also emerged as a common experience.
Ms Mitchell said that given the structure of the aged care system ‘staff cannot implement
compassionate person-centred care’.340 She gave the example of staff members harassing
people to finish their food. She said that some people who struggle to eat quickly will
say they are finished so as not to be a problem. A public submission also highlighted
mealtimes as a missed opportunity for staff to connect with residents:
Many staff have no connection to the person they are feeding. I have seen staff standing next to
a resident who is sitting down low in a chair and feeding them with a spoon …. Much like when
you go to a petrol station and stand near your car when filling up with petrol. There was no eye
contact to see if the resident was enjoying the meal or ready for the next spoon of food and no
communication to see if they were still hungry or wanted a drink of water between mouthfuls.
Just silence and the [shovelling] of food as quickly as possible into the resident’s mouth…341

One man said that his mother’s 90th birthday highlighted to him a significant lack
of personalised care and attention:
the sudden increase of visitors by relatives & friends visibly improved her mood and
cognitive awareness. Symptoms of her vascular dementia seemed to evaporate as she
became more lucid and happy. This was further evidence to us that Mary is not experiencing
any level of stimulating engagement from the [facility name removed] environment.
Sadly, [facility name removed] staff were also totally unaware of her 90th birthday—such
a significant milestone and totally unacknowledged until family members alerted them
to her special day.342

Mr Cooney gave an example of the sense of helplessness that can arise from staff members
completing tasks with carelessness or a lack of thought for the needs of each person:
Each day, cups of coffee are brought to my room at the appropriate time by a kitchen staff
member. The cup is then placed on a trolley or small table. I cannot move my chair to reach for
it and even if I could do so I would be unable to hold the cup or drink without assistance. It does
not seem to me to be unreasonable to expect, given that my physical condition is well known to
the facility’s administrators, that this assistance would be automatically provided. That does not
happen and I find myself disinclined to press my buzzer for a cup of coffee, when it is difficult
enough to secure a response at times when I am experiencing severe discomfort and require
staff members to readjust my position. The coffee will usually remain on the trolley or table
until the cup is removed or I am assisted to drink by a visitor.343
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Ms DI described the night her mother died in residential care. She said staff members
were ‘too busy’ to provide any support or comfort for her:
they seemed to rush in and out of the room. They seemed to be very busy and run off
their feet. …[name removed] said to me later, ‘We’re so busy tonight. There’s too many issues.
We’re so understaffed.’344

Ms Murphy explained that time constraints are a significant barrier to providing
holistic care:
Unfortunately, I often do not have time to provide additional personal or emotional care
to those who seek it. I simply do not believe it’s possible for anyone to provide safe, holistic,
person-centred care to upwards of 30 people within the time constraints. Let alone ensuring
every resident feels they are much more than a task to complete in a workplace.345

Ms Bethia Wilson AM, Wilson and Webster Consultancy Services and a former Victorian
Health Services Commissioner, explained the importance of creating a supportive culture
for both staff and residents in aged care:
Lack of friendliness and kindness could be driven by poor staffing management practices. If
staff are not treated with kindness, that is with flexibility and concern about their professional
and personal well-being, then this tends to flow on to how they treat the residents.346

We also heard about older people in residential care who have been verbally disrespected
by staff members, as well as being left unattended during times of distress. Ms Sarah
Holland-Batt described her father’s experience in residential care. A staff member told
Ms Holland-Batt’s mother that one of the carers had been deliberately victimising her
husband by isolating him for hours, knowing that he needed to go to the toilet.347
We received many public submissions from people who gave accounts of staff members
who were rude and generally unpleasant.348 One woman told us:
On a multitude of occasions, I have overheard interactions between staff members and mum.
They’re rude, abrupt, shouting, abusive, and generally unpleasant. Until, that is, they become
aware of my presence and their entire disposition changes.349

Much of what we heard about failures to meet people’s social and emotional needs related
to the time that staff had to provide care. We heard that a high workload results in a busy,
task-orientated workplace in residential aged care. People have told us that staff rushing
about completing task after task leaves little time or value to be placed on the activities
that facilitate genuine caring and trusting relationships.350 The aged care system should
be able to deliver compassionate and kind care built on respectful relationships.

Isolation, boredom and lack of meaningful activities
When people enter residential care, they often lack the support and opportunity to engage
in meaningful activities and stay connected to the broader community. This can result in
isolation, boredom and lack of engagement.
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Ms Janette McGuire, a Forgotten Australian who spent two weeks in a short-term aged
care facility, said:
The facility would have silly games like bingo and things. Some people might have liked it,
but it wasn’t right for me. It was patronising. We are people with minds and brains. I tried to
get used to the way I was treated at the facility. I don’t think I could ever get used to it.351

A number of people told us in submissions that there is a lack of meaningful and varied
activities on offer to people living in residential care. A woman described the impact of
a lack of choice in activities on her mother:
There is no stimulation as the residents in the Memory Support Unit just sit in the lounge
in front of a television and stare. It makes me very sad to see my mother’s dignity being
destroyed…The carers do not have the time to listen to Mum and try to understand what
she is asking and the more she is hurried the more she gets confused.352

Another person making a submission said:
I know mum’s depression could be fixed with a cat. Or a dog. …my sister does take her
dog to visit occasionally (which the staff support). Essentially to improve mum’s wellbeing
she needs to build a relationship with an animal, a cat at the end of her bed. …Mum doesn’t
leave her room, a lot of the activities are linked to the common areas, like the virtual reality
room (that is never open, and you need to book an appointment).353

People receiving aged care are not always supported to remain socially connected
to the broader community. Staying actively involved in the community is an important
component of helping people live at home for as long as possible.354 And whether a person
is receiving aged care at home, or in a residential setting, social connection is a key part
of a fulfilled and meaningful life. Mr Robert Fitzgerald AM, the NSW Ageing and Disability
Commissioner, when talking about ‘community inclusiveness’ said:
COVID has demonstrated, beyond any shadow of a doubt, that a society doesn’t function
well when that’s gone. And in the case of older people, those community connectedness,
the neighbourhood connectedness, is very important.355

Ms Elizabeth Drozd, Chief Executive Officer of Australian Multicultural Community Services
Incorporated, gave evidence about the needs of people with culturally and linguistically
diverse backgrounds. She said:
Community connection, time together, speaking a common language with peers, maintaining
relationships and a sense of purpose at a time described as much more valuable than cleaning
or visiting services.356

Without adequate support, remaining engaged in the community can be difficult for
some older people. Increased frailty, loss of mobility or bereavement can make people
particularly vulnerable to social isolation. Some people may find that their existing
networks fall away as it becomes more challenging to maintain hobbies and social
circles.357 Professor Henry Brodaty AO, a psychogeriatrician, physician, psychiatrist and
Scientia Professor of Ageing and Mental Health at the University of New South Wales, said:
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We see that residents are very lonely in nursing homes. I had a PhD student who, her thesis
was on social relationships in nursing home. The median number of relationships that a person
in a nursing home had was one. That means 50 per cent had zero, and most of the relationships
are with the staff.358

The risk of isolation is more significant for people without family and friends to visit.
Mr Kevin Littley, who spoke about his daughter’s experience as a younger person
in residential aged care, said:
So, yes, she was pretty much—very lonely. If it wasn’t for Carol and myself and her sister,
she wouldn’t have had any visitors and any outside contact because she was pretty much
in her room.359

The COVID-19 pandemic and the restrictions put on visitation highlighted the importance
of social connection in residential care. Ms Julie Kelly, a psychologist, said that ‘loneliness
has had a real impact on their [residents’] mood and, especially, on depression’.360
A lack of community connectedness can be even more of an issue in home care. Professor
Johanna Westbrook, a Professor of Health Informatics and Patient Safety, said that social
isolation and loneliness pose one of the biggest challenges to providing high quality care in
a person’s home.361 People can be very isolated in their home, and those in need of social
support can fall through the cracks and be ‘left to fend for themselves’.362 Sometimes the
only social contact a person has is with a service provider.363 Ms Beryl Hawkins, a recipient
of home care, said:
I don’t have many visitors, really—I used to, but my life has changed completely.
I think that there is a whole generation of people who are 80, 90 and 100 years old,
sitting with their eyes closed, waiting to die.364

Reflecting on what could have been done to help her and others, she said:
What I love most of all is when someone walks into my unit and says ‘would you like a
cup of tea?’…I think that if you could get volunteers that would come to you with a dog
or a child and take you down to the park for half an hour, that sort of thing could help.365

Social connection and engagement in the community is a vital part of high quality
aged care. But the current aged care system is leaving too many older people isolated
and disconnected.

Conclusion: social and emotional needs
The lack of care and support for people’s social and emotional needs is a consequence of
a number of problems in the current aged care system. Staff do not have the time or skills
to provide individualised care to people in residential aged care. The task-based focus of
work in residential aged care does not sufficiently allow consideration for the person who
is being cared for, their wants or social and emotional needs. There is an inadequate focus
on helping people receiving aged care services stay connected to the broader community.
The personhood of people receiving aged care is too often disregarded. This, too,
must change.
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Diversity and cultural needs
The aged care system often struggles to provide appropriate care to people with diverse
needs. There can be a lack of understanding and respect for people’s culture, background
and life experiences and how this can impact on how they want to receive care. Care that
does not acknowledge and respect different life experiences is substandard. We discuss
the problems people with diverse needs face in accessing the aged care system in Chapter
2 of this volume. Many of these same issues—poor communication, a lack of culturally
safe care and trauma informed care—also affect the quality of care provided to people
once they are in care. There is some overlap in our discussion in these chapters but it
is important to identify these problems as affecting both access to, and the quality of,
care people receive.
In our hearings, we heard evidence from people with culturally and linguistically diverse
backgrounds, people who identify as part of the LGBTI communities, care leavers,
Aboriginal and Torres Strait Islander people living in urban areas and in rural and remote
communities, people who are or are at risk of becoming homeless, and veterans.

Best practice
Given the breadth and diversity of people’s needs, there is no one-size-fits-all aged care
model. Some aged care providers meet the needs of people with diverse backgrounds.
They may provide strong communication and translation services, employ bilingual staff
and have mechanisms for communicating with people with limited English or who are
nonverbal.366 Care should be non-discriminatory and culturally safe. We heard about the
importance, to meet people’s needs, of recognising their culture and background and
making extra effort to acknowledge people as individuals. It is also important to have
trained members from diverse groups among staff, as well as to train all staff about
cultural safety.367
Aged care needs to be trauma-informed at all levels. Trauma-informed care is care that
understands and recognises how trauma affects people’s lives, service needs and the
way they interact with services, and seeks to avoid re-traumatising people.368 It can be
beneficial for providers to partner with peak bodies and advocacy groups who can share
specialist knowledge to assist in the provision of good care in these cases and to prevent
social isolation.369

Communication
Communication barriers may exist due to differences in language or the need for
augmented communicative methods. Augmented communication may include hand,
facial and body signals and simplified communication for people with cognitive impairment.
Language is one of the major barriers for many Aboriginal and Torres Strait Islander
communities and people from culturally and linguistically diverse backgrounds who have
little or no English proficiency. We heard that communication barriers can make providing
care more difficult and can also lead to social isolation, mental illness, discrimination,
lack of cultural safety and abuse.

136

1872

Chapter 3

The Nature and Extent of Substandard Care

We heard that older people can lose the ability to retain language learnt later in their
lives because of dementia-related disease.370 Mr George Akl described his late father’s
experience in residential aged care. Mr Akl’s father was born in Egypt and his first language
was Arabic, but he spoke fluent English. In 2016, Mr Akl’s father was diagnosed with
Lewy body dementia. His ability to speak English subsequently decreased considerably.
According to Mr Akl, this inability to communicate exacerbated his father’s symptoms
of dementia.371 Mr Akl raised the matter with the provider:
Not quite brushed to the side, the matter seemed to be beyond the scope of their system.
Short of the volunteers and strategies like drawings that Dad could point to when his English
becomes incomprehensible, there appeared to be no effective policy or resources relating to
the complex communication issues for ESL [English as a Second Language] people.372

Mr Angelos Angeli described the home care services received by his mother, a Greek
Cypriot who had a low level of English proficiency. He said his mother was socially
isolated due to the communication barriers between her and the care staff.373
We received many public submissions highlighting failures of services to provide adequate
measures of communication for people who have limited English.374 One person’s
submission said:
Her stroke has left her speaking Italian (her first language) she spoke and understood English
very well now she is yelled at ‘ENGLISH LUCY, I CAN’T UNDERSTAND YOU’! she is ashamed
and embarrassed as she feels like they treat her like she is doing it on purpose or that she is
somehow now an idiot gibbering to them.375

Ms Jaklina Michael, Diversity Manager at Bolton Clarke Aged Care Services, said
that there are many situations when an interpreter is critical to understand the needs
of a person from a culturally and linguistically diverse background.376

Culturally safe care
‘Cultural safety’ aims to ensure people of a different cultural background to the caregiver
or provider can feel safe in their experience of care.377 One definition of cultural safety is:
an environment which is safe for people; where there is no assault, challenge or denial of their
identity, of who they are and what they need. It is about shared respect, shared meaning,
shared knowledge and experience, of learning together with dignity, and truly listening.378

While aged care services should meet the cultural safety needs of all older people, we
heard numerous examples of failure to do so.379 Ms Moreen Lyons, then Chief Executive
Officer at Aboriginal Community Elder Services, told us:
I’ve had residents come back, really distressed from quite blunt interactions with culturallyinsensitive providers…Understanding the ceremonies are vital, or—people will not feel settled
and cared for appropriately, if those things are not in place and not understood. And a part of
that is having Aboriginal employees working at the service.380
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Some public submissions addressed concerns about cultural safety for Aboriginal
and Torres Strait Islander people in aged care:
Far too often elderly women are receiving ‘women’s business’ care performed by young male
carers who often can’t speak enough English to understand let alone understand the elderly
Indigenous resident or their cultural requirements.381

A submission from an aged care worker described an Aboriginal person who lived in
a residential aged care facility ‘where there were no programs for him, no therapy, and
stuck in the room constantly. Dignity and respect should be priorities for residents’.382
Ms Anne Tudor described her and her partner Ms Edie Mayhew’s experience, as a lesbian
couple, with home care. Ms Tudor’s partner, Ms Mayhew, was diagnosed with younger
onset dementia in 2010 and, in May 2015, accepted a Home Care Package. Ms Tudor
described what she felt was a lack of acknowledgement of their relationship from the home
care provider, including a lack of careful consideration about the carers they provided.383
She also told us that some workers made her and Ms Mayhew feel uncomfortable:
There were some carers that were sent to our home that I did not feel comfortable around.
Edie is spontaneous, when she wants to physically hug me or tell me how much she loves
me, she should feel free to do that, especially in her own home. …Several workers who came
to our home dampened Edie’s spontaneity and this frustrated me as she withdrew into herself.
Our whole lives had to fit around the availability of [home care program] staff and over the
years we faced disappointment after disappointment with them.384

Ms Tudor said that while this experience was not an example of ‘shocking overt
discrimination’, it illustrated a lack of effort to ensure their needs as members of
the LGBTI community were acknowledged and met.385
Ms Samantha Jewell, Executive Manager of Sales & Marketing at Lifeview Residential
Aged Care, gave an example of lack of cultural safety and discrimination towards a
transgender woman when she was receiving home care:
A lot of the staff that would come and care for her would say, ‘But you’re a male, you’re
not a female’ and that was quite disturbing to her. A lot of her paperwork used to come
in her former male name even though she had changed her name quite a few years ago;
there was no recognition of that.386

Conclusion: diversity and cultural needs
The aged care system is often unable to care appropriately for older people with diverse
needs. There can be a lack of understanding and respect for people’s culture, background
and life experiences and how this can impact on how they want to receive care. As a result,
some older people in aged care are not supported to make meaningful choices that reflect
their individual backgrounds, beliefs and needs. This is unacceptable. The aged care
system should be equally welcoming and supportive of everyone needing care.
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Conclusion: nature of substandard care

In this part of the chapter we have identified the nature of substandard aged care.
We outlined the experiences of people in care, and those of their families and friends.
We have also captured the experiences of staff, students, and health professionals who
were likewise concerned about the quality of care people were receiving. Substandard
care can take the form of deliberate acts of harm and forms of abuse—physical, sexual
or through inappropriate restrictive practices. It can also occur in complex and routine
areas of care—from dementia care to the daily food and nutrition provided to people.
In this chapter, we have sought to give voice to those in the aged care system. Their
experiences have common themes: staff who are overworked, rushed and generally
under pressure; a lack of clinical skills and failures to identify care needs; staff responding
and reacting to crises, rather than promoting wellbeing and maintaining function;
patronising attitudes and lack of respect; restrictions on resources, including appropriate
aids, equipment and nutritious food; poor care planning and communication; and poor
leadership and management.
The experiences recounted in this chapter are those of individual people—they are
instances of substandard care. But they are reflective of so many others. We received
a vast number of submissions and heard numerous people at forums tell similar stories.
People have told us that, far too often, substandard care is a problem across the aged care
system and that older people are suffering as a result. In the next section, we identify what
the available data can tell us about the extent and distribution of this substandard care.

3.4

Extent of substandard care in the aged
care sector | Commissioner Pagone

Our Terms of Reference require us to inquire into the extent to which aged care services
meet the needs of people accessing them and the extent to which substandard care is
being provided.387
We received a lot of evidence and many public submissions. We commissioned research
and commissioned our own analysis to try to understand the extent of substandard care.
Further, many moving personal accounts of poor care were described at community
forums. It is clear to us from all this effort the extent of substandard aged care is too
high and is unacceptable.
While we differ in our approach about ascertaining the extent of substandard care,
I agree with Commissioner Briggs’s description of the processes we have used to inquire
into the issues and her summation of the research findings in parts 3.5 and 3.6.6 of this
chapter. Accordingly, I will not repeat that content other than to provide context for my
own remarks.
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Commissioner Briggs has sought to express numerically the extent of substandard aged
care but I am not able to conclude from the material that the extent of substandard care
can be expressed numerically in a way that is meaningful to me, and which represents
adequately the evidence and extensive materials I have seen. A National Ageing Research
Institute report, for example, concluded that more than 30% of respondents to a survey
indicated that some aspect of the quality of their care and services was failing them,
but such a finding may imply more than it establishes.388 The experience of a survey
population of 391 needs to be treated with caution. It also cannot be understood to mean
that about one in three people across the entire sector was experiencing the same level
of substandard care for the entirety of their time. Questions of quality, time and reliability
of a sample are all relevant to the extent of substandard care and all are apt to be obscured
by expressing the care as a number.
The fact is that each case we heard of substandard care was a case that should not have
happened. Service providers should not tolerate any degree of substandard aged care,
especially to those who may be frail, vulnerable or dependent. There is, in my view, no
threshold under which the community should tolerate substandard aged care. Even if 5%
of people receiving aged care endured substandard care, that would still be unacceptable.
I do not believe it is currently possible to ascertain the precise extent of substandard care
in aged care. For the reasons set out by Commissioner Briggs, I consider that the data is
not always complete, reliable or capable of verification. Each dataset produces a different
measure of the level of substandard care. The administrative data Commissioner Briggs
summarises was not collected for the purpose of ascertaining the extent of substandard
care. The absence of a shared understanding of what constitutes ‘substandard care’
is another barrier to accurate quantification. While all of the research demonstrates an
unacceptable level of substandard care in the system, it does not produce a consistent
explanation of the extent of substandard care.
The National Ageing Research Institute, in partnership with Ipsos and the Social Policy
Research Centre of the University of New South Wales, undertook two surveys of 391
residential aged care residents and 1223 people receiving home care or respite care,
or their proxies.389 The surveys show that 33% of people who received residential care,
44% of people who accessed home care, 51% of people who received community respite
care, and 46% of people who received residential respite believed that one or more of their
care needs, across a number of areas, were sometimes, rarely or never met.390 Analysis
of this data by Flinders University suggests these figures may be understated—that is,
more people’s needs were only sometimes met—if the adequacy of complaints handling is
taken into account for home care and residential care.391 This research and analysis points
to a significant issue, but in my view it does not provide an adequate basis to determine
objectively the extent of substandard care.
Complaints data shows that the number of complaints made about residential aged care
and home care increased significantly between 2014–15 and 2019–20. Those increases
exceeded what would be expected from the increase in the numbers of people receiving
care. In 2019–20, there were an average of 2.59 formal complaints made to the Aged
Care Quality and Safety Commission per 100 people receiving permanent residential aged
care.392 On the basis of the findings in the National Ageing Research Institute research to
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which I referred above, I doubt the complaints data accurately represents the extent of
substandard aged care. I agree with Commissioner Briggs that there are several reasons
for this, one of which is fear of reprisal.
Accreditation data provides a high-level point-in-time view of the potential extent of
substandard care across the aged care sector. Approximately one in five audits in 2018–19
concluded that the residential aged care service failed to meet at least one expected
outcome under the former aged care Accreditation Standards.393 Similarly, about one
in five quality reviews of home care providers in 2018–19 concluded that the provider
failed to meet at least one home care outcome.394 Of course, a provider that has met all
accreditation requirements may still be providing substandard care that has not been
identified by the regulator.
In 2019–20, following the introduction of the new Aged Care Quality Standards, there
was a significant increase in the proportion of residential site audits that concluded
that providers did not meet accreditation requirements.395 During this time, two in five
residential audits identified that at least one requirement was not met. Similarly, during
the same period, over two in five quality reviews or quality audits of home care services
identified that at least one requirement was not met.396 Accreditation data shows noncompliance by aged care providers with expected standards. It is likely to be indicative
of substandard care. However, it is not a comprehensive and reliable measure of
substandard care because it is conceivable that a provider that fails to meet a standard
is not providing substandard care.397
The service provider survey that Commissioners McGrath and Briggs conducted
demonstrated that there is no shared view among aged care providers of what
‘substandard care’ is.398 For example, one provider reported that a resident’s friend
being unhappy with the way he was informed of the resident’s death was an incident
of substandard care. Other providers applied a more restrictive definition, capturing far
fewer incidents of self-identified substandard care.399
Even so, residential aged care providers reported a total of 272,546 incidents of
substandard care for the five-year period to June 2018. For the 2017–18 financial year,
residential aged care providers reported an average of 260 occasions of substandard
care per 1000 people receiving permanent residential care.400
Similar issues arise in relation to using public submissions to this inquiry to gauge the
extent of substandard care. We received 9282 general public submissions that were
within our Terms of Reference.401 A total of 42% of the online public submissions within
our Terms of Reference were marked as relating to substandard or unsafe care. This
likely understates the true proportion, because 32% of the online public submissions that
referred to abuse or neglect were not marked by their submitters as relating to substandard
care. I regard abuse or neglect as clear examples of substandard care. There were
other submissions that described circumstances that I would generally consider to be
substandard care, such as the use of restraints (39%).
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In 2019–20, residential aged care facilities reported 5718 allegations of assault.402 During
this time, 244,363 people received permanent residential care. This means that the
incidence of reports of suspected or alleged assaults was 2.3%.403 The average number
of service providers that reported allegations of assault increased over the past six years;
so, too, have the number of reports per provider. In 2014–15, 45% of residential aged care
services reported an allegation of assault, a figure that increased to 64% in 2019–20.404
Over the same period, the number of reports per service increased from 0.98 to 2.10.
The number of allegations of sexual assault has increased over the past six years in
line with overall assaults. There were 426 allegations of sexual assault in 2014–15,
which increased to 851 reports in 2019–20.405
As concerning as these figures are, they significantly understate the true extent of alleged
assaults in residential aged care because resident-on-resident alleged assaults are
generally not reportable. A 2019 report by KPMG analysed assault data submitted by 178
residential aged care services. Its analysis found that resident-on-resident alleged assaults
were significantly more prevalent than suggested by publicly available figures.406 The
estimate was that 26,960 to 38,898 physical or sexual assaults per year were occurring
that were exempt from reporting across Australia.407 When these estimates are added to
the existing assault allegations for the 2018–19 financial year, the incidence of assaults
increases from 2.16 to 13–18 per 100 residents.408 Alarmingly, the report indicated that
as many as 1730 additional reports of sexual assault may result if a broader definition of
reportable assault was applied.409 Again, the data shows a significant problem, but it does
not provide an adequate basis to ascertain the extent of substandard care principally
because the reports are of unproven allegations which are rarely investigated.
It is evident from this short summary of the evidence and material before us that there is
too much substandard aged care: the problem is clear. It is necessary to introduce lasting
reform to ensure substandard care is no longer a feature of aged care in Australia.

3.5

Extent of substandard care in the aged
care system | Commissioner Briggs

Our Terms of Reference require us to inquire into the extent to which aged care services
meet the needs of people accessing them and the extent to which substandard care is
being provided. This was a difficult task, but it is something that I have considered for
over two years. The evidence on substandard care that Commissioner Tracey and I
heard about in the hearings from May to August 2019 has been particularly striking to
me. My conclusions are also informed by the nature and number of distressing stories
I heard at community forums around the country—these have left an indelible impression.
The sheer number of submissions and evidence about negative experiences of aged care,
and the consistency of their accounts tell us that too often aged care services are not
meeting the needs of people. They also tell us that too often there is substandard care
across the aged care sector. It is clear this substandard care is widespread. It is harder
to quantify the extent of this substandard care.
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To answer this question of how often aged care is substandard, Commissioner Pagone
and I have considered a number of existing data sources, including Australian Government
administrative data. The Victorian Government holds more extensive data about its public
sector residential aged care facilities and we considered this as a valuable source of
supplementary data. We have also conducted our own research projects or commissioned
others to do so. Earlier in this chapter, we referred to some of this data when it was
relevant to the specific area of care we were discussing. Here, I focus on the system-wide
data and what it can tell us more generally about substandard care.
Analysing this data has been a complex and resource-intensive task, but an important
one. There are a number of challenges in analysing this data. The data is variable and
inconsistent, does not share a definition of substandard or high quality care, focuses on
different aspects of care, was often gathered for an unrelated administrative purpose,
and is, in some instances, of poor quality. We also found that there there is not a shared
understanding of substandard care across the aged care system. In addition, quality data
is not routinely collected in a way that makes it easy to determine whether people are
receiving substandard or high quality care.
We received sufficient evidence, however, to be assured that some people receive high
quality aged care, albeit that the quality of care is variable across the aged care sector—
with the type of aged care service provided, organisation type, and size of provider all likely
to affect the quality of care.
Viewed as a whole, however, the data tells a story of unacceptably high levels of
substandard care.
A number of very disturbing themes are apparent from my analysis:
• It is likely that at least 1 in 3, or over 30%, of people in aged care have experienced

substandard care.

• In some areas of care, the data is clearer about the extent of substandard

care, including:

o

the incidence of assaults may be as high as 13–18% in residential aged care

o

there is a clear overuse of physical restraint in residential aged care

o

in residential aged care, some 47% of people have concerns about staff,
including understaffing, unanswered call bells, high rates of staff turnover,
and agency staff not knowing the residents and their needs

o

in home care, one-third of people have concerns about staff, including continuity
of staff and staff not being adequately trained

o

similarly, in residential respite care and the Commonwealth Home Support
Program respite care, about 30% of people have concerns about staff, including
understaffing, continuity, unanswered call bells, training and communication.

• Substandard care has become normalised in some parts of the aged care system,

such that people have low expectations of the quality of their care.
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In subsections 3.5.1–3.5.5 and section 3.6, I explain the basis for my conclusion that
substandard care has been experienced by one-third of all older people in aged care.
I present a large number of statistics relating to substandard care. It is important to
remember that behind the statistics are real people—people who did not receive the
care that they needed, and whose health and wellbeing may have suffered as a result.
Irrespective of the precise proportion of people who are affected, the extent of substandard
care in Australia’s aged care system is inexcusable. Swift and deliberate action is needed
to fix this situation for the current generation of older people and for future generations.

3.5.1

Administrative data and research

In reaching my conclusions on the extent of substandard care, I have considered
a number of data sources.
Through the life of our inquiry, a substantial amount of administrative data was obtained
from government bodies and we supplemented this with publicly available data.
This has included:
• Aged Care Complaints Data—quantitative data on the number of complaints

submitted to the Australian Government about aged care services, 1 July 2014
to 30 June 2020

• Aged Care Accreditation Data—quantitative data on the number of times accreditation

activities were carried out and the outcomes of these activities and on whether service
providers were unable to meet specific accreditation standards during two separate
periods, 1 July 2014 to 30 June 2019 and 1 July 2019 to 30 June 2020

• Aged care compliance data—quantitative data on the number of times aged

care services were sanctioned or issued a notice of non-compliance, 1 July 2014
to 30 June 2020

• Compulsory Reporting data on assaults and unexplained absences—quantitative

data on the number of times residential aged care facilities reported allegations of
assault, and missing residents, 1 July 2014 to 30 June 2020

• National Aged Care Mandatory Quality Indicator Program data—quantitative data

on the number of times residential aged care services had residents who had
experienced a pressure injury, significant or consecutive weight loss or physical
restraint, 1 July 2019 to 30 June 2020

• Consumer Experience Report Data—qualitative interviews about people’s

experiences of aged care based on responses to 10 questions, 1 May 2017
to 17 July 2019

• Victorian Public Sector Residential Aged Care Service Quality Indicator Data—

quantitative data on the number of times residential aged care services had residents
who had experienced a pressure injury, significant or consecutive weight loss,
or physical restraint, 1 October 2006 to 30 June 2020.
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• State and Territory Health departments—quantitative data on hospital admissions

and emergency department presentations for people aged 65 years or over,
1 July 2013 to 30 June 2019

• Medicare and Pharmaceutical Benefits Scheme data—quantitative data on the

proportion of the population that accessed mental health services and mental health
prescriptions, 1 July 2018 to 30 June 2019

To supplement this material, we generated our own data. At the commencement of this
inquiry, Commissioner McGrath and I invited all approved Australian aged care service
providers to take part in a Service Provider Survey.410 As part of the survey, providers were
asked to report on occasions of substandard care and complaints about substandard care
over the five-year period from 1 July 2013 to 30 June 2018.
I have also considered qualitative data on the public submissions people made to us.
Of the 10,197 submissions we received (excluding submissions in response to Counsel
Assisting’s final submissions), 9282 (90.6%) were within our Terms of Reference.
Submitters themselves could code their online submissions (which made up 48% of all
submissions) as relating to one or all of the Terms of Reference. The staff of the Office
of the Royal Commission performed additional coding to ensure that online submissions
and those received through other channels were within our Terms of Reference and could
be categorised into different areas of care (although many submissions discussed more
than one area of care).
The following approach was taken to analysing the data:
• identifying year-on-year trends and points of comparison where available
• taking account of changes to data collection practices, such as when the

accreditation and compliance data changed according to the changes in
the Aged Care Quality Standards

• exploring factors that led to service providers receiving high numbers of

complaints, or being subject to high levels of regulatory or other activity

• categorising the data by organisation type (for-profit / not-for-profit / government),

size (small, medium and large) and location (regional / remote / metropolitan).

To supplement this analysis, significant mixed methods research were commissioned.
The National Ageing Research Institute, in partnership with Ipsos and the Social Policy
Research Centre of the University of New South Wales, was engaged to undertake two
large surveys of residential aged care residents and people receiving home care or respite
care, or their proxies. These surveys explored the prevalence of aspects of substandard
care and reasons that incidents of substandard care go unreported; people’s satisfaction
with their care; and people’s views on their quality of life. The first survey was of people
receiving residential aged care in January–March 2020 and the second was of people
receiving home and respite care in 16 April 2020–4 June 2020.411
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Both research projects adopted rigorous methodologies, including using validated survey
tools, a large sample size, and representative samples with good response rates. These
studies confirmed the other evidence and data I have considered. They showed that 33%
of people who received residential care, 44% of people who accessed home care, 51% of
people who received community respite care, and 46% of people who received residential
respite believed that one or more of their care needs, across a number of areas, were
sometimes, rarely or never met.412 Analysis of this data by Flinders University indicates
these figures worsen—that is, more people’s needs were only sometimes met—when the
adequacy of complaints handling was taken into account for home care and residential
care.413 I discuss these results in more detail below.
The University of Queensland was commissioned to conduct an analysis in 2020 of the
costs of delivering quality of care in residential aged care. The study considered clinical
health outcomes of residents, process accreditation standards, regulatory compliance data
and sanctions, and service experience indicators.414 The study divided residential aged
care services into three different bands based on available linked administrative data—
higher quality, middle quality and lower quality.415 This study also used rigorous research
methods. It provides a tool to compare trends between providers, including different types
of providers. It suggests that government and not-for-profit providers perform better than
private providers, as do small providers compared to larger providers.416 Again, I discuss
this research in detail below.
The commissioned research is published on the website for the Royal Commission.

3.5.2

Poor quality data

Defining and measuring substandard care is challenging. While Commissioner Pagone
and I have obtained and made use of research and administrative data to gain an
understanding of the extent of substandard care in the sector, this has taken a large
amount of effort and resources.
There will naturally be limitations to what administrative datasets can reveal. They were
not designed for the purpose of measuring substandard care. Administrative datasets are
created when governments complete functional tasks. These tasks may involve making
payments to people or service providers, processing complaints and reports, or performing
accreditation activities. The collection of data is often a secondary benefit. This means that
these datasets are not usually validated or standardised.
In my analysis, I identified issues with both the collection and validation of the data in
administrative datasets. Some relied on self-reporting by members of the public or having
members of the public respond to non-validated surveys or questions. This means that
issues such as English language proficiency, technology savviness, and knowledge of how
to navigate the aged care system can affect responses. Complaints data and Consumer
Experience Report data may not be representative of the extent of problems within the
aged care sector. I cannot underestimate the effect that fear of reporting might have on
respondents, specifically for those who might be worried that providers would treat them
poorly, following a report.
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There are also problems with data that relied on self-reporting by service providers.
Responses to the Service Provider Survey were highly variable. We observed similar trends
in data on national aged care quality indicators, assaults and unexplained absences,
which showed subjectivity in what providers understood to be reportable incidents. Some
providers clearly took much too restricted a view of what ought to be reported. With
assault data, we also recognise that vulnerable older people may face significant barriers
to reporting an assault to their provider, especially if it was at the hands of a staff member.
Cultural representation in data collection is another point of concern. The Residential Care
Survey had an under-representation of culturally and linguistically diverse residents and
Aboriginal and Torres Strait Islander people. Their views on quality of life and satisfaction
with their care might have been different from the general experience represented in the
survey results.
A final comment on the limitations of datasets relates to the availability of data for aged
care services that operate in the home and community, or through flexible programs.
We know that the Australian Department of Health and the Aged Care Quality and Safety
Commission are taking some steps to address this, although they are at an early stage
of development. In 2019, the Aged Care Quality and Safety Commission pilot-tested
Consumer Experience Interviews and Reports in home care settings. We also know that
the Department of Health is exploring options for a Serious Incident Response Scheme
within home care.417
The research we have commissioned provides a good indication of the extent of
substandard care. But the system needs to be able to identify substandard care on an
ongoing basis. The process we have undertaken to measure the extent of substandard
care reinforces our view that the poor quality of data in the Australian aged care system
is systemic.

3.5.3

Extent of high quality care

Some people report having positive experiences of aged care. We have received
many examples of good practice throughout our inquiry and they should be celebrated.
We recount some of these in the introduction to this volume.
Of the public submissions we received that were within our Terms of Reference, less than
2% (174) were positive about aged care and 11% (983) described a mix of positive and
negative experiences. Of these submissions, 56% were written by older people, or their
family and friends. I acknowledge that people who were happy with aged care services
may have been less likely to engage with us. It is important to recognise excellent work
being done by many individuals and providers within a difficult system.
The National Ageing Research Institute surveys, which I discuss in more detail below,
highlighted that some people were happy with all aspects of their care. These surveys
found that 28% of people who received residential care, 27% of people who accessed
residential respite, 23% of people who accessed a Home Care Package, and 14% people
who accessed Commonwealth Home Support Programme respite services said they
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‘always’ received care that met their needs across all areas of care within the survey.418
However, when data about the adequacy of complaints handling was taken into account,
the number of people whose care needs were always met was lower.419
The Australian Department of Health has cited the Consumer Experience Reports to
support its view that people living in residential aged care are satisfied with their care.420
The Consumer Experience Report data (2017–19) does suggest that people’s experiences
in residential aged care are generally positive, although these reports may not be
representative. The approach to coding these reports is such that if a respondent said ‘most
of the time’ or ‘always’, this was considered a positive response. In our view, feeling safe or
respected ‘most of the time’ is not good enough.421 The former Secretary of the Australian
Department of Health, Ms Beauchamp, agreed that for some aspects of quality care ‘most
of the time’ or less than 100% is not at all an acceptable result.422 For example, for the
question ‘do you feel safe here’, 17% responded ‘most of the time’ and 81% responded
‘always’.423 Similarly, 24% responded ‘most of the time’ when asked if staff treat them with
respect and 28% answered ‘yes’ when asked if staff meet their health care needs.424
I also hold concerns about the quality of these interviews. In addition to factors such as
service size, English proficiency and who responded to the survey (resident or proxy),
a significant limitation to this dataset is the potential impact of what is known as ‘social
desirability bias’—where survey respondents choose responses that are socially acceptable
rather than the response that accurately reflects their experience. This may have influenced
the residents’ willingness to report negative experiences in residential facilities, specifically
for residents who might feel disempowered or afraid of retaliatory action if they report
negative experiences. For these reasons we are pleased that since 9 December 2019 the
Aged Care Quality and Safety Commission is exploring options for Consumer Experience
Interviews to become part of ongoing monitoring rather than part of site audits.425 We expect
that these surveys in the future will address the concerns we have raised.
The National Ageing Research Interview surveys and the Consumer Experience Reports
suggest that some people have a high degree of satisfaction with the quality of aged care.
But it is also true that many people do not and that these surveys may underestimate the
proportion of dissatisfaction due to comparatively low expectations of care and reluctance
to raise issues.

3.5.4

Extent of substandard care

At least 1 in 3 people accessing aged care services have experienced substandard care.
There are a number of data sources that I have used to inform my understanding of the
extent of substandard care. In the Interim Report, Commissioner Tracey and I outlined
expert evidence on the extent of substandard care.426 This included evidence that 22–50%
of people in residential aged care were malnourished;427 75-81% were incontinent;428
pressure injuries occur in a third of the most frail residents towards the end of their
lives;429 and 61% were regularly taking psychotropic agents—with 41% prescribed
antidepressants, 22% antipsychotics and 22% benzodiazepines.430 Building on this,
I have examined a number of additional data sources below.
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Experiences of people in care
The National Ageing Research Institute surveys of people receiving aged care are the most
direct measure of substandard care available to us. These surveys asked people receiving
aged care or their proxies about different areas of quality care, including whether they
were treated with respect and dignity, being supported to make one’s own decisions about
care and services, receiving care from appropriately skilled staff, receiving supports for
daily living that met their health and wellbeing needs, and being supported in their social
relationships and connection.
The National Ageing Research Institute surveys of older people receiving care suggested
that 1 in 3 people using residential care (33%), over 2 in 5 people using home care (44%)
and residential respite care (46%), and over 1 in 2 people using community respite care
(51%) believed that one or more of their care needs, across a number of areas, were
sometimes, rarely or never met (see Table 1).431 These areas of care covered dignity and
choice, being involved in making one’s own decisions about care and services, having
appropriately skilled staff providing care, receiving appropriate personal and clinical
care for their health and wellbeing, and being supported in their social relationships
and connections. These areas of care align with the elements of our definition of high
quality care.
The people surveyed by the National Ageing Research Institute may also experience
occasions of good or high quality care, but they experience substandard care more often
than is acceptable. As the authors of the report noted, this is ‘a significant minority whose
needs are not met to a considerable extent’.432 They summarised their results in relation to
residential aged care in the following terms:
If it is believed that RACFS [Residential Aged Care Facilities] should meet the needs of each
resident all of the time, then nearly 75% of residents feel that some aspect of the quality of
their care and service is failing them in one or more areas. If it is instead believed that RACFs
should only be required to meet the needs of each resident most of the time, then around
33% of residents feel that some aspect of the quality of their care and service is failing them.

The authors made similar observations in relation to home care, Commonwealth Home
Support Programme respite services and residential respite care, although with even
higher levels of care needs not being met.433
On a conservative reading of these results, at least 1 in 3 people in residential care,
and more people receiving other types of care, receive care that does not meet their
needs too often. In short, too many people are receiving substandard care too often
and too few people are receiving high quality care often enough.
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Table 1: Percentage of clients who felt their care needs were
met across six domains of quality care, in a survey of people
receiving aged care434
Care type

% of clients answering in all areas#
‘always’
in all areas

at least ‘mostly’ in all
areas (but excluding
‘always’ in all areas)

‘sometimes’
or less in
any area

Home Care Package clients

23.4

32.5

44.1

Commonwealth Home
Support Programme
respite clients

14.1

35.2

50.7

Residential respite clients

26.9

27.4

45.7

Residential care clients

27.6

39.0

33.4

Source: National Ageing Research Institute, Inside the system: aged care residents’ perspectives, 2020.
# Excludes responses to the complaints related domains in the survey and excludes ‘don’t know’ answers.

Results of the quality of care questionnaire in residential aged care showed that 7% of
residents felt they were only sometimes, rarely or never treated with respect and dignity.
A total of 13% said they only sometimes, rarely or never received the support to make
their own decisions about the care and services they received and 16% said they only
sometimes, rarely or never received care and support from appropriately skilled and
trained staff. A total of 8% said they only sometimes, rarely or never received the support
and services they felt were important for their health and wellbeing and 17% said they
only sometimes, rarely or never felt supported in maintaining their social relationships
and community connections.435
Two-thirds of the surveyed residents identified at least one main concern with the care
that they received. Of all surveyed residents, the two most common concerns related to
staff (47%) and services and fees (40%).436 Concerns about staff included understaffing,
high turnover, and staff members not answering call bells. Concerns about services
and fees related to poor food and catering, feelings of loneliness and boredom, and the
quality of laundry services. Just over one-quarter of residents (26%) had concerns related
to their medical and health care.437 These included falls and fall prevention, medication
management and access to medical professionals (including general practitioners and
dentists). Almost one-quarter of residents (24%) expressed concerns about dignity and
respect, and 18% had concerns about being given choice.438 These concerns included
feeling forced to be dependent on staff or wear continence pads, being treated like a child
or shouted at by staff members, not having specific care needs thought about or listened
to, and lack of choice about timing of meals, personal care and lifestyle activities.439
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From the home care component of the home and respite care survey, 6% of the
respondents said that they were sometimes, rarely or never treated with respect.
Responses for other care areas were less positive, with 31% of respondents saying that
they were only sometimes, rarely or never supported to maintain their social relationships
and connections with the community. About 15% of respondents said that they were
sometimes, rarely or never supported to make their own decisions about care and services.
Close to 13% of respondents said that they sometimes, rarely or never received care and
support from aged care staff with appropriate skills or training.440
Three-fifths of the home care respondents identified at least one main concern.441 The
most common concerns related to finance and administration (45%) and staff (33%).
Concerns about finance and administration included value for money, service coordination
and rostering, and transparency around fees and charges. Concerns about staff included
continuity, training, poor communication, punctuality and cancellations, and staff attitude.
Concerns about choice were raised by 27% of respondents, covering lack of clarity
about entitlements, inability to negotiate costs or choose who provides care, and lack
of activities to choose from. A further 21% raised concerns about services including
domestic assistance and transport, and 16% raised concerns about personal or medical
care, including mobility and falls prevention and access to other health professionals
(for example, allied health).442
For respondents who accessed residential respite services or Commonwealth Home
Support Programme respite services, 10% and 4% respectively said they were sometimes,
rarely or never treated with respect. Of particular concern, 25% of people who accessed
residential respite and 24% of people who accessed Commonwealth Home Support
Programme respite services said they were sometimes, rarely or never supported to make
their own decisions about care and services. A total of 28% of people who accessed
residential respite and 30% of people who accessed Commonwealth Home Support
Programme respite services said they were only sometimes, rarely or never supported
to maintain their social relationships and connections with the community.
About two-thirds of people who accessed residential respite identified at least one main
concern.443 The most common concerns related to services and fees (39%) and staff
(31%). Concerns about fees and services included feeling lonely or bored, food catering
and dining experiences and availability of interesting lifestyle activities. Concerns about
staff included understaffing, call bells not being answered, communication issues and
adequacy of training. A total of 29% raised concerns about medical and health care
including medication management, and access to and quality of allied health. A total of
28% raised concerns about choice, including lifestyle activities and choices about personal
care. A total of 27% raised concerns about respect and dignity including not being allowed
to do certain things, needs and wishes not being considered and being treated like a child.
A further 25% raised concerns about their room, 19% raised concerns about the facility,
and 18% raised concerns about personal care.444
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Similarly, about two-thirds of people who accessed Commonwealth Home Support
Programme respite services identified at least one main concern.445 The most common
concerns related to finance and administration (47%) and staff (31%). Concerns about
finance and administration included value for money, service coordination and rostering
and transparency about fees and charges. Concerns about staff included continuity,
training, punctuality and cancellations and communication. Concerns about services were
raised by 30% of respondents, including loneliness and boredom, transport, and being
connected with the community. A further 29% raised concerns about choice, including not
being about to choose when and how services are provided, lack of activities to choose
from, and lack of clarity about entitlements. A total of 24% raised concerns about the
respite facility, 11% raised concerns about personal or medical care, and 10% raised
concerns about dignity and respect.446
The survey results across the six domains of care are indicative of significant levels of
substandard care across all four respondent groups. The data on concerns adds more
detail and context to build my understanding, with at least three-fifths of respondents
across all care types having at least one main concern. I acknowledge that not every
type of concern raised was indicative of substandard care—for example, value for money
concerns or concerns about transparency of fees and charges may not be a reflection
on the quality of care. However, the vast majority of concerns raised were either directly
indicative of substandard care—such as medication management, falls and fall prevention,
and all other concerns about medical and personal care, a lack of choice, being treated
like a child, concerns about food, loneliness or boredom, and access to medical services—
or were about concerns that often lead to substandard care such as understaffing, staff
training, continuity of staff, unanswered call bells, communication issues, lack of clarity
about entitlements, and inability to make choices about care.
The representative sample of respondents reached by these surveys captures the
experiences and impressions of people accessing the aged care system. Sadly, the survey
results are consistent with the evidence of direct experience witnesses, and stories told to
us in community forums and submissions. They indicate inexcusable levels of substandard
care in Australia’s aged care system.

Complaints
The dataset relating to formal complaints provides an opportunity to identify individual
instances of substandard care. Residential aged care services are over-represented in
complaints data compared with home care, home support (the Commonwealth Home
Support Programme) and flexible care (see Figure 1). In 2019–20, 74% of all complaints
were associated with residential care.447 In 2019–20, there were an average of 2.59
formal complaints made to the Aged Care Quality and Safety Commission per 100
people receiving permanent residential aged care.448 This equates to an average of
2.33 complaints raised per residential service.449
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Far from overstating the extent of substandard care, accreditation data is likely to
understate the extent of substandard care being provided. In the IRT William Beach
Gardens Case Study, Commissioner Tracey and I found that IRT William Beach Gardens
failed to provide appropriate care to Ms Shirley Fowler in relation to the detection of her
contractures, had failings in record keeping and documentation in relation to wound charts
and allergies, and had unacceptably provided her with food containing lactose.465 The
provider was, during the relevant time, assessed by the regulator as meeting all of their
expected outcomes and was deemed to have met 44 out of 44 expected outcomes.466 This
was not an isolated occurrence. Mr Clarence Hausler was subject to a series of degrading
assaults at Japara Mitcham in 2015.467 Japara Mitcham was audited in 2015 and 2016
and on both occasions was assessed as meeting 44 out of 44 expected outcomes.468
While a finding of non-compliance is necessarily limited to the date(s) of the audit, the
evidence before us shows that, at least on some occasions, a non-compliance finding
on a particular date may reveal a longer period of non-compliance and substandard care
for a period of time leading up the date of the audit. On 18 October 2018, the regulator
determined that the Bupa South Hobart residential service did not meet 32 of the 44
expected outcomes.469 Evidence before us showed that Bupa had conducted its own
internal ‘mock audit’ between 22 and 24 February 2016 which examined Bupa South
Hobart’s compliance with the same expected outcomes.470 In the mock audit, Bupa South
Hobart had failed to meet a number of the same outcomes that the later official audit
assessed it as failing. Therefore, the period of non-compliance may have extended
back at least as far as the mock audit in February 2016.
Accreditation data shows significant non-compliance by aged care providers with
expected standards, which is likely to be indicative of substandard care. However,
this data is not a comprehensive measure of substandard care.

Service provider survey
The service provider survey showed that the amount of substandard care reported
by residential aged care providers was higher than that identified by accreditation
and complaints data. The survey confirmed that there is not a shared understanding
of substandard care. My analysis focused on residential care, where 81% of providers
responded, because of low response rates in other areas of care.471
In responses to the service provider survey, residential aged care providers reported
a total of 272,546 incidents of substandard care for the five-year period to June 2018.
For the 2017–18 financial year, residential aged care providers reported an average of
260 occasions of substandard care per 1000 people receiving permanent residential care.
The service provider survey leads to the conclusion that residential aged care providers
in Australia have widely varying understandings of what ‘substandard care’ means.472 For
example, one provider reported that a resident’s friend being unhappy with the way he was
informed of the resident’s passing was an incident of substandard care. Other providers
applied a more restrictive definition, capturing far fewer incidents of self-identified
substandard care.473
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At one end of the spectrum, a residential care provider reported over 15 occasions of
substandard care per resident over a five-year period from 1 July 2013 to 30 June 2018
while at the other end a different residential care provider reported 0.01 occasions of
substandard care per resident over the same period.
My review of the material provided suggests that neither of these figures is likely to be a
true representation of substandard care. The residential care provider that reported the
higher figure appears to have taken a broad view of substandard care. This is a good thing,
as it means that they are proactively identifying and addressing issues, but is unfair to
them in making direct comparisons. In contrast, the provider identifying 0.01 incidents
per person receiving care is likely to be using a very high bar for ‘substandard care’, which
may indicate a defensive approach that does not seek opportunities for improvement.

Public submissions
Of the 9282 public submissions within our Terms of Reference (excluding submissions
made in response to Counsel Assisting’s final submissions), 74% (6831) related to
residential aged care and 23% (2153) addressed care in the home or community, including
12% (1124) that addressed both home and residential care. The remainder of the
submissions related to other aspects of aged care.
A total of 77% of the submissions within our Terms of Reference highlighted concerns,
complaints and problems, and a further 11% included a mix of positive and negative
experiences. Submissions that were neither positive nor negative accounted for 11% of
the total, while less than 2% were about the positive experiences people had with the
aged care system.474 Of the 77% of submissions that raised only concerns and complaints,
many areas of care were raised including workforce issues, provider governance,
communication difficulties and social and clinical direct care. Direct social and clinical
care concerns included:
• neglect (28%)
• clinical care (28%)
• dignity (27%)
• medication (26%)
• control (25%)
• nutrition (24%)
• dementia care (24%).475

Over two in five (42%) of the online public submissions within our Terms of Reference were
marked by their submitter as relating to substandard or unsafe care. This likely understates
the proportion, as we know that the term ‘substandard care’ is not well understood in
either the aged care sector or the wider community. For example, 32% of the online
public submissions that referred to abuse or neglect were not marked by their submitters
as substandard care. This was also the case for some submissions that described other
issues we would generally consider to be substandard care, such as use of restraint (39%).
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The purpose of our public submissions was not to provide conclusive data about the
extent of substandard care. However, the remarkable response to our call for submissions
demonstrates extensive community experience of, and concern about, substandard care
in Australia.

3.5.5

Low expectations of care

I am concerned that substandard care might sometimes be accepted as normal and that
some people have low expectations of care. This is apparent from the National Ageing
Research Institute’s findings in relation to concerns and complaints. Very few respondents
who had concerns about their care used the formal complaints handling processes. This
is also evident in the administrative complaints dataset discussed above, which shows a
relatively low rate of external complaints in home care, home support (the Commonwealth
Home Support Programme) and flexible care compared with residential care.
Even though two-thirds of people in residential care had at least one main concern, just
under half of those main concerns were not shared with anyone.476 The main reasons
people in residential care did not share concerns were because they believed they were
‘too minor’ to report or they felt that ‘nothing would change’ if they were reported.477
However, these included things we consider to be substandard care, such as being hurt,
shouted at by staff members, or treated roughly. It also suggests that older people may
be prepared to accept quite low standards of care.
Just over 30% of the main concerns raised by home care respondents were not shared
with anyone.478 People receiving Home Care Packages said that the main reasons that
they did not report concerns were: they ‘did not think anything would change’ (17%);
the concern was ‘too minor’ (14%); or they ‘didn’t want to be a nuisance or make a fuss’
(14%).479 However, these unreported concerns included key indicators of substandard
care, including continuity of staff and staff training, and matters suggestive of a lack of
choice and control, including value for money and lack of clarity about entitlements.
With respect to the two respite care programs, 40–42% of main concerns were not
shared with anyone.480 The most common reasons for not reporting concerns among
Commonwealth Home Support Programme respite and residential respite clients were:
the client was ‘only there for a short time, not worth complaining’ (70%–72%); the client
had ‘no capacity to complain’ (19%–25%); or the client ‘didn’t want to be a nuisance
or make a fuss’ (9%–22%).481 These unreported concerns included key indicators of
substandard care including complaints about staff training, understaffing, loneliness
and boredom.482
All of this data suggests that some people receiving aged care services have low
expectations of aged care, and may therefore put up with substandard care because
they do not expect any better. It is important that people receiving aged care understand
that they are entitled to high quality care and that they are encouraged to speak up when
care is not up to scratch.
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The number of allegations of sexual assault have increased over the past six years
in line with overall assaults. There were 426 allegations of sexual assault in 2014–15,
which increased to 851 reports in 2019–20.488 This is deeply concerning.
This increase in the reporting of allegations of assault, including sexual assault, was
far greater than could be accounted for by the increase in permanent residents over the
same time period. Many of these reports alleged serious instances of substandard care,
with the accused abusers consisting of staff members, family members and strangers.
The number of reportable assaults may be underestimated due to some poor reporting
practices. A representative for Japara Mitcham explained that an incident had not been
reported because she considered it to be ‘rough handling’ rather than assault, despite
evidence from the Chief Executive Officer of Japara that ‘there are no separate criteria
applied in distinguishing rough handling from reportable assaults’.489
The actual rate of assaults is likely to be much higher than is captured in this data because
not all assaults are required to be reported. Allegations of assault where the victim is a
staff member, family member or other non-resident are not included within the data. Most
significantly, the reporting requirement does not apply if the alleged perpetrator is a fellow
resident with a diagnosed cognitive or mental impairment and the provider puts in place
arrangements to manage the alleged perpetrator’s behaviour.490 Yet, we know that over
half of all permanent residents had a diagnosis of dementia in 2019 (53%).491 Instances of
this type of assault could be indicative of poor care for people with complex behaviours.
As an example, the residential care service with the highest number of reports in 2018–19
(42 reports during the year) reported allegations of abuse that involved residents with a
diagnosed cognitive impairment.492 The residential service explained that it had an internal
policy to report all assaults affecting residents, even if these assaults were exempt from
reporting. In contrast to this conscientious reporting, many other providers only report
those assaults they are required to report. For example, between 10 July 2015 and 6
February 2019, Oberon Village recorded 82 assaults in its reportable assault register. 493
Only 10 of these were reported to the Australian Department of Health. The remaining
72 assaults involved residents with a diagnosed cognitive impairment, making them
exempt from reporting requirements.
In 2019, the Australian Department of Health engaged consultancy firm KPMG to complete
an analysis of assault data submitted by 178 residential aged care services. Its analysis
found that resident-on-resident assaults were significantly more prevalent than suggested
by publicly available figures.494 KPMG estimated that 26,960 to 38,898 physical and/or
sexual assaults per year were occurring that were exempt from reporting across
Australia.495 When these estimates are added to the existing assault allegations for the
2018–19 financial year, the incidence of assaults increases from 2.16 to 13–18 per 100
residents.496 This is much higher than the incidence of 2.4% for allegations of assault
reported by people over 15 years of age who live in the wider community.497 Alarmingly,
the KPMG report indicated that as many as 1730 additional reports of sexual assault
may result if a broader definition of reportable assault was applied.498
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We heard that in some cases family members encourage their loved ones to move
into residential care because they felt that it would be safer for them or because safety
was a concern.499 But on the contrary, people living in residential aged care likely face
a much higher risk of assault than people living in the community.

3.6.2

Quality indicator data

The National Aged Care Mandatory Quality Indicator Program data provides some insight
into the extent of substandard care in some areas—restraints, pressure injuries and
unplanned weight loss—in residential aged care. This program became mandatory for all
residential aged care providers from 1 July 2019. In Victoria, government-run residential
aged care facilities have been required to report on quality indicators since 2006.500
National quality indicators are reported publicly as an incidence per 1000 days in care.501
In reality, not all residents are assessed, but their days in care are still counted, potentially
resulting in underestimates. Using number of days in care also implies residents in a facility
are assessed every day, however those that are assessed are only checked one day a
month for restraints and once per quarter for pressure injuries.502 Where possible, to assist
with clarity, we have calculated and expressed national quality indicator data as an average
per 100 people receiving residential care or as a proportion of people receiving residential
care.503 We have used the denominator of ‘1000 days in care claimed from the Australian
Government’ in reporting on restraint because reporting on number of actual residents
assessed was not available.
Not all instances of physical restraint, pressure injury and unplanned weight loss represent
instances of substandard care. Generating accurate quality indicator data relies on staff
members having the ability and time to make the observations. As a result, quality indicators
data may underestimate the total number of incidents. Professor Sussman and Ms Ryan
of Wounds Australia said that some staff lack the knowledge and skill to recognise a
deteriorating wound or wound of concern, leading to a lack of wound diagnosis.504

Physical restraint—quality indicator data
The mandatory national quality indicators include two measures for physical restraint. One
is ‘intent to restrain’, which refers to whether a resident’s movement has been intentionally
restricted by the use of a device, removal of mobility aid, use of physical force, or actions
that limit the resident to a particular environment. The second measure is ‘physical restraint
devices’. This refers to a device that can impede a person’s movement, which may include
bedrails, chairs with locked tables, seatbelts other than those used in active transport,
safety vests, shackles and manacles.505
The use of physical restraint is too high at a national level across the aged care sector.
This is clear when comparing the national quality indicators data with the Victorian quality
indicator data on restraints. As noted, Victorian public sector residential aged care services
have been collecting quality indicator data, including on restraint, for over 10 years.
This is collected in a similar fashion to the national data.
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In the last quarter of 2019–20, the national quality indicator data showed there was an
average of 6.79 observations of pressure injuries per 100 residents assessed (or 11,988
observations out of 176,657 residents). Of these, 42% (5027) were recorded as stage 1
pressure injuries, 42% (5077) as stage 2 pressure injuries, 6% (718) as stage 3 pressure
injuries, 2% (248) as stage 4 pressure injuries, 5% (596) as un-staged pressure injuries
and 3% (322) as deep tissue injuries. The total number of pressure injuries reported did
not change significantly over the 2019–20 financial year.511 We are concerned by the
prevalence of pressure injuries in residential aged care throughout Australia. The persistent
reports of stage 3, 4, and un-staged or deep tissue injuries are of particular concern.

Unplanned weight loss—quality indicator data
There are two measures for weight loss recorded through the National Aged Care
Mandatory Quality Indicator Program: ‘significant unplanned weight loss’ and ‘consecutive
unplanned weight loss’. Significant unplanned weight loss involves a resident losing three
kilograms of weight or more over a three-month period. Consecutive unplanned weight
loss involves a resident experiencing consecutive weight loss over three successive
months. Exclusions apply for residents who are in hospital, receiving respite care or
receiving end-of-life or palliative care.
In the last quarter of 2019–20, a total of 8% of people assessed experienced significant
unplanned weight loss (13,239 out of 165,560 people). In the same period, 8% of those
assessed experienced consecutive unplanned weight loss (12,820 out of 161,496
people).512 The proportion of residents that experienced significant unplanned weight
loss and consecutive unplanned weight loss fluctuated throughout 2019–20. Significant
unplanned weight loss is generally an indication of substandard care, and data about its
prevalence builds on the evidence about problems with food and nutrition we explored
earlier. This is an area requiring substantial improvement across the aged care sector.

3.6.3

Medication management

There is no current medication management quality indicator. The Australian Government
has announced plans to introduce a medication management quality indicator for
residential care with effect from 1 July 2021.513
Analysis from the Australian Institute of Health and Welfare identified that medications
such as antipsychotics that cause sedation were frequently used in residential care,
especially when compared with use for people who were receiving aged care in their
homes. It found that in 2016–17, over 1 in 4 people in residential care were dispensed an
antipsychotic medicine.514 Comparatively, fewer than 1 in 12 people who received home
care services had an antipsychotic prescription dispensed, and only 1 in 25 people who
received home support had an antipsychotic prescription dispensed.515 Unless people
have been prescribed these medications in accordance with clinical criteria and guidelines,
we consider that this constitutes chemical restraint.516
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at least once in 2018–19, and 31% of residents were admitted to a public hospital
at least once.520 The dataset shows some people are being hospitalised for reasons
that are potentially preventable. For example, in 2018–19:
• 10.5% of residents had one or more hospitalisations for a fall
• 5.4% of residents had one or more hospitalisations for a fracture
• 1.9% of residents had one or more hospitalisations with weight loss/malnutrition
• of the residents with a dementia diagnosis, 4.1% had a hospitalisation

with dementia or delirium

• 0.5% of residents had a hospitalisation for an adverse medication event
• of the residents entering or re-entering an aged care facility from hospital,

22.2% had an emergency department re-presentation within 30 days

• 3.4% of residents had one or more hospitalisations with a pressure injury.521

This dataset is the first time residential aged care data has been linked to hospital data
for all States and Territories. We are unable to draw specific conclusions about the extent
of substandard care from this data alone, but over time it has the potential to be a useful
quality indicator. There is significant variability in hospitalisation rates between residential
aged care facilities, even after accounting for differences in resident age, gender and health
conditions. This suggests the data could be used to identify facilities at risk of delivering
poor quality care, as well as enabling facilities to compare their performance.522 It will also
assist in establishing benchmarks for acceptable rates of transfers to hospital for particular
conditions.

3.6.5

Staffing data

Accreditation data for residential aged care services shows that the most common outcome
that was not met in 2018–19 related to ‘human resource management’. Many of the other
outcomes that were frequently not met, including clinical care, behavioural management
and medication management, can also be linked to staffing levels and skills. Incidents
of substandard care are often associated with understaffing or poorly trained staff.
While issues with staffing were not as clearly reflected in accreditation data for home
care services, data from the National Ageing Research Institute’s home and respite
care survey indicated that one-third of respondents (33.4%) had concerns about staff,
including continuity of staff (18.0%) and staff not being adequately trained (15.0%).523 In
their residential care survey, about 46.7% of residents had concerns about staff, including
understaffing, unanswered call bells, high rates of staff turnover, and agency staff not
knowing the residents and their needs.524 A total of 41% had experienced times when
they were not satisfied with the amount of time that staff spent with them.525 Inflexibility
in staff care routines was noted by 44% of residents.526
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In 2019, Commissioners Tracey and Briggs commissioned research on residential aged
care staffing levels by the University of Wollongong. This research found that when
Australian staffing levels were compared to benchmarks set by comparable countries such
as the United States, more than half of Australian aged care residents (57.6%) were living
in residential aged care facilities with what the authors considered to be unacceptable
levels of staffing.527

3.6.6

Extent of substandard care in particular
provider types | Commissioner Briggs

The extent of substandard care varies across different provider types, including the
organisation type—for-profit, not-for-profit, government—as well as the size of the provider
and type of service provided. Differences between service types are discussed elsewhere
in this chapter. Here, I focus on differences between residential aged care providers by
organisation type and size, noting that there are some differences in resident demographics
within different organisation types. It is not possible to draw a strong link between care
quality in home care settings and the type of aged care provider. This is unsurprising given
the lack of quality data in the home care setting. There is also insufficient data to draw
conclusions about the extent of substandard care in flexible care settings.

Organisation type
In residential aged care, government-run service providers perform better on average than
both for-profit and not-for-profit aged care providers. The University of Queensland study
on the costs of delivering care concluded that government-owned facilities were more
likely to be higher quality facilities (Q1), with for-profit providers overrepresented in the
lower quality (Q3) group, followed by not-for-profit providers.528 This is outlined in Table 2.

Table 2: Number and proportion of residential services across
different quality levels by service provider type529
Quality levels
Service provider type, n (%)

Q1

Q2

Q3

Total

Not-for-profit

207 (13%)

1,273 (78%)

162 (10%)

1,642 (100%)

For-profit

35 (4%)

793 (82%)

132 (14%)

960 (100%)

Government

60 (24%)

166 (68%)

19 (8%)

245 (100%)

Total

302 (11%)

2,232 (78%)

313 (11%)

2,847 (100%)

Q1: quality level 1; Q2: quality level 2; Q3: quality level 3
Source: University of Queensland, The cost of residential aged care, 2020.
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These findings were broadly consistent with the National Ageing Research Institute
surveys. The Residential Care Survey highlighted that for-profit aged care services had
poorer performance in terms of residents’ satisfaction with their lives and the care that
they received. Residents with the greatest number of concerns were living in for-profit
residential care services. Strikingly, life satisfaction was highest in government-run services
(with an average of 8.5 out of 10), followed by not-for-profit (7.9) and then for-profit (7.0).530
A review of accreditation data also supports the suggestion that government-run providers
generally do better than other services in residential aged care. In 2018–19, a higher
proportion of for-profit residential aged care services (18%) did not comply with the
applicable accreditation standards during unannounced site visits when compared
with government-run (13%) and not-for-profit services (16%).531
Government residential care services were also less likely to have a finding of serious
risk made against them. These findings are made when there is a potential failure in the
standard of care that may place a person’s safety, health or wellbeing at risk. In 2018–19,
a higher proportion of unannounced site visits conducted at for-profit residential aged care
services (7%) resulted in a serious risk decision compared with those in government-run
(4%) and not-for-profit (5%) residential care services.532
Aged care compliance data also indicates that for-profit residential services were overrepresented among those that received sanctions. In 2018–19, the Australian Department
of Health issued 53 Notices of Decisions to Impose Sanctions to residential aged care
approved providers.533 Twenty-eight of these notices were issued to for-profit residential
care providers, 24 to not-for-profit providers, and one to a State Government-run
provider.534 Though the majority of notices (53%) were issued in relation to services run
by for-profit residential care providers, they represented only 33.9% of total residential
care services in 2018–19.535
Government-operated residential aged care services were on average less likely to have
residents affected by pressure injuries. In the first quarter of 2018–19, an average of 7.21
pressure injuries were observed per 100 residents assessed in government-operated
residential care services. For-profit residential aged care services observed an average
of 8.23 pressure injuries per 100 residents assessed, and not-for-profit residential aged
care services observed an average of 8.44 pressure injuries per 100 residents assessed.
Similar findings applied to weight loss, with people living in government run residential
aged care services on average less likely to experience significant unplanned weight loss.
In the first quarter of 2018–19, an average of 1 in every 15.6 residents in governmentoperated residential aged cares services experienced significant unplanned weight loss,
compared with 1 in every 11.8 residents in not-for-profit residential aged care services
and 1 in every 11.1 residents in for-profit residential aged care services.536
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Service size
There is also a difference in the average performance of aged care providers based on
their size. This analysis has largely focused on residential care services and the number
of care places they have been allocated. The average size of residential care services has
increased over the past decade. Only about 39% of residential services had over 60 places
in 2008, compared with 60% in 2019.537
The University of Queensland research suggests that quality in residential aged care
services is highly correlated with size.538 Small residential care services perform better than
larger residential services in terms of quality. The research classified a high proportion of
very small and small services, defined as those with fewer than 30 beds, as higher quality.
This is outlined in Table 3.

Table 3: Quality of care provided in residential aged care
services across Australia by service size539
Quality levels
Facility size

Q1

Q2

Q3

Total

1–15 places

33 (41%)

47 (59%)

0 (0%)

80 (100%)

16 –30 places

66 (26%)

177 (68%)

15 (6%)

258 (100%)

31–60 places

129 (17%)

569 (75%)

57 (8%)

755 (100%)

61–120 places

63 (5%)

1018 (83%)

150 (12%)

1231 (100%)

121–200 places

11 (2%)

394 (81%)

84 (17%)

489 (100%)

Over 200 places

0 (0%)

27 (79%)

7 (21%)

34 (100%)

Total

302 (11%)

2232 (78%)

313 (11%)

2847 (100%)

Q1: quality level 1; Q2: quality level 2; Q3: quality level 3
Source: University of Queensland, The cost of residential aged care, 2020.

Similar conclusions can be drawn from the National Ageing Research Institute’s residential
care survey, where the rate of concerns for residents living in medium-sized services
(61–100 places) and large services (100+) were 50% and 16% higher respectively than for
residents living in smaller services (0–60). Further, the number of main concerns increased
as the size of the service increased. The residents from smaller residential services had a
statistically significantly lower number of main concerns (average of 1.31) compared with
residents from medium-sized services (1.74) and large services (1.70). Residents in smaller
facilities also rated their general life satisfaction (average of 8.1 out of 10) as statistically
significantly higher than those living in medium-sized (7.4) and larger-sized (7.5) residential
aged care facilities. Additionally, residents from smaller-sized facilities had greater selfreported quality of life (average of 37.8 out of 48) than residents from medium-sized (36.5)
or large facilities (36.6).540
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Conclusion

Our inquiry has shown unacceptable levels of substandard care in Australia’s aged
care system.
The breadth of the evidence and the consistency of people’s experiences suggest that
high quality aged care is not being delivered consistently in our aged care system,
particularly in residential aged care. Looking at people’s experience of substandard care
and the available data about quality, people in aged care cannot be confident that they
will receive the care that they need, whether it be in relation to their health, social, cultural
or emotional needs, or that they will avoid experiencing restrictive practices or abuse.
The extent of substandard care in Australia’s aged care system is inexcusable. On the best
evidence available, Commissioner Briggs concludes that at least 1 in 3 people accessing
residential aged care and home care services have experienced substandard care.
Commissioner Pagone does not put a specific figure on the extent of substandard care.
However, we agree that the extent of substandard care in the current aged care system
is deeply concerning and unacceptable by any measure.
Discovering the extent of substandard care in any human service should be quite
straightforward. In Australia’s aged care system it is exceedingly difficult. Those who run the
aged care system do not seem to know about the nature and extent of substandard care,
and have made limited attempts to find out. There has been a reluctance to measure quality.
Australians have a right to know how their aged care system is performing; their
government has a responsibility to design and operate a system that tells them; and
aged care providers have a responsibility to monitor, improve and be transparent about
the care they provide.
The extent of substandard care in Australia’s aged care system reflects both poor quality
on the part of some aged care providers and fundamental systemic flaws with the way
the Australian aged care system is designed and governed. People receiving aged care
deserve better. The Australian community is entitled to expect better. In the following
chapter we explore the widespread problems in the aged care system that contribute
to this substandard care.
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4.

Systemic Problems in
the Aged Care System

4.1

Introduction

Our Terms of Reference require us to inquire into ‘the causes of any systemic failures’ in
the quality and safety of aged care services.1 In this chapter, we identify systemic problems
in the aged care system. We do this to share what we have learned, and to inform an
understanding of how a redesigned aged care system might do better in the future.
In the previous two chapters, we have examined the aged care system from the
experiences of those seeking or receiving care. Here, we direct our attention to problems
with the design and operation of the aged care system. The systemic problems identified
in this chapter are serious and recurrent issues that stem from problems inherent in
the system. They may be faults embedded in its structural design or by the lack of any
discernible design. They may be funding, policy, cultural or operational issues. The
common characteristic of the problems we identify is that, in our view, they are problems
that significantly and repeatedly contribute to the system not providing consistently high
quality care to the people who need it. These systemic problems are interconnected. None
of them exist in isolation and they often have a compounding effect on the quality and
accessibility of aged care.
Systemic problems in aged care exist for many reasons. They often result from unintended
consequences or arise over time as a result of inattention or inaction. But in some cases
the systemic problems we identify are deliberate choices in the design of the system.
The challenge for systemic redesign of the aged care system is to understand the interests,
measures and complexity involved. To seek reform by focusing upon perceived failures
would be like having the tiger by its tail. What is needed is a deep understanding of and,
at times, empathy with each of the parts of the system and how those parts have worked
and how they may be made to work better. In this chapter, we dwell upon what have
been presented as failures, challenges and systemic problems, but we do so to gain an
understanding of what may be done better.
Commissioner Pagone considers that Senior Counsel Assisting in submissions correctly
observed that the aged care system that we now have is operating as it was designed
to operate.2 A feature of that system is that it is primarily designed to limit government
expenditure and is based on the premise that the role of government is limited to funding
and quality regulation. An understandable need to marshal government expenditure has
led to rationing of benefits and limiting the needs that have been met. The funding of
providers has not encouraged or permitted expenditure on such things as leadership and
governance or, critically, workforce development. The fear of opening the Pandora’s Box
of reform has atrophied innovation and ritualised regulation. The system adopted by the
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Government has relied too heavily upon an assumption that the aged care system can be
left to the operation of an ordinary market—the assumption being that a market for supply
of aged care services exists and will provide market-based solutions obviating the need for
active governance.
The systemic problems addressed in this chapter include:
• an absence of leadership and governance at a system level
• insecure, insufficient funding
• financing arrangements that do not support a sustainable sector
• inequitable means testing
• inattention to market structure, evolution and local conditions
• piecemeal approach to reform
• variable provider governance, management and leadership
• an undervalued aged care workforce
• attitudes and assumptions about ageing and aged care
• a reactive model of care
• the lack of voices of older people and diverse communities
• ineffective regulation
• a lack of transparency in the system
• a lack of research translation and innovation
• poor cooperation across the health and aged care systems.

4.2

An absence of leadership and
governance at the system level

The Minister responsible for the aged care portfolio, and, through the Minister, the
Australian Government, is ultimately responsible for aged care in Australia. The Minister
and the Government are supported in this by the Australian Department of Health.
Over the last several decades, successive Australian Governments have brought a level
of ambivalence, timidity and detachment to their approach to aged care—even though
the aged care system cares for more than 1.3 million older people and employs another
360,000 people. 3 Access to high quality aged care is an essential part of living well into
older age, and yet, aged care is often treated by the Australian Government as a lower
order priority. It has rarely been seen to merit its own Minister at Cabinet level. There
has been little vision and a tendency to avoid frank and difficult discussions about
what high quality care looks likes and what it costs.
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Ms Claerwen Little, National Director of UnitingCare Australia, said:
We believe that the country is at a point where we need a Cabinet Minister…a Minister for
Longevity…we need leadership from our politicians to help us as a country understand that
we are ageing. We have a national anthem that says we are young and free, and we need to
understand that we are young in age as in maturity possibly as a country but we are an ageing
population and we have not come to terms with that.4

We are pleased that the Prime Minister announced the elevation of the aged care portfolio
into Cabinet on 18 December 2020.5
The Australian Department of Health has a critical role in supporting and advising the
Minister for Health and Aged Care and the Australian Government. The Department’s
approach has typically reflected a narrow view of its role, namely to assist Ministers and
Government as required, to perform statutory functions and to perform some limited role
as a market steward. This is clearly not enough in a policy area where the Government
provides about three-quarters of the funding.6
The aged care system requires both a steering wheel and a driver.
The aged care system is complex and constantly evolving; it is not ‘set and forget’. It
requires clear goals, close monitoring and timely interventions, both nationally and locally,
to ensure that high quality care is provided to those who need it. Responsibility for these
critical governing functions has not been articulated adequately. Throughout our inquiry, it
has been apparent to us that this work is simply not done. Instead, the system is governed
in a reactive fashion, with action that is fragmented and generally overdue and/or limited.
The governance of the system is characterised by a lack of curiosity, particularly when
it comes to data and information about the aged care system and the people who use
it. The Australian Department of Health must have access to comprehensive data to
assess the performance and impact of services provided to older people. It does not.
The lack of data collection, poor interoperability between databases and the absence
of data analysis are systemic problems that have been raised repeatedly in our inquiry.
Examples of key data gaps include data about:
• the provision of health services to people receiving aged care7
• how people with diverse needs access and experience aged care8
• the characteristics of younger people living in residential aged care9
• what services are purchased through Home Care Packages.10

Ms Mary Patetsos, Chairperson, Federation of Ethnic Communities’ Councils of Australia,
highlighted the critical nature of data in plain terms: ‘without it we don’t know what’s
going on’.11 Even where data is collected, it is not brought together and translated into
meaningful metrics that can be used to drive change in the aged care sector.12
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This absence of leadership at a system level is at the heart of many of the problems
that we outline below. For example:
• Despite longstanding problems with staffing levels, remuneration and skills,

responsibility for responding to workforce challenges has primarily been left
with the aged care sector, which is fragmented and uncoordinated.

• The Australian Government and the Australian Department of Health have

tended to listen to the same limited group of stakeholders on aged care,
and have not prioritised the voices of older people receiving care.

• Reform has been reactive. Responses to the numerous reviews that have

recommended change have been slow and confined in scope, and have
often avoided the most difficult issues.

• While individual needs in the aged care system have changed, and acuity

in residential care has increased, controls over the supply of services and
the standards of services have not properly reflected these changes.

• No attempt has been made to understand the actual cost of providing high

quality aged care. Rather, the focus has been on constraining expenditure.

• There has been continued fragmentation and passing of responsibilities

between the aged care and health care systems.

Any comprehensive response to the problems we have found in Australia’s aged care
system requires us to tackle this absence of leadership. The future aged care system
requires a model for system governance that provides leadership, vision and ambition,
and exemplifies curiosity and accountability.

4.3

Insecure, insufficient Government
funding

Funding for aged care is insufficient, insecure and subject to the fiscal priorities and
wide-ranging responsibilities of the Australian Government. This affects access to,
and the quality and safety of, care.
The aged care system has been affected by piecemeal approaches and policy
compromises that detract from quality care. For several decades, one of the priorities for
governments dealing with the aged care system has been to restrain the growth in aged
care expenditure. This priority has been pursued irrespective of the level of need, and
without sufficient regard to whether the funding is adequate to deliver quality care. This has
occurred through limiting expenditure without accounting for the actual cost of delivering
services, rationing access to services, and neglecting reform of the funding model.
Each of these topics is explored below.
These should not be thought of as inadvertent errors in the design of the aged care system
in Australia. These are design features. For example, a Cabinet Memorandum dated
27 March 1997 and now available from the National Archives, identifies billions in savings
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Figure 2 sets out the history of Australian Government spending on the three major aged
care programs—residential aged care, Home Care Packages and the Commonwealth
Home Support Programme and predecessors—against three metrics:
• expenditure as a share of gross domestic product
• expenditure per person aged over 70 years expressed as a share of gross domestic

product per capita

• expenditure per person aged over 80 years expressed as a share of gross domestic

product per capita.18

Figure 2: Australian Government expenditure in aged care
1954–55 to 2018–1919
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Source: Office of the Royal Commission, Expenditure, Constraints and Major Budget Measures, 2020.

Between 1963–64 and 2018–19, Australian Government expenditure on aged care grew
from 0.12% of gross domestic product to 1.02% of gross domestic product.20 However,
a change in the share of gross domestic product spent on an activity is not necessarily
associated with a commensurate change in the quality or coverage of the services that
is supported by the expenditure. This is especially true if the population who requires
or are likely to require those services—referred to as the ‘demand population’—grows
at a different rate to the population as a whole.
Commissioner Pagone notes the following additional matters evident from Figure 2. Gross
domestic product per capita shows a country’s gross domestic product divided by its
total population. All other things being equal, an increase in gross domestic product per
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capita is correlated to a real increase in standards of living. On average, total expenditure
in respect to an individual cannot, across the entire economy, be greater than 100% of
gross domestic product per capita. Quantifying expenditure on an individual for a particular
purpose—for example, aged care—in terms of the share of gross domestic product per
capita represented by the expenditure therefore allows for an analysis of the extent to
which the quality of the services supported by that expenditure, in terms of quality or
quantity / coverage, has moved in line with general living standards. Moreover, normalising
the expenditure by the size of demand population for the services controls for increases
in expenditure driven by increases in the demand population. As a result, identifying
a variable such as ‘Government expenditure per person in the demand population
(for example, people aged 80+ years), expressed as a share of gross domestic product
per capita’ allows an analysis of the extent to which expenditure has increased in line
with demand from a quantitative perspective and in line with community standards
from a qualitative perspective.
Australian Government expenditure on aged care per person in the 70+ years population
(measured as share of gross domestic product per capita) grew between 1963–64 and
2018–19, from 2.21% of gross domestic product per capita to 8.35% of gross domestic
product per capita. However, as Figure 2 shows, expenditure per person in the 70+
years population (as a share of gross domestic product) was relatively constant between
1981–82 and 2009–10, fluctuating between 6.5% and 7.5% of gross domestic product
per capita. Over the last four years, since 2015–16, expenditure per person in the 70+
years population (as a share of gross domestic product per capita) has been declining.
The decline in Australian Government expenditure per person in the 80+ years
population (as a share of gross domestic product per capita) since the mid-1980s
is even more apparent.
There are three primary reasons that expenditure has not kept up with costs and demand:
• the rationing of access, including through the Aged Care Target Provision Ratio,

which is poorly targeted to capture growth in demand

• indexation of funding is not well matched with provider input costs
• various measures explicitly intended to achieve savings to the budget bottom line.

Access to aged care is controlled by the Australian Government. With respect to the
Commonwealth Home Support Programme, the Australian Government provides grants
to service providers, effectively limiting services to within that grant funding. With respect
to home care, residential care and restorative care, the Australian Department of Health
rations access according to the Aged Care Target Provision Ratio. The ratio was introduced
in 1984–85, with a commitment to 100 residential aged care places for every 1000 people
aged 70 years or older within a region.21 In the early 1990s, Home Care Packages were
introduced to the Target Provision Ratio and have progressively increased as a proportion
of the overall target.22 The current ratio is 125 places per 1000 people aged 70 years
and over, split into 78 residential care places, 45 Home Care Package places and two
restorative care places.23
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Planning ratios can be an effective method to estimate the demand for aged care.
However, the Target Provision Ratio has been set on an inappropriate basis and,
as a result, serves to limit access to care. Commissioner Briggs notes that the effect
has been to shift the burden of ageing onto older people and their families, with terrible
consequences for many older people and their loved ones.
While aged care should be available for all older people, we do not accept that the age
of 70 years is still the correct age group from which to determine the aged care needs
of the population, and it has not been for some time.
The majority of people receiving residential and home care are aged over 80 years.24 This
group is expected to continue to increase significantly in raw numbers and as a proportion
of the population.25 As Figure 2 above shows, the expenditure on aged care per person
aged over 80 years has declined significantly and fairly consistently since the mid-1980s.
Between 1984–85 and 2018–19, the population aged over 80 years increased by 240%,
compared with 162% for the population aged over 70 years.26 If the aged care supply in
1984–85 had been expressed as an Aged Care Target Provision Ratio for the over-80 age
group and used to determine subsequent supply, an additional $4.7 billion would have
been available for aged care in 2018–19.27 Continuing to link the Target Provision Ratio
to people aged over 70 years obscures the care needs of the majority of people receiving
residential aged care and home care.
One consequence of this is that there are not enough Home Care Packages for the number
of people assessed as needing them. This is both because the proportion of home care
places to residential care places is not reflective of relative demand for the programs and
because the Target Provision Ratio does not reflect need. Since February 2017, Home
Care Packages have been assigned through a National Prioritisation System that equates
to a national waiting list. Until the implementation of the National Prioritisation System,
unmet demand for home care was not quantified or visible.28 In late 2018, when this Royal
Commission was established, there were only 90,646 people with a Home Care Package
and the number of people on the waiting list was greater than the number of people
actually receiving a Home Care Package at their approved level.29
The waiting list has been reducing in size and the numbers of packages allocated has
gone up, but assessed demand still exceeds supply. By 30 June 2020, there were 142,436
people with a package, including 27,005 interim packages at a lower level than the person
was assessed as eligible for. A total of 102,081 people had not yet been offered a package
at their assessed level.30
The gap between the number of packages and the number of people waiting remains
enormous. While they wait, older people are at risk of a deterioration in their health
and wellbeing. The longer that people wait on the list, the greater the risk of mortality.31
The rationing of Home Care Packages is, at least in part, a consequence of a Target
Provision Ratio that has not been properly adjusted to match demand or meet need.
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Table 1: Impact of constraints on aged care expenditure35
Expenditure

% of GDP

Increase

2018–19 expenditure

$18.180 b

0.93%

Adjust for 80+ years population growth

$22.851 b

1.17%

25.7%

Adjust for 80+ years population growth
and indexation disparity

$27.971 b

1.44%

53.9 %

Source: Office of the Royal Commission, Expenditure, Constraints and Major Budget Measures, 2020.

These long-term constraints on aged care expenditure have left the aged care sector with
substantially less funding than an analysis of increased costs or increased needs would
have indicated. This effect has been compounded by changes to the funding available
under different sections, or domains, of the Aged Care Funding Instrument. Professor
Mike Woods, Professor of Health Economics at the University of Technology Sydney,
described these actions as ‘directly related to the very parlous state of many providers
in being able to provide adequate levels of staffing and care’.36
In 2012–13, the Australian Government made matters worse by changing the indexation
of funding levels and the Aged Care Funding Instrument scoring criteria to reduce growth
in aged care expenditure to approximately the amounts that had been forecast in budget
estimates.37 Similarly, after aged care expenditure exceeded the budget forecasts in
2014–15 and 2015–16, in 2016 the Australian Government again altered a domain of the
Aged Care Funding Instrument, and suspended indexation increases to the amounts paid
under the Aged Care Funding Instrument for 2017–18.38 The Minister’s media release
at the time said:
The current aged care funding model will also be improved by redesigning certain aspects
of the Aged Care Funding Instrument (ACFI) to stabilise higher than expected growth.
Expenditure on the ACFI is expected to blow out by $3.8 billion over the next four years
without action. This reform aims to maintain sustainable funding growth for the residential
aged care sector and will save taxpayers $1.2 billion over four years.39

These measures were intended to slow the increase in the amount of funding that
providers were claiming under the Aged Care Funding Instrument. The measures achieved
the objective, but caused significant financial difficulty for many residential aged care
providers, with 2017–18 marking a significant deterioration in the financial performance
of aged care providers.40 For people receiving care, these measures also impacted on
the amount of funding available for care, without reference to the actual cost of care.
The consequence of these funding arrangements for older people is that they may not
be able to access care when they need it, due to rationing of services, and when they do
access care, funding may not be sufficient to meet the cost of providing the high quality
care they need. The current state of Australia’s aged care system is a predictable outcome
of these measures to limit expenditure.
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Commissioner Briggs observes that for the last 30 or so years, Governments have lost
sight of the value of provision of high quality and safe aged care and have neglected it in
favour of fiscal objectives. This must be turned around. It does not match the attitudes of
the general public to the funding of aged care. Research conducted for us by the Caring
Futures Institute shows the general public ‘believe significantly more government funding
should be allocated to achieve higher quality aged care’ and ‘a majority of current income
taxpayers would be willing to pay more income tax to ensure a high-quality aged care
system is achieved’.41

4.3.2

Funding models and funding levels

There is no mechanism for the independent review of the costs of providing high quality
aged care. In its 2011 report, the Productivity Commission recommended the introduction
of an independent authority to bring transparency to price setting.42 The Australian
Government did not accept that recommendation because the ‘benefits of an independent
regulatory agency are unlikely to outweigh the substantial start-up costs of establishing
such an agency and its ongoing operation’.43
At no point has the level of funding for aged care in Australia been determined by the
actual cost of delivering aged care services to a specified quality standard. The amount
spent on aged care services in Australia reflects the available funding envelope rather
than the cost of delivering high quality care. This has had serious consequences for older
people and the aged care sector.
According to the Australian Department of Health, the Aged Care Funding Instrument is
intended to reflect the costs of care in a residential environment.44 However, the instrument
lacks a mechanism to link residents’ care needs to the cost of providing that care.45
We heard evidence that a better understanding of the true costs of aged care is required.46
Mr David Hallinan, Acting Deputy Secretary of Aged Care Group, Australian Department
of Health, agreed that ‘there is a case for annual cost studies or cost studies on a regular
basis that would inform the basis under which the services are funded’.47
It follows that changes to aged care funding models in recent years have largely been
reactive and intended to limit expenditure in response to increased costs. They were not
made in response to structural issues within the sector and did not address the reasons
behind increasing costs.
One of these structural issues is the changing demographics of the people who access
aged care. The evidence provided to us by multiple witnesses, ranging from service
providers, academics and health care professionals, suggests that there has been an
increase in the acuity of people receiving care over time.48 Recent research by the Registry
of Senior Australians also indicates that people receiving aged care are increasingly frail
and have high rates of comorbidities.49
We can see this increase in frailty reflected in claims for care subsidies through the Aged
Care Funding Instrument, although the Australian Government has suggested this is driven
by ‘higher than appropriate claiming’ rather than reflecting an actual increase in frailty.50
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Some combination of these factors is possible. When the Aged Care Funding Instrument
was introduced in 2008, the average care subsidy for a permanent resident was 55.6%
of the maximum possible care subsidy. In 2018, the average care subsidy was 80.8% of
the maximum. With the current distribution across the 64 Aged Care Funding Instrument
casemix groups—that is, cohorts of people with similar care needs—the majority of people
are assigned to a small number of more expensive categories, and 24 out of 64 categories
have almost no claims. As a result, the Aged Care Funding Instrument is not an effective
casemix model for the current cohort of people in residential aged care.51
In the home care sector, block funding for the Commonwealth Home Support Programme
limits service provision to the ‘specified number of outputs per type of service for which
funding is received’.52 Funding does not correspond to individualised need. Home Care
Packages are available at four different levels, which are attached to different levels of
funding. These funding levels have not changed significantly since they were introduced.
In addition, indexation increases have remained low. Paul Sadler, Chief Executive Officer
of Presbyterian Aged Care, described the effect that this has had on care delivery:
The result has been a gradual but inexorable erosion in the relative purchasing power of both
HCP individual budgets and CHSP grants…In the case of HCPs, an Extended Aged Care at
Home package some 15 to 20 years ago would provide around 20 hours of direct care per
week. Today, a Level 4 HCP will provide around 10–12 hours of direct care per week.53

A further example is funding for residential respite care, which continues to be paid in
accordance with high and low classifications.54 This funding scheme is based on the
Resident Classification Scale which was used prior to the adoption of the Aged Care
Funding Instrument and has not been used for any new permanent residents for over
a decade.55 Before the introduction of the Aged Care Funding Instrument in 2008, the
maximum subsidies for respite care were higher than the average payments that providers
received for people living in permanent care.56 Over time, the subsidy rates for residential
respite care have increased at a slower rate, which has acted as a disincentive to deliver
respite care.57
In the absence of an understanding of the actual costs of delivering care, funding for aged
care over the years has been poorly directed and has led to unintended consequences.
Funding for delivering care should cover the costs of care delivery, and funding for
accommodation should cover the costs of delivering accommodation. However, it is
unclear if this is actually the case because of the lack of transparency in the financial
reporting arrangements. The Aged Care Financing Authority’s latest report suggests that
in 2018–19, residential care providers had profits of around $2.8 billion on care and living
(dropping to $544 million when administration expenses are included) and $337 million
on accommodation.58 In contrast, the StewartBrown June 2020 Aged Care Financial
Performance Survey Sector Report suggests that on average, during the first wave
of COVID-19, aged care providers made $15.33 per bed day on care and living,
which became a loss of $21.56 when administration costs of $36.88 were deducted.
There was an average profit of $11.71 per bed day on accommodation.59
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One reason for the different profit and loss results for care and for accommodation is
that care expenses have risen at a faster rate than accommodation expenses. The Aged
Care Financing Authority reported that between 2017–18 and 2018–19, residential care
expenses rose by 8%, while accommodation expenses rose by 6.4% and administrative
expenses rose by 0.7%.60
When providers are forced to cross-subsidise the costs of delivering care by using funding
allocated to accommodation, the ability to fund future refurbishments of facilities may be
affected.61 Funding shortfalls that require organisations to cross-subsidise under-funded
services from more profitable services make it less likely that purpose-built facilities
and innovative services will be developed.62 They also mean that residential aged care
providers may focus on aspects of the business that generate a profit, at the expense
of those that do not.
In the absence of an informed assessment of the cost of delivering high quality care,
there can be no confidence that funding for aged care will meet actual care needs,
or that it will be well targeted.

4.4

Financing arrangements that do not
support sustainability

Commissioner Pagone considers that the financing of aged care is not well set up
to support a sustainable system into the future. Financing of the aged care sector is
characterised by a fairly rudimentary approach to financing operational costs, through
general revenue. We both consider that the complex capital financing arrangements for
residential aged care accommodation can distort incentives for older people and providers.
Historically, general taxation has proven to be resilient in financing the growth in aged care
expenditures. However, aged care expenditure is projected to grow at a significantly faster
rate than overall Australian Government expenditure.63 This growth is a result of projected
demographic changes and subsequent increasing demand for aged care services. Even
as aged care expenditure is expected to grow, the number of working Australians for every
Australian aged over 65 years is expected to decline from 4.2 in 2019 to 3.1 by 2058.64
These competing trends create a sustainability challenge for aged care funding.
Commissioner Pagone considers that ongoing financing of the aged care system through
general revenue exposes the sector to the annual budget cycle and fiscal priorities of
the Government of the day. The existing financing arrangements place aged care in a
vulnerable position to future cost control measures. This approach is inadequate and
puts the sustainability, quality, and safety of the aged care sector at risk.
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In terms of capital financing for residential aged care, providers access capital from
two main sources:
• equity capital invested in residential aged care providers

($13.5 billion or 25.7% of total provider assets in 2018–19)

• debt capital as follows:
o

interest-free loans from residents receiving care in the form of Refundable
Accommodation Deposits ($30.2 billion, which represents liabilities
corresponding to 57.4% of the value of total provider assets in 2018–19)

o

loans from banks ($2.1 billion, corresponding to 4.1% of total provider
assets in 2018–19)

o

loans from related parties ($2.3 billion, corresponding to 4.4%
of total provider assets in 2018–19).65

Providers also receive some limited capital funding from grants and philanthropic
donations.
Refundable Accommodation Deposits are by far the largest source of capital. They have
played a central role in funding residential aged care accommodation, and have facilitated
significant investment in the sector. However, as explored below, we both consider that
the sector has become too reliant on them.
As an alternative to Residential Accommodation Deposits, people receiving residential
aged care services can pay a Daily Accommodation Payment, or a combination of the
two. Refundable Accommodation Deposit values are converted to Daily Accommodation
Payments using the Maximum Permissible Interest Rate, which is currently set at 4.02%.66
Over time, an increasing proportion of residents have chosen to pay Daily Accommodation
Payments rather than Refundable Accommodation Deposits. Between 2014–15 and
2018–19, the proportion of people choosing to pay Daily Accommodation Payments
(or Daily Accommodation Contributions when only a part Refundable Accommodation
Deposit is paid) increased from 33% to 41%.67 This is making it harder for providers to
attract replacement funds when they are required to repay a Refundable Accommodation
Deposit when a resident dies or leaves care.
The move away from Refundable Accommodation Deposits also makes it difficult for
providers to secure loans from financial institutions. Both the banks and approved
providers gave evidence about the role of Refundable Accommodation Deposits in
supporting the development of new residential aged care homes. The Australian and
New Zealand Banking Group told us that Refundable Accommodation Deposits are
‘fundamental’ to aged care development lending.68 A provider’s ability to attract Refundable
Accommodation Deposits is currently a key lending criterion applied by the banks.69
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A further issue is that there is a greater preference for Daily Accommodation Payments
(or Daily Accommodation Contributions) in regional and remote areas compared with
metropolitan areas.70 The National Australia Bank said that this impacted lending decisions,
stating that:
In general terms NAB considers providers operating in metropolitan areas to be lower risk
than providers operating in regional, rural or remote areas, given metropolitan operators can
generally attract higher RAD / DAP paying residents (in line with higher median house prices
of metropolitan areas), have access to a larger resident catchment area, and can more readily
attract and retain staff. Regional providers also have potentially diminishing future demand.71

A number of submissions raised concerns about the impact of Refundable
Accommodation Deposits on people receiving care. The Grattan Institute said that ‘there
is a power imbalance during payment negotiations between providers and incoming
residents’.72 COTA Australia told us that providers use this power imbalance to pressure
older people and their families into paying a Refundable Accommodation Deposit:
Despite the fact that legally residents are required; to have free choice as to whether
they pay by RAD or DAP or a combination, there are many providers that require a RAD
or they will not accept the new resident. They may be informed that they have a choice
but then then it will be made clear that a place in this facility is only possible if they pay
a RAD. This pressure is inevitable when providers are over-dependent on RADs.73

In addition, there is some evidence that Refundable Accommodation Deposits
are encouraging business models that are built around property rather than care.
Ms Julie-Anne Mizzi, Partner and Global Co-Head of Social Care at AMP Capital
and a Board Member of Opal Aged Care, told us that Refundable Accommodation
Deposits have been so successful in attracting capital that:
accommodation is currently the only component on which aged care providers are able
to earn a return, the aged care sector has effectively become a property industry rather
than a care industry.74

The Grattan Institute submitted to us that Refundable Accommodation Deposits
encourage undesirable investment, in light of the preference of older people to remain
in their own home:
The vast majority of older Australians want to receive care at home, rather than in a residential
care facility. Yet the current financing model encourages a growing residential aged care sector.
The interest-free financing for residential care providers encourages reinvestment of these funds
into yet more residential care infrastructure.75

Capital financing arrangements should not disadvantage people in regional and remote
areas, nor should they provide incentives for residential aged care providers to focus
on the provision of accommodation at the expense of the provision of care that will
meet older people’s needs now and into the future.
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Inequitable means testing

While means testing should ensure that services and payments are directed towards
those that need them the most, the current aged care means testing arrangements are
insufficiently progressive. They are not well set up to achieve equitable access to care.
The arrangements include separate income and asset tests, and the amount of Australian
Government subsidy payable by an individual is reduced by the sum of the results of the
two tests. There are also daily, yearly and lifetime limits on the amounts of means tested
contributions people can be required to pay.
The current arrangements are inequitable in three ways. First, the assets test in particular
is insufficiently progressive. Individuals with assets just above the threshold of $50,500 are
required to pay 17.5 cents in aged care contributions for every dollar in assets. By contrast,
under the pension assets test, pensions are reduced by 7.8 cents for every dollar in assets
in excess of about $268,000 for a single non-home owner, or $482,500 for a home owner.76
Second, the current settings have a disproportionate impact on people with assets in the
range from $171,535 to about $500,000 compared with wealthier individuals. For example,
a single pensioner who owns a house valued at more than $171,535 and has no other
assets will be required to pay the Basic Daily Fee of $19,019 per annum, and will almost
certainly be asked by their provider to pay a daily accommodation payment at least as high
as the full accommodation supplement payable by the Government for some residents
of $21,181 per annum. This will leave them paying $15,648 more per annum than their
pension of $24,552 per annum. If the pensioner has any additional assets, they will face
uncapped accommodation charges and their financial position will be even worse.77
Third, the means test can result in very high effective marginal tax rates for some people.
For example, a person with no assets and a private income of $20,000 will pay $90.80 in
increased taxes and aged care contributions if their income increases by $100 (an effective
marginal tax rate of 90.8%). Pensioners with a private income of between $23,000 and
$45,000 face an effective marginal tax rate of 99.5%.78
A self-funded retiree with a taxable income of $55,000 and no assets is not entitled to a
pension. If their taxable income increases by $100 then their income tax and aged care
contributions will increase by $86.00. Self-funded retirees with taxable incomes between
$96,000 and $126,000 face an effective marginal tax rate of 92.0%. However, the effect
of the annual cap on means tested fees means that the effective marginal tax rate of
self-funded retirees with taxable incomes between $126,500 and $180,000 is only 39%.79
Insufficiently progressive means testing impacts on equitable access to quality aged care.
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Inattention to market structure,
evolution and local conditions

The Australian Government has done little active management or shaping of the market for
aged care services. With the exception of regulating the quality of services, the Australian
Government’s approach has generally been that the market will take care of itself without
the need for the Government’s monitoring and management.
It is not correct to assume that the aged care system is a functioning market in all places
for aged care services. Rather, the current aged care system is better seen as a quasimarket. A quasi-market can be defined as a ‘set of market-based policies in social policy
which are often underwritten by public money that introduces market based competition
into contracting and/or individual budget arrangements’.80
Quasi-markets require active monitoring and management to guard against the risks
posed by market gaps and failures. Associate Professor Gemma Carey, Research Director
at the Centre for Social Impact, told us that ‘there has long been acknowledgement
that quasi-markets will require more attentive regulation from government than regular
private markets...The role of central government in stewarding quasi-markets cannot
be understated’.81 Mr Mike Callahan AM PSM, former Chair of the Aged Care Financing
Authority, said:
My interpretation of ‘market management’ in the aged care sector involves implementing the
necessary steps to help encourage a stable, efficient and competitive market for all aspects
of aged care services. This stems from the view that appropriately regulated market forces
are an important aspect of ensuring that the aged care sector can efficiently meet the needs
of the Australian community.82

In a true functioning market, quality is usually assumed to be protected through consumer
choice, with consumers choosing not to use poor services. In aged care, consumer choice
can be limited because some care services are rationed and in short supply and older
people often access aged care in unplanned stressful circumstances, where decisions
need to be made quickly. It is also not easy for many people to change services. As a
result, in quasi-markets, effective quality regulation and monitoring becomes central
to maintaining quality services.83
There is a clear absence of market management by the Australian Government. Some
market governance functions are not included in current Government activities or are
vastly underdone. Price regulation and costing studies, planning and demand modelling,
research and data collection, standard setting, quality monitoring and complaints
management are not at the level required for a properly functioning system. There
is only a rudimentary and general financial reporting system and monitoring of the
financial management of providers.
The Australian Government’s tendency has been to respond to individual instances of
market failures one by one. This approach has not been successful. The reliance on market
forces to put downwards pressure on prices or upwards pressure on quality has been
misplaced. Professor Kathy Eagar, Director of the Australian Health Services Research
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Institute at the University of Wollongong, said that ‘After more than two decades, the
private market model has not resulted in the improvements that were expected—more
competition, more choice, improved efficiency, improved access and so on’.84
Effective leadership of systems, such as the aged care system, is no simple matter.
Approved providers have responsibilities for ensuring the quality of their services, and the
autonomy providers have presents special challenges for the way this leadership should
be exercised. However, aged care services are defined, regulated and about three-quarters
funded by the Australian Government, providing a number of levers to shape the market.
The Australian Government has control over decisions relating to entering and exiting the
market, the response to changes in demand, and broader changes in market conditions.85
But these strategies are not being used effectively. For example, we outline below key
areas of risk for changes in market structure and composition, and particular local market
issues that have not been effectively managed.

4.6.1

Changes in market structure and composition

The Australian Government has not adequately responded to the changing composition
and risk profile of aged care providers. It has allowed the network of providers to become
more concentrated over the last decade, with a significant expansion in very large
providers.86 This creates regulatory risk as providers become ‘too big to fail’.
In traditional markets, it is expected that poorer performing providers will fail and exit the
market. Managing out poor providers and encouraging better providers to enter the market
is a normal feature of market governance. But in a care context, unsuccessful providers
are a risk to the reliable provision of care—and as the market becomes more concentrated,
that risk may increase because failure of a single provider may affect thousands of
vulnerable people receiving care across many locations.
Another area of risk arises from the rapid expansion in home care providers, with limited
scrutiny applied to assess their suitability. Such a rapid expansion can be seen over recent
years. The number of approved providers of home care increased by 42% between 30
June 2016 to 30 June 2017 and by another 24% by 30 June 2018 (with a nominal decrease
in 2019–20).87 An employee of the Australian Department of Health, who gave evidence
under the pseudonym of BE, said that the number of applications for approval as a home
care provider since 2017 had been relentless, the standard of applications for approval
were not always good and consultants may have been selling ‘off-the-shelf’ applications.88
Mr Graeme Barden, Assistant Secretary, Residential and Flexible Care Branch, Australian
Department of Health, confirmed that the Department assessed applicants on the basis of
a written application and supporting documents together with some limited research.89
Another area where governance of the market has been ineffective is the use of the
Aged Care Approvals Round process to ensure the needs of diverse groups are met. The
Australian Government allocates particular places for people in what the Aged Care Act
1997 (Cth) calls ‘special needs’ groups in the Aged Care Approval Rounds in an attempt
to provide equity of access to services for those people.90 But the Australian Department
of Health does not follow up on whether the allocation of those places actually leads to
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people in that group getting the places, and whether they are getting the specialist care
they need. Mr Jaye Smith, First Assistant Secretary, Residential and Flexible Aged Care
Division, confirmed the Department does not undertake monitoring to understand whether
the allocation of places was improving access for those diverse groups, nor to ensure that
approved providers were complying with the conditions imposed under the Aged Care
Approvals Round allocations.91

4.6.2

Limited focus on local and regional context

There are wide variations in local conditions and resources that affect the delivery of aged
care. Effective market governance requires local capacity and engagement with local
networks. Instead, aged care remains highly centralised within the Australian Government
and there is little presence at the regional and local level.92
The centralised process for Commonwealth Home Support Programme grants, without
sufficient knowledge of local conditions and links to local networks, has resulted in nonresponsiveness and a disconnect from what is happening on the ground. Since assuming
responsibility for all forms of home-based care from 2012, the Australian Government
has failed to establish local systems to replace the roles previously played by States and
Territories under the former Home and Community Care Program. This has led to gaps in
planning, development and management of services.93 These gaps create inconsistency
in service distribution.
For example, South Australia has over double the number of people accessing assistive
technology as each of the remaining States and Territories. South Australia has 7136
distinct clients accessing this service as opposed to only 386 in New South Wales. Victoria
has over double the number of clients accessing allied health and personal care services
as New South Wales does.94 Despite New South Wales having the largest population, it
does not always have the home support services to match. The Australian Government
has not steered the market to ensure an even and comprehensive distribution of home
support services.
Another example of the limited focus on local issues is the underserviced markets in
regional, rural and remote areas. Services in certain places, or for certain groups of
people, may lack viable market forces to ensure good services are available.95 In regional,
rural and remote areas, and even in more populated regions where there are fewer or
no trusted organisations, there can be little to no market within which to make a choice
about services. This is sometimes referred to as a ‘thin market’. In outer regional or remote
locations, providers may operate on a smaller scale, which is associated with higher
relative operating costs, an inability to achieve efficiencies through economies of scale
and increased vulnerability to unpredictable income streams.96 The Older Persons
Advocacy Network said:
the aged care system is big-city focused. It is not responsive, nor does it recognise the nuances
of smaller communities in regional, rural and remote areas. If we leave planning for services
delivery and making decisions around the service delivery model to the market the “market”
will go to where they can make the money.97
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Service availability in rural and remote areas is an example of a potential mismatch
between incentives for providers and the objectives of the Australian Government.
And yet, the Australian Government has not actively monitored these vulnerable
markets—as Professor Hjalmar Swerissen from the Grattan Institute said:
regional system governance is needed for market management to identify and rectify market
failures…Where there is insufficient demand for services (e.g. geographically dispersed
populations), service intervention is necessary to encourage the development of viable services.98

There are a number of clear examples of markets that are not workably competitive,
whether in particular locations or for particular groups.99 However, data about unmet
demand is limited. Without reliable data, risks will inevitably be missed or mismanaged.
The data that does exist suggests that specific planning or incentives to meet the needs of
people in regional, rural and remote locations is not happening to the extent necessary.100
In the case of home care, Mr Barden acknowledged that the 2017 introduction of the
National Prioritisation System has resulted in a reduction in Home Care Packages for
people in remote and very remote areas.101 The potential risks of this policy change for
access in outer regional and remote locations were foreseeable and capable of mitigation,
but would have required local intelligence, monitoring of developments and swift action
to address emerging risks. This did not occur. Commissioner Briggs observes that it was
a mystery to many people who appeared before us as to how the National Prioritisation
System works—and why it fails to deliver equal access to aged care services.102
The Australian Government has not taken responsibility for shaping the market for aged
care. A stronger system management approach is required to ensure that older people
can get the services they need, wherever they live and whatever their needs may be.

4.7

Piecemeal approach to reform

Aged care reforms have been reactive, responding to financial, demographic or other
concerns of the time. This has triggered repeated reviews, which have tended to be
confined to particular areas of focus.103 Many of these previous reviews have examined
the same issues that have arisen in our inquiry, including:
• the difficulty people have in understanding and navigating the aged care system104
• poor access to care, especially for people with chronic conditions or complex needs,

and long waiting times for access to services for many people, especially those who
seek care at home105

• the excessive and inappropriate use of chemical and physical restraints on people

who live in residential aged care106

• serious current and projected shortages of appropriately skilled and qualified nurses

and personal care workers107

• ineffective regulatory oversight of aged care providers, and a lack of focus on the

quality of care.108
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Throughout these many reviews, a consistent underlying concern has been that the system
has not delivered the care and outcomes that it should. The Australian Government has
responded with ad hoc changes to elements of the system, adopting limited aspects of
the recommendations made.109 However, governments have not successfully resolved
the underlying problems with a system that has not provided the Australian community
with the high quality and safety in aged care that Australians want. It is clear to us that
piecemeal adjustments and improvements have not achieved, and will not achieve,
the change that is required to ensure high quality care in the future.
While we acknowledge that the Australian Government is not obliged to adopt all of the
recommendations in any review, there have been some instances of significant delay
in addressing or implementing important and urgent recommendations. A conspicuous
example is the Australian Government’s delay in implementing the ten recommendations
of the Carnell-Paterson review, Review of the National Aged Care Quality Regulatory
Processes, which concluded in October 2017.110
The Carnell-Paterson review, carried out by Ms Kate Carnell AO and Professor Ron
Paterson ONZM, was a focus of the Brisbane Hearing in August 2019. At the time,
the recommendations from the Carnell-Paterson review had been with the Australian
Government for almost two years. A number of witnesses described progress of the
implementation of these ten recommendations, including Professor Paterson. He described
the degree of progress as ‘disappointing’.111 Ms Amy Laffan, then Assistant Secretary
of the Aged Care Quality Regulatory Design and Implementation Branch, Australian
Department of Health, said that ‘all ten recommendations of the Carnell-Paterson review
have been adopted in whole or in part by the government’.112 But she agreed that, at the
time of the hearing, there were still pending decisions as to whether and, if so, how the
Australian Government might implement some of the recommended actions.113 There
should be no delay in implementing recommendations that will improve the aged care
system.
The Carnell-Paterson review is an example of the concerns we hold about a piecemeal
approach to review and reform. We do not propose to repeat the analysis in Chapter 2
of Volume 1 of the Interim Report or the Royal Commission’s background paper about
a history of aged care reviews.114 There are many examples of significant policy reviews
that have met with a limited response from governments, prioritising implementation
of the easiest recommendations without tackling the longer-term systemic problems.
The sheer volume of problems with the aged care system we outline in this chapter
warrants a systematic response and fundamental reform.
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Variable provider governance,
management and leadership |
Commissioner Pagone

Provider management and governance has a direct relationship with all aspects of care.
When the people in charge of an aged care service do not have the appropriate skills, do
not prioritise high quality care and are not accountable for their actions, the quality of care
may be compromised. Direct care staff need their leaders to empower them to take the
time to put the person at the centre of care.
Deficiencies in the governance and leadership of some approved providers have resulted
in shortfalls in the quality and safety of care.115 Some boards and governing bodies lack
professional knowledge about the delivery of aged care including clinical expertise.116
There is a risk that governing bodies may focus on financial risks and performance, without
a commensurate focus on the quality and safety of care.117 In the Bupa South Hobart Case
Study, Bupa accepted in its submissions that its strategies in the past to reduce staffing
levels, together with cultural and governance deficiencies, contributed to instances of
substandard care.118
Poor workplace culture has also contributed to poor care. Dr Duncan McKellar, Head
of the Unit for Older Persons’ Mental Health Services in the Northern Adelaide Local
Health Network, speaking of the failures of care at Oakden Older Persons Mental Health
Service, emphasised that it was ‘critical to understand’ that it was a ‘cultural failing’
of the ‘organisation and…the people that worked within it’ and that this was ‘at the
core of what went wrong’.119
There are not always structures in place to ensure that governing bodies are properly
informed of care deficiencies and risks, and can take appropriate and timely action to
address them. Some providers did not encourage complaints and a culture of learning
from these.120 The former Chief Executive Officer of Southern Cross Care (Tas), Mr Richard
Sadek, acknowledged that no complaint was ever referred to him and accepted that the
complaints process at the Southern Cross Care (Tas) Yaraandoo facility was ‘virtually nonexistent’.121 People receiving care, families and staff members sometimes did not make
complaints to providers because they believed providers failed to respect and value their
opinion, and were sometimes fearful of negative repercussions from making a complaint.122
From the research we commissioned, it appears that deficiencies in complaints
management processes are not limited to a small number of providers. The National
Ageing Research Institute found, through the surveys it conducted, that a large number of
people accessing aged care had concerns about complaint management. Between 18%
and 23% of respondents in residential care ‘were satisfied only sometimes (or less often)
that they knew how to lodge a complaint, were comfortable lodging a complaint, and were
confident that appropriate action’ would be taken in response to a complaint.123 Between
23% and 39% of respondents accessing home care identified similar experiences.124
People in respite care had even less positive experiences of complaints processes.125
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When people receiving home care or respite services did make a formal complaint,
mostly to their care provider, less than half were resolved to the person’s satisfaction. The
National Ageing Research Institute found that only 48% of Home Care Package recipients
who raised complaints felt that these had been resolved, with even lower responses for
other types of aged care. Around one-third of people who received respite care through
the Commonwealth Home Support Programme (35%) and residential respite (37%) felt
that their complaints were resolved to their satisfaction. Barely over one-quarter (27%)
of people living in permanent residential care felt that their complaints were adequately
resolved. These figures suggest that aged care providers across all service types are not
using complaints to identify and address issues with the care and services they provide.126
There is sometimes a lack of accountability, particularly when things go wrong.127 In the
Japara Mitcham Case Study, Commissioners Tracey and Briggs described Japara Mitcham
as an organisation that was ‘determined to avoid accountability for its actions’, including
the ‘degrading assaults’ that Mr Clarence Hausler experienced while in its care.128
It is clear that provider management and governance needs to be addressed.
Dr Penny Webster of Wilson and Webster Consultancy Services made the following
observation about Bupa South Hobart:
I kept seeing the same problems over and over again, and a lot of the problems…arose out
of the same kinds of issues, which was a lack of accountability, lack of people management
skills, lack of placing the resident as central to the decision-making…and that focus on finances.
To me that indicated that there was a systemic problem that was sitting underneath some
of the smaller things that we that we saw.129

Accountability begins and ends with the leaders of an organisation, the board and senior
management.130 If boards and governing bodies do not have the knowledge or skills to
understand the care that is being delivered, they are unable to ensure that this care is
high quality and safe. The values and behaviour of people in these senior positions have
a significant impact on workplace culture and the quality of care that is delivered. When
these values and behaviours are poor, so may be the care that people receive. Boards and
governing bodies have the responsibility to listen and respond appropriately to complaints
about their services.
I agree with Commissioner Briggs that more could be done to improve leadership and
culture, but consider that there has been much done within the confines of the system
as it has existed and the funds available. More particularly, in my view, many providers
have been exemplary in prioritising quality care despite restricted financial resources.
I do not otherwise share the criticism by Commissioner Briggs of the providers in the
terms below. The evidence available to us, in my view, does not support the breadth
of those conclusions.
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Provider behaviour |
Commissioner Briggs

When someone receives care at home or in residential care, they and their families expect
to receive high quality care. Older people and their loved ones hold approved providers in
a position of trust, and they rely on providers to look after and care for them. Many have
been let down.
In 2019 hearings and community forums, Commissioner Tracey and I heard many cases
of alleged inappropriate and substandard care that resulted from the action or inaction
of providers.131 Our hearings featured some disturbing examples of the poor practice
by approved providers, including: poor responses to abuse; widespread use of physical
restraints; overprescribing of sedative drugs to keep people quiet and compliant; poor
continence management; failure to keep people clean; poor quality food; poor wound
care; depression; oral and mental health not being attended to; discrimination; poor
communication; patchy palliative care; and so on. The examples in chapters 2 and 3
of this volume, and those published in Commissioner Tracey and my Interim Report,
highlight the consequences for older people.132
When leaders of approved providers turn a blind eye to substandard care, they provide
the enabling environment for it to flourish. Collectively and individually, approved providers
must take responsibility for what has happened on their watch. Their actions have
contributed to many of the systemic problems in the delivery of aged care that we
see today.
Provider management and governance has a direct relationship with all aspects of care.
The extent of substandard care that Commissioner Tracey and I observed could not
have taken place in a sector with robust provider governance arrangements focused
on delivering safe and high quality care.
It emerged in evidence that some governing bodies are too often unaware or unresponsive
to emerging and significant risks to the safety and wellbeing of older people receiving care
from the provider.133 They are disengaged from care governance, relying on the executive
and management to ensure care quality.134 Deficiencies in governance and leadership of
some providers, across all types and sizes, have caused serious shortfalls in the safety
and quality of aged care135.
Some boards and governing bodies lack professional knowledge about the delivery
of aged care including clinical expertise.136 When the people in charge of an aged
care service do not have the appropriate skills, do not prioritise high quality care
and are not accountable for their actions, the quality of care may be compromised.
There is a culture in some aged care services of a lack of accountability and an apparent
indifference to the concerns of older people receiving care, their representatives, and
staff.137 Over the course of our inquiry, the level of frustration and bewilderment older
people and their families have at the lack of accountability within aged care for the
standard of care provided was obvious.
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I regret to say that some approved providers’ leadership and culture appears not to be
aligned with their mission and certainly not with the purpose of the aged care system.
Boards and governing bodies are responsible for setting the values, mission and strategy
of their aged care services. They should set out what is permissible and what is not
acceptable, and they should be held to account for those decisions. For some providers,
the members of their governing bodies have not demonstrated the integrity, skills and
independence to enable them to act, first and foremost, in the best interests of the people
receiving that care.138
Direct care staff must be empowered by their leadership team to put older people at the
centre of care arrangements. There is insufficient evidence across the aged care system
that approved providers are seeking to develop and maintain an adequate and well
qualified workforce. We have heard that ongoing training and continuing professional
development is not readily available.139 Approved providers have not invested in training or
leadership to the extent needed to enable their services to function at the level necessary
to provide high quality care. With some notable exceptions, providers have demonstrated
little curiosity or ambition for care improvement, and have not prioritised enablement
and allied health care. As a group, providers have not sufficiently valued nor invested
in the aged care workforce.
It is evident that some governing bodies have focused on financial risks and performance,
without a commensurate focus on the quality and safety of care.140 As a result, care has
become a series of transactions rather than a process of personal interaction, engagement,
and compassionate and safe care.141 In the Bupa South Hobart Case Study, Bupa
accepted in its submissions that its strategies in the past to reduce staffing levels together
with cultural and governance deficiencies contributed to instances of substandard care.142
Poor workplace culture has contributed to poor care. Dr Duncan McKellar, Head of Unit,
Older Persons’ Mental Health Service in the Northern Adelaide Local Health Network,
speaking of the failures of care at Oakden Older Persons Mental Health Service,
emphasised that it was ‘critical to understand’ that it was a ‘cultural failing’ of the
‘organisation and…the people that worked within it’ and that this was ‘at the core
of what went wrong’.143
There are not always structures in place to ensure that governing bodies are properly
informed of care deficiencies and risks, and can take appropriate and timely action to
address them. Some providers did not encourage complaints and a culture of learning
from these.144 The former Chief Executive Officer of Southern Cross Care (Tas), Mr Richard
Sadek, acknowledged that no complaint was ever referred to him and accepted that the
complaints process at the Southern Cross Care (Tas) Yaraandoo facility was ‘virtually nonexistent’.145 People receiving care, families and staff sometimes did not make complaints
to providers because they believed providers failed to respect and value their opinion,
and were sometimes fearful of negative repercussions from making a complaint.146
Deficiencies in complaints management processes are not limited to a small number of
providers. The National Ageing Research Institute found, through the surveys it conducted
for us, that a large number of people accessing aged care had concerns about complaint
management. Between 18% and 23% of respondents in residential care ‘were satisfied
only sometimes (or less often) that they knew how to lodge a complaint, were comfortable
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lodging a complaint, and were confident that appropriate action’ would be taken in
response to a complaint.147 Between 23% and 39% of respondents accessing home care
identified similar experiences.148 People in respite care had even less positive experiences
of complaints processes.149
When people receiving home care or respite services did make a formal complaint,
mostly to their care provider, less than half were resolved to the person’s satisfaction. The
National Ageing Research Institute found that only 48% of Home Care Package recipients
who raised complaints felt that these had been resolved, with even lower responses for
other types of aged care. Around one-third of people who received respite care through
the Commonwealth Home Support Programme (35%) and residential respite (37%) felt
that their complaints were resolved to their satisfaction. Barely over one-quarter (27%)
of people receiving permanent residential care felt that their complaints were adequately
resolved. These figures suggest that aged care providers across all service types are not
using complaints to identify and address issues with the care and services they provide.150
There is sometimes a lack of accountability, particularly when things go wrong.151 In the
Japara Mitcham Case Study, Commissioner Tracey and I described Japara Mitcham
as an organisation that was ‘determined to avoid accountability for its actions’, including
the ‘degrading assaults’ that Mr Clarence Hausler experienced while in its care.152
It is clear to me that provider management and governance needs to be addressed.
Dr Penny Webster, of Wilson and Webster Consultancy Services, made the following
observation about Bupa South Hobart:
I kept seeing the same problems over and over again, and a lot of the problems…arose out
of the same kinds of issues, which was a lack of accountability, lack of people management
skills, lack of placing the resident as central to the decision-making…and that focus on finances.
To me that indicated that there was a systemic problem that was sitting underneath some
of the smaller things that we that we saw.153

Accountability begins and ends with the leaders of an organisation, the board and senior
management.154 If boards and governing bodies do not have the knowledge or skills to
understand the care that is being delivered, they are unable to ensure that this care is
high quality and safe. The values and behaviour of people in these senior positions have
a significant impact on workplace culture and the quality of care that is delivered. When
these values and behaviours are poor, so may be the care that people receive. Boards
and governing bodies have the responsibility to listen and respond appropriately to
complaints about their services.
I consider that providers have been critical contributors to the systemic problems of the
aged care system. When substandard care is at inexcusably high levels, this must reflect
on the providers who deliver that care. It is clear that no amount of additional funding
and improved regulation will be sufficient to achieve high quality care if providers do not
do their part too, to ensure that the aged care system works appropriately on the ground
and actually delivers on the promise of this report of high quality and safe aged care.
Individually and as a group, providers must embrace their responsibility to lead, must
be ambitious and innovative, and must make delivering high quality care their central
objective. If they choose not to do so, they should lose their approved provider status.
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4.10 An undervalued aged care workforce
We both consider that Australia’s aged care is understaffed and the workforce underpaid
and undertrained. Too often there is not enough staff, particularly nurses, in home and
residential aged care. In addition, the mix of staff who provide aged care is not matched to
need. Inadequate staffing levels, skill mix and training are principal causes of substandard
care in the current system.155
These are not new issues. Funding changes that occurred with the introduction of the
Aged Care Act removed the obligation on approved aged care providers to spend a
dedicated portion of their Australian Government funding on direct care staffing. The
Aged Care Act requires providers only to ‘maintain an adequate number of appropriately
skilled staff to ensure that the needs of care recipients are met’.156 Providers are to
decide what an ‘adequate number’ is and what constitutes ‘appropriately skilled’ staff.
As a consequence, many aged care providers contain their labour costs by reducing their
overall direct care staffing or replacing more expensive nurses with lower paid personal
care workers.157 For some years there has been a relative decline in the proportion of
nurses in the residential aged care workforce and a corresponding increase of personal
care workers. The proportion of registered nurses in the workforce dropped from 21% in
2003 to 14.6% in 2016, and enrolled nurses dropped from 13.1% to 10.2%. In the same
period, personal care worker representation has increased from 58.5% to 70.3% of the
workforce.158 The 1997 changes resulted in providers replacing nursing staff with personal
care workers to reduce costs. There has also been a decline in the proportion of the
workforce who are allied health professionals or assistants, from 7.4% in 2003 to 4.6%
in 2016.159
Aged care is part of the health care and social assistance sector, which has been the
fastest-growing industry every year in Australia since 2015. Research from the Australian
Government projects that there will be 129,100 new jobs for community and personal
service workers in the five years to May 2023, an increase of 23.6%. In the same period,
the overall projected growth for all occupations is 7.1%.160
Several witnesses in the Southern Cross Care (Tas) and Bupa South Hobart case studies
shared their perception that a reduction of staffing levels had a detrimental impact on the
quality of care and quality of life of the residents.161 Mr Brian Harvey, who was a resident at
the Southern Cross Care facility, Yaraandoo, in Tasmania, described the impact that short
staffing had on his quality of life:
When neglected like that, I feel I have been dehumanised: left as a carcase in an aged care
abattoir; ready to be processed like a slab of meat in a sausage processing factory at some
future time.162

In 2019, the Centre for Health Service Development of the Australian Health Services
Research Institute at the University of Wollongong, headed by Professor Eagar, produced
a report for us entitled How Australian residential aged care staffing levels compare with
international and national benchmarks (‘the University of Wollongong Report’).163 The
report’s findings present a sobering picture of the state of staffing in Australia’s residential
aged care facilities.
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The researchers compared staffing levels—direct care hours overall and direct care
hours delivered by registered nurses—in Australian residential aged care facilities with
the staffing levels applied under the CMS Nursing Home Compare rating system used
in the United States. This rating system gives facilities a rating from 1 to 5 stars. The
researchers found that:
• More than half (57.6%) of Australian residents receive care in aged care homes

that have unacceptable levels of staffing (1 and 2 stars).164

• To bring staffing levels up to an acceptable level would require an increase

of 37.3% of staff hours in those facilities that had unacceptable staffing levels.165

• Only 1.4% of older people in residential aged care are in facilities rated 5 star

(best practice care) for registered nurse staffing.166

The University of Wollongong’s research shows that by 2019, staffing levels within large
parts of Australian residential aged care had fallen well short of what the researchers
described as ‘acceptable’ practice standards, let alone high quality.167
The 1997 changes were made in the context of a philosophical repositioning of residential
aged care as a person’s home. In relation to this, Professor Eagar said:
If I go back 20 years homes were criticised because they were institutional, and this was a
whole policy shift to say let’s move away from an institutional model and feel and make them
more homely. But I don’t think anyone ever intended that you would move away from a clinically
competent model towards more of an unskilled model, but that is actually what’s happened.168

As Professor Eagar said, people working in residential aged care today need ‘more
clinical skills, not less’.169 Professor Charlene Harrington, Professor Emeritus of Sociology
and Nursing at the University of California, San Francisco, and an elected fellow in the
American Academy of Nursing and the National Academies of Medicine, told us that
‘Nurse staffing levels are the most important factor that determines the quality of care
provided by nursing homes’.170
A lack of nurses featured in many of our case studies.171 For example, in the Bupa South
Hobart case study, Ms Carolyn Cooper, Managing Director of Bupa Villages and Aged Care
New Zealand, acknowledged that Bupa’s policy of reducing nurse numbers had impacted
on the quality of care and quality of life of residents.172 A lack of appropriately qualified
staff means that clinical care tasks are left to personal care workers, sometimes without
supervision.173 In the MiCare Case Study, personal care workers undertook wound care
for Mrs Bertha Aalberts’s serious leg wound, even though it required high-level clinical
care from nursing staff.174
At times, people have had to wait too long for staff members to assist them, or have gone
without care because no qualified staff were available.175 In the Alkira Gardens Case Study,
Commissioners Tracey and Briggs found that there were not enough suitably qualified
staff to provide an adequate standard of care for Mr Vincent Paranthoiene.176 Ms Shannon
Ruddock, Mr Paranthoiene’s daughter, said she was concerned there were not enough
staff who were ‘trained to provide appropriate palliative care, including how to administer’
medications as necessary.177
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Some aged care providers said that they have difficulty attracting sufficient numbers of
people with the right skills to work in aged care.178 This is consistent with the findings of
the 2016 Workforce Census and Survey, which indicated that skill shortages and difficulties
filling positions are common, particularly in regional, rural and remote areas.179
Not surprisingly, inadequate staffing is one of the issues that needs to be addressed to
make the sector more attractive. High workloads and time pressures have been identified
as key factors behind job dissatisfaction and intentions to leave the aged care sector.
A University of Adelaide working paper, prepared for the Aged Care Workforce Strategy
Taskforce, said that:
Inadequate numbers of staffing and the complex care needs of residents within residential
settings, and travel time between appointments and a lack of adequate time allocated to tasks
in community aged care contributed to workload pressures. High levels of, and inefficiencies
in, administrative paperwork were also frequently reported across both settings. Consequently,
workers frequently described a lack of time with clients, being unable to take breaks and
undertaking considerable amounts of unpaid work.180

A 2019 survey conducted by a research team from the University of New South Wales,
Macquarie University and the Royal Melbourne Institute of Technology, and commissioned
by United Voice, found that 74% of people who were working in home care reported that
they had insufficient time ‘to listen and connect with older people’.181 The impact of time
pressure on the capacity of personal care workers to provide high quality care may be
compounded by challenges associated with unpaid travel time between clients, safety
hazards in client’s homes, working in isolation with limited or no supervision and finding
the time to undertake training and administrative tasks. We have heard that many home
care workers are not adequately compensated for their travel time.182
This reinforces the need for system-wide workforce changes to support high quality and
safe care. The workforce will not stay in aged care if, day-to-day, the system in which they
work is so inadequately funded or does not have the right funding incentives in place to
promote and enable the workforce to be trained and educated, to provide safe and high
quality care. As Professor Harrington said:
until nursing homes have adequate staffing levels, they are unlikely to be able to stabilize the
workforce sufficiently to take advantage of better training and management programs.183

There are other reasons why the sector as a whole has had difficulties attracting and
retaining well-skilled people to work in aged care. These include low wages and poor
employment conditions, lack of investment in staff and, in particular, staff training,
limited opportunities to progress or be promoted, and no career pathways.
Many aged care workers would be paid more if they left aged care and went to work in
other sectors, such as health or disability. The aged care sector does not offer competitive
pay and employment conditions. Personal care workers and nurses in aged care are paid
comparatively less than their counterparts in other health and social service sectors.184
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Underemployment is also a common problem. According to the 2016 National Aged Care
Workforce Census and Survey, 30% of the residential direct care workforce and 40% of the
home care workforce work fewer hours than they would like to.185 The survey showed that
a desire for better pay and preferred working hours are among the most common reasons
that aged care workers leave their jobs.186 Aged care is widely perceived to be a low
status job which offers poor rates of pay.187 We heard that in the context of the COVID-19
pandemic, the strategy employed by one provider to attract more staff to assist during the
pandemic was to increase pay rates and align them with acute sector pay rates. We heard
that this strategy worked.188
Mr Charles Wann, First Assistant Secretary, Aged Care Reform and Compliance, Australian
Department of Health, emphasised that ‘issues relating to remuneration and working
conditions are matters for providers as employers’.189 This is true, but the way the
Australian Government funds the aged care sector directly impacts on how employers
can negotiate pay and conditions. The Australian Government has, in the past, made
some attempts to direct a portion of funding towards wages for aged care workers.190
In announcing one initiative to increase wages, the former Minister for Mental Health
and Ageing, the Hon Mark Butler MP, said:
Aged care workers don’t tend to work in the aged care sector for the money, they do
it because they love the work. But that in itself has to stop being an excuse for paying
such low wages for such important work.191

However, these initiatives did not translate into increased wages across the board.192
Both the Australian Government and providers have a responsibility to lift the employment
conditions and the status of aged care workers. We cannot rely on the commitment and
goodwill of workers to build the aged care workforce. The sector needs to work harder to
be attractive to a broad range of people. It needs to attract people with aptitude for aged
care work and ensure that they have adequate training.
The bulk of the aged care workforce does not receive wages and enjoy terms and
conditions of employment that adequately reflect the important caring role they play.
About three-quarters of the direct care workforce in aged care are employed on a
permanent part-time basis. Casual and contract employment is also common.193 In home
care, in particular, workers have ‘fragmented working hours’, shorter shifts and hold
multiple jobs.194 Across the economy, participation in on-demand work—also referred to
as platform or gig economy work—is growing.195 A recent inquiry found that ‘Platform
work is a statistically small but significant and growing part of the labour market’.196 A shift
toward this mode of engagement in aged care would mean fewer staff directly employed
by providers, which has the potential to impact on the consistency and cohesion of care.
There is limited investment by providers in the workforce to develop the skills of the aged
care workforce, to nurture them, or to build a workplace culture or multi-disciplinary
in-house care teams.
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Aged care workers often lack sufficient skills and training to cater for the needs of older
people receiving aged care services. Existing training and education systems for personal
care workers and health professionals do not provide the specific knowledge and skills
to meet to the needs of older people who require care. We have heard that personal care
workers often lack skills and have little opportunity for effective training in dementia care,
palliative care, trauma-informed care, nutrition, medication and falls management. 197 We
have also heard that nurses working in aged care may lack sufficient skills and knowledge
in relation to dementia and geriatrics.198 We have heard calls for increased education and
training for allied health professionals so that they are better equipped to support the
physical, social and emotional wellbeing of older people.199 Peak bodies for dentistry and
oral health experts want dental practitioners to be better trained to cater to the needs of
older people.200
There is no requirement for undergraduate nursing and medicine students to undertake
placements in aged care during their training—and many do not.201 Their preparedness can
be greatly enhanced when they undertake good quality clinical placements in aged care.202
This does not occur enough. As a result, health care is often delivered by professionals
with little understanding of the particular needs of older people, which can affect the
quality of care provided.
There is no minimum mandatory qualification for personal care workers. This means that
some personal care workers have no formal training. It is certainly the case that not all
personal care workers have the level of education and training required to provide safe and
effective care services to older people. Mr Jason Burton from Alzheimer’s WA summarised
the implications of this for care quality and the ability of staff to provide care that focused
on the person receiving care:
Staff training in aged care remains sporadic with no minimum training requirement and no
national applied competency framework. Despite the complexity of providing high quality
person centred care to a vulnerable older person, staff are often lacking in the knowledge
and skills that are required to provide care outside of a task focused institutional paradigm.203

We heard about the implications of a lack of minimum qualification, or any ongoing training
or refresher requirement, for personal care workers. For example, Ms Rosemary Dale, a
personal care worker, expressed concern that a lack of adequately trained workers places
additional pressure on those who are qualified.204 Ms Dale told us about her role training
new workers through a buddy system. She said that new workers without Certificate III
training are ‘not aware of what they’re coming for’ and suggested that they need some
sort of ‘grounding’ or training before they start.205
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Even where personal care workers have undertaken training, witnesses told us that the
quality and overall duration of vocational education and training courses for personal care
workers are inconsistent and too often do not focus on the needs of the student and the
aged care sector.206 For example, palliative care is not a core requirement within the current
Certificate III aged care qualification.207 Personal care workers are often required to perform
the task of nurses but lack the qualifications, training, skills, knowledge and experience to
do that work appropriately.208 As Mr Robert Bonner, Director, Operations and Strategy at
Australian Nursing and Midwifery Federation (SA Branch), said, ‘we are preparing workers
at a cert 3 level for roles that are requiring skills, knowledge and competence that are far
beyond that’.209 This has a profound impact on care.
In addition to there being poor training, we heard that the aged care sector is one without
clear career pathways. As Ms Sandra Hills OAM, Chief Executive Officer of Anglican Aged
Care Services (Benetas), said:
The aged care sector needs to become a primary and attractive sector for talented individuals
rather than secondary to the acute sector. This can partly be achieved through the deliberate
creation of long and rewarding career paths.210

A recent discussion paper prepared on behalf of the Aged Services Industry Reference
Committee noted that: ‘Currently it’s challenging for those already within the industry
to be able to use their existing experience or education to move beyond initial roles’.211
This needs to change.
Finally, a key factor relevant to retaining staff members is the level of worker engagement
in the organisations for which they work. This was one of the findings of the Aged Care
Workforce Strategy Taskforce, which noted that drawing on staff insights and perspectives
on the organisation can promote job satisfaction and retention.212 Research in the
early childhood education sector has found that listening to employees can aid in staff
retention.213 This is an area where providers can make immediate changes on the ground
for their workforce. To do so will require strong leadership and management. Strong
leadership from within providers is required to attract, engage, develop and retain the
aged care workforce for the future.
The message we have heard is clear: aged care quality and safety is directly dependent
on the number and quality of the people who provide it. It is clear to us that the quality of
care that older people receive has been compromised because, all too often and despite
best intentions, those people who work in aged care simply do not have the requisite time,
knowledge, skill and support.
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4.11 Attitudes and assumptions about ageing
and aged care
Attitudes and assumptions about older people and aged care can affect the delivery of
aged care. While there is no doubt that older people are valued, there is some evidence
that, as a society, we underestimate and devalue older people’s contributions to the
community.214 Commissioner Briggs considers that ageism is a systemic problem
in the Australian community that must be addressed.
Dr Kate Barnett OAM, a social gerontologist, said:
ageism is just such a prevalent issue in our community and it, I believe, underlies a lot of
the issues we have with aged care, the system and how it’s designed and what might be
the implicit meanings behind the way the funding goes…It’s there under the surface the
whole time. People usually don’t come out and say it like I am now, but there you go.215

Older people with a disability may receive fewer services through aged care than if
they qualified for the National Disability Insurance Scheme. Similarly, older people are
sometimes being refused access to health services, such as Medicare-subsidised mental
health services or specialist palliative care services, simply because they are in aged
care.216 This is discriminatory. Unlike de-institutionalisation reforms in the disability system,
institutionalisation and segregation of older people in the aged care system has persisted. 217
Assumptions in society and the aged care sector about the natural process of ageing may
contribute to a lack of attention on prevention, reablement and maintenance. Some people
working in the aged care sector may tend to accept that decline is inevitable, and that
the most that people can wish for as they become more frail and dependent is to be kept
safe and comfortable. There is a widespread view in the community that living in residential
aged care will lead to an inevitable decline in control and quality of life as well as general
unhappiness.218
A counterpoint to this approach is the disability sector, which has a greater focus on not
allowing a person’s disability to be a barrier to fuller participation in life. 219 Ms Kate Swaffer,
who gave evidence both as a person with direct experience in the aged care system and
as the Chair and Chief Executive Officer at Dementia Alliance International, described
her transition from aged care services to the National Disability Insurance Scheme:
Since transitioning to the National Disability Insurance Scheme (NDIS), which due to all the
negative media, I was dreading, I can honestly say, for me, it has been an exceptionally positive
experience...I have been supported to live positively, not only die from dementia. The focus of
my first assessment was on my goals to live a good life, not just my activities of Daily Living;
for example, not just a shower rail, or ramp, for when I would need it, which is what the aged
care sector provided advice on.220
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When it comes to improving health, some conditions, such as back pain or feelings of
depression, may be put down to ‘old age’.221 Dr Diane Corser, a clinical psychologist
working in aged care, said of starting her role:
It was also challenging overcoming ageism where staff, family, and people residing in aged
care centre thought mental illness (e.g. depression/anxiety) was a normal part of ageing.222

Associate Professor Michael Murray, Head of Geriatric Medicine at Austin Health, believed
that ageism contributed to poor continence care in aged care because incontinence is
sometimes considered a normal part of ageing.223 Dr Joan Ostaszkiewicz, registered nurse
and Research Fellow at Deakin University in the Centre for Quality and Patient Safety
Research, referred to research that suggested that incontinence products were being
used in subacute care on older people who had not had episodes of incontinence:
So I suspect the same is happening in an aged care facility where we have ageist attitudes
predominate, as they do in society more broadly, and we all know lots of examples of people
admitted to hospital who are automatically put on a continence product with the assumption
of just in case or, you know, they’re elderly.224

Commissioner Briggs notes that the provision of health care more generally may
also be affected by health practitioner’s prioritising younger people. Mr Ian Yates AM,
Chief Executive of COTA Australia, expressed ‘concern about discrimination’ in the
health system. He said:
Older people are principal customers of that system, but there has been a slow process
of recognising that they are equal citizens in that system.225

Mr Yates noted that health practitioners, such as general practitioners and specialists,
sometimes do not give people in residential aged care the priority they should. 226
Commissioner Briggs observes that during COVID-19, there were different approaches
to whether people in residential aged care were transferred to hospital.227 In our special
report on aged care and COVID-19, we noted that the ‘starting point’ in deciding whether
a person with COVID-19 is transferred to hospital ‘must be to recognise that equal
access to the hospital system is the fundamental right of all Australians young or
old and regardless of where they live’.228
Associate Professor Lee-Fay Low, Faculty of Medicine and Health at the University of
Sydney, noted the ‘assumption of narrative foreclosure’ that underlies residential aged
care—this is the idea ‘that a resident has lived a good life and their life story is over—and
they are to be maintained safely until death’.229 In contrast to this more common approach,
Ms Josephine Boylan-Marsland and Dr Tim Henwood, both from the home and residential
aged care provider Southern Cross Care (SA, NT and VIC), told us of their focus on
maintaining and increasing function through their multidisciplinary allied health program.230
Ms Boylan-Marsland said she believes this approach offers people a ‘better quality
of life right up until they die. So my goal is to keep people walking until they die’.231
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Witnesses called for a system that embraced ‘dignity of risk’—one that allows older people
to make choices about their day-to-day activities, such as going for a walk even though
they have an increased risk of falls, or eating a soft-boiled egg.232 Associate Professor
Stephen Macfarlane, Head of Clinical Services at the Dementia Centre, HammondCare,
said that the current aged care system sometimes focuses on safety at the expense of
a quality aged care experience that would allow people to take reasonably controlled
risks to maximise their quality of life.233
Stereotypes about older people can lead to carers making assumptions about a person’s
cognitive capacity. Ms UX told us that staff members assumed that her mother had
dementia because she was frail and in her 80s.234 Ms Daryl Melchhart said:
Living in an aged care facility, I have a never ending battle to be seen as a fully competent
adult. My thoughts and wishes are mostly disregarded by some of the staff and I am treated
by some of the staff as if I am a child or have dementia.235

Assumptions about an older person’s cognitive capacity may lead to them being
excluded from conversations, staff members talking about them as if they are not there,
not respecting their privacy and speaking about their private medical information in front
of others. Ms Janette McGuire, a Forgotten Australian, spoke about the lack of dignity,
privacy and respect she experienced when she spent two weeks in a short-term residential
aged care facility:
on several occasions, the social worker based at the facility came up to my bed and talked
loudly about my personal business in front of other patients and their visitors. People could hear
what the social worker was saying. I felt this was a breach of my privacy and my dignity.236

Ms Beryl Hawkins, who receives home care, said: ‘In my experience, people talk
around me or to my carers as though I can’t understand them. It makes me feel alone’.237
Ms Beverley Johnson, a woman living in residential aged care, said: ‘Frequently,
new staff do not introduce themselves and when asked their name, their reply can be,
“You won’t remember it, dear”’.238
Some have seen attitudes and assumptions about older people in the language used in
aged care. Examples of this include when people describe ‘toileting’ a person rather than
helping them go to the toilet, or when a person going for a walk is ‘wandering’. This kind of
language is seen by some to position the older person as an object or a ‘job’ that someone
must complete. Dr Lisa Trigg, Assistant Director of Research, Data & Intelligence at Social
Care Wales, said:
‘Abscond, wander, BPSD [behavioural and psychological symptoms of dementia],’ you know,
these are people who are reacting to what’s going on around them. So those sorts of—that sort
of language happens—matters. ‘The floor, feeding, toileting,’ you know. How would you feel if
someone said they were going to toilet you, not help you go to the bathroom?…it’s essentially
very ageist and very—yeah very inhumane.239
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The evidence we heard suggests that the approach of many Aboriginal and Torres Strait
Islander communities to their Elders provides a valuable lesson for all of us. As was
observed in the Interim Report, Aboriginal and Torres Strait Islander people see Elders as
central to the future of culture, deserving of respect and entitled to be looked after with
dignity.240 The wider Australian community can learn from this deep appreciation of older
people. At the Broome Hearing, Ms Venessa Curnow, an Ait Keodal and Sumu woman and
the Executive Director of Aboriginal and Torres Strait Islander Health at Torres and Cape
Hospital and Health Service, said:
the old people are the ones that teach you how to go out on Country. They teach you all the
songs, they teach you languages. So you have an innate respect for them and their place in
community…we…wouldn’t be here without the older people…looking after our older people
is part of who we are…It’s like our connection to their mother, and their mother before,
and that’s how we pass down our knowledge through the generations.241

We would like to see an aged care system in which older people are consistently treated
equally, with respect, dignity and independence.

4.12 A reactive model of care
Our inquiry has revealed that the prevailing model of care in the current aged care
system is largely reactive. Aged care services are not generally geared towards people’s
enablement and do not maximise the maintenance and improvement of people’s health.242
Dr Jennifer Hewitt, a Clinical Physiotherapist and Senior Lecturer and Clinical Educator
at the University Centre for Rural Health, the University of Sydney, said that in aged care,
maintenance is ‘something to celebrate’ and that maintaining older people’s ability to
function is an important goal.243 This approach should affect the care people receive.
Unfortunately, intervention often only occurs when issues arise, and the focus of care
is on symptoms, not causes.
There have been many examples of reactive care presented through the life of this Royal
Commission. Physiotherapists were brought in to manage residents’ pain rather than
being actively involved in maintaining and restoring mobility.244 Nutritionists tend to be
contacted when individual people have a special dietary requirement, or they have a ‘red
flag’ or ‘trigger’ event, rather than to assist in the development of meal planning to meet
the specific needs of older people.245 Pressure injuries were viewed as typical and to be
expected in residential care, when they could have been prevented.246 Dr Ostaszkiewicz
expressed concern that the manufacturers of continence products were filling a void in
continence education, which resulted in promoting the use of incontinence products,
such as pads, over preventative strategies.247
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Some expert witnesses and providers said that the current funding structure provides
incentives for reactive care rather than proactive care.248 That is, the current funding
structure is based on episodic care which does not meet complex health care needs of
many people in aged care. It is geared toward support that addresses deficits rather than
building capability. Reactive episodic care is vital and necessary in any well-ordered health
and care system, but attention needs also to be given to preventative care that could avoid
the episode occurring in the first place. Ms Lucille O’Flaherty, Chief Executive Officer of
Glenview Community Services, explained:
we are funded for the amount of medications we’re giving, how many times we shower
someone, what meals we provide. We’re not funded for how happy a resident is and
how we’ve reduced their sleep medication because they’re happier and sleeping better.249

A reactive approach can reduce access to health care services.250 For example,
Ms Rhonda Payget said that staff members at her mother’s aged care service responded
to the family’s queries, but lacked the capacity to provide high quality care and attention
due to the number of residents they had to care for. As a result, a number of Ms Payget’s
mother’s care needs were only met when family members raised them.251 Ms Payget gave
an example of a ‘reactive referral’ to a skin specialist only being made after the family
raised its concern about a skin lesion.252
Poor and ineffective care planning, particularly in residential aged care, is another sign of
a system that does not prioritise proactive and planned care. Aged care providers have
obligations under aged care legislation and the Quality Standards to produce and maintain
a care plan for people receiving care.253 That plan should be used to determine the health
and wellbeing needs, goals and preferences of people and to outline how best to meet
those needs.254
Yet care plans, at times, are either not made at all, not updated, have errors or gaps in
information, are not used to inform the delivery of care, or are not well understood by the
person receiving care and their loved ones. In the Bupa Willoughby Case Study, Ms DI
explained that she did not realise that her mother had a palliative care plan until a staff
member mentioned it at a meeting. She said that when she asked for a copy, the care
plan ‘was just handwritten notes made by the palliative nurse in Mum’s progress notes’.255
Ms Helen Valier described her experience of a lack of clarity around care plans when her
late husband was in residential aged care:
Then I started to become concerned about the lack of a care plan. We didn’t know what
it involved. He did have a mobility plan. It was tacked to his bathroom door…When we
did ask staff, they didn’t seem to know…the advice that we got variously was there were
a number of plans, but nobody seemed to know what they covered.256

Some family members said they had not been involved in the development of care
plans, despite having valuable knowledge about the needs of their family members in
aged care.257 Even when care plans are documented, it does not necessarily equate to
care provided—just because something is written down in a care plan, does not mean
a resident actually receives that care.258
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Too often, witnesses said that in residential aged care, the care plans were prepared
primarily for the purpose of accessing funding under the Aged Care Funding Instrument.259
A number of physiotherapists told us of their frustration at not being able to provide the
allied health care they knew their client needed because they were required to provide a
limited range of non-evidence based pain management services that were covered under
the Aged Care Funding Instrument.260
Deficits in care planning reduce the ability of care staff to deliver appropriate care.261 For
example, witnesses said that failing to plan for pain management, including appropriate
medications, can cause people unnecessary pain and suffering.262 Ineffective care planning
is not good enough in a high quality aged care system. Dr Lisa Studdert, then Deputy
Secretary, Ageing and Aged Care Group, Australian Department of Health, said that the
absence of a care plan was a ‘great cause for concern because there is no documentation
by which you could verify that a recipient—a client was getting appropriate care’.263
We agree. We are also concerned that care plans may prioritise funding considerations
over care, are insufficiently detailed and rarely updated, and are not adhered to.
Older people need and deserve a proactive and preventative approach to their care.
In the current system, the approach to care does not adequately prevent, support, identify
and address the underlying causes of health concerns.
Commissioner Briggs observes that the reactive model of care also extends to an
insufficient focus on the emotional and social needs of older people. We both agree
that the dominant models of care delivery in aged care are task-based and focused
on standardised processes.264 This approach to caring can leave people feeling
depersonalised and like a passive object, rather than as a whole person with emotional and
social needs. Ms Johnson, who lives in residential aged care, described occasions where
staff members would enter her room as if she was not there, continuing their conversations
with each other: ‘Often not a word is said to me. I feel as though I am just an object that
has to be moved from A to B’.265
A person’s physical and medical care needs may be met, but they may still feel isolated,
forgotten or bored.266 Mr Anthony O’Donnell, who lives in residential aged care, said:
The definition of care on both daytime shifts seems to be centred on making sure that there
is something formally set down to do as a series of tasks. Actual care, as in the connecting
with residents in order to see to their needs and to interact with them as people, left to the
summoning of the Carer, or floating carers, by the resident pressing a button and once the
resident’s immediate need is satisfied it’s off to the next most urgent task or call—leaving the
parties neither satisfied nor fulfilled.
In one sense while immediate needs may well be met in this way, if considered objectively
and without any intrusive thoughts about costs and the like, then such a definition of care
is little more than is given to our sheep or cattle in the export business.267

The task-based approach to care reflects a misplaced belief that care is adequate
so long as a person’s medical and physical needs are met.
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This issue is exacerbated by demanding workloads for staff which limit opportunities for
conversation and connection. Staff members can find it distressing that they are not able
to spend time with the people to whom they provide care.268 Most aged care staff want to
do the best for older people, but find themselves without enough time to provide adequate
emotional and social support.269 Ms Emma-Kaitlin Murphy, a registered nurse, said:
I became a nurse because I want to care for people…We’re doing documentation, we’re doing
medications, and while they’re all equally important parts of a person’s care, it’s fundamental to
be able to look after and nurture their emotional wellbeing.270

We conclude that the current system does not sufficiently recognise the importance of
proactively supporting an older people’s social and emotional wellbeing, instead taking
a largely ‘hands off’ approach to this aspect of care.

4.13 The lack of voices of older people
and diverse communities
When the design and delivery of a service or system does not take account of people’s
needs, preferences and circumstances, they can exclude and alienate the people they
seek to assist. This can lead to a one-size-fits-all approach to program design and delivery.
People receiving aged care and their local communities are not well represented in the
aged care system. Professor John Pollaers OAM, former Chair of the Aged Care Workforce
Strategy Taskforce, described aged care as a ‘highly fragmented industry’ with:
lots of different groups that…hadn’t taken the time to listen to each other’s opinions and points
of view…and in many ways locked into a contest between government, industry and the unions,
without really involving the community or the residents and the consumers themselves.271

This was starkly illustrated by an aged care resident, Ms Johnson, who described
the difficulties she had being heard and respected in the aged care facility where she
lived. When asked about representation of residents in aged care facilities, she said:
Well, I would say, ‘What representation?’ There seems to be very little of it. And, like anyone
in the community [residents] should have a right as to how you’re treated. And residents,
it would appear, once they pass through the front door of the facility, give up that right.272

Ms Noleen Hausler, speaking about her father’s experiences in residential aged care, said:
The Royal Commission has given an unprecedented voice and opportunity to residents
and families, and advocates in a safe, respectful environment to be heard and valued.273

Such a voice should not be unprecedented. It should be routine and used to ensure that
the system is fulfilling the needs of the people it is designed to provide care for.
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Other witnesses also commented on the lack of older people’s influence in aged care
policy development. Mr Glenn Rees, Chair of Alzheimer’s Disease International, said that
the voice of older people does not reach the Australian Department of Health and that
some of the documents from national organisations do not always represent the values of
people who receive aged care and their carers.274 According to Mr Rees, ‘the government
of the day has to look for mechanisms, however difficult, which bring the department
and the political process face to face with people with dementia, with older people
more generally’.275
Mr Geoffrey Rowe, Chief Executive Officer at Aged and Disability Advocacy Australia,
said that the voice of older people is not represented compared with the interests of other
parties, at both the service and system level.276 Mr Rowe said this was apparent in the
development of the Aged Care Standards:
when I went to consultations and I looked at who was around the table, the minority group were
the consumers. The majority group were the service providers and other interest groups. And,
you know, putting it bluntly, I saw people who were wanting to use that instrument not as a tool
for the aged care consumer, but as a tool that the service provider could use to hold the aged
care consumer for paying their fees. And that was completely the wrong intent of the document.
And I think that’s indicative of some of the issues that we’re seeing in the aged care system.277

Some advocacy groups for older people told us they are often not consulted. For example,
Ms Swaffer claimed that Dementia Alliance International is ‘almost never consulted by the
government’.278 Ms Swaffer also said:
Dementia Alliance International is not influenced by anybody else’s agenda. We’re not influenced
by what funding or getting funding because we don’t have very much funding. We really are an
authentic voice, and we’re not out to make friends. We’re out to try and change the world.279

It is particularly important that the policy developers and aged care providers listen to
voices from, and community representatives for, groups that are already disadvantaged.
Ms Samantha Edmonds, Chair of the Aged Care Diversity Sub-Group and Policy and
Research Manager of the National LGBTI Health Alliance, acknowledged the Australian
Department of Health’s central role in supporting the work of the Sub-Group but said
that she ‘sometimes felt that the provider peaks’ voices were given greater consideration
than the voices of the consumers’.280 The Australian Department of Health acknowledges
that there is disparity in the information it has about access to aged care available
across different cohorts of people with diverse backgrounds and life experiences.281 For
example, there is limited data on veterans, people experiencing homelessness or at risk
of homelessness, and people who are financially and socially disadvantaged. There is no
data on care leavers, parents separated from their children by forced adoption or removal,
or people from the LGBTI communities.282 In the absence of data, it is even more important
that policy developers work with local communities and representative groups.
There are many examples of the problems which can be caused by a one-size-fits-all
approach. For example, much about the design and delivery of home care appears to be
predicated on the assumption that people own their own home or have safe and secure
housing.283 People working in the aged care sector may also assume an older person is
able to rely upon the support of friends and family, when this is not always the case.284
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Even when data about disadvantaged groups does exist, it is not sufficient for the
system manager to rely on this alone. For example, we know that in 2018, the Australian
Department of Veterans’ Affairs estimated that there were 641,000 living Australian
veterans.285 Of these, approximately 165,000 were Department clients and 55% of those
were aged 70 years and over.286 Mr Nathan Klinge, Chief Executive Officer of RSL Care SA
Inc., said that while many of the care needs of veterans in aged care align with those of the
broader population, there are a number of specific differences and challenges to providing
aged care for veterans.287 These factors, which can both predicate and be a barrier to
entry into aged care, include entry to aged care at a younger age, substance abuse,
family breakdown, post-traumatic stress disorder and social isolation.288
While the Veterans’ Supplement in Residential Care is available to aged care providers
to ensure a veteran’s mental health does not act as a barrier to accessing care, a number
of factors inhibit the effectiveness of this Supplement. The Supplement is only provided
for veterans who have a diagnosed service-related mental health condition, yet both
anecdotal and research evidence suggest that older veterans in particular are more likely
to deny mental health and psychiatric symptoms.289 In any event, we received evidence
that the $7.08 per resident per day Supplement is not sufficient for an aged care provider
with extensive knowledge and experience in veteran issues to care properly for this
population—let alone enough for providers without this specialist capacity.290 Closer
collaboration with veterans and their broader community would assist the Australian
Government to develop a more proportionate response.
Professor Paterson said:
The absence of strong consumer voice in the aged care system is a notable feature of aged
care in Australia. The voices of providers are prominent in the Australian system—and appear
to be highly influential in policy debates, with Ministers, departments, agencies and officials—
but the voices of consumers, families and consumer advocates are relatively weak.291

We agree with that view. In overhauling the aged care system, the voices of people
receiving care must be a priority to ensure that the system remains relevant and
appropriate for the people it is intended to support.
An important part of ensuring that people receiving aged care have a strong voice in
the aged care system, and that they are supported to complain and provide feedback,
is robust and well-funded advocacy services. However, in Queensland, the aged care
advocacy services were ‘only supporting less than one per cent of aged care users’, and
that there was a wait list for advocacy services of up to six weeks.292 Without adequate
advocacy services to support feedback from people receiving care, substandard care may
not be identified and opportunities to improve services may be missed, contributing to
systemic failures in aged care.
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Ineffective regulation

The Aged Care Quality and Safety Commission and its predecessors have not
demonstrated strong and effective regulation. The regulatory framework is overly
concerned with processes and is not focused enough on outcomes. The system is
insufficiently responsive to the experiences of older people. The oversight of home care is
underdeveloped. There is a poor track record—in both home care and residential care—
on enforcement, and a reactive approach to monitoring and compliance. In the words
of Professor Paterson:
the regulation of aged care in Australia has paid lip-service to the welfare of care recipients.
The system fails to ensure the provision of safe, high quality care and pays insufficient attention
to the quality of life of aged care users.293

The regulatory arrangements lack the transparency, accountability and responsiveness that
would be expected of a contemporary regulatory regime.294 Overall, the system has not
provided the assurance of high quality and safe care that older people and the community
would reasonably expect.
The oversight of residential providers has relied far too heavily on a three-year cycle of
accreditation audits against fixed standards.295 The three-year cycle of audits is inefficient
and is not risk-based. It has not been effective in preventing, detecting or responding
adequately to instances of poor quality care.296
The current approach to regulation takes insufficient account of other intelligence that
might point to substandard care, such as the experience of people receiving care,
complaints, reports of serious abuse or assaults, coronial reports and signs of provider
financial distress.297 Where problems have been identified, the regulator has lacked
curiosity about underlying patterns of performance and has been too ready to accept
the assurances of providers in relation to their own performance.298
The assessments of residential aged care providers are based on a binary ‘met’ or ‘not
met’ basis. Assessments of this kind do not permit a meaningful comparison of the
performance of different services. This is particularly the case in circumstances where
a high percentage of providers has historically been assessed as meeting all minimum
standards and outcomes.299 As Professor Paterson observed, the binary assessment
approach does not meet the ‘minimum standards’ of information.300 The assessments
fail to provide enough information to encourage providers to pursue excellence or to
provide older people with the information they need to judge the quality of care they
might receive.301
The quality and safety regulatory framework for home care is not strong, despite the
risks of poor care or abuse being high. The New South Wales Ageing and Disability
Commissioner, Robert Fitzgerald AM, told us that:
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The highest risk for older people in the aged care system is within the home. I know all of the
attention focuses in on the residential settings, and there are high risks in those…But the risks
that occur at home are quite substantial because there is not the line of sight that you normally
see in residential services.302

Ms Janet Anderson PSM, Aged Care Quality and Safety Commissioner, agreed that home
care services have a risk to clients related to a lack of visibility of the service. She said:
‘I’m not convinced that our regulatory gaze in home care is as strong as it needs to be’.303
This is despite the Aged Care Quality and Safety Commission and its predecessors having
responsibility for home care regulation since 1 July 2014.304
Ms Gwenda Darling, a person receiving home care, gave evidence that ‘the home care
system is broken and it seems totally unregulated’.305 In August 2019, Ms Amy Laffan,
then Assistant Secretary of the Aged Care Quality Regulatory Design and Implementation
Branch, Australian Department of Health, outlined some gaps and weaknesses in the
regulation of home care. These included:
• the absence of any requirement for accreditation against the standards before

a provider commences providing services

• quality reviews happen at the providers’ premises rather than in a place

where the provider delivers care and services

• the results of quality reviews are not published, while accreditation results

and re-accreditation audit reports in the residential care context are published

• an absence of information sharing with other social care systems,

such as the National Disability Insurance Scheme.306

In addition, some key quality and safety regulatory tools that are used in residential
care are either taking longer to be developed in home care or not developed at all.
These include:
• quality indicators, which exist for residential care but not home care307
• differentiated performance ratings, which have been introduced in residential

aged care, but not home care308

• a new serious incident response scheme, which is to be introduced in residential

care in 2021, while work is still ongoing on options for extending the scheme
to home care309

• risk profiling tools, where development has been prioritised for residential aged

care (to commence by 1 July 2020) over home care (not due to commence until
December 2022)310

• no accreditation of home care services.

Ms Anderson also told us in September 2020 that ‘regulatory activity, insofar as you
would include quality reviews and assessment contacts, have declined’ in relation
to home care.311
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It is important that the regulation of home care is effective, particularly given that older
people want to remain in their homes for as long as possible. That care should be high
quality and safe. Vulnerable older people living at home have a right to be safe and free
from abuse. In 2018–19, the Aged Care Quality and Safety Commission conducted
602 quality reviews of home care services.312 In comparison, it conducted 1248 audits
of residential aged care services during that time.313 This is despite there being similar
numbers of services / facilities operating during this period.314
Another key problem is a weak approach to enforcing the responsibility of providers to
provide high quality and safe care. The regulator is, amongst other things, an enforcement
body. It has a responsibility to hold providers to account against the quality and safety
standards that are set. Exercising enforcement power is an important part of ensuring that
the regulatory system deters poor quality or unsafe care, and is credible and effective.
Professor John Braithwaite, a leading expert in regulation, has described aged care
enforcement in Australia as ‘enfeebled’.315 Providing poor care has rarely had serious
consequences for providers.316 Governments typically play both a regulation and a funding
role for aged care. These are different roles and need to be performed with functional
separation so that concentration on funding does not diminish the regulatory role.
As discussed above, Ms Carnell and Professor Paterson undertook a review of aged care
quality regulatory processes in 2017 (the Carnell-Paterson review). They observed that
only a small number of aged care providers had faced revocation of approved provider
status, and that ‘severe compliance action is very seldom used in the Australian aged
care system’.317
The regulator has rarely used its powers to sanction providers. When it has moved to
sanction providers, the regulator has applied a remarkably uniform response to noncompliance that generally focuses on managing the provider back to compliance. 318
The one-size-fits-all approach to enforcement suggests a regulator that either lacks an
appropriate range of enforcement tools or the necessary flexibility and imagination to
deploy the right sanction to fit the individual case.
Figure 4 illustrates the use of key enforcement powers by the Aged Care Quality and Safety
Commission and the Australian Department of Health between 2008–09 and 2018–19
across all types of aged care.319
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Since the 2017–18 financial year, there has been a significant increase in the use of the
regulator’s power to revoke a provider’s accreditation. And, since the 2015–16 financial
year, there has been an increase in the use of all enforcement powers. Nevertheless,
it remains the case that the regulator’s approach to enforcement over recent years has
been relatively weak when considered in light of the harm done to some older people
as a consequence of poor quality care.
In addition, the regulator’s enforcement efforts to date have been hampered by the lack
of flexible enforcement tools and powers. We have heard that the regulatory model would
be strengthened by having access to a wider range of sanctions, including powers to
hold directors to account.323 We make recommendations to address this in Volume 3.
We are concerned that the regulator has had a mindset of managing every provider back
to compliance. Professor Paterson gave evidence that he thinks this mindset ‘holds
grave dangers’. Reflecting on the Earle Haven Case Study, Professor Paterson said:
I think that’s something we were very much aware of in the context of Oakden in 2017, during the
time of our review, and I have to say, having sat through the evidence on Monday, having looked
at the transcript for yesterday and then having sat through the evidence this morning, it does feel
as if there’s still this whole idea that we have a compliance model where we’re trying to manage
providers back to compliance and we’re very reluctant to go to the apex of the triangle.324

The Earle Haven Case Study provided an example of where a stronger response by the
regulator may have resulted in a different outcome. In that case, the approved provider,
People Care, had a sustained history of far-reaching non-compliance. Mr Anthony
Speed, the then Acting Assistant Secretary of the Australian Department of Health’s
Aged Care Compliance Branch, accepted that some of the matters in this case should
have led to further investigation and consideration of People Care’s suitability as an
approved provider.325
We heard evidence that more timely regulatory interventions are required. Ms Bethia Wilson
AM, Principal of Wilson and Webster Consultancy Services and former Health Services
Commissioner, Victoria, had been engaged by Bupa to undertake a consumer engagement
process with older people and their families at a number of Bupa services in Victoria and
Tasmania. She observed that:
I think that the regulators…in the cases that we’ve seen were a bit slow to act. It wasn’t until
the Royal Commission was announced that the sanctions began to be placed on the facilities
that we visited, and that all happened very, very quickly once it started. So I guess I’m going
back to that question of why weren’t they sanctioned earlier rather than why are we being
sanctioned now…I think there needs to be much more scrutiny of the regulator who should be…
the window to Commonwealth accountability.326

It is also important for the regulator to take strong enforcement action to send a clear
message to the sector that substandard care is not acceptable. There should be a
demonstrated willingness by the regulator to resort to the most serious enforcement
measures, which in the aged care context are revoking accreditation or approval or
otherwise taking poor performers out of the system. An underuse of these powers
risks service providers viewing compliance as voluntary, and the regulator as lacking
in credibility.327
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As Dr Trigg said:
the new Aged Care Quality Standards will only result in better outcomes if other issues are
addressed, for example, the legislative and enforcement powers of the Quality and Safety
Commission and the appetite of the Australian government to close poor providers.328

Enforcement needs to be seen as the key function of the quality regulator. When
appropriate, the quality regulator must be prepared to flex its ‘regulatory muscle’
and to impose sanctions for non-compliance.329
This underuse of enforcement powers provides an example of a lack of energy and drive
from the regulator. Another example is in its approach to monitoring and compliance
activities.
Professor John Braithwaite said the regulator needed to take an inquisitive or ‘detective
oriented’ approach:
taking the initiative to seek out evidence from complainants, to seek out evidence from
advocacy organisations, from community visitors, looking diagnostically at the quality indicators,
coming to a view holistically about whether this is a high risk facility or not and having those
conversations.330

Professor Paterson, reflecting on evidence received in the Earle Haven Case Study,
said that:
I think there has been a total lack of curiosity. I think there has been a mechanistic approach
to the role. It feels as if people have been going through the motions and not looking at what’s
right there in front of their noses.331

The requirement to assess against the quality standards on a pass / fail or met / not met
basis does not encourage, reward or showcase best practice. It does not differentiate
between ‘the people who have just passed and the people who are excellent’.332
Proactively seeking the views of older people receiving aged care services is an area
where the regulator has been slow to implement change. The consumer experience
interview and report process has the potential to be a powerful tool for the regulator
to hear from older people about their experiences in aged care. Rather than wait for
complaints to be made or issues to arise, the regulator can engage directly and proactively
with people on the ground.333 However, the current consumer experience interview and
report process provides quite limited opportunities for older people to provide input or
feedback about their care. We have already outlined the problems in its ability to represent
the views of people receiving residential aged care accurately. In residential care, there
is a requirement to interview 10% of people during site audits and review audits.334 A
recommendation by the Carnell-Paterson review that this should be increased to 20% has
not been implemented. Ms Laffan said that the 20% requirement was too ‘prescriptive’.335
The regulator should talk to more people, more often and in ways that elicit accurate
information about the quality of their care. It should publish the outcomes.
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In home care, there is no requirement to interview care recipients at all. During the Brisbane
Hearing, a number of witnesses called for improvements to understanding older people’s
experience in home care. Ms Gwenda Darling, who accessed home care, said home care
users should be surveyed for their views on the quality of service as part of the quality
review process.336 Professors John and Valerie Braithwaite and Professor Toni Makkai
encouraged the questioning of people receiving home care via phone calls to gauge the
standard of service.337 We understand that, in the context of the COVID-19 pandemic,
there have been over 5000 telephone calls made to people receiving home care services.338
This is a step in the right direction.
The regulator has recently implemented changes to the consumer experience interview
process, and changes to the consumer experience report process are anticipated in 2021
that will enable the reports to be published.339 We hope that these changes will give greater
voice to older people in aged care and, in particular, home care.
The compulsory reporting scheme for suspected or alleged assaults in residential aged
care facilities is another example of a lack of proactive investigation in regulatory practices.
The compulsory reporting scheme requires approved providers to report suspected or
alleged assaults to the Aged Care Quality and Safety Commission within 24 hours of
receiving the allegation.340 Before 1 January 2020, these compulsory reports were made to
the Australian Department of Health. We heard that information provided to the Australian
Department of Health was often accepted at face value, without investigation.341 There
was no requirement on a provider to name alleged offenders, so the Australian Department
of Health was unable to identify alleged offenders of multiple allegations of assault. This
approach left older people vulnerable to assault and unsafe practices. There have been
some changes to the processes around compulsory reporting as part of the transfer of
those functions to the Aged Care Quality and Safety Commission, but the inability to
match alleged offender names in reports across the system persists.342 The Australian
Government recently introduced legislation to replace the existing compulsory reporting
scheme with a new Serious Incident Response Scheme for residential care.343
While there have been some recent improvements in the regulatory framework for aged
care, there are still problems. In particular, there is insufficient regulation of home care, there
is a need for a consistently proactive and inquisitive approach by the regulator and more
effort is required to obtain reliable information about older people’s experiences of care.
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4.15 An absence of transparency |
Commissioner Briggs
A lack of transparency is a pervasive feature of the current aged care system.
The consequences for the quality and safety of care have been profound.
Useful and relevant information on aged care services is difficult to come by. It remains
difficult for people to make informed decisions about aged care services they are likely
to receive. The importance of individual choice has been an enduring theme in aged care
policy over the past decade or more. However, the exercise of choice requires information
to inform a conscious selection between alternatives. The limited measures available offer
few details about the performance of services and providers.
During the Brisbane Hearing, Professor Paterson criticised the amount of generally
available information on the quality and safety of services and questioned the ‘secrecy’ of
information regarding publicly funded providers ‘caring for the most vulnerable members
of our community’.344 He said that drawing on restricted sources of information led to
information asymmetry, especially when those sources were the approved providers, and
where people needed good information they were otherwise ‘completely in the dark’.345
Without reliable information to support the comparative assessment of providers,
older people are unable to exercise the choice that would drive improved performance
over time. But the lack of transparency goes beyond the need to support older people
to make choices about their care, important though that may be.
As Dr Ben Gauntlett, Disability Discrimination Commissioner, told us that transparency
can allow a light to be shone on practices that may otherwise remain hidden.346 Public
reporting can give a voice to people and provide a force for change. It is disturbing that
the numbers of young people in residential aged care, the prevalence of the use of physical
and chemical constraints, the frequency of assaults in aged care and other instances of
abuse and substandard care have for so long been opaque.
Information on the outcomes achieved by the aged care system and the performance of
individual service providers should also be of vital interest to the Australian Government
and its agencies. Dr Ken Henry AC, a former Secretary of the Treasury, said:
the sector is not very transparent. I mean, as a client of the system, you wouldn’t know
the relationship between what you’re paying for and how much it’s costing the provider,
but then the Government probably doesn’t have much idea either. It does with respect
to some things but not with respect to everything.347

The Australian Government needs access to comprehensive data to assess the
performance and impact of services provided to older people, yet the information on which
the Australian Government makes aged care decisions is often surprisingly limited.
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For example, there has been a longstanding lack of detailed and reliable information on
younger people in residential aged care.348 This information is essential to form a proper
understanding of the reasons why younger people live in residential aged care, how they
can be assisted to leave and the policy changes required to ensure that they are not
forced to return to aged care.
Dr Bronwyn Morkham, National Director for Younger People in Nursing Homes National
Alliance, explained:
The data that is collected is insufficient, it’s not giving us the information we need to know.
The Australian Institute of Health and Welfare has an aged care data clearing house now which
takes information that nursing homes submit quarterly on the number of residents they have
and it provides very imperfect information about these younger people. We don’t know enough
about them. We don’t know enough about where they came from to go into nursing homes,
we don’t know what conditions they present with, acutely. We know something but not enough.
We don’t know if they would like to leave residential aged care, and if they do, where they would
like to go.349

Without that understanding, it is more difficult to achieve long-lasting solutions to this
important issue.
Despite the direction of billions of dollars of taxpayer and private funds into the aged care
sector mandated by the Australian Government, there is limited public information on the
governance and financial position of aged care providers. It is surprisingly difficult to find
information about the skills and experience of the key personnel responsible for directing
the delivery of care quality or about the internal governance arrangements and business
models of aged care providers.
Financial information that providers are required to supply to the Australian Department
of Health is not sufficient to enable timely and accurate assessments to be made of the
financial health of the organisations to which the Australian community has entrusted
billions of dollars and the care of some of our most vulnerable citizens.350 Much of this
information remains inaccessible to the older people who have been required to invest
their life savings in Refundable Accommodation Deposits held by providers.
Some of the difficulties in obtaining reliable information on the aged care sector are
structural. The data is held in a range of systems and repositories controlled by a range
of bodies from the Australian Government, State and Territory Governments and private
organisations. The key Australian Government body responsible for integrating data about
the aged care sector, the Australian Institute of Health and Welfare, acknowledges that
current data is fragmented and incomplete.351 Despite various integration projects across
these data sources, no single, reliable source exists that is accessible to all who need
to know about the quality and safety of aged care services in Australia.
The dissemination of information about the aged care sector has also been influenced
by policy and design choices. Access to the information that does exist is too often
restricted, or access is bound up in red tape, limiting the scope for external researchers
and commentators to understand what is happening inside the aged care system and

234

1970

Chapter 4

Systemic Problems in the Aged Care System

to assess alternative policy and service delivery options. According to Ms Louise York,
Head of Community Services Group, Australian Institute of Health and Welfare, a key issue
is not around authority to collate data but authority to release it to an external party.352
In some cases, secrecy has been hardwired into the system. Under the current
arrangements, secrecy provisions in aged care legislation restrict disclosure of ‘protected
information’ about providers.353 One of the consequences is that when a complaint is
made to the Aged Care Quality and Safety Commission about an approved provider,
the provider’s response is not given to the complainant unless the provider consents.354
Ms Shona Reid from the Aged Care Quality and Safety Commission explained that
providers are often reluctant to consent to release of the response:
it’s not an open and transparent complaints-management kind of best practice if you like,
within services generally. They are a bit defensive and feel threatened by doing that sometimes,
and that’s about open disclosure.355

In other cases, a preference against transparency appears to have been a policy choice
by governments or their agencies. The need for the quality regulator to have clear
performance measures and to be assessed against them has been a theme in external
reports of the aged care sector for almost 20 years.356 Despite this, the quality regulator
has, until recently, published very little useful information on its regulatory strategies or the
outcomes it has achieved. The information that it currently provides falls well short of what
I would regard as acceptable for a contemporary regulator. During the course of this Royal
Commission, we have required the Australia Government to provide us with up-to-date
information on compliance and enforcement outcomes and statistics that should already
have been publicly available.
The lack of transparency in the aged care system is not a new phenomenon and I am not
the first to comment on it. Previous reviews and inquiries into aged care have identified
various information gaps and urged action by the Australian Government.357
For example, successive reviews and inquiries into the aged care system, since at least
2004, have proposed better access to provider performance information. These include
the Hogan review in 2004, the Senate Community Affairs in 2005, the National Health
and Hospitals Reform Commission in 2009, the Productivity Commission in 2011 and
the Carnell-Paterson review in 2017.358 The Carnell-Paterson review recommended a star
rating system that would incorporate information from accreditation audits and Consumer
Experience Reports into an overall score for each facility.359
In April 2018, the Australian Government announced that it would increase transparency
through a publicly available rating against the quality standards.360 The Service Compliance
Ratings system subsequently introduced is far from enough. It does not provide any
indication of performance against relevant clinical and quality indicators, information on
staffing levels or information on the experience of older people, their families or advocates,
as recommended by Carnell-Paterson.
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It is difficult to understand why the Australian Government and the aged care sector
have been reluctant to introduce measures that would increase transparency about aged
care for older people. The Government and the aged care sector would also benefit
from the performance insights that this additional transparency would provide. As
Professor Paterson told us, the dissemination of performance information encourages
better performing service providers and puts pressure on poorer-performing facilities
to improve.361
The absence of transparency is a significant problem in the aged care system. I consider
that it has been an important contributing cause of a number of the quality problems that
we have observed. It has adversely impacted on the choices available to people receiving
aged care and their families, limited the scope for aged care providers to benchmark
their performance against their peers, and prevented the community at large from holding
governments and service providers to account for the quality of the care they deliver.

4.16 Missed opportunities for research
and innovation
Research, evaluation, quality assurance and innovation help to build and maintain high
quality care. When these activities are not given priority, the quality of care suffers. Aged
care providers may make decisions about care without an appropriate evidence base.
They may unwittingly use unproven or unsafe practices. They may miss opportunities
to improve and excel. At a sector level, research, evaluation and quality assurance can
help to identify and understand systemic problems and find solutions to them. The current
aged care system has not adapted well to changing big-picture circumstances, such as
in the age and health characteristics of those receiving care and the increasing prevalence
of dementia.
There have been a number of missed opportunities in research and innovation in the aged
care sector. First, compared with health research, the field of aged care research struggles
to compete for research funding grants.362 A very small proportion of grants from the major
government research funds go to research projects that focus on aged care quality and
safety.363 Often innovative models of aged care are not evaluated to assess their safety and
effectiveness.364 Existing evaluations of technological interventions are generally of poor
quality, limiting an understanding of the usefulness of the intervention for older people.365
Research on ageing and aged care is a national priority for the Medical Research
Future Fund, but grant allocations from this fund favour medical and health research.366
Projects that explore the safety and quality of aged care often do not fit neatly within the
medical and health research field. Research on aged care quality and safety may include
consideration of medical, health, technological, organisational, environmental, cultural,
ethical and social issues—or a combination of these. Objectives, questions and methods
are often co-designed with older people and others who will benefit from the research.
This makes it valuable because it is driven by the interests of older people and care
providers to get the most meaningful outcomes for them.367 The limited funding available
for this type of work undermines the volume, scale and impact of it.
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Second, there is no strategy for the translation of research outputs into evidence-based
best practice and continuous improvement that benefits the whole aged care sector.368
Despite the funding constraints, there are examples of valuable research on aged care
quality and safety.369 But the aged care sector is slow to adapt in response to research,
partly because it has not had a national, coordinated aged care research strategy and
a body or network to facilitate research and its translation into everyday practice.
In October 2020, the Australian Government awarded a contract to Flinders University
to establish the model for an Aged Care Centre for Growth and Translation Research.370
The centre has been designed to ‘address long-standing barriers to the development,
evaluation and uptake of aged care workforce research’.371 While this centre has potential
to boost research and development into how to improve aged care services, its focus on
the aged care workforce is too narrow. We are concerned that its research activity will
exclude other factors that contribute to aged care quality and safety. These include health,
technological, organisational, environmental, cultural and socioeconomic factors.
A further missed opportunity in the translation of research into practice is that the current
funding and service models do not support providers who wish to try new practices,
products, technologies and models of care. We heard that providers are concerned
about costs, and also see little incentive to accept the risks associated with innovation.372
Those who do innovate have no incentive to share it with the sector.373
The adoption of technology in particular is impeded because the cost of initial investment
can be significant. There are some government grants that providers can access to
assist with small-scale and short-term innovation projects. However, the current aged
care funding model does not adequately account for the costs of innovation.374 Costs
may include the purchase of new technological devices and systems and the research,
evaluation and quality assurance to assess their benefits, as well as training for staff.
This means that the current funding model does not adequately recognise continuous
improvement as a general operating cost. On top of these financial barriers, there is no
particular regulatory incentive for approved providers to strive for more than compliance
with the minimum care quality standards. There is no system-wide approach to fostering
innovation that benefits all providers, regardless of their size and means.
Finally, the absence of quality data about older people and their experiences of aged care
and other related services impedes the research, evaluation, and quality monitoring needed
for the aged care sector to develop and safely adopt new and better care practices.375
In comparison with other sectors, such as health, the aged care sector has fallen behind
in the basic measurement of quality of care and outcomes as well as access to data for
research purposes. Until recently, the Australian Government has not captured robust
data for the purpose of quality and safety monitoring and to inform continuous quality
improvement of aged care services.376 Since 2019, approved providers of residential care
have been required to provide information about three quality indicators to the Australian
Department of Health in accordance with the National Aged Care Mandatory Quality
Indicator Program.377 A further two indicators of quality will be added to the Program
from July 2021.378 However, these provide inadequate insight into aged care quality and
safety, and data on home care quality is still not collected for basic regulatory purposes.
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As we discuss in Chapter 3 of this volume, the Consumer Experience Interviews need
improvement and there could be better ways to measure quality of life. Data on other
aspects of the aged care system, such as its workforce and financial performance is
fragmented and incomplete.379
This mix of factors has resulted in an aged care sector that is behind the research,
innovation and technological curves.

4.17 Poor cooperation across the health
and aged care systems
One of the key causes of substandard care in aged care, particularly residential aged care,
is that people are not consistently receiving the health care they need. As people age they
are more likely to require the services of primary and allied health professionals. A lack of
consistent access to appropriate preventative health care will result in avoidable health
problems and reduce quality of life.
There are a number of causes for the systemic failures of access to health care, including:
• a lack of funding for proactive general health care services provided to people

at their place of residence

• poor clarity about the respective roles and responsibilities of aged care providers

and health care providers to deliver health care for people in aged care, particularly
residential aged care

• an unwillingness by health care providers to provide their services at a person’s

place of residence, even though many people receiving aged care find it difficult
to travel to services

• poor quality or incomplete clinical handover and communication between

hospitals and aged care providers, which can result in clinical decisions
based on misinformation.

These systemic issues are partially a result of dispersed responsibilities for health care and
aged care between Australian and State and Territory Governments, within the Australian
Government, and between health care providers and aged care providers. The Australian
Government is responsible for the ‘planning, funding, policy, management and delivery of
the national aged care system’.380 Aged care is delivered by individual private providers and
community organisations, as well as the States and Territories. The Australian Government
is also responsible for the funding of large primary care programs, including the Medicare
Benefits Schedule and the Pharmaceutical Benefits Scheme.381 These schemes provide
subsidised funding for, respectively, general practitioner consultations and medicines.
The Australian Government also jointly funds public hospitals and dental services with
the State and Territory Governments, although the State and Territory Governments are
responsible for the system management of these.382 The Australian and State and Territory
Governments separately fund and deliver different aspects of mental health services.
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This split of responsibilities is reflected in different streams of funding for different aspects
of health care and aged care. These funding streams for particular types of care, such as
general practice, aged care, mental health and public hospital care, can become siloed,
particularly in resource-constrained environments. When this occurs, care provision
becomes fragmented and service providers pass responsibility for care to other parts of
the health and aged care system. For example, we heard evidence that State and Territory
health services do not, at times, provide services to people in residential aged care
because they see this as an Australian Government responsibility.383 Ms Nikki Johnston
OAM, palliative care nurse practitioner at Clare Holland House, Calvary Public Hospital,
said that:
Specialist palliative care in Australia is, generally, funded by the States. Commonwealth funds
home-care packages and residential aged-care. So at the moment there’s many State-run
services that won’t walk through the front door of a residential-aged-care facility. There’s other
services that won’t as well—community nursing, wound care, lots of other people that just
don’t—so that reduces access.384

The fragmentation between the health care and aged care systems occurs even in areas
where the Australian Government has sole responsibility. For example, some Medicare
funded services, such as mental health treatment plans developed by general practitioners,
are usually not available to people living in residential aged care. Professor Sunil Bhar,
a psychologist at the Swinburne University of Technology, reflected on this situation:
The inequity and division between community-dwelling older adults and residential aged
care residents in accessing Medicare benefits for psychological treatment must cease.
The division has created confusion in the sector, and an unintended perception that aged
care residents’ needs for such treatment are less important compared to the needs of their
community dwelling counterparts.385

The Australian Government has temporarily allowed access to these Medicare subsidies
as part of its response to our special report about aged care and COVID-19.386
The lack of coordination between the health care and aged care systems reflects a focus
on funding and resource allocation, at the expense of people and people’s health care
needs. Dr Ellen Burkett, a Fellow of the Australasian College of Emergency Medicine,
told us that there is a lack of clarity about who was responsible for a resident’s health
care at any particular point. She said that:
across the care continuum, at any juncture in the resident’s aged care facility or health care
journey, it must be clear where the governance for that particular episode of care lies. And there
must be good and clear handover of governance from one party of responsibility to the other,
across the transitions of care. …that’s not happening optimally across the country.387

Dr Nigel Lyons, Deputy Secretary of New South Wales Ministry of Health, similarly outlined
the importance of clarifying roles and responsibilities across the whole suite of health care
and aged care services, noting that it is ‘critical…to designing a system that can best
support the care needs of the residents’.388 The focus of health care providers must be
on the health care needs of people using aged care. In discussing aged care provided
in residential care and in a home or community setting, Dr Hewitt said:
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One factor missing from both settings is the integration of evidence- based management
strategies that assess the person where they are, with all their health and psychosocial
needs taken into consideration and developed with the person at the centre of the plan,
rather than the funding mechanism.389

People in aged care deserve better than this. They deserve well-coordinated care across
the aged care and health care systems on an ongoing basis. Ms Jennifer Walton, who
believed that her mother, when in residential aged care, struggled to access appropriate
care from general practitioners and to access specialist rehabilitation, told us:
continuity of care should be the standard, not the exception and it shouldn’t be a fight to get
consistent care across aged care and health settings. They should work together and provide
wrap around support for people.390

It is clear to us that fragmentation and the passing of responsibilities between the aged
care and health care systems must be dealt with initially at a national, interjurisdictional
level.391 As Professor Leon Flicker, Professor of Geriatric Medicine, University of Western
Australia, said:
In general, one of the things I’ve noticed over the years that if you want something done you
have to make it very clear at the national level—at the higher levels exactly who’s responsible
for what and where the money is coming from, otherwise people will retreat from the space.392

Dr John Wakefield PSM, Director-General of Queensland Health, said that in terms of
accountability and responsibility for aged and health care, the system is currently designed
to achieve the adverse outcomes that the Royal Commission has revealed, noting that
funding drives behaviour.393 We agree.
As Professor Flicker said, in relation to acute and subacute care, ‘without constant
attention to this interface there will be a tendency for both Commonwealth and State
Governments to withdraw’ resources from older people in aged care.394 He considered
that any assumptions that aged care providers would take charge of the provision of
health care was ‘highly dangerous’ because they have neither the expertise nor the
desire to do so.395 Professor Flicker concluded:
I have no doubt that without coordination of all levels of government that we will continue
to see substandard and inappropriate care for the health issues for older people and this
will be manifested by completely unacceptable sentinel events.396

We are encouraged that the Australian and State and Territory Governments, under the
2020–25 National Health Reform Agreement, have agreed to better coordination between
the ‘health, primary care, disability and aged care systems’ to support ‘positive outcomes
for people through access to appropriate services, and reductions in avoidable hospital
admissions, time spent in hospital and premature residential care admissions’.397 This
is new language at a national level. But language change alone is not enough. We need
to see this aspirational language implemented. We need to see better service provision.
Governments, health professionals, health care providers and aged care providers must
ensure improved access to health care for people in aged care.
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4.18 Conclusion
Our examination of systemic problems in the Australian aged care system cannot help
but paint a gloomy picture. The current state of the aged care system is a fairly predictable
outcome of the various systemic problems we have identified. This is why significant
change is required.
We have not set out the problems with the current system gratuitously. We see this volume
as a necessary part of explaining how the future aged care system can and should be so
much better. In examining the systemic failures and the substandard care that flows from
them, we seek to honour older people and their carers and loved ones who told us about
their experiences. We also offer our thanks to the many dedicated and compassionate
people who work in aged care. The current system is failing those people too.
The delivery of aged care in Australia is not intended to be cruel or uncaring. Many of
the people and institutions in the aged care sector want to deliver the best possible care
to older people, but are overwhelmed, underfunded or out of their depth. Their good
intentions and dedication are a key reason why we have such hope for the future.
We firmly believe in the potential for a future aged care system that Australia can be
proud of. Through our recommendations set out in Volume 3, we reimagine and redesign
the aged care system. Informed by our analysis of the past, the primary building blocks
of this new aged care system are:
• an overarching vision for aged care that puts people first
• a System Governor providing leadership and oversight, and shaping

the aged care system

• entitlement to care based on need through an aged care program that is

responsive to individual circumstances and provides an intuitive care structure

• a clear understanding of what high quality aged care is, how to deliver

it and how to measure it

• a valued, expert workforce of an adequate size
• access for older people to the primary and allied health care they need
• a focus on research and innovation
• an inquisitive and proactive regulator
• funding that meets the cost of high quality care
• financing that delivers appropriate funding on a sustainable basis.
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Schedule of Fees and Charges for Residential and Home Care:
From 1 January 2022
THIS SCHEDULE ONLY APPLIES TO CARE RECIPIENTS WHO FIRST ENTER CARE FROM 1 JULY 2014
Fee/ Charge/ Threshold

Rate

Maximum Basic Daily Fee
Home Care - Level 1 package
$9.88
Home Care - Level 2 package
$10.44
Home Care - Level 3 package
$10.74
Home Care - Level 4 package
$11.02
[i]
Residential Care
$53.56
Income Free Area (annual amount) – Home Care and Residential Care
Annual Income up to these amounts is excluded from the income test component of the
residential means test and the income test in home care. To calculate the equivalent fortnightly
income divide by 26.
Income Free Area (single person)
$28,472.60
Income Free Area (Couple, Illness separated, single rate)
$27,952.60
Income Free Area (Couple, Living together, single rate)
$22,094.80
(relevant to Home Care only)
Income Thresholds (annual amount) – Home Care Income Test
Consumers with incomes above these amounts are subject to the second cap when calculating
the daily income tested care fee in home care and are also subject to the higher annual cap
that applies in Home Care. To calculate the equivalent fortnightly income divide by 26.
Income Threshold (single person)
Income Threshold (Couple, Illness separated, single rate)
Income Threshold (Couple, Living together single rate)
Asset Thresholds Residential Care Means Test
Asset Free Threshold
First Asset Threshold
Second Asset Threshold
Home Exemption Cap (applies separately to both members of
a couple). The net value of the home above this amount is
excluded from the value of the resident’s assets.
Caps on Income-Tested Care Fees in Home Care
First Cap
(Daily cap applying to income-tested care fees where the
consumer’s income does not exceed the income threshold)
Annual Cap – income not exceeding the Income Threshold
(Annual cap applying to income tested care fees where the
consumer’s income does not exceed the income threshold)
Second Cap
(Daily cap applying to income-tested care fees where the
consumer’s income exceeds the income threshold)
Annual Cap – income exceeding the Income Threshold
(Annual cap applying to income tested care fees where the
consumer’s income exceeds the income threshold)

$54,990.00
$54,470.00
$42,083.60
$51,500
$175,239.20
$422,717.60
$175,239.20

$15.81

$5,758.45

$31.63

$11,516.92

1993

Fee/ Charge/ Threshold

Rate

Annual Cap on Means-Tested Care Fees in Residential Care

$28,792.36

Lifetime Cap on Means-Tested Care Fees in Residential
Care and Income-Tested Care Fees in Home Care

$69,101.75

Maximum Accommodation Supplement Amount

$59.49

Deeming thresholds from 1 July 2021
Threshold (single)

$53,600

Threshold (couple – combined)

$89,000

Deeming rates from 1 July 2021
Lower Rate

0.25%

Higher Rate

2.25%

Relevant rates and thresholds for refundable deposits and daily payments
Maximum Permissible Interest Rate
- for all new residents [ii]
- maximum rate of interest that may be charged on outstanding amount of daily payment
from 1 January 2022 – 31 March 2022
Base Interest Rate from 1 June 2020
Minimum permissible asset level
- the minimum amount of assets a resident must be left with if they pay

4.04%
2.25%
$51,500

at least part of their accommodation costs by refundable deposit

Maximum refundable accommodation deposit
- the amount that can be charged without prior approval from the Aged

$550,000

Care Pricing Commissioner

T RANSITION CARE PROGRAMME
Maximum Daily Fee

Rate

TCP delivered in a Home or Community Setting

$11.02

TCP delivered in a Residential Care Setting

$53.56

SHORT-T ERM RESTORATIVE CARE
Maximum Daily Fee

Rate

STRC delivered in a Home or Community Setting

$11.02

STRC delivered in a Residential Care or Hospital Setting

$53.56

_______________________________
[i]

Residents in designated remote areas may be asked to pay an additional $1.06 per day.

[ii]

This rate applies to residents who enter residential care within this time period but not to those who
were already in care prior to this time period. To calculate daily payments for a resident paying the
agreed room price, use the Maximum Permissible Interest Rate current on the day the room price was
agreed. To calculate accommodation contributions for a low means resident use the MPIR current at
their date of entry to the service.
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Understanding fees for aged care homes
Fees you may be asked to pay
Everyone entering an aged care home should have their means assessed to see if they’re eligible
for Australian Government assistance with their care fees and accommodation costs.
Depending on the outcome of your means assessment and your negotiations with your aged care
provider, you may pay up to five types of fees. Your provider must record these fees in your resident
agreement, your accommodation agreement and, if needed, your extra services agreement.

Basic daily fee
Everyone pays this fee. The maximum fee is set at 85% of the single basic age pension. This fee
increases twice a year in line with the age pension.

Means-tested care fee
Depending on your means assessment, your provider may ask you to pay a means-tested care
fee. This fee is different for everyone. The amount you pay depends on your income and assets
and your cost of care. Annual and lifetime caps apply to this fee. To see the caps, go to Aged
care home costs and fees at myagedcare.gov.au.

Accommodation costs
Aged care homes must publish their maximum room prices in the Find a provider tool at
myagedcare.gov.au. You can negotiate a lower price.
You must agree on a room price with your provider before moving into an aged care home, but
how much you pay will depend on your means assessment. If you are eligible for assistance, the
Government will pay some or all of your accommodation costs to your provider. If not, you will
need to pay the price that you agreed with your provider.
You can choose to pay your accommodation costs as:
•
•
•

a lump sum amount that is refunded when you leave care, less any fees that you agree
to draw down from it, or
a rental-style daily payment which is not refunded when you leave care, or
any combination of lump sum and daily payment.

If you choose a combination payment, you can choose to draw your daily payment from your paid
lump sum. Over time, this will increase your daily payment unless you top up the lump sum. Your
provider may also agree to draw other fees from the lump sum, like your basic daily fee.
A lump sum payment is considered an asset for aged care purposes. This means it is counted in
your aged care means assessment and may affect your means-tested care fee.
Your provider cannot ask you to commit to an accommodation payment method until you have
entered care. You then have 28 days to decide how you will pay. Until you decide, and until you
pay a lump sum, you must pay the full daily payment. If you choose to pay by lump sum, you
have 6 months after you enter an aged care home to pay the lump sum amount.

Additional service fees
Many aged care homes offer additional services above those required by legislation that you can
buy for a fee. These can be offered as individual services or a bundle of services. You and your
Understanding fees for aged care homes
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provider must agree on a fee before you start receiving them. Your provider can only charge you
for additional services that you can make use of or benefit from.

Extra service fee
If you agree to enter an extra service room, your provider can charge you an extra service fee.
This fee pays for a bundle of extra hotel-type services, such as specialised menus or higher
quality linen. You must pay this fee whether you use all the services or not.

How can I get an idea of my fees before entering an aged care home?
To get an estimate of your aged care fees, use the Fee Estimator at myagedcare.gov.au.
To confirm your aged care fees you will need a means assessment. This is where Services Australia
assesses your income and assets. If you are a member of a couple, Services Australia will assess
half of your combined income and assets, regardless of who earned the income or owns the assets.
If you do not complete a means assessment, you will not be eligible for assistance and your provider
can ask you to pay:
•
•

the full cost of your care (up to the annual or lifetime caps), and
the accommodation price you agreed on before you entered care.

To complete a means assessment fill in an Aged care calculation of your cost of care digital form
(SA486) at servicesaustralia.gov.au.
You should lodge your request for a means assessment as early as possible – even before you
enter an aged care home. If your assessment is finished before you enter an aged care home,
the results are valid for 120 days unless there is a significant change in your circumstances.

Will my fees change after I enter care?
Your fees will not remain fixed after signing a resident agreement. They will change over time. To
find out more about fees, including current rates, go to Understanding costs at myagedcare.gov.au.

What if my financial circumstances change?
A change in your financial circumstances may lead to a change to your means-tested care fee or
accommodation contribution. Services Australia will tell you, your nominee (if you have one) and
your provider if your fees change. If there is a significant change to your income or assets, you
should contact Services Australia on 1800 227 475 and request a review of your fees.

What if I cannot afford the fees?
You may wish to seek independent financial advice before deciding how to pay for aged care. Some
payment methods can affect your pension and aged care fees. If both you and your partner need to
access aged care, each of your payment methods may affect the other’s aged care fees.
Services Australia’s free Financial Information Service (FIS) can help you understand how aged care
costs may affect your finances. FIS officers can show you how to make informed financial decisions
and provide information on the Pension Loans Scheme (PLS). The PLS is a voluntary reverse
mortgage through Services Australia that offers older Australians a fortnightly income stream to
supplement their retirement income.
To find out more about FIS, or to make an appointment, phone 132 300 and say “Financial
Information Service” when asked why you are calling.
If you cannot pay your aged care fees due to circumstances outside your control, you can apply for
financial hardship assistance. You must meet certain eligibility criteria to receive financial hardship
assistance and each case is assessed on an individual basis.
Read more about Financial hardship assistance at myagedcare.gov.au.
Understanding fees for aged care homes
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1. EXECUTIVE SUMMARY
Abstract
The Aged Care Financial Performance Survey (Survey) September 2021 Sector
Report provides an overview of the financial performance of the aged care sector
in Australia. It is based on the results of the StewartBrown Survey for the 3 months
ended 30 September 2021 which includes the below metrics.

The key financial indicators for residential aged care for FY22 are not promising
with the COPE (indexation) increase of 1.1% being offset against the
Superannuation Guarantee Scheme increase of 0.5%, workforce award increases
ranging between 1.75% to 3.5%, and higher inflation (3.0% for the September
quarter).
Home Care also faces significant operating issues. As with residential aged care,
staffing remains the most crucial concern, and this coupled with a complicated
regulatory environment has seen the financial performance stagnate with the
current operating result being a surplus of $4.90 per client per day, a decline in
revenue utilisation to 85.8% of available package funding and an increase in
unspent funds to now average $10,117 for every care recipient.

The aged care sector continues to operate in a difficult clinical, operational and
financial environment. The increasingly destabilising effects of the highly
transmissible Omicron coronavirus variant have heightened the issues with the
existing policy settings, particularly in regards to staffing which is at a crisis level
and the implementation of the much needed reform agenda having to compete
with the current uncertain climate.
Refer Glossary, which provides a graphical depiction of the Data Collection, Data
Cleansing and Survey Metrics processing.

Commentary
The Survey for the 3 month period ending September 2021 continues to highlight
the declining financial sustainability of the sector, with residential aged care
becoming a major focal point of consternation.
The average operating results for residential aged care homes in all geographic
sectors was an operating loss of $7.30 per bed per day despite the additional Basic
Daily Fee supplement of $10 per bed day. Occupancy remains a major concern and
the combination of negative factors has eroded essential investment from new and
existing providers.

Aged Care Financial Performance Survey Sector Report (September 2021)
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The reform agenda needs to clearly articulate each specific area to be addressed.
A number of additional financial reforms need to be strongly considered
including:
o Funding to increase staff remuneration and benefits
o Subsidy funding to directly correlate to direct costs of care (particularly staff)
o Regulated consumer contribution for Home Care (and CHSP) based on ability
to pay
o Deregulation of residential Basic Daily Fee
o Structural enhancement of residential Accommodation Pricing model
o Alternate Home Care funding model
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Sep-21 YTD Results Snapshot
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Operating Result Metrics

Figure 7: Operating Result by ACFI band and Occupancy percentage ($ per bed day)

Figure 5: Operating Result by average ACFI subsidy ($ per bed day)

Figure 8: Operating Result comparison by size of aged care home ($ per bed day)
Figure 6: Operating Result by Occupancy percentage ($ per bed day)
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Figure 9: Operating Result comparison by State/Territory ($ per bed day)

Figure 10: Residential EBITDAR Results by Region ($ per bed per annum)

Number of Aged Care Homes making an EBITDAR loss

Figure 11: Aged care homes making an EBITDAR loss by remoteness

EBITDAR Result
The graph below displays residential operating EBITDAR (Earnings Before Interest,
Taxation, Depreciation, Amortisation and Rent) trend for the years from Sep-17 to
Sep-21.
The average Sep-21 EBITDA surplus was $4,257 per bed per annum (pbpa). The
Sep-20 EBITDA result excluding the net Covid funding was $5,025 pbpa which is a
deterioration of $768 pbpa, and after allowing for the Basic Daily Fee supplement
($920 pbpa) the normalised result was a deterioration of $1,688 pbpa.
The number of homes making an EBITDAR (cash) loss (Figure 11) remains
concerning as it is financially unsustainable over any extended period.
The resultant effect is that those homes with a continual EBITDAR losses will need
to be cross subsidised by other business activities, which may be difficult or, in the
case of small providers, unlikely to be feasible.
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Results by Geographic Location
Homes in all locations, including metropolitan, regional and remote locations are
making operating losses, which is unsustainable in the longer term.
Metropolitan homes continue to be impacted by the COVID-19 pandemic,
particularly in the Sydney and Melbourne greater metropolitan areas more so than
in homes in regional and remote areas. COVID funding ceased from 1 July 2021
except if there was a specific outbreak at a home. Major city homes had an average
operating loss of $6.34 per bed day compared to Inner Regional ($10.67 per bed
day and Rural and remote ($5.71 per bed day).
Many regional and remote homes also benefitted from the increased viability
supplement.
The following graphs highlight the varying results by geographic region.

ACFI Subsidy Comparison to Direct Care Costs

Figure 12: Cumulative increase in ACFI subsidy and Direct Care costs
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Accommodation Pricing

Occupancy

Figure 19: Median Accommodation Price Trend (by region)

Figure 21: Residential Occupancy by region (mature homes)

Figure 20: Median Accommodation Price as % of Medium House Price
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Figure 22: Residential Occupancy by facility size (number of available places)
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Figure 26: EBITDA Result by revenue band ($ per client per annum)

Figure 27: Operating Result by revenue split ($ per client per day)
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Figure 28: Revenue Utilisation percentage by revenue band

Figure 29: Operating Result and Revenue Utilisation revenue band
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Figure 33: Staff Hours per care recipient week trend analysis (Levels 2 and 4)

Figure 35: Case Management and Administration cost as % of revenue

Figure 34: Internal and Brokered Services staff costs comparison

Package Growth
The Government has made several announcements to increase the number of
home care packages in the aged care system:
On 8 July 2020 the Government announced that $347.4 million over 5 years
would be spent on an additional 6,105 home care packages (2,035 at level 1, 2
and 3) in 2020-21. These packages commenced being rolled out in July 2020
23,000 packages announced in the 2020-21 Budget are in addition to the 6,105
packages already announced in July (5,000 at level 1, 8,000 at level 2 and 4 and
2,000 at level 4). These packages commenced roll out in November 2020
On 16 December 2020 the Government announced an additional 10,000
packages (2,500 at each level) costing a total of $850.8 million over 4 years (to
FY24). These additional home care packages will be released with roll out from
January 2021 to June 2021
On 11 May 2021, the May Budget announced an additional 80,000 packages
to be released over the FY22 and FY23 periods at a total cost of $6.5 billion.
This investment is expected to increase the total package pool to 275,598
packages by the end of FY23
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4. GLOSSARY
Accommodation Result
Accommodation Result is the net result of accommodation revenue
(DAPs/DACs/Accommodation supplements) and expenses related to capital items
such as depreciation, property rental and refurbishment costs. It no longer
includes costs associated with recurrent repairs and maintenance and motor
vehicles.
ACFA
Aged Care Financing Authority - the (former) statutory authority which provides
independent advice to the government on funding and financing issues, informed
by consultation with consumers, and the aged care and finance sectors.
ACFI Revenue
Aged Care Funding Instrument (ACFI) revenue includes the subsidy received from
the Commonwealth and the means-tested care fee component levied to the
resident. ACFI revenue includes the additional care supplement subsidies and
some specific grant (not capital) funding.
ACFI Result
ACFI Result represents the net result from revenue and expenses directly
associated with care. It includes ACFI and Supplements (including means-tested
care fee) revenue less total care expenditure, and this includes an allocation of
workers compensation and quality and education costs.
ACH (Facility) Result
This refers to the Operating Result may also be referred to as the net result or the
NPBT Result.
ACH EBITDAR
The same as Facility EBITDAR. The starting point for this calculation is the Aged
Care Home (Facility) Result which is the combination of the Care and
Accommodation results. It excludes all “provider revenue and expenditure”
including fundraising revenue, revaluations, donations, capital grants and sundry
revenue. It also excludes those items excluded from the EBITDAR calculation
above.
Aged Care Financial Performance Survey Sector Report (September 2021)
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This measure is more consistent across the aged care homes (facilities) because it
excludes all those items which are generally allocated at the aged care home
(facility) level on an inconsistent and arbitrary basis depending on the policies of
the individual provider.
Administration Costs
Administration Costs includes the direct costs related to administration and
support services and excludes the allocation of workers compensation and quality
and education costs to ACFI and everyday living.
Aged Care Home
Individual discrete premises that an approved provider uses for residential aged
care. “Aged Care Home” is the term approved at the Department of Health; in
some contexts, “facility” is used, with an identical meaning.
Averages
For residential care all averages are calculated using the total of the raw data
submitted for any one-line item and then dividing that total by the total occupied
bed days for the aged care homes in the group. For example, the average for
contract catering across all homes would be the total amount submitted for that
line item divided by the total occupied bed days for all aged care homes in the
Survey.
For home care all averages are calculated using the total of the raw data submitted
for any one-line item and then dividing that total by the total client days for the
programs in the group. For example, the average for sub-contracted and brokerage
costs across all programs would be the total amount submitted for that line item
divided by the total client days for all programs in the Survey.
Average by line item
This measure is averaged across only those aged care homes that provide data for
that line item. All other measures are averaged across all the homes in the
particular group. The average by line item is particularly useful for line items such
as contract catering, cleaning and laundry, property rental, extra service revenue
and administration fees as these items are not included by everyone.
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Bed Day
The number of days that a residential care place is occupied in the Survey period.
Usually represents the days for which an ACFI subsidy or equivalent respite subsidy
has been received.

Dollars per client day
This is the common measure used to compare items across programs. The
denominator used in this measure is the number of client days for any programs
or group of programs.

Benchmark
We consider the benchmark to be the average of the First 25% in the group of
programs being examined. For example, if we are examining the results for aged
care homes (facilities) / programs in Band 4, then the benchmark would be the
average of the First 25% of the aged care homes (facilities) / programs in Band 4.

EBITDAR
This measure represents earnings before interest (including investment revenue),
taxation, depreciation, amortisation and rent. The calculation excludes interest
(and investment) revenue as well as interest expense on borrowings. EBITDAR is
used for residential care analysis only, whereas Home Care uses EBITDA only.

Benchmark Bands
Residential Care
Based on Average ACFI + Care Supplements (including respite) ($ per bed day):

The main reason for this is to achieve some consistency in the calculation. Different
organisations allocate interest and investment revenue differently at the “aged
care home (facility) level”. To ensure that the measure is consistent across all
organisations we exclude these revenue and expense items.

Band 1 - Over $197
Band 2 - Between $182 and $197
Band 3 - Between $167 and $182
Band 4 - Under $167
Home Care
Based on Total Revenue (Direct Care + Brokered + Case Management +
Administration) ($ per client day):
Band 1 - Under $47
Band 2 - Between $47 and $67
Band 3 - Between $67 and $87
Band 4 - Over $87
Care Result
This is the element of the aged care home (facility) result that includes the direct
care expenses and everyday living costs and administration and support costs. It is
calculated as ACFI Result plus Everyday Living Result minus Administration Costs.
Dollars per bed day
This is the common measure used to compare items across aged care homes
(facilities). The denominator used in this measure is the number of occupied bed
days for any home (facility) or group of homes (facilities).

Aged Care Financial Performance Survey Sector Report (September 2021)
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EBITDAR per bed per annum
Calculation of the overall aged care home (facility) EBITDAR for the financial year
to date divided by the number of operational beds in the aged care home (facility).
NPBT
Net Profit Before Tax. For the context of the Survey reports, NPBT is referred to as
Operating Result or net result or, in the aged care home (facility) analysis, as the
ACH Result (Aged Care Home, or Facility) Result.
Facility
An aged care home is sometimes called a “facility” for convenience. The Facility
Result is the result for each aged care home being considered. Often called Aged
Care Home and abbreviated to ACH.
Everyday Living Result
Revenue from Basic Daily Fee plus Extra or Optional Service fees less Hotel Services
(catering, cleaning, laundry), Utilities, Motor Vehicles and regular Property &
Maintenance (includes allocation of workers compensation premium and quality
and education costs to hotel services staff).
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Home Care Packages (HCP)
Home Care results (NPBT) are distributed for the Survey period from highest to
lowest by $ per client per day ($pcd). This is then divided into quartiles - the First
25% is the first quartile, second 25%, third 25%, fourth 25% and the average of
each quartile is reported. The First 25% represents the quartile of programs with
the highest NPBT result.

Data Collection Process

Residential Care
The Residential Care results are distributed for the Survey period from highest to
lowest by Care Result. This is then divided into quartiles - the First 25% (the first
quartile), second 25%, third 25%, fourth 25% and the average of each quartile is
reported. The First 25% represents the quartile of homes with the highest Care
Result.
Location - City
Aged care homes have been designated as being city based according to the
designation by the Department of Health in their listing of aged care services.
Those that were designated as being a “Major City of Australia” have been
designated City.

Data Cleansing Process

Location - Regional
Aged care homes have been designated as being regionally based according to the
designation by the Department of Health in their listing of aged care services.
Those that were designated as being an “Inner Regional”, “Outer Regional” or
“Remote” have been designated as Regional.
Survey is the abbreviation used in relation to the Aged Care Financial Performance
Survey.
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Survey Data and Metrics
Residential Data Set
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INTRODUCTION
Most people in residential aged care facilities (RACFs) need to take medicines, and
many take a number of different medicines for different health conditions. RACFs
must support and often manage each resident’s medicines needs, while ensuring
safe medication management for all residents, including those moving between the
RACF and other care settings or providers.
The term ‘medicine’ includes prescription and non-prescription medicines, and
complementary health care products.1
The Guiding Principles for Medication Management in Residential Aged Care Facilities
builds on previous editions of guidelines developed under Australia’s National
Medicines Policy.1 The policy aims to meet Australia’s medication and related service
needs, to achieve optimal health outcomes and economic objectives. One of the four
central objectives of the policy is the Quality Use of Medicines (QUM).
The Guiding Principles for Medication Management in Residential Aged Care
Facilities promote a QUM approach to medicines use and medication management
in RACFs. A QUM approach means:
• selecting the best way of maintaining the resident’s health and treating any
illness, which may or may not include medicines;
• choosing suitable medicines if a medicine is considered necessary; and
• using those medicines safely and effectively.2
While medicines make a significant contribution to preventing and treating disease,
increasing life expectancy and improving quality of life, they also have the potential
to cause harm. It has been shown that inappropriate or incorrect use of medicines
can have an adverse effect on health. QUM aims to maximise the benefits and
minimise the risks of harm from the use of medicines.

Purpose and scope
The Guiding Principles for Medication Management in Residential Aged Care
Facilities promotes safe, quality use of medicines and medication management in
RACFs. It is intended to assist RACFs to develop, implement, and evaluate locally
specific policies and procedures, support those involved in assisting residents, and
support residents in the medication management process.
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The Guiding Principles advocate a partnership and systems approach to achieve
safe and quality use of medicines and medication management in RACFs.
Partnership means engaging all stakeholders according to their roles and
responsibilities in medication management. A systems approach means developing
behaviours and an environment that supports QUM. Medicines use and medication
management should be linked to the RACF’s continuous quality improvement and
risk management programs and supported by information and education strategies.
This document does not provide clinical practice guidelines for particular health
conditions or procedures, nor is it intended to be used as accreditation standards or
a comprehensive policy and procedure manual for services.
The Guiding Principles are based on current best practice and available evidence,
and are intended to be applicable to all RACF residents and settings. Their
application must take into account relevant national, state and territory legislation
and regulation, profession-specific licensing, guidelines and standards, and aged
care quality and accreditation standards and requirements.

Development of these Guiding Principles
This document is a revision of the Guidelines for Medication Management in
Residential Aged Care Facilities (2002) published by the former Australian
Pharmaceutical Advisory Council (APAC). An evaluation of the Guidelines, undertaken
in 2007, showed that they were widely used, but required revision in certain areas to
reflect contemporary contexts and practice.
Australia’s Health P/L was engaged by the Department of Health and Ageing to
review current evidence, policies and practice for medication management in
residential aged care, and to consult with peak stakeholder organisations and
samples of local users to develop this document. The requirements also included
producing a supplementary guide for residents and carers, and advising on potential
implementation and education strategies.
The review process involved consultation with over fifty peak organisations
and experts involved in medication management in RACFs, analysis of relevant
documents and published literature, and targeted consultations with local
RACF providers, staff, visiting health care professionals, resident and carer
representatives.
Australia’s Health P/L was supported by an expert reference group who provided
advice on the processes and products of the review. The project outcomes were
overseen by the National Medicines Policy Committee.

2
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Evidence for action
Research for this revision showed continuing change and development within the
residential aged care sector in medicines use and medication management:
People are older and more frail when they enter residential aged care. Life
expectancy is increasing and more people are being supported by outreach services
to remain longer in their own homes. In 2010, 55% of those in permanent care were
aged over 85 years and 48% of those in respite care were over 85 years.3
Residents’ care needs are more complex. The prevalence of chronic conditions
increases markedly with age, resulting in more complex care needs.4 For example,
cardiovascular disease and dementia affect a significant proportion of RACF
residents, and increasing numbers receive specialised services such as pain
management, palliative care and end-of-life care. Residents in aged care facilities are
prescribed significantly more medicines than people living independently.5
The use of multiple medicines by residents is common in RACFs, given their
complex care needs. Sommers et al (2010) identified polypharmacy (defined as the
concurrent use of five or more medicines) in 91.2% of the RACF residents in their
study, with an average of 9.75 medicines per person.6
Polypharmacy is a significant risk factor for adverse medicines events and poor
outcomes in medicines use.7 A study of RACFs in Victoria found one-third of medicinerelated problems were caused by over-prescribing, including unnecessary medicines,
duplication of therapy or inappropriate duration. Other causes of medicine-related
problems included dosing errors, suboptimal monitoring, and under-prescribing.8
The use of ‘high risk’ medicines is common in RACFs given the incidence
of conditions requiring use of these medicines.9 High risk medicines such as
anticoagulants, insulin, chemotherapy agents, narcotics and sedatives require
careful monitoring. Error rates are not necessarily higher than with any other
medicines, but when problems occur, the consequences can be severe.
Movement of residents across care settings challenges continuity of
medication management. Studies show that up to 9% of residents per year move
between RACFs and other care settings.10,11 There are also increasing numbers of people
using short-term transition care programs provided in RACFs after a hospital stay.
Commonly reported problems during these transitions include poor transfer of
information, inadequate arrangements for continuing medicines supply, and the
absence of an up-to-date medication chart. These can lead to medication errors
such as missed or significantly delayed doses, problems accessing medication
information and supply of suitably packed medicines on short notice.12
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Staffing profiles are changing. There are decreasing numbers of registered
and enrolled nurses in the sector and a corresponding increase in the number
of unlicensed assistants in nursing/personal care workers (however titled).13
Medication-related tasks are increasingly delegated to these unlicensed workers.
Obtaining timely access to general practitioners continues to be a problem,
for both individual resident care needs and facility-wide roles in medication
management and quality improvement. RACFs in rural and remote areas face
additional barriers in access to both general practitioners and pharmacists.14 15
Nurse practitioners have an increasing role in aged care. In aged care
settings, nurse practitioners have an increasing role in providing support and
direction to registered nurses and enrolled nurses in managing the complex care
needs of residents with chronic disease such as diabetes, respiratory conditions,
urinary conditions, and cardiac disease, and providing timely intervention to prevent
unnecessary admission to tertiary health care facilities.
The national Health Reform agenda16 is improving the coordination, efficiency
and effectiveness of health care. Medicare Locals, Local Health Networks and
Lead Clinicians Groups provide mechanisms for planning and delivering more effective
care across settings and locations, including better coordination of hospital services
with RACFs and other community-based services. The personally controlled electronic
health record (PCEHR)17 will assist secure, electronic sharing of information on an
individual’s health care, including medicines information.
Other national initiatives include the medication safety program of the Australian
Commission on Safety and Quality in Health Care (including the National Residential
Medication Chart); prescriber and community information and education programs
through NPS: Better Choices, Better Health; the national recognition of health
professionals through the Australian Health Practitioner Regulation Agency; and
aged care sector workforce development in the Caring for Older People program of
Health Workforce Australia.
Pharmacy services to RACFs continue to develop. The Fifth Community
Pharmacy Agreement (July 2010–June 2015) between the Australian Government
and the Pharmacy Guild of Australia (5CPA) supports pharmacists to provide
additional services relating to QUM in RACFs. These include ongoing support for
residential medication management reviews (RMMR), and new funding and practice
incentive payments for services that are provided by pharmacists and designed
to enhance QUM. Such QUM services can include staff training and education,
continuous improvement activities, participation in Medication Advisory Committees,
and involvement in the development of policy and procedures, especially in relation
to medication management concerns.18 19
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ROLES AND RESPONSIBILITIES
IN MEDICATION MANAGEMENT
Residential aged care is provided by approved providers under the Aged Care
Act 1997. Approved providers have obligations and responsibilities described in
the Quality of Care Principles20 and measured by the Residential Care Standards
and Accreditation Standards21 set out in the Quality of Care Principles. Medication
management forms part of the care provided under the Act, Principles and
Standards.
The prescription, supply and administration of medicines is strictly regulated
for individual and public safety and quality of care. Approved providers and their
delegated managers and staff must comply with relevant legislation such as state
and territory drugs and poisons Acts (however titled).
All regulated health professions (including pharmacists, medical practitioners, nurse
practitioners, registered and enrolled nurses) are subject to national, state and
territory legislation and regulation governing their professions, including their roles
in medication management. Health professionals also have professional practice
standards and guidelines, which further define and guide their care roles and
responsibilities in the RACF setting.
Registered nurses are qualified and legally authorised to administer medicines
under the Health Practitioner Regulation National Law Act 2009 and relevant state/
territory legislation and regulation. Enrolled nurses work under the direction and
supervision of registered nurses. Under the Health Practitioner Regulation National
Law Act 2009, all enrolled nurses may administer medicines except for those who
have a notation on the register against their name that reads, ‘Does not hold Boardapproved qualification in administration of medicines’.
In some jurisdictions, assistants in nursing/personal care workers (however titled)
perform medication-related tasks. They must do so in accordance with state or
territory legislation, regulation and RACF policy and procedures for delegation and
supervision. While some may have vocational training in medication management,
these staff are not bound by standards set by a licensing authority.
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Residents in RACFs and their carers have both rights and responsibilities in health
care, as described in the Australian Charter of Healthcare Rights,22 the Charter of
Residents Rights and Responsibilities23 and the Carer Recognition Act 2010.24 The
Statement for Australian Carers (Schedule 1 of the Carer Recognition Act 2010)
specifically indicates at Principle 7 that carers should be considered as partners
with other care providers in the provision of care, acknowledging the unique
knowledge and experience of carers.
Medication management should be seen as part of the health care functions and
services covered by the Charters and Statement. Aged care residents also have
specific rights in medication management, with the Aged Care Act 1997 providing for
the resident to choose and appoint their own general practitioner and pharmacist.
In addition, consumer protections such as the Privacy Act25 apply to personal
information, for example as contained in a medication chart or on a medicine label.
State or territory legislation and regulation may also apply, for example in the
provision of advanced care directives, guardianship, enduring power of attorney or
consent to treatment.
While all partners in medication management must comply with relevant legislation,
regulations and standards, promoting QUM requires consideration of how each
partner group can actively contribute and participate. The National Strategy for the
Quality Use of Medicines2 describes how consumers, health professionals and care
facilities can contribute to QUM through specific responsibilities:
All partners are responsible for:
• improving medication use by recognising when and where
problems exist;
• identifying factors that contribute to those problems, initiating
interventions to improve medication use, and evaluating outcomes;
• enhancing understanding of the risk and benefits associated with the use
of all medicines;
• fostering informed debate about the role of medicines in health care; and
• working in partnership to achieve quality use of medicines (QUM).
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Health care consumers are responsible for:
• asking for and utilising objective information, resources and services to
make decisions and take actions that enable medicines, when they are
required, to be chosen and used wisely;
• becoming more aware of the risks and benefits of medicines, the
possibility of non-drug options and the importance of a healthy life-style;
• developing skills and confidence to use medicines appropriately and
seeking help to solve problems when they arise; and
• becoming more aware of the place of medicines in the broader context
of health services and society.
Health practitioners and educators are responsible for:
• assisting people in making informed decisions and learning more
about health issues and health care through information, education and
discussion;
• becoming more aware of the risks and benefits of medicines, the
possibility of non-drug options and the importance of a healthy life-style;
• utilising objective information, resources and services to make decisions
and take actions that enable medicines, when required, to be chosen and
used wisely;
• continually developing knowledge and skills to use medicines
appropriately; and
• becoming more aware of the place of medicines within society.
Health and aged-care facilities are responsible for:
•

providing facilities, systems, training opportunities and structures that
support staff, health practitioners and consumers in using medicines wisely
and that avoid medication errors.
Source: National Strategy for the Quality Use of Medicines (pp.10–11)
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THE GUIDING PRINCIPLES
GUIDING PRINCIPLE 1.
MEDICATION ADVISORY COMMITTEE
The RACF should establish (or have direct access to) and use a Medication Advisory
Committee to support the safe and effective management and quality use of
medicines in the facility.

GUIDING PRINCIPLE 2.
INFORMATION RESOURCES
The RACF should ensure that current and accurate medicines information resources
are available to all residents, carers, staff and visiting health care professionals.

GUIDING PRINCIPLE 3.
SELECTION OF MEDICINES
The RACF should support informed and considered selection of all medicines used in
the facility.

GUIDING PRINCIPLE 4.
COMPLEMENTARY, ALTERNATIVE AND
SELF-SELECTED NON-PRESCRIPTION MEDICINES
The RACF should support informed selection and safe use of complementary,
alternative and self-selected non-prescription medicines used by residents.

GUIDING PRINCIPLE 5.
NURSE-INITIATED NON-PRESCRIPTION MEDICINES
The RACF should develop policies and procedures for safe practice in nurse-initiation
of non-prescription medicines.
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GUIDING PRINCIPLE 6.
STANDING ORDERS
The RACF should develop policies and procedures to guide the use and review of
standing orders where these are used in the facility.

GUIDING PRINCIPLE 7.
MEDICATION CHARTS
The RACF should ensure all residents have a current, accurate and reliable record
of all medicines selected, prescribed and used, to support safe prescribing and
administration of medicines and effective communication of medicines information
between residents and their health care professionals, and between care settings.

GUIDING PRINCIPLE 8.
MEDICATION REVIEW AND MEDICATION RECONCILIATION
The RACF and residents’ visiting health care professionals should ensure each
resident’s medication management is reviewed regularly and as needed. Medication
reconciliation processes should be used to ensure residents receive all intended
medicines, and to reduce risk of errors in documentation when care is transferred
or new medicines are ordered.

GUIDING PRINCIPLE 9.
CONTINUITY OF MEDICINES SUPPLY
The RACF should ensure that medicines supply is maintained for residents in
changed circumstances to reduce disruption of their access to needed medicines.

GUIDING PRINCIPLE 10.
EMERGENCY STOCK OF MEDICINES
The RACF should develop policies and procedures for the management of an
emergency stock of medicines where this is used.

GUIDING PRINCIPLE 11.
STORAGE OF MEDICINES
The RACF should ensure all medicines, including self-administered medicines, are
stored safely and securely and in a manner that maintains the quality of the medicine.
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GUIDING PRINCIPLE 12.
DISPOSAL OF MEDICINES
The RACF should ensure that unwanted, ceased or expired medicines are
disposed of safely to avoid accidental poisoning, misuse and toxic release into the
environment.

GUIDING PRINCIPLE 13.
SELF-ADMINISTRATION OF MEDICINES
The RACF should support those residents who wish to administer their own
medicines as part of maintaining their independence. This should follow assessment
and regular review of these residents’ capacity to self-administer medicines safely.

GUIDING PRINCIPLE 14.
ADMINISTRATION OF MEDICINES BY RACF STAFF
The RACF should ensure that staff are appropriately qualified and authorised to
administer medicines, and that administration practices are monitored for safety and
quality.

GUIDING PRINCIPLE 15.
DOSE ADMINISTRATION AIDS
The RACF should develop policies and procedures to guide dose administration aid
needs assessment, preparation, use, monitoring and quality assurance.

GUIDING PRINCIPLE 16.
ALTERATION OF ORAL DOSE FORMS
The RACF should ensure that residents, their carers and staff administering
medicines know which oral dose medicines can and cannot be altered in form, such
as by crushing or chewing and any special conditions relating to the alteration or
administration of specific medicines.

GUIDING PRINCIPLE 17.
EVALUATION OF MEDICATION MANAGEMENT
The RACF should regularly review and evaluate each area of medication
management for outcomes and take follow-up action where required.
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• ensures a systematic overview of all aspects of medication management in
the RACF;
• monitors, reviews and evaluates the safe and quality use of medicines and
recommends any corrective action;
• reviews medication incidents, adverse drug reactions and adverse drug
events and their reporting; and
• advises on information, education and training resources to assist medication
management.

IMPLEMENTATION GUIDE
The RACF should establish (or have direct access to) and use a MAC to assist
and advise in the development, promotion, monitoring, review and evaluation of
medication management policies, procedures and outcomes.
The MAC should comprise representatives of RACF management, nurse/s, medical
practitioner/s, pharmacist/s and residents. Where necessary, the MAC should
consider obtaining the advice of other health professionals with expertise relevant
to specific issues (e.g. geriatrics, physiotherapy, mental health, complementary and
alternative medicines).
The MAC should operate under Terms of Reference approved by the RACF Board of
Management, and be formally linked to the governance, management and continuing
quality assurance structures and processes of the RACF.
The RACF should provide sufficient resourcing to enable the MAC to be effective and
functional and the MAC should meet regularly to perform its functions.
Medicare Locals, Local Health Networks and pharmacy QUM services funded
under the Fifth Community Pharmacy Agreement (5CPA) increase opportunities for
both individual and regional network participation by health care professionals and
facilities.
If RACFs experience difficulties in accessing volunteer members for MACs, one
option that has been successful in some areas is a regional model, where groups
of RACFs work with a single MAC. Telephone and/or video conferencing should be
available to enable effective participation.
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RESOURCES
The following section provides an example of the MAC role, Terms of Reference and
meeting agenda.

EXAMPLE ROLE, TERMS OF REFERENCE AND MEETING AGENDA
FOR A MEDICATION ADVISORY COMMITTEE
Role
Through a partnership approach, develop, promote, monitor, review and evaluate
medication management policies and procedures to assist the RACF in the safe and
quality use of medicines.

Terms of reference
1

Advise on legislation, standards and processes in medication
management.
• Advise on the implementation of national standards, guidelines and policies
and legislation relevant to medicines use in the residential aged care facility.
• Review the processes for timely, effective communication between
prescribers, the pharmacist/s and the facility in accordance with legislative
requirements.
• Advise on the development of an information technology strategy to support
safe, quality medication management within the facility.

2

Advise on information and education needs and strategies to support
quality use of medicines in the facility.
• Advise on appropriate medicines education programs for staff of the facility.
• Promote in residents and carers awareness of their rights and responsibilities
with regard to their medication management.
• Develop mechanisms to provide information about medicines, including
Consumer Medicine Information, to staff, residents and carers.
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•
3

Make recommendations on the medicines information and resources to be
available at the facility.
Advise on clinical issues and best practice in quality use of
medicines.

• Assist the facility to develop policies and performance indicators on
medicines use, and to evaluate their implementation.
• Monitor and make recommendations on the use of medicines for specific
health conditions and symptoms, for example behavioural and psychological
symptoms of dementia, pain management, end-of-life care.
• Monitor and advise on the use of ‘high risk’ medicines such as those with a
narrow therapeutic index or at risk of misuse or abuse.
• Monitor and advise on the management of any other clinical issues that arise
involving the use of medicines.
4

Advise on policies and procedures for effective medication
management.
• Assist the facility in developing, promoting, monitoring, reviewing and
evaluating medication management policies and procedures in:
–– the use of complementary, alternative and self-selected medicines
–– nurse-initiated non-prescription medicines: list and practices
–– standing orders (where used in the RACF)
–– medication charts
–– medication review and reconciliation
–– continuity of medicines supply
–– emergency stock of medicines (where used in the RACF)
–– storage of medicines
–– disposal of medicines
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–– administration of medicines by RACF staff
–– the use of dose administration aids
–– alteration of oral dose forms: list and practices for medicines that cannot
be altered (e.g. crushed or broken) prior to administration
–– the use of ‘when required’ (PRN) medicines
–– the administration of medicines for residents temporarily off site (e.g.
excursion, temporary home visit).
5.

Advise on evaluation and review of safe, quality medicines use and
practices in the facility.
• Assist in the development and evaluation of indicators for quality use of
medicines as part of the risk management and quality assurance framework
of the facility.
• Make recommendations to the board or management of the facility on any
matter relating to medicines use with the view of optimising health outcomes
through the safe and quality use of medicines.
• Develop mechanisms for review and evaluation of:
–– medicines use across the facility compared to best practice guidelines
(e.g. through use of Drug Use Evaluation activities)
–– the outcome of medication review processes (e.g. the use of Residential
Medication Management Reviews)
–– medication errors and incidents
–– adverse drug reaction reporting to the national reporting system
–– the performance of dose administration aids, ensuring regular review for
errors in labelling, packaging and administration.
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Example of a MAC meeting agenda
(Name of facility and MAC) (Day, date and time of Meeting)
AGENDA:

18

1

Present

2

Apologies

3

Confirmation of previous minutes (date)

4

Action arising and ongoing

5

General business
5.1

Legislation, standards and processes

5.2

Information and education

5.3

Clinical issues and best practice

5.4

Policy and procedures

5.5

Review, monitoring, reporting and follow up

6

New business

7

Close and date for next meeting
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IMPLEMENTATION GUIDE
The RACF should ensure all residents, carers, RACF staff and visiting health care
professionals have access to current and accurate information resources to support
quality medication management for residents. Accessing and using medicine
information resources should be considered as part of the RACF’s quality assurance,
education and information technology policies and practices.
Many information resources relevant to medicines use and medication management
are now available on-line from government, professional, industry, consumer and
carer organisations. This provides the opportunity to build a ‘virtual library’ of
resources to enable ready access when needed. Some information resources may
charge a fee to access, while others are in the public domain.
The MAC should assist RACF management and staff to identify, access and
develop appropriate information resources. Under the Fifth Community Pharmacy
Agreement, (5CPA), registered and accredited pharmacists can be funded to provide
QUM education services to RACFs.
In ensuring effective use of information resources, RACFs need to consider how
ready access is to be provided to different users, and after hours. Provision of
information should take into account the health literacy, level of understanding
of medicines information, language skills and cultural background of the person
seeking the information.

RESOURCES
Examples of information resources relevant to medication management in RACFs
are listed below. They are broadly grouped into: tools and information to support
residents and carers; information resources about medicines, therapeutics and
services to support QUM; and legislation, regulation and standards for aged care,
health professions and medicines.
Entries are organised alphabetically. Other information resource links specific to
a Guiding Principle topic are included in the ‘Resources’ section of each Guiding
Principle. Unless shown otherwise, there is no purchase charge for the resource.
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TOOLS AND INFORMATION TO SUPPORT RESIDENTS
AND CARERS
Adverse Medicine Events Line
This is a service for the general public who suspect they have experienced an
adverse medicines event. It is run by the Mater Hospital in Brisbane, which forwards
reports to the TGA. Available Australia wide, Monday to Friday 9am–5pm AEST, for
the cost of a local call. Telephone 1300 134 237

Consumer Medicines Information (CMI)
CMI is designed to inform consumers about prescription and pharmacist-only
medicines. CMI provides accurate, unbiased and easy to use information on the safe
and effective use of that medicine. CMI may be included in the medicine package,
but can always be requested from the pharmacist or doctor, or online at:
www.ebs.tga.gov.au/ or www.nps.org.au/search_by_medicine_name

HealthInsite
A site backed by the Australian, State and Territory Governments, providing a gateway
to a wide range of free, up-to-date and reliable information on health and wellbeing.
www.healthinsite.gov.au

Medicines Line
Medicines Line provides consumers with accurate and up-to-date information
about prescription, over-the-counter and complementary medicines. Experienced
medicines information specialists and clinical pharmacists provide the information.
Available Monday to Friday 9am–5pm AEST from anywhere in Australia for the cost
of a local call (calls from mobiles may cost more). Telephone 1300 633 424

Medicines List
A free wallet-sized list produced by the NPS: Better Choices, Better Health
to assist consumers to keep an up-to-date record of all medicines taken.
www.nps.org.au/consumers/tools_and_tips/medicines_list
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Medicines Talk
This free quarterly newsletter is produced by NPS: Better Choices, Better Health for
consumers. It provides reliable, accurate information and useful hints on managing
medicines, especially multiple medicines.
www.nps.org.au/consumers/publications/medicines_talk

MediList
MediList is produced by the Department of Veterans’ Affairs to assist consumers
to keep an up-to-date record of all medicines taken. The MediList form can be
completed online and printed, and is also available from pharmacies.
www.dva.gov.au/health_and_wellbeing/self-management/Pages/MediList.aspx

Medimate
Medimate is a free brochure produced by NPS: Better Choices, Better Health to help
consumers find, understand and use information about medicines. Medimate covers
prescription, non-prescription and complementary medicines. Medimate is available
in several community languages.
www.nps.org.au/consumers/tools_and_tips/medimate

RESIDENT AND CARER CHARTERS AND RIGHTS
Australian Charter of Healthcare Rights
Everyone who is seeking or receiving care in the Australian health system has
certain rights regarding the nature of that care. The Australian Charter of Healthcare
Rights spells out these rights.
www.safetyandquality.gov.au/publications/australian-charter-of-healthcarerights-the/

Charter of Residents’ Rights and Responsibilities
This Charter (located in the User Rights Principles 1997) under the Aged Care Act
1997, spells out the rights and responsibilities of residents in RACFs.
www.comlaw.gov.au/Details/F2012C00077
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Statement for Australia’s Carers
Established under the Carer Recognition Act 2010, the Statement establishes how
carers should be treated and considered by Commonwealth agencies and persons
or bodies that are contracted or funded by these agencies to develop, implement,
provide or evaluate care supports. The Statement is available at:
www.carersaustralia.com.au/?/article/view/1991

INFORMATION RESOURCES ABOUT MEDICINES, THERAPEUTICS
AND SERVICES TO SUPPORT QUM
Adverse Drug Reaction Reporting
Residents and healthcare professionals are encouraged to report any suspected
adverse reaction to a prescription, non-prescription or complementary medicine to
the Therapeutic Goods Administration (TGA). These reports can be made using:
• The Blue Card Adverse Reaction Reporting Form
This is available for completion and downloading for submission
by post, fax or email from
www.tga.gov.au/safety/problem-medicines-forms-bluecard.htm
• Australian Adverse Drug Reaction Reporting System
This is an online reporting system available at
www.ebs.tga.gov.au/ebs/ADRS/ADRSRepo.nsf?OpenDatabase

Australian Drug Information for the Health Care Professional
(AusDI)
AusDI is a comprehensive source of medicine and therapeutic information,
including the most commonly used complementary health care products.
Available for purchase at: www.phoenixmedical.com.au

Australian Medicines Handbook (AMH)
The AMH provides readily accessible, concise, current, independent medicines
information to facilitate effective, rational, safe and economical prescribing.
Available for purchase at: www.amh.net.au
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AMH Drug Choice Companion: Aged Care
This publication contains independent drug information that promotes quality use
of medicines in older Australians. It contains information on more than 70 specific
conditions common in older people. Available for purchase at: www.amh.net.au/

Australian Pharmaceutical Formulary and Handbook
This publication is designed to assist pharmacists to promote optimal health
outcomes through the quality use of medicines. It provides core information on
therapeutics and standards of practice. Available for purchase at: www.psa.org.au

Australian Prescriber
This is a free, independent publication providing readily accessible information about
medicines and therapeutics published by the NPS: Better Choices, Better Health.
It covers topics for health professionals, students and consumers. Available at:
www.australianprescriber.com

Medicines Safety Update and Therapeutic Goods Administration
(TGA) safety alerts
Medicines Safety Update appears in each edition of Australian Prescriber and on the
TGA website. It provides information and advice on drug safety and emerging safety
issues. It is available at: www.tga.gov.au/hp/msu.htm

MIMS Annual
This reference classifies medicines by therapeutic class. It contains complete,
detailed, approved prescribing information for prescription and non-prescription
medicines. Available for purchase at: www.mims.com.au

National Medicines Policy
The Policy is a cooperative endeavour to bring about better health outcomes for all
Australians, focusing particularly on people’s access to and wise use of prescription,
non-prescription and complementary medicines. It is available at:
www.health.gov.au/nationalmedicinespolicy
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Natural Medicines Comprehensive Database
This is a database providing complementary and alternative medicines information,
available for subscription purchase at:
http://naturaldatabase.therapeuticresearch.com/home.aspx?cs=&s=ND&A
spxAutoDetectCookieSupport=1

National Poisons Information Centre
The National Poisons Information Centre is available Australia-wide, 24 hours a day
for the cost of a local call. Telephone 131 126

National Institute of Complementary Medicine (NICM)
NICM was established to provide leadership and support for strategically directed
research into complementary medicine and translation of evidence into clinical
practice and relevant policy to benefit the health of all Australians. www.nicm.edu.au

NPS Rational Assessment of Drugs and Research (RADAR)
NPS RADAR is published by NPS: Better Choices, Better Health. It provides free,
independent, evidence-based assessment of new medicines, new PBS listings and
the latest research for healthcare professionals. It is available at:
www.nps.org.au/health_professionals/publications/nps_radar

National Strategy for Quality Use of Medicines (QUM)
The National Strategy for QUM is part of the National Medicines Policy. The Strategy
describes the range of partnerships and the breadth of activities required to make
the best possible use of medicines to improve health outcomes for all Australians.
www.health.gov.au/internet/main/publishing.nsf/Content/nmp-pdfnatstrateng-cnt.htm

Product Information (PI)
PI provides a TGA-approved summary of the essential scientific information for
the safe and effective use of a prescription medicine. This includes objective
information about the medicine’s quality, safety and effectiveness. Available at:
www.ebs.tga.gov.au/
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Quality Use of Medicines (QUM) services
These are additional services provided to RACFs by pharmacists, such as medication
advisory activities, education and continuous improvement. These QUM services
are funded under the Fifth Community Pharmacy Agreement (July 2010–June 2015)
between the Australian Government and the Pharmacy Guild of Australia (5CPA).
Information on the QUM services funded under 5CPA can be found at:
www.medicareaustralia.gov.au/provider/pbs/fifth-agreement/quality-use-ofmedicines.jsp

Residential Medication Management Review (RMMR)
RMMR is a service provided to permanent residents of an Australian Government
funded aged care facility, and those permanent residents in flexible care
arrangements (transitional care facilities). RMMR is funded under 5CPA. Information
about the RMMR can be found at: www.medicareaustralia.gov.au/provider/
pbs/fifth-agreement/residential-medication-management-review.jsp
• The Pharmaceutical Society of Australia Guidelines for RMMR is available at:
http://www.psa.org.au/download/practice-guidelines/rmmr-andqum-services.pdf
• The Medical Benefits Schedule Items for RMMR are available at:
www.health.gov.au/internet/main/publishing.nsf/Content/
medication_management_reviews.htm

Therapeutic Guidelines
Therapeutic Guidelines provide clear, concise, independent and evidence-based
therapeutic information and recommendations on patient management, based on
the latest literature. Available for purchase at: www.tg.org.au
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LEGISLATION, REGULATION AND STANDARDS IN AGED CARE,
HEALTH PROFESSIONS AND MEDICINES
AGED CARE LEGISLATION, REGULATION AND STANDARDS
Aged Care Act 1997
This Act governs all aspects of the provision of residential care, flexible care and
Community Aged Care for older Australians, including matters relating to the
planning of services, the approval of service providers and care recipients, payment
of subsidies, responsibilities of service providers, accreditation, quality of care
principles, and residents’ rights and responsibilities. Available at:
www.comlaw.gov.au/Details/C2012C00139

Aged Care Accreditation Standards
Under the Aged Care Act 1997, the Accreditation Standards specify the
requirements for the quality of care against which all RACFs must be assessed in
order to receive funding from the government. Information about the Accreditation
Standards can be found at: www.accreditation.org.au/accreditation

Quality of Care Principles 1997
Under the Aged Care Act 1997, the Quality of Care Principles outline the
responsibilities of residential and community aged care facilities relating to the quality
and accountability of the care they provide; requirements for compliance with, and
respect for the rights of residents; and the basic suitability of their key personnel.
The Quality of Care Principles are available at:
www.comlaw.gov.au/Details/F2011C00126/Html/Text#_Toc285788744

HEALTH PROFESSIONS LEGISLATION AND REGULATION
Australian Health Practitioner Regulation Agency (AHPRA)
AHPRA is responsible for the implementation of the National Registration and
Accreditation Scheme for the health professions regulated in Australia under the
Health Practitioner Regulation National Law Act 2009. www.ahpra.gov.au
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Health Practitioner Regulation National Law Act 2009
This Act (as in force in each jurisdiction) established the National Registration and
Accreditation Scheme for all health practitioners and students undertaking programs
of study leading to registration as a health practitioner. This Act is available at:
www.austlii.edu.au/au/legis/qld/consol_act/hprnla2009428/

HEALTH PROFESSIONAL STANDARDS AND GUIDELINES
Health professional organisations may publish standards and/or guidelines relevant
to their professions’ roles in aged care services. See for example:
• Nursing: Australian Nursing Federation and the Royal College of Nursing
Australia. Nursing Guidelines for Medication Management in Aged Care.
www.anf.org.au/html/publications_reports.html
• Pharmacy: Pharmaceutical Society of Australia. Professional Guidelines.
www.psa.org.au/supporting-practice/guidelines; and the Professional
Practice Standards. www.psa.org.au/supporting-practice/professionalpractice-standards
• Medical Practitioners: Royal Australian College of General Practitioners.
The Medical Care of Older Persons in RACFs—the Silver Book.
www.racgp.org.au/guidelines/silverbook

NATIONAL MEDICINES LEGISLATION AND REGULATION
Medicines Classification in Australia
In Australia, medicines are classified into three categories: Registered Medicines,
Listed Medicines, and Complementary Medicines. An overview of the classification
system can be found at:
www.tga.gov.au/industry/regulation-basics-medicines-classifications.htm

Standards for the Uniform Scheduling of Medicines and Poisons
(SUSMP)
SUSMP (‘The Poisons Standard’) is a record of the classification of medicines and
chemicals into Schedules and includes provisions regarding containers and labels,
and recommendations about other controls on medicines and chemicals. It is
available at: www.tga.gov.au/industry/scheduling-poisons-standard.htm
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Therapeutic Goods Act 1989
The Therapeutic Goods Act sets out the legal requirements for the import, export,
manufacture and supply of therapeutic goods in Australia. It details the requirements
for listing, registering or including medicines, medical devices and biological products
on the Australian Register of Therapeutic Goods (ARTG), as well as other aspects
such as advertising, labelling, and product appearance. The Act is available at:
www.austlii.edu.au/au/legis/cth/consol_act/tga1989191/

STATE AND TERRITORY DRUGS AND POISONS LEGISLATION
AND REGULATION
The following is a list of the title and web address for primary legislation dealing with
drugs, poisons, and medication administration for each state and territory.
The legislation can also be found at the Australasian Legal Information Institute
website at: www.austlii.edu.au

Australian Capital Territory
Medicines, Poisons and Therapeutic Goods Act 2008.
www.legislation.act.gov.au/a/2008-26/default.asp
Medicines, Poisons and Therapeutic Goods Regulation 2008.
www.legislation.act.gov.au/sl/2008-42/default.asp

New South Wales
Poisons and Therapeutic Goods Act 1966 No 31.
www.legislation.nsw.gov.au/viewtop/inforce/act+31+1966+FIRST+0+N/
Poisons and Therapeutic Goods Regulation 2008.
www.legislation.nsw.gov.au/viewtop/inforce/subordleg+392+2008+FIRST+0+N/

Northern Territory
Poisons and Dangerous Drugs Act and Regulations. All current consolidated Acts
and subordinate legislation of the Northern Territory of Australia can be found at:
http://dcm.nt.gov.au/strong_service_delivery/supporting_government/
current_northern_territory_legislation_database
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Queensland
Health Act 1937.
www.legislation.qld.gov.au/LEGISLTN/CURRENT/H/HealA37.pdf
Health (Drugs and Poisons) Regulation 1996.
www.legislation.qld.gov.au/LEGISLTN/CURRENT/H/HealDrAPoR96.pdf
Health Regulation 1996 (Part 4—Dispensary and Part 16—Therapeutic Goods and
Other Drugs): www.legislation.qld.gov.au/LEGISLTN/CURRENT/H/HealR96.pdf

South Australia
Controlled Substances Act 1984 (SA).
www.legislation.sa.gov.au/LZ/C/A/CONTROLLED%20SUBSTANCES%20ACT%20
1984/CURRENT/1984.52.UN.RTF
Controlled Substances (Poisons) Regulations 1996 (SA).
www.legislation.sa.gov.au/LZ/C/R/Controlled%20Substances%20(Poisons)%20
Regulations%202011.aspx

Tasmania
Poisons Act 1971.
www.thelaw.tas.gov.au/tocview/index.w3p;cond=;doc_id=81%2B%2B1971
%2BAT%40EN%2B20100512100000;histon=;prompt=;rec=;term
Poisons Regulations 2008.
www.thelaw.tas.gov.au/tocview/index.w3p;cond=;doc_id=%2B162%2B2008
%2BAT%40EN%2B20100512100000;histon=;prompt=;rec=;term

Victoria
Drugs, Poisons and Controlled Substances Act 1981.
Drugs, Poisons and Controlled Substances Regulations 2006.
www.legislation.vic.gov.au/

Western Australia
Poisons Act 1964.
www.slp.wa.gov.au/legislation/statutes.nsf/main_mrtitle_728_homepage.html
Poisons Regulation 1965.
www.slp.wa.gov.au/legislation/statutes.nsf/main_mrtitle_1920_homepage.html
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• the range of health professionals with prescribing rights (for example medical
practitioners, nurse practitioners, dentists, podiatrists and optometrists);
• selection of medicines by nurses from pre-approved lists and protocols
(e.g. nurse-initiated medicines lists, standing orders); and
• self-selection of medicines including non-prescription, complementary and
alternative medicines by residents and/or their carers.
There may also be particular issues for medication management in the presence
of conditions such as diabetes, dementia, behavioural disturbances, falls, or
incontinence, or for residents requiring end-of-life or palliative care. Under a QUM
approach, the RACF should consider strategies to support both effective medicines
use and non-medicine alternatives.
The RACF medication management policies and procedures should promote the
use of appropriate evidence-based references by all those selecting medicines (e.g.
therapeutic guidelines for prescribers, and Consumer Medicines Information for
residents)—see Guiding Principle 2: Information Resources.
Selection of medicines is assisted by effective communication between care team
members, residents and their carers/representatives, and accurate and reliable records
such as medication charts, laboratory results and adverse drug reaction history.
Medicine reviews for individual residents (such as Residential Medication
Management Reviews), and assessing medicines use and practice at the facility
level by methods such as Drug Use Evaluation can help to reduce inappropriate use
of medicines. These practices can also facilitate a multidisciplinary approach to
quality improvement, provide information and feedback to staff, management and
the MAC, and promote compliance with Accreditation Standards.

RESOURCES
• The National Strategy for Quality Use of Medicines.
www.health.gov.au/internet/main/publishing.nsf/Content/nmp-pdfnatstrateng-cnt.htm
• Drug Use Evaluation for Aged Care Facilities. NPS: Better Choices, Better Health.
www.nps.org.au/health_professionals/drug_use_evaluation_due_
programs/due_kit_for_care_homes
• Medicines safety updates. Therapeutic Goods Administration.
www.tga.gov.au/hp/msu.htm
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IMPLEMENTATION GUIDE
The RACF should encourage residents and their carers to take a Quality Use of
Medicines (QUM) approach2 to the selection and use of CAMs and non-prescription
medicines, and inform their visiting health care professionals and RACF staff when
they are using or providing these medicines.
The RACF, in consultation with the MAC, should develop medication management
policy and procedures for the recording and review of CAMs and self-selected
non-prescription medicines used by individual residents and at facility-wide level.
The RACF medication management policy and procedures should:
• recognise that CAMs and non-prescription medicines may enter the facility by
resident or carer choices;
• encourage a QUM approach to the selection and use of CAMs and
non-prescription medicines;
• encourage residents and carers to inform their prescribers and staff about
their use of CAMs and self-selected non-prescription medicines;
• promote recording of self selection and use of these medicines in the
resident’s medication chart and the resident’s own medicines lists (such as a
Patient Medication Profile, MediList or Medicines List);
• promote reporting to the MAC of any adverse drug events and resulting
actions taken; and
• ensure the safe storage of CAMs and non-prescription medicines, and safe
disposal of unwanted or expired products (see Guiding Principles 11 and 12).
Where there is extensive use of CAMs in the facility, the RACF should consider
ensuring the MAC has access to a health professional with specialist expertise in
these medicines to assist in the development of policy and procedures.
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RESOURCES
Examples of resources relating to non-prescription medicines:
• Non-prescription medicines (Over-The-Counter medicines). Therapeutic Goods
Administration. www.tga.gov.au/industry/otc.htm
• Product Information and consumer medicines information (CMI).
www.ebs.tga.gov.au/ or www.nps.org.au/search_by_medicine_name
Examples of resources relating to CAMs:
• Guiding Principles for the use of CAMs in hospitals. Council for Australian
Therapeutic Advisory Groups. www.ciap.health.nsw.gov.au/nswtag/
• NPS Review of the Quality of Complementary Medicines Information
Resources: Summary Report. National Prescribing Service, Sydney,
March 2009.
www.nps.org.au/__data/assets/pdf_file/0005/69656/
CMsInfoSummary.pdf
• Complementary Medicines. Therapeutic Goods Administration.
www.tga.gov.au/industry/cm.htm
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IMPLEMENTATION GUIDE
The RACF should assess the need for nurse-initiated non-prescription medicines
among residents and across the facility’s range of care settings. Where there is
such a need, the RACF should develop policy, procedures and a list of approved
medicines, in consultation with the MAC, to assist nurses in safely selecting and
administering these medicines.
The policy, procedures and list for the use of nurse-initiated non-prescription
medicine should be reviewed regularly by the MAC and comply with relevant
national, state and/or territory legislation and regulation.
The RACF policy and procedures should ensure that nurses are provided with
sufficient detailed information to make informed decisions as to when and when not
to select and administer a medicine from the list, including assessment, dosage,
indications, and special precautions.
Nurses initiating non-prescription medicine from an approved list should:
• check that there is prior agreement from the resident’s medical practitioner
to use nurse-initiated non-prescription medicines;
• use professional judgement and apply a QUM approach2 in selecting
medicines, including consideration of non-medicine alternatives;
• consider any known allergies or previous adverse medicines events or
adverse drug reactions experienced by the resident;
• select and administer the medicine in consultation with the resident
and/or carer;
• record the details of the administration on the appropriate section of the
resident’s medication chart; and
• evaluate and document the effects of the medicine administered, including
any side effects experienced.

RESOURCES
For a description of nurse-initiated medicines, see: The National Nurse Prescribing
Glossary. National Nursing and Nursing Education Taskforce.
www.nnnet.gov.au/downloads/n3et_national_nurse_prescribing_glossary.pdf
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• is clearly written, dated and signed by the prescriber;
• is regularly reviewed by the prescriber;
• specifies the medicine, dose, route and frequency;
• clearly identifies which resident/s is/are to receive the medicine, in what
circumstances a particular resident is to be given the medicine, and when it
is precluded;
• notes any special observations or care that may be required before or after
administration of the medicine; and
• identifies by name or qualification (e.g. registered nurse) the authorised
person who may administer the medicine.
Any administration of medicines according to standing orders must be recorded in
the resident’s medication chart.
The RACF should ensure the use of standing orders is regularly monitored and
reviewed in consultation with the MAC, and that nurses authorised to use standing
orders understand their roles and obligations. This should include appropriate
education and training for the use of standing orders.

RESOURCES
For a description of standing orders, see: The National Nurse Prescribing Glossary.
National Nursing and Nursing Education Taskforce.
www.nnnet.gov.au/downloads/n3et_national_nurse_prescribing_glossary.pdf
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hospital discharge prescriptions, provide continuing medication orders for up to
seven days until the resident’s own health professional with prescribing rights
(for example, a medical practitioner or nurse practitioner) reviews and prescribes
ongoing treatment.

IMPLEMENTATION GUIDE
An accurate and reliable medication chart is an important information tool across
the health and aged care sectors. It provides current information about medicines
a person is prescribed and taking, supports continuity of care and helps to reduce
medication errors.
The RACF, in consultation with the MAC, should develop policy and procedures for
the use and review of medication charts, to support safety and quality in medication
management. Matters to be considered include:
• taking a facility-wide integrated approach to chart selection, use and review;
• consistently using recommended terminology and abbreviations in chart
entries and instructions (see Resources overleaf);
• accurately recording medication management activities such as
administration and medication review;
• regularly reconciling components of each medication chart, such as:
–– prescribing, supply and administration records;
–– versions of the chart such as electronic and paper copies;
• regularly reconciling the medication chart with medication records that may
be held by the resident (such as a Patient Medication Profile, MediList or
Medicines List); and
• using information technologies in medication records, such as:
–– communication platforms for information exchange between the RACF,
visiting health professionals and Local Health Networks;
–– emerging types of electronic medication records, such as the personally
controlled electronic health record (PCEHR).
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RACFs should consider working with other local health care providers to ensure
consistency and compatibility in the transfer of medicines information based on
medication charts, to support continuity of care across providers and settings.
Residents who self-administer their medicines should hold a current medication
record such as a Patient Medication Profile, MediList or Medicines List. They should
be encouraged to inform their visiting health care professionals and RACF staff of all
medicines they are taking, and supported to maintain an accurate record of use.

RESOURCES
• Interim Residential Care Medication Administration Charts. The MedGap Project.
www.nevdgp.org.au/?content=24#MedGap
• National Residential Medication Chart. Australian Commission on Safety and
Quality in Health Care.
www.safetyandquality.gov.au/our-work/medication-safety/
medication-chart/
• Recommendations for Terminology, Abbreviations and Symbols used in
Prescribing and Administration of Medicines. Australian Commission on
Safety and Quality in Health Care.
www.safetyandquality.gov.au/wp-content/
uploads/2012/01/32060v2.pdf
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The goal of medication reconciliation is to ensure residents receive all intended
medicines and to avoid errors of transcription, omission, or duplication of therapy.
Medication reconciliation processes have been shown to reduce errors and adverse
events associated with poor quality information at transfer of care between facilities,
care settings and providers, and reduce inaccurate documentation of medication
histories on a resident’s admission to hospital.

IMPLEMENTATION GUIDE
Medication Review
The RACF, in consultation with the MAC, should develop medication management
policy and procedures for the use of medication reviews including regular monitoring
and evaluation of their use across the facility.
The RMMR program funds collaborative medication review. The review is referred
by the eligible resident’s general practitioner. Accredited pharmacists are funded
to conduct these reviews in RACFs under the RMMR program and there is also a
Medical Benefits Schedule item available to general practitioners for referring the
patient and completing a medication management plan.
The RMMR program makes medication reviews available to permanent residents of
Australian Government funded RACFs. New residents should receive an RMMR as
soon as possible after admission.
The RMMR program also provides examples of the circumstances that should
trigger a medication review. These include:
• discharge from a hospital in the previous four weeks;
• significant changes to medication regimen in the past three months;
• change in medical conditions or abilities (including falls, cognition, physical
function);
• prescription of medicines with a narrow therapeutic index or requiring
therapeutic monitoring (e.g. anticoagulants, insulin);
• presentation of symptoms suggestive of an adverse drug reaction;
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• sub-therapeutic response to treatment;
• suspected non-adherence or problems with managing medicine-related
therapeutic devices; and
• risk of inability to continue managing own medicines (e.g. due to changes in
dexterity, confusion or impaired sight).
The need for an RMMR for an existing resident can be identified by the resident’s
general practitioner, the pharmacist, RACF staff, the resident, the resident’s carer
or other members of the resident’s health care team. The resident’s general
practitioner must assess the clinical need for an RMMR from a Quality Use of
Medicines (QUM) perspective and determine that an RMMR is necessary.
The outcomes of the medication review should be reported to the resident’s general
practitioner and followed up by relevant health care team members according to
their responsibilities, agreed strategies and monitoring of the resident’s ongoing
health status. The date of the current and next scheduled review should be recorded
in the resident’s medication chart.

Medication Reconciliation
The RACF, in consultation with the MAC, should develop medication management
policy and procedures for the use of medication reconciliation processes including
regular monitoring and evaluation of their use across the facility.
Health professionals with prescribing rights (for example a medical practitioner
or nurse practitioner), pharmacists or registered nurses can perform medication
reconciliation.
The following are examples of circumstances that should trigger medication
reconciliation processes:
• admission to the RACF from the community, hospital or other care setting;
• transfer from the RACF to the community, hospital or other care setting;
• when medicines orders change or a new medicine is ordered;
• when medication charts are rewritten; and
• following a medication review.

45

2085

Medication reconciliation should include all the medicines residents are taking,
including any non-prescription medicines and CAMs. Medication reconciliation should
also be completed for residents who self-administer their medicines.

RESOURCES
Medication Review
• Guidelines for Residential Medication Management Review and Quality Use of
Medicine services. Pharmaceutical Society of Australia.
www.psa.org.au/download/practice-guidelines/rmmr-and-qumservices.pdf
• MBS Primary Care Items—Medication Management Reviews. Australian
Government Department of Health & Ageing.
www.health.gov.au/internet/main/publishing.nsf/Content/
medication_management_reviews.htm
• Residential Medication Management Review. Medicare. Australian Government
Department of Human Services.
www.medicareaustralia.gov.au/provider/pbs/fifth-agreement/
residential-medication-management-review.jsp
• Residential Medication Management Review Fact Sheet. Australian
Government Department of Health & Ageing.
www.health.gov.au/internet/main/publishing.nsf/Content/rmmrfactsheet

Medication Reconciliation
• Aged Care Home Transfer to Hospital envelope. Australian Commission on
Safety and Quality in Health Care.
www.safetyandquality.gov.au/our-work/clinical-communications/
clinical-handover/national-clinical-handover-initiative-pilot-program/
transfer-to-hospital-envelope/
• Assuring Medication Accuracy at Transitions of Care: Medication
Reconciliation. Australian Commission on Safety and Quality in Health Care.
www.safetyandquality.gov.au/our-work/medication-safety/
medication-reconciliation/
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Strategies to address continuity of medicines supply may include:
• providing residents and/or their carers with sufficient supplies of
appropriately packaged and labelled medicines for short-term breaks such as
day outings;
• providing information to residents and/or their carers about how to obtain
further supply of medicines if necessary, for example on entering or leaving
respite care;
• ensuring the resident has an up-to-date medicines list when on leave, such as
a Patient Medication Profile, MediList or Medicines List;
• ensuring arrangements are in place with pharmacies to manage urgent supply
of medicines or changes to a resident’s medication order;
• ensuring arrangements are in place with pharmacies to provide after-hours or
interim supply, for example where there may be delays in the DAA supply of a
new or changed medicine;
• ongoing liaison with local health care services (e.g. hospitals), to address
any supply barriers and ensure continuity of medicines supply for residents
moving between the RACF and these services; and
• using Interim Residential Care Medication Administration Charts (where
available in the state/territory) when residents are discharged from hospital—
see Guiding Principle 7: Medication Charts.

RESOURCES
• Guiding principles to achieve continuity in medication management (2006).
www.health.gov.au/internet/main/publishing.nsf/Content/nmpguiding
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RESOURCES
Examples of state/territory requirements relating to emergency stock in RACFs:
• Guide to the Handling of Medication in Nursing Homes in NSW. Information
Bulletin 2003/10. NSW Department of Health.
www.health.nsw.gov.au/publichealth/pharmaceutical/resources.asp
• Key requirements for nurses in residential aged care services. Department of
Health, Victoria.
www.health.vic.gov.au/dpu/agedcare-requirements.htm
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• Storage in DAAs. Some medicines with particular storage, stability or
schedule requirements are not suitable for use in DAAs or may need to be
packaged in a specific manner. For example, PRN medicines should be
packed separately; cytotoxic medicines should be packed separately with
appropriate cautionary labels; and Schedule 8 medicines should be packed
according to state or territory legislative and regulatory requirements;
• Cytotoxic medicines. Storage of cytotoxic medicines and cytotoxic waste
must comply with the requirements of state or territory legislation. The RACF
should develop a specific policy in consultation with the MAC on the storage
of cytotoxic products;
• Storage facilities (including lockable cabinets, medicines trolleys and
medicines storage areas). Consideration should be given to the design,
location and use of medicines storage facilities including those for residents
who are self-administering; storage of medicine-related equipment, such as
syringes and needles; and safety and security issues such as preventing
unauthorised access; and
• Stock control and rotation. All medicines have an expiry date and this
should be checked along with storage requirements. The RACF should ensure
staff involved in medication management are familiar with and comply with
the storage requirements for medicines used in the facility.

RESOURCES
• National vaccine storage guidelines—Strive for 5. Immunise Australia
Program. Australian Government Department of Health and Ageing.
www.health.gov.au/internet/immunise/publishing.nsf/content/
provider-store
• Product Information (which provides details of each medicine’s storage
requirements). Therapeutic Goods Administration. www.ebs.tga.gov.au/
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• management of privacy issues in the disposal of unwanted medicines, such
as information on medicine labels that identifies residents; and
• medicines disposal by residents who are self-administering.
Medicines return and disposal practices may also provide quality assurance
feedback. For example, monitoring of returned, unused medicines in dose
administration aids (DAAs) may assist in gauging adherence to treatment plans.

RESOURCES
• Return Unwanted Medicines (RUM) Project.
www.returnmed.com.au/ or phone 1300 650 835
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Assessment should cover:
• cognitive capacity, including understanding of the safe and quality use of the
medicines taken;
• physical ability, including dexterity, visual acuity and swallowing; and
• how information such as Consumer Medicine Information (CMI) and practical
support such as a dose administration aid (DAA) may assist the resident to
self-administer their medicine/s.
The assessment should be repeated at regular intervals and as required; for
example, if there is a change in the resident’s physical or cognitive status. The
resident’s medication chart should record that he or she has been assessed for selfadministration and is self-administering all or part of their medicine/s.
Residents who self-administer their medicines should hold a current record of their
medicines such as a Patient Medication Profile, MediList or Medicines List. They
should be encouraged to inform their visiting health care professionals and RACF
staff of all medicines they are taking and supported to maintain an accurate record
of self-administration.
The storage and disposal of self-administered medicines should be consistent with
RACF policy and procedures (see Guiding Principle 11: Storage of Medicines and
Guiding Principle 12: Disposal of Medicines).

RESOURCES
CMI is available for all prescription and pharmacist-only medicines. These may
be included in the medicine package, but can also be requested from the RACF,
pharmacist or doctor. They are also available from:
• www.ebs.tga.gov.au/—an index of CMI searchable by medicine, trade
name or active ingredient
• www.nps.org.au/search_by_medicine_name: an index of CMI searchable
by medicine name
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Examples of information for consumers about managing medicines:
• Fact Sheets on managing medicines. Consumers Health Forum.
www.chf.org.au/fact-sheets.php
• Medicines Talk. NPS: Better Choices Better Health
www.nps.org.au/consumers/publications/medicines_talk
• Tips about the wise use of medicines. NPS Better Choices Better Health.
www.nps.org.au/consumers/tools_and_tips/medicines_tips
Examples of Medicines Lists:
• Medicines List. NPS: Better Choices Better Health.
www.nps.org.au/consumers/tools_and_tips/medicines_list
• MediList. Australian Government Department of Veterans Affairs.
www.dva.gov.au/health_and_wellbeing/self-management/Pages/
MediList.aspx
• The NPS Medicines List is also available as a free iPhone, iPad or iPod Touch
app that can provide reminders and alerts for medicines and when these
should be taken. This app is available from the iTunes App Store.
http://search.itunes.apple.com/WebObjects/MZContentLink.woa/
wa/link?path=apps%2fmedicineslist
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IMPLEMENTATION GUIDE
The primary focus of medicines administration practice is on ensuring quality
outcomes for residents through the safe and correct administration of medicines.
This includes ensuring that the right medicine is administered to the right person in
the right dose at the right time via the right route.
Monitoring the outcomes of medicines administered to residents, and having
effective processes for recording medicines-related problems are especially
important given the correlations between age, use of multiple medicines, adverse
drug events, medication errors and medication incidents.
The RACF, in consultation with the MAC, should develop medication management
policies and procedures to ensure safe, quality medicines administration practices.
Policy and procedures should be consistent with:
• national, state or territory legislation and regulation;
• professional practice guidelines;
• the qualifications, authorisation and competencies of staff administering
medicines; and
• evidence-based best practice (e.g. clinical or therapeutic guidelines).
RACF policy and procedures for medicines administration should address:
• identification of the resident;
• checking for allergies and adverse drug reactions;
• medicines checking and reconciliation processes;
• recording of medicines administration;
• monitoring and recording effects of medicines;
• reporting medicine-related errors, incidents and adverse drug events;
• special requirements for administering ‘high risk’ medicines such as those
with a narrow therapeutic index or at risk of misuse or abuse; and
• appropriate administration practices, for example use of oral and injectable
forms, ointments, drops, inhalers, and nebulisers.
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The RACF policy and procedures should specify the circumstances under which
registered nurses can delegate medicine administration tasks to appropriately
trained and competent staff, where this is permitted by relevant state or territory
legislation and regulation. Where medicine administration tasks are delegated
to staff by registered nurses, the delegated staff should have formal training in
medicine administration, be assessed by the RACF and the registered nurse as
competent to administer medicines, accept the delegation, and be appropriately
supervised.
The RACF should use ongoing quality improvement activities such as staff education
and training and ongoing competency assessment, developed in consultation with
the MAC, to support appropriate medicines administration, monitoring and reporting
practices.

RESOURCES
• Explanatory note: Enrolled Nurses and Medication Administration.
The Nursing and Midwifery Board of Australia.
www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/
FAQ.aspx
• Guidelines on Delegation and Supervision for Nurses and Midwives (2007).
Australian Nursing and Midwifery Council.
www.anmc.org.au/positon_statements_and_guidelines
• Nursing Guidelines for Medication Management in Aged Care (2012).
Australian Nursing Federation and Royal College of Nursing Australia.
http://www.anf.org.au/html/publications_reports.html
• Professional Codes, Guidelines and Statements for Nurse Practitioners,
Registered Nurses and Enrolled Nurses. The Nursing and Midwifery
Board of Australia.
www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/
Codes-Guidelines.aspx#competencystandards
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Community pharmacists usually prepare DAAs. This is done in accordance with
professional guidelines and standards and relevant state or territory legislation. In
some states and territories, in exceptional circumstances and where a pharmacist is
not available, a health professional such as a medical practitioner, registered nurse
or Aboriginal Health Worker may be authorised to prepare a DAA.
Where DAAs are used, they should be prepared, labelled, distributed, stored and
used according to relevant legislation and regulation, and professional guidelines
and standards.
DAAs offer a number of benefits, but they are not an infallible system. Benefits
include their convenience and support for medication management, particularly
in providing an audit trail for medicines dispensed and administered. Potential
problems include:
• errors in packing and delivery;
• inflexibility of ordering and supply systems when medicine orders change;
• interruptions to the continuity of medicines supply, for example when a
resident moves across care settings; and
• the cost to residents and the facility, which can be a barrier to some
residents.

IMPLEMENTATION GUIDE
The RACF, in consultation with the Medication Advisory Committee (MAC), should
develop policy and procedures that address the supply, use and monitoring of DAAs.
The following areas should be addressed:

Assessment of resident need and ability to use a DAA safely
and effectively
Where medication management for a resident may be assisted by the use of a DAA,
the need for this should be assessed systematically and routinely. Residents who
self-administer their medicines should also be formally assessed for their suitability
and capacity to use a DAA safely and effectively, and whether they require additional
help or information in using a DAA.
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Some residents may be limited by physical factors such as arthritis or vision
impairment; literacy barriers in reading and interpreting label instructions; or
difficulty in managing a complex medicines regimen. Some categories of resident
may not be suitable for DAA supply, for example temporary residents who have an
existing community supplier of medicines.
Assessment of a resident’s suitability for a DAA should also take into account the
person’s rights, such as choice of pharmacy service, and any costs associated with
obtaining his or her medicines in DAAs. Regular medication reviews should reassess
the continuing requirement for use of DAAs by the resident.

Medicines information for residents
DAA policy and procedures should consider how to meet the information needs of
residents and their carers about medicines provided in DAAs; for example, through
providing a list of current medicines such as a Patient Medication Profile, MediList or
Medicines List; and providing Consumer Medicines Information (CMI).

DAA ordering processes
Timely and accurate communication is needed between health professionals with
prescribing rights (for example, a medical practitioner or nurse practitioner),
pharmacists and RACF staff about medicines ordered in DAAs, as the time between
ordering, preparation and delivery can affect continuity of medicines supply. Matters
to be considered include:
• whether unit dose or multi-dose packs are appropriate;
• how to communicate to the supply pharmacist medicine orders or changes,
including whether these require ‘immediate’ or ‘next-pack’ changes; and
• how continuity of access to medicines supply will be maintained when medicine
orders change (see Guiding Principle 9: Continuity of Medicines Supply).
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Monitoring and reporting for utilisation and quality performance
The use of DAAs in the RACF should be monitored and regularly reviewed for errors
in labelling, packing and administration. Monitoring should also include regular
reconciliation of the DAA and the medication chart.
DAA systems performance should be regularly monitored, reviewed and reported
to the MAC as part of continuing quality improvement activities in medication
management. This should include systematic reporting of packing or labelling errors.

Suitability of medicines for packaging in DAA
RACF policy and procedures on DAAs should address how residents’ medication
management needs will be met where:
• medicines need to be packed across multiple DAAs (e.g. in short course
treatment);
• there are irregular dosing schedules (e.g. alternate days or weekly); and
• there are medicines that cannot be packed with other medicines in a DAA
(e.g. cytotoxics, or ‘as required’ [PRN] medicines).

Labelling of DAAs
Labelling of DAAs should comply with relevant professional practice standards, such
as those of the Pharmaceutical Society of Australia. Labelling considerations include:
• accurate identification of the resident;
• identification of individual medicines, strength and form;
• date and day of week each medicine is to be administered;
• any specific instructions for the use of the medicine/s, including directions
for the use of each medicine and cautionary and advisory labels, and any
information about alteration of dose form;
• indication where other medicines for the resident (e.g. cytotoxic medicines,
anticoagulants, inhalers) are contained in additional DAA pack/s or containers
for administration as applicable;
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• information on storage time of the medicine;
• details of the person/service packing the medicines in the DAA;
• dates of packing, commencement and expiry of the DAA; and
• any other details according to legislative and regulatory labelling
requirements.

Provisions for disposal or return of unwanted/unused DAAs
Policy and procedures should address:
• how unwanted, ceased or expired medicines in DAAs will be identified and
returned to the pharmacy for disposal (see Guiding Principle 12: Disposal of
Medicines); and
• how DAAs are returned to the pharmacy for resupply where a medicine order
changes.

Administration of medicines from DAAs
Medicines packed in DAAs may be self-administered by a resident who has
been assessed as being able to do so, either with or without assistance, or be
administered by a registered or enrolled nurse. Assistants in nursing/personal care
workers (however titled) may be authorised and delegated to assist in administration
of medicines from a DAA, where permitted by state or territory legislation and
regulation, and RACF policy and procedures.
RACF policy and procedures should address administration of medicines from
DAAs for all residents and staff who use these tools, and should be consistent with
Guiding Principle 13: Self-administration of Medicines; and Guiding Principle 14:
Administration of Medicines by RACF staff.
RACF policy and procedures should also cover the following:
• ensuring packaging integrity: DAAs use tamper-evident packaging features
that show if the container has been accessed before the medicine has been
administered. Medicine from any DAA that has been tampered with should not
be administered, the incident should be reported to the MAC, and the DAA
should be returned to the supply pharmacy;
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• monitoring for deterioration of medicines: RACF staff, and residents selfadministering medicines from a DAA should also monitor packs for any
changes such as changes in colour or disintegration of the medicine. If any
deterioration is detected, the medicine should not be administered, the
incident should be reported to the MAC as a medication incident and the DAA
should be returned to the supply pharmacy;
• preventing cross-contamination of medicines where oral dose forms are
altered using crushing tools that are not adequately cleaned between uses
(see Guiding Principle 16: Alteration of Oral Dose Forms); and
• reducing risks to infection control: There may be a risk to infection control
from the re-use of soiled non-disposable components of DAA packs
(e.g. plastic covers).

Education and training
The RACF should have policy and procedures for staff and resident education and
training required to support the safe and effective use of DAAs.

RESOURCES
• Dose Administration Aids service: Pharmaceutical Society of Australia.
www.psa.org.au/supporting-practice/professional-practicestandards/dose-administration-aids-service
• Guidelines on specialised supply arrangements. Pharmacy Board of Australia.
www.pharmacyboard.gov.au/Codes-Guidelines.aspx
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Wherever possible, oral dose forms of medicines should not be altered. Before
deciding to alter a dose form, consideration should be given to:
• the reason the resident is unable to swallow the medicine in its usual form,
and any therapy that may assist;
• whether the resident is ordered any medicines that should not be modified;
• whether the medicine is still indicated;
• if there are alternative forms available; and
• if there are alternative medicines available.
The RACF, in consultation with the MAC, should develop a list of medicines that must
not be altered in dose form. This list should be in a readily accessible location, and
updated regularly and whenever a new product that requires specific instructions
becomes available. The supplying pharmacist should provide relevant and timely
information on new products to the RACF and MAC.
The RACF, in consultation with the MAC, should also develop policy and procedures
that address alteration of oral dose forms of medicines. The procedures should
cover medicines provided both in original packaging and those provided in DAAs,
and should address:
• the requirement to adhere to the ‘do not alter’ instruction for the list of
medicines so designated;
• awareness of the potential risks and effects on safety and efficacy of a
medicine when the oral form is altered;
• the appropriateness of the medium (e.g. food or liquid), if any, in which
the crushed medicine is dispersed and any impact of that medium on the
medicine’s efficacy;
• appropriate ways to administer crushed medicines, such as using an
appropriate type and amount of fluid to help the person swallow the medicine,
and ensuring the total prescribed dose is administered;
• the acceptability of the altered presentation to the resident; and
• risks of medicines contamination and infection control in the use of crushing
and administration tools.
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RACF staff should receive education and training on the alteration of oral dose forms
of medicines. This can be part of QUM services provided by the RACF’s pharmacist.

RESOURCES
• Medicines labels, Product Information and CMI indicate if the medicine
form should not be altered. Product Information and CMI is available from
a searchable database at the Therapeutic Goods Administration:
www.ebs.tga.gov.au
• There are a number of detailed guides on the alteration of oral dose forms
available for purchase; for example:
–– AMH Drug Choice Companion: Aged Care. Australian Medicines
Handbook. www.amh.net.au
–– Australian Don’t Rush to Crush Handbook. The Society of Hospital
Pharmacists of Australia.
www.shpa.org.au/scripts/cgiip.exe/WService=SHPA/
ccms.r?Pageid=10243
–– Australian Pharmaceutical Formulary and Handbook. The Pharmaceutical
Society of Australia. www.psa.org.au/shop/apf
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IMPLEMENTATION GUIDE
The RACF should establish an environment that fosters continuing quality
improvement in medication management. The aim is to meet the medicines-related
needs of all residents and support continuity of medication management across
different care settings within the RACF, and in transfers to other care settings such
as hospitals and the community.
The RACF, in consultation with the MAC, should develop policy and procedures for
the systematic evaluation of medication management. Evaluation processes should
include routine, scheduled evaluation activities; incident and error reporting; followup actions such as process redesign or education and training; and review of the
effectiveness of those follow-up actions.
Evaluation of medication management should be a designated component of the
risk management and continuing quality assurance activities of the RACF. Evaluation
should also consider how medication management relates to other service functions
such as pharmacy services, purchasing and supply arrangements, facility records
management and information technology systems.
The following checklist provides examples of questions to evaluate the application
of these Guiding Principles in the RACF. Facilities are encouraged to formulate
additional locally-relevant questions to help measure, report, review and develop the
safety and quality of their medication management.
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 1.
MEDICATION ADVISORY COMMITTEE

Does the RACF use a multi-disciplinary
MAC that meets regularly?

The RACF should establish (or have direct
access to) and use a Medication Advisory
Committee to support the safe and
effective management and quality use of
medicines in the facility.

Does the MAC advise the RACF on
developing policy and procedures for
medication management?
Does the MAC regularly monitor,
review and evaluate safe and quality
use of medicines in the RACF?
Does the MAC have a mechanism to
address medicines-related issues with
the RACF management and Board?

GUIDING PRINCIPLE 2.
INFORMATION RESOURCES
The RACF should ensure that current
and accurate medicines information
resources are available to all residents,
carers, staff and visiting health care
professionals.

Does the RACF have current and
accurate medicines information
resources available, developed in
consultation with the MAC?
Are information resources readily
available to all staff, visiting health
care practitioners, residents and
carers to support their roles in safe,
quality medicines use in the RACF?
Are information resources used to
support and promote continuing
quality assurance in medication
management?

GUIDING PRINCIPLE 3.
SELECTION OF MEDICINES
The RACF should support informed and
considered selection of all medicines
used in the facility.

Does the RACF support a QUM
approach to the selection of all
medicines used in the facility?
Are policies, procedures and
information resources readily available
to assist RACF staff, visiting health
care practitioners, residents and
carers in informed and considered
selection of medicines?
Is medicines use in the facility
regularly reviewed and evaluated for
safety and quality improvement?
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 4.
COMPLEMENTARY,
ALTERNATIVE AND SELF-SELECTED
NON-PRESCRIPTION MEDICINES

Does the RACF have policy and
procedures for the management of
complementary, alternative and selfselected non-prescription medicines
used in the facility, developed in
The RACF should support informed
selection and safe use of complementary, consultation with the MAC and
consistent with the requirements of
alternative and self-selected nonprescription medicines used by residents. relevant state or territory legislation
and regulation?
Are residents and carers encouraged
to inform RACF staff and visiting
health care professionals about
the resident’s use of self-selected
medicines?
Is use of self-selected medicines
recorded in the resident’s medication
chart and resident-held medicines list?
Are self-selected medicines stored
safely within the RACF?
Are adverse events from self-selected
medicines recorded by the RACF and
reported to the MAC?
GUIDING PRINCIPLE 5.
NURSE-INITIATED
NON-PRESCRIPTION MEDICINES
The RACF should develop policies and
procedures for safe practice in nurseinitiation of non-prescription medicines.

Does the RACF have policy and
procedures for safe practice in
nurse-initiation of non-prescription
medicines, developed in consultation
with the MAC, consistent with the
requirements of relevant state or
territory legislation and regulation?
Is there a written list of nurse-initiated
non-prescription medicines, approved
by the MAC?
Does the MAC regularly review the list?
Are the administration and outcomes
of nurse-initiated medicines recorded
and reviewed?
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 6.
STANDING ORDERS

Does the RACF have policy and
procedures for standing orders
where these are used, developed in
consultation with the MAC, consistent
with the requirements of relevant state
or territory legislation and regulation?

The RACF should develop policies and
procedures to guide the use and review
of standing orders where these are used
in the facility.

Is there regular and recorded review
of all standing orders and their use?
GUIDING PRINCIPLE 7.
MEDICATION CHARTS

Does the RACF have policy and
procedures on the use of medication
charts and related medication
records, developed in consultation
with the MAC?

The RACF should ensure all residents
have a current, accurate and reliable
record of all medicines selected,
Is there regular review of medication
prescribed and used, to support safe
records for currency and accuracy?
prescribing and administration of
medicines and effective communication
of medicines information between
residents and their health care
professionals, and between care settings.
GUIDING PRINCIPLE 8.
MEDICATION REVIEW AND
MEDICATION RECONCILIATION
The RACF and residents’ visiting health
care professionals should ensure each
resident’s medication management
is reviewed regularly and as needed.
Medication reconciliation processes
should be used to ensure residents
receive all intended medicines, and to
reduce risk of errors in documentation
when care is transferred or new
medicines are ordered.
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Does the RACF have policy and
procedures addressing medication
review and reconciliation, developed
in consultation with the MAC?
Are residents’ medicines reviewed
regularly and as required and followup action taken where necessary?
Is medication reconciliation performed
regularly and as required?
Does the MAC monitor the use of
medication review and reconciliation
processes at facility level?
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 9.
CONTINUITY OF MEDICINES SUPPLY

Does the RACF have policy and
procedures to address and support
continuity of medicines supply for all
residents, developed in consultation
with the MAC?

The RACF should ensure that medicines
supply is maintained for residents in
changed circumstances to reduce
disruption of their access to needed
medicines.
GUIDING PRINCIPLE 10.
EMERGENCY STOCK OF MEDICINES
The RACF should develop policies and
procedures for the management of an
emergency stock of medicines where this
is used.

Does the RACF have policy and
procedures for the emergency stock
of medicines approved for this
purpose, developed in consultation
with the MAC?
Are the policy and procedures
consistent with the requirements of
relevant state or territory legislation
and regulation?
Do the policy and procedures
address the use of emergency stock,
recording and stock control?

GUIDING PRINCIPLE 11.
STORAGE OF MEDICINES
The RACF should ensure all medicines,
including self-administered medicines,
are stored safely and securely and in a
manner that maintains the quality of the
medicine.

Does the RACF have policy and
procedures on the safe storage
of all medicines used in the RACF,
developed in consultation with the
MAC, consistent with the requirements
of relevant state or territory legislation
and regulation?
Are residents who self-administer their
medicines informed of policy and
procedures for the safe storage of
their medicines?
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 12.
DISPOSAL OF MEDICINES

Does the RACF have policy and
procedures that address the safe
disposal of all unwanted, ceased or
expired medicines and medicinesrelated waste, developed in
consultation with the MAC, consistent
with the requirements of relevant state
or territory legislation and regulation?

The RACF should ensure that unwanted,
ceased or expired medicines are
disposed of safely to avoid accidental
poisoning, misuse and toxic release into
the environment.

Are residents who self-administer their
medicines informed of policy and
procedures for the safe disposal of
their medicines?
GUIDING PRINCIPLE 13.
SELF-ADMINISTRATION
OF MEDICINES
The RACF should support those
residents who wish to administer their
own medicines as part of maintaining
their independence. This should follow
assessment and regular review of
the residents’ capacity to safely selfadminister medicines.

Does the RACF have policy and
procedures for assessment, support,
recording and review of resident selfadministration of medicines, developed
in consultation with the MAC?
Are residents adequately supported
to administer their own medicines,
assisted as appropriate to have a
current medicines list such as a
Patient Medication Profile, MediList or
Medicines List?
In practice, is the storage and
disposal of self-administered
medicines consistent with RACF
policies and procedures?
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 14.
ADMINISTRATION OF MEDICINES
BY RACF STAFF

Does the RACF have policy
and procedures on medicines
administration by staff, developed in
consultation with the MAC, consistent
with the requirements of relevant
national, state or territory legislation
and regulation?

The RACF should ensure that staff are
appropriately qualified and authorised
to administer medicines, and that
administration practices are monitored
for safety and quality.

Are RACF staff trained, assessed
and authorised to perform medicine
administration roles?
Is all medicine administration by staff
documented?
Are there processes for recording
and reporting medicine administration
outcomes, including adverse drug
events?

GUIDING PRINCIPLE 15.
DOSE ADMINISTRATION AIDS
The RACF should develop policies and
procedures to guide dose administration
aid needs assessment, preparation, use,
monitoring and quality assurance.

Does the RACF have policy and
procedures that address the supply,
use, monitoring, storage and disposal
of DAAs developed in consultation
with the MAC?
Are residents regularly assessed for
their suitability and capacity to use
a DAA?
Are residents and carer information
needs about DAA use, storage and
disposal addressed?
Is DAA systems performance regularly
monitored, reviewed and reported to
the MAC?
Are staff, residents and carers
informed and educated on the safe
and effective administration of
medicines from DAAs?
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CHECKLIST OF THE GUIDING PRINCIPLES AND EVALUATION QUESTIONS
Guiding principle

Examples of evaluation questions

GUIDING PRINCIPLE 16.
ALTERATION OF ORAL DOSE FORMS

Does the RACF have policy and
procedures on the alteration of dose
forms of oral medicines, developed in
consultation with MAC?

The RACF should ensure that residents,
their carers and staff administering
medicines know which oral dose
medicines can and cannot be altered in
form, such as by crushing or chewing
and any special conditions relating to the
alteration or administration of specific
medicines.

Does the RACF have a regularly
reviewed list of medicines that must
not be crushed or altered, developed
in consultation with the MAC?
Is the list readily accessible to people
administering medicines?
Is information on alteration of oral
dose forms provided to residents who
are self-administering?

GUIDING PRINCIPLE 17.
EVALUATION OF MEDICATION
MANAGEMENT
The RACF should regularly review
and evaluate each area of medication
management for outcomes and
implement follow-up action where
required.

Does the RACF have policy and
procedures for the systematic
evaluation of each area of medication
management in the RACF, developed
in consultation with the MAC?
Is a systematic review of each area of
medication management in the RACF
conducted regularly?
Are follow-up actions for safety and
quality improvement implemented and
reviewed by the MAC?
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STATE AND TERRITORY CONTACTS
FOR REGULATORY/POLICY ADVICE
NEW SOUTH WALES
Pharmaceutical Services
New South Wales Department of Health
General Queries
Telephone: (02) 9879 3214
Fax: (02) 9859 5165
Email: pharmserv@doh.health.nsw.gov.au
Web: www.health.nsw.gov.au/PublicHealth/Pharmaceutical/contacts.asp

QUEENSLAND
Environmental Health Branch
PO Box 2368, Fortitude Valley BC, Qld 4006
Telephone: (07) 3328 9310
Facsimile: (07) 3328 9354
Email: ehu@health.qld.gov.au
Medicines Policy Issues:
Medication Services Queensland
GPO Box 48, Brisbane, Qld 4001
Telephone: (07) 3131 6500
Fax: (07) 3131 6683
Legislation Issues:
Legislative Policy Unit
GPO Box 48, Brisbane, Qld 4001
Telephone: (07) 3234 0289
Email: legislation@health.qld.gov.au
Web: www.health.qld.gov.au/legislation/default.asp
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Information about medicines and poisons, as it applies to health practitioners,
industry and the public in Queensland can be found on: www.health.qld.gov.au/
health_professionals/medicines/

VICTORIA
Department of Health
Drugs and Poisons Regulation Group
GPO Box 4541, Melbourne, Vic 3001
Telephone: 1300 364 545 or (03) 9096 1067
Fax: 1300 360 830
Web: www.health.vic.gov.au/dpu

SOUTH AUSTRALIA
Drug & Alcohol Services South Australia
PO Box 6, Rundle Mall, Adelaide, South Australia 5063
Telephone: (08) 8274 3333
Fax: (08) 8274 3399
Email: dassa.pharmservices@health.sa.gov.au

WESTERN AUSTRALIA
The Pharmaceutical Services Branch
PO Box 8172, Perth Business Centre, WA 6849
Telephone: (08) 9222 6883
Fax: (08) 9222 2463
Email: poisons@health.wa.gov.au
Web: www.public.health.wa.gov.au/1/872/2/pharmaceutical_services.pm
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TASMANIA
Pharmaceutical Services
Department of Health and Human Services
Telephone: (03) 6233 2064
Fax: (03) 6233 3904
Web: www.dhhs.tas.gov.au/psbtas

AUSTRALIAN CAPITAL TERRITORY
Pharmaceutical Services
ACT Health
Howard Florey Centenary House
25 Mulley Street, Holder, ACT 2611
Telephone: (02) 6205 0996
Fax: (02) 6205 0997

NORTHERN TERRITORY
Poisons Control
Department of Health NT
PO Box 40596, Casuarina, NT 0811
Telephone: (08) 8922 7341
Fax: (08) 8922 7200
Email: poisonscontrol@nt.gov.au
Web: www.health.nt.gov.au/Environmental_Health/Poisons_Control/
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GLOSSARY

82

administration of
medicine

The process of giving a dose of medicine to a resident
or a resident taking a medicine.

adverse drug
reaction

A response to a drug that is noxious and unintended,
and occurs at doses normally used in humans for the
prophylaxis, diagnosis, or therapy of disease, or for the
modification of physiological function. Note that there
is a causal link between a drug and an adverse drug
reaction.

adverse medicine
event

A particular type of adverse event where a medicine is
implicated as a causal factor. This encompasses harm
that results from the intrinsic nature of the medicine (an
adverse drug reaction) as well as harm that results from
medication errors or system failures associated with the
manufacture, distribution or use of medicines.

alteration of oral
dose form

The altering or crushing of oral tablets or capsules
before administration to residents who have difficulty
swallowing. The alteration is intended to assist
administration and ensure that residents receive
necessary medicines. Alteration of oral dose forms can
have potentially unsafe consequences such as increased
toxicity, decreased efficacy, altered palatability, and
safety or stability concerns, including creating potential
hazards to health care workers.

assistant in nursing/
personal care
worker (however
titled)

An unlicensed health care worker providing direct care
in the aged care environment. Some workers may have
completed vocational training. They are individually
accountable for their own actions and accountable to the
registered nurse and their employer for delegated actions.

carer

In the context of this document, carer means a family
carer, a resident’s representative, medical power of
attorney or guardian.
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complementary
and alternative
medicines (CAMs)

CAMs include herbal, vitamin and mineral products,
nutritional supplements, homeopathic medicines,
traditional Chinese medicines, Ayurvedic medicines,
Australian Indigenous medicines, and some
aromatherapy products regulated under the Therapeutic
Goods Act 1989. Other terms sometimes used to
describe CAMs include ‘natural medicines’ and ‘holistic
medicines’.

consent

The procedure whereby residents consent to, or
refuse, an intervention based on information provided
by a health care professional regarding the nature and
potential risks (consequence and likelihood) of the
proposed intervention.

consumer medicine
information (CMI)

Brand-specific leaflets produced by a pharmaceutical
company in accordance with the Therapeutic Goods
Regulations to inform consumers about prescription
and pharmacist-only medicines. Available from a variety
of sources, e.g. enclosed with the medicine package,
supplied by a pharmacist as a leaflet or computer
printout, provided by a doctor, nurse or hospital, or
available from the pharmaceutical manufacturer.

cytotoxic

Toxic to cells, cell killing. Any agent or process that
kills cells. Chemotherapy and radiotherapy are forms of
cytotoxic therapy.

dose administration
aid (DAA)

A device or packaging system such as blister packs,
bubble packs or sachets for organising doses of
medicines according to the time of administration.

drug use evaluation
(DUE)

Drug use evaluation (DUE) is a quality improvement
activity to improve quality use of medicines (QUM)
and health outcomes. DUE is medicine or disease
specific and involves monitoring and reviewing use of
the medicine, evaluating and comparing it with best
practice guidelines, and using multifaceted interventions
to improve use and overall patient care—this cycle is
repeated as often as necessary to achieve set goals.
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enrolled nurse

A person who has completed the prescribed educational
preparation, demonstrated competence for practice,
and is registered by the Nursing and Midwifery Board
of Australia to practise as an Enrolled Nurse, under the
Health Practitioner Regulation National Law Act 2009,
and its Regulations.

high risk medicines

High risk medicines have a heightened risk of causing
injury or harm even when used as intended and
especially if they are misused or used in error. High risk
medicines include:
• medicines with a narrow therapeutic index
(i.e. a small difference between therapeutic
and toxic doses);
• medicines with a high risk of serious harm when
administered via the wrong route or when other
system errors occur; and
• medicines which may be misused or abused such
as narcotics.
Examples of high risk medicines include anti-coagulants,
digoxin, chemotherapy and cytotoxic agents, insulin,
potassium and other electrolytes, narcotics and other
sedatives. The use of high risk medicines requires careful
monitoring. Error rates with these medicines are not
necessarily higher than with any other medicines, but
when problems occur, the consequences can be severe.

medical practitioner

A person who has completed the prescribed educational
preparation, demonstrated competence for practice,
and is registered by the Medical Board of Australia to
practise as a Medical Practitioner, under the Health
Practitioner Regulation National Law Act 2009, and its
Regulations.
This includes a general practitioner, medical specialist,
consultant medical practitioner, or hospital medical officer.
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medication advisory
committee

A group of advisors to the RACF who provide medication
management leadership and governance, and assist
in the development, promotion, monitoring, review and
evaluation of medication management policies and
procedures that will have a positive impact on health and
quality of life for residents.

medication chart

Provides a record of the prescriber’s clinical intention for
a resident’s treatment, an order for the pharmacy supply
of a resident’s medicine, and a record of administration
of the medicine to the resident.

medication incident

Events that could have or did cause the resident harm,
and where medicine is likely to have been a contributing
or causal factor. Medication incidents may be the
result of error or system failure in the processes for
prescribing, dispensing and administration of medicines.
Most do not cause any harm; those resulting in harm are
called Adverse Medicine Events.

medication
management

Medication management occurs at both individual and
services levels: It includes:
• how medicines are selected, ordered and
supplied;
• how people take medicines or are assisted to
take them;
• how medicines use is recorded and reviewed;
• how medicines are stored and disposed of safely;
and
• how medicines use is supported, monitored and
evaluated.
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86

medication
reconciliation

The formal process of obtaining and verifying a
complete and accurate list of each resident’s current
medicines including prescription, over-the-counter and
complementary and alternative medicines. The list
is compared with the medicines ordered to identify
and resolve any discrepancies with the prescriber.
Any changes are documented. Verified information is
transferred to the next care provider and the resident.

medication review

A structured and collaborative examination of a
resident’s medicines with the objective of reaching an
agreement with the resident about treatment, optimising
the impact of medicines, minimising the number of
medication-related problems and reducing waste.

medicine

A substance given with the intention of preventing,
diagnosing, curing, controlling or alleviating disease
or otherwise enhancing the physical or mental welfare
of people. Includes prescription and non-prescription
medicines, including complementary health care
products, irrespective of the administered route.

medicines list

Medicines lists are records designed to help consumers
keep an up-to-date record of all their medicines.
Examples include Medicines List a free wallet-sized list
produced by the NPS: Better Choices, Better Health
and MediList produced by the Department of Veterans’
Affairs Health.

non-prescription
medicine

Medicines available without prescription. Examples are
cough mixtures, simple analgesics and antacids. Some
can be sold only by pharmacists (‘Pharmacist Only’) or
in a pharmacy (‘Pharmacy Only’); others can be sold
through non-pharmacy outlets such as supermarkets.
Also known as ‘Over-the-Counter’ (OTC) medicines.

nurse-initiated
non prescription
medicine

Involves the selection and administration of medicine/s
by a registered or enrolled nurse from a list of nonprescription medicines approved by the RACF,
undertaken when the need arises and with the prior
agreement of the attending medical practitioner.
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nurse practitioner

A registered nurse endorsed by the Nursing and
Midwifery Board of Australia to function autonomously
and collaboratively in an advanced and extended
clinical role as a Nurse Practitioner, under the Health
Practitioner Regulation National Law Act 2009, and its
Regulations.

nurse prescribing

Refers to the legislated authority of nurse practitioners
who are permitted and qualified to prescribe
independently in accordance with relevant state, territory
or national legislation, and take the responsibility for
the clinical assessment of the patient, establishing a
diagnosis and the clinical management required.

patient medication
profile (PMP)

A patient medication profile (PMP) is a comprehensive
summary of all regular medicines taken by a patient,
and is intended to promote better understanding and
management of medicines by consumers, as well as
improve communication between consumers and their
health care professionals.

personally controlled
electronic health
record (PCEHR)

The personally controlled electronic health record
(PCEHR) system is being developed as part of the national
e-health program. A PCEHR is a secure, electronic record
of a person’s medical history, stored and shared in a
network of connected systems. The PCEHR brings key
health information from a number of different systems
together and presents it in a single view.

pharmacist

A person who has completed the prescribed educational
preparation, demonstrated competence for practice,
and is registered by the Pharmacy Board of Australia to
practise as a pharmacist, under the Health Practitioner
Regulation National Law Act 2009, and its Regulations.
An ‘Accredited Pharmacist’ for medication reviews in
RACFs is a registered pharmacist who has completed
specified education programs or examinations approved
by the Australian Association of Consultant Pharmacy or
the Society of Hospital Pharmacists Australia.

polypharmacy

The concurrent use of five or more medicines.
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prescriber

A health care professional who is authorised by
legislation to issue a prescription for the supply of
medicines.

quality use of
medicines (QUM)

The National Strategy for Quality Use of Medicines
is part of the National Medicines Policy (2000). QUM
involves selecting management options wisely, including
non-medicine alternatives; choosing suitable medicines
if a medicine is considered necessary; and using
medicines safely and effectively to get the best possible
results.

Quality Use of
Medicine (QUM)
services

Under the Fifth Community Pharmacy Agreement
(2010–2015), all Australian Government funded
aged care facilities can enter into a QUM Service
Agreement with an approved service provider. Approved
Pharmacists are funded to provide services which
focus on improving practices and procedures relating
to QUM in RACFs. These QUM services can include
medication advisory activities, education and continuous
improvement.

resident

Under the Quality of Care Principles 1997, a care
recipient who is provided with care through a residential
aged care service.

residential aged
care facility

A special-purpose facility that provides accommodation
and other types of support, including assistance with
day-to-day living, intensive forms of care, and assistance
towards independent living, to frail and aged residents.
Facilities are accredited by the Aged Care Standards
and Accreditation Agency Ltd to receive funding from
the Australian Government through residential aged care
subsidies.

residential care

Personal and/or nursing care provided to a person in a
residential aged care facility (RACF) in which the person
is also provided with accommodation that includes
meals, cleaning services, furniture and equipment.
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registered nurse

A person who has completed the prescribed educational
preparation, demonstrated competence for practice,
and is registered by the Nursing and Midwifery Board
of Australia to practise as a registered nurse, under the
Health Practitioner Regulation National Law Act 2009,
and its Regulations.

standing order

Legal written instructions for the administration of
medicines by an authorised person. The authorised
person must have a valid and current written instruction
for the specific use of the standing order. A standing
order is NOT the same as a ‘when required’ (PRN) order.
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"CW-02"
2020 Jan-March

Nutrition & Wellbeing
Diversity Po icy
Moving Safely at Work - Move of the Quarter

2021 Jan-March

Incident Management
Positive Behaviour Support
Documentation
Moving safely at Work - Move of the quarter

2022 Jan-March

Feedback and Complaints Management
Diversity and Inclusion
Moving safely at Work - Move of the quarter

April - June

Agression harassment and assault in the workplace
Fundamentals of risk management
Moving Safely at Work - Move of the Quarter

April - June

Driving Safely at Work
End of Life

July - September
COV D-19 Infection Control and PPE Training

July - September
Bullying & Harassment
Recognition and Management of the Deteriorating Customer

Code of Conduct including Customer rights and
responsibilities and Professional Boundaries

Responsive Service Delivery

Moving safely at Work - Move of the quarter

Moving safely at Work - Move of the quarter

April - June

July - September

Infection Control
Positive Behaviour Support
Privacy and Confidentiality

Bullying & Harassment
Code of Conduct including Customer rights and responsibilities
and Professional Boundaries

*OVA Scenarios
Moving safely at Work - Move of the quarter

Risk Management - hazard identification
Moving safely at Work - Move of the quarter

October - December

Infection Control
Identifying and responding to abuse violence neglect and exploitation
Moving Safely at Work - Move of the Quarter

October - December

Moving safely at Work - Move of the quarter
Emergency Response
OVA

October - December
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Mandatory Online Learning

"CW-03"

Module
COVID-19 Infection Control & PPE Training
Infection, Prevention, Control and Antimicrobial Stewardship
SAFER
Incident Reporting
Documentation
Risk Management (Identifying and Responding to Risk)
Code of Conduct including customer rights and responsibilities & Professional boundaries
Privacy and Confidentiality
Identifying and Responding to Abuse Neglect and exploitation
Driving Safely @ Work
Move Safely @ Work Modules
Bullying & Harassment
End of Life and Advanced Care Planning
Recognition and Management of the Deteriorating Customer
Aggression, harassment and assault in the workplace
Positive Behaviour Support
Diversity and Cultural Awareness
Complaints and Feedback
Responsive Service Delivery
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4.6

Medication is any substance that is supplied by a pharmacist or medical practitioner; dispensed by a
pharmacist on the prescription of a medical practitioner; supplied directly by a medical practitioner and has a
label attached to it; or any over the counter medication or natural/complementary medicine.

4.7

Medication Assistance (touch) is the actual giving of medication and may involve:
• Storing the medication
• Opening the DAA
• Removing the prescribed medication from the DAA
• Placing the medication in a pill bob/cup
• Giving the medication to the customer as per the medication management plan
• Observing the customer taking the medication

4.8

Medication Authority is a written authority by a medical practitioner which includes unique identifying
customer information, specific medication information, dosage times and frequency. The DAA includes this
information on the “header card” or equivalent and is considered to be an appropriate medication authority.

4.9

Medication Prompt (non touch) is prompting the customer with self medication and involves:
• Reminding and/or prompting the customer to take the medication
• Assisting (only if needed) with opening of medication from the Dose Administration Aid (DAA) that does
NOT involve handling the medication or placing it in the pill bob/cup
• Observing the customer taking the medication
• Prompting / reminding the customer to return the medication to the appropriate storage location

4.10

Medication management (action) plan is a continuing plan for the use of medicines, developed by the
healthcare professional in collaboration with the consumer, to identify and document (in a
working document):
•
actual and potential medication management issues (problems and needs, including risk assessment)
identified during the assessment process
•
medication management goals
•
actions or strategies needed to address the issues and achieve the medication management goals.
The medication management (action) plan is to be shared with and used by all members of the health care
team (institutional and community) and the consumer.

4.11

PRN Medication stands for pro re nata which means as needed or as the situation arises.

5. Policy Principles
5.1

KinCare policy and procedures outline the role of all staff including HCWs, DSWs, Customer Care Managers
(CCMs), CHSP Coordinators/Assessors, Registered Nurses (RNs), and Enrolled Nurses (ENs) in the support of
the safe and quality use of medications.

5.2

Staff undertaking medication management practices must adhere to the relevant national and state
legislation, as per section 13 of this policy.

5.3

Where appropriate, customers are given the opportunity to build capacity so that they can self-manage some
or all of their medications.

5.4

Customers are encouraged and supported to be involved in decision making according to their capacity.

5.5

Customers receive an individual medication assessment (where appropriate) and where appropriate this
assessment is completed in conjunction with the customer, family, medical practitioner and other health
professionals.

5.6

Customers have a clear, individual medication support plan which is incorporated into their care plan,
outlining the customer’s goal regarding medication management and specific intervention/assistance
required.

5.7

When medication support is provided a medication consent form is completed by the customer or carer,
family, or guardian and must be reviewed when the circumstances change for the customer.

5.8

Customers with more complex health care needs have access to an appropriate health professional to
provide back-up advice and support, as and when needed.
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5.9

KinCare regularly liaises with medical practitioners, pharmacists and other health professionals with regard to
medications as required.

5.10

Staff have access to training that provides them with the necessary skills and knowledge to confidently assist
customers with medication management.

5.11

Staff providing medication management to Department of Veterans Affairs (DVA) customers must have
experience working in a HCW/DSW role in the last five years and either:
•

Certificate III in Home and Community Care, Aged Care or Disability (pre December 2015);

•

Certificate III in Individual Support (post December 2015)

OR

5.12

In Tasmania HCW/DSW staff supporting customers with medications are required to have either a Certificate
III in Aged Care or Individual Support which includes the following units:
• HTLAID003 Provide first aid; and
• HLTAAP001 Recognise healthy body systems; and
• HLTHPS006 Assist clients with medication
OR
• HLTID003 provide first aid; and
• CHCSS00070 Assist customers with medication skillset.

5.13

All other HCW/DSW staff supporting customers with medications must:
• be a Level 2/3 worker with relevant industry experience;
• have a current First Aid and CPR certificate;
• completed the KinCare online medication management training;
• have been assessed against the KinCare endorsed medication competency package.

5.14

Registered Nurses and Enrolled Nurses MUST hold current AHPRA registration and undertake work in
accordance with Nursing and Midwifery Board of Australia professional standards of practice, codes and
guidelines.

5.15

All staff who will be involved with medication management will undergo initial medication accreditation upon
commencement with KinCare.
• RNs and ENs complete the online medication training and medication competency skills assessments
upon commencement with KinCare. Re-assessment of medication administration will only occur if the RN
or EN are involved in a medication incident or near-miss or as advised by their direct line manager.
• HCW/DSW will complete the initial medication competency package, and complete annual medication
skills assessments. HCWs and DSWs can only be assessed by Registered Nurses.

5.16

KinCare is committed to ongoing assessment and monitoring of staff practices which are achieved by ongoing
continuous improvement in the management and administration of customer medication through the
Quality and Clinical Governance Committee.

6 Safe Administration of Medication
6.1

Under the legislative requirements the six rights of administration apply to medication administered to
ensure they are administering the:
•
•
•
•
•
•

right person;
right medication;
right dose;
right time;
right route;
right documentation.

Additional KinCare rights include:
•

right to refuse
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6.2

The Registered Nurse (RN) is responsible for medication administration and for the delegation of practice
(according to the regulatory licensing requirements) to an EN/HCW/DSW who has completed the required
training and competency assessment.

6.3

Medication administration is to be withheld if the Medication Authority is incomplete. A medication incident
is recorded and escalated to the Manager/CCM. General Practitioners will be contacted to rectify the
Medication Authority prior to administration.

6.4

KinCare RN’s are UNABLE to undertake nurse initiated medication administration.

6.5

The EN is able to administer medications under indirect supervision within their scope of practice including
oral, transdermal topical, ear, eye, inhaled, nebulised, vaginal, rectal, sublingual, buccal and intranasal
unrestricted schedule 2, 3, or 4 medications.

6.6

The HCW/DSW may only prompt or assist in medication management if:
•
•
•
•

they meet the qualification and training requirements identified above;
the customer is medically stable;
a medication regime has been prescribed by a medical practitioner and dispensed by a pharmacist in a
DAA (non first time medications) and;
non-suitable DAA medications (eg: liquid, eye drops, inhaler, ear drops, ointment or altered forms of
medication) have a medication authority in place; and the HCW/DSW has been deemed competent by
the KinCare endorsed medication competency package.

6.7

If medication management support is being provided by KinCare, the customer and/or representative retain
all responsibilities for the purchasing and availability of their medications.

6.8

If medication prompting or assistance is required, this directive must be included on the customer care plan
following an assessment by the CHSP Assessor/ CCM/ RN and in consultation with the customer.

6.9

If medication prompt/assist is provided where there is no DAA; a medication authority is to be completed by
the prescribing medical practitioner. This must be placed in Salesforce and in the customer’s home folder.

6.10

Where KinCare is providing medication management support the CCM/Coordinator is responsible for:
•
•
•
•

•
•
•
•

referring the customer for a Home Medication Review (HMR) and/or other assessments as indicated by a
qualified health professional;
performing a falls screen for customers on 5 or more regular medications;
routinely assessing customers for medication support requirements;
ensuring the assessed medication needs of the customer are recorded in the Care Plan including:
acquisition, storage, medication management frequency times for staff visits and special instructions for
supporting the customer. NB this must be documented in accordance to NON transcribing requirements
outlined in this policy;
maintaining the currency of the medication consent if there is a change in status;
maintaining a current medication list on Salesforce (health tab) – i.e. pharmacy lists of DAA. These should
be replaced when a change has occurred or at a formal review of the customer’s medication
management plan;
ensuring the care plan reflects any medication safety risks;
monitoring and following up on medication incidents.

6.11

All medications are given in the original form supplied by the Pharmacist. If medications cannot be
swallowed, a medication authority is required from the medical practitioner or Pharmacist outlining specific
conditions and instructions for altered dose forms.

6.12

Medication orders MUST NEVER be transcribed by staff onto medication charts, or on the customer record.
Staff can only support/assist/administer PRN medication if dispensed in a DAA separate from the customer’s
regular medications and under the direction of an RN.

6.13

Injections may only be administered by an RN/EN or Medical Practitioner.

6.14

Oxygen is considered a medication and MUST be documented on the Medication Authority.

6.15

When a customer has been prescribed a psychotropic medication for behaviour support by a medical
practitioner the Restrictive Practices Policy MUST be followed, to determine State/Territory authorisation
requirements prior to KinCare being able to provide medication management services.
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6.16

Midazolam can be administered in accordance with a customer’s Epilepsy/Seizure Care Directive. The
medication MUST be documented as a PRN medication in the customer’s medication management plan. An
ambulance MUST be called in all instances. The HCW/DSW must not wait for the ambulance to arrive before
administering midazolam.

6.17

Anaphylaxis medication can be administered in the event of an anaphylactic response. Anaphylactic
medication MUST be documented as a PRN medication in the customer’s medication management plan. An
ambulance MUST be called in all instances.

6.18

Inhaler medication can be administered in the event of a customer becoming short of breath and wheezing in
accordance with the customer’s asthma management plan. Inhaler medication MUST be documented as a
PRN medication in the customer’s medication management plan. An ambulance MUST be called in all
instances where the staff member has had to administer the inhaler medication i.e. the customer was unable
to administer themselves.

6.19

ALL customer Medication Charts are to be submitted at the end of the calendar month for scanning and
uploading and reviewed by the Manager/CCM.

7 Schedule 4 (D) and Schedule 8 Medications
7.1

HCW’s/DSW’s can support and assist with Schedule 4 (S4) (D) and Schedule 8 (S8) medications ONLY if they
are placed in a DAA.

7.2

All S8 medications NOT in a DAA must be administered by an RN and requires a witness, except in accordance
with Regulation 95AA of the Poisons Regulations (2008) in Tasmania only which allows Certificate IV DSWs to
assist an individual with disability who has decision making capacity to manage their own dispensed narcotic
medication but does not have the physical capacity to self-administer.

7.3

All Schedule 4 DS4) (D) medications must be administered by an RN or EN in the presence of a witness. S4 (D)
medications only exist in NSW. All S8 patches are to be administered by an RN.

7.4

S8/S4 (D) medications not dispensed in a DAA must be kept in a locked box.

7.5

RNs are to undertake regular reviews and clinical assessments each time the customer receives a S8
medication.

7.6

Documentation includes both nurses entering a case that medication count is “checked and correct”. Nurses
must also complete the Scheduled Medication Count Sheet in all states/territories. NSW nurses must record
in the NSW Health Register of Drugs of Addiction book.

8 Complementary Medicines
Administration, assist, or prompting of all complimentary medicines must be included on the medication
authority or in the DAA.

9 Customer Assessment
9.1

It is the responsibility of the customer or their representative to provide KinCare with a medication plan from
their medical practitioner; and/or DAA for all medication required to be taken during medication support
services. A current copy must be provided by the customer or representative prior to services commencing,
annually, and upon every change to medication. The plan should include:
• adequate identification of the customer;
• the name, strength, and dose of each medication;
• how and when the medication should be taken or used;
• the name of the prescribing medical practitioner and his/her telephone number;
• the person’s known drug allergies; and
• the date of the most recent medication review

9.2

Customer’s or their representatives receiving KinCare medication management support must sign medication
consent.
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9.3

KinCare retains the right to suspend services to customers if current medication plans or consent forms are
not on file and/or medication is incorrectly packaged.

9.4

The CHSP Assessor/CCM/RN will complete a validated Medication Management Instrument for Deficiencies
in the Elderly (MedMaIDE™) assessment to assess capacity of the customer to self - administer safely every
12 months or if there is a change in status.

9.5

Where a customer is receiving medication administration from an RN, the RN is responsible for reviewing
customer’s medications and considers drug interactions including complementary medications, polypharmacy and self-administration safety. It is expected that RN’s will be familiar with evidence based
assessment tools e.g. BEERS (Criteria for Potentially Inappropriate Medication use in Older Adults) or STOPP
START (Screening Tool of Older People’s potentially inappropriate Prescriptions) and access current drug
information.

10 Drug Laws: Collection, Storage, and Disposal of Medications
10.1

Staff are encouraged to enable customers and or their families to coordinate the collection of medications, or
alternatively coordinate delivery through the pharmacist.

10.2

KinCare is not licensed to acquire medications and therefore direct purchasing of medication stock is not
permitted.

10.3

Customers prescribed medications on weekends must have their pharmacy pack medications into a DAA
prior to HCWs/DSWs assisting with medication management.

10.4

Customers are to ensure DAAs are packed and supplied between Monday and Thursday to ensure enough
stock over the weekend period.

10.5

Customers are supported through information to store their medications according to the pharmacist’s
instructions safely.

10.6

Security of medications is required eg locked box, where:
•

The customer has a cognitive deficit and may result in the unsafe use of medications

•

Where there are other people in the house that may inappropriately use the medications e.g. children

•

Where KinCare are providing medication management support for S8/S4(D) medications.

10.7

All medications will be disposed of safely under the direction of the RN/EN/CCM. NB: medications are
required to be returned to the pharmacy for safe and appropriate disposal in a zip lock bag or appropriate
sealed container labelled DO NOT USE as soon as practicably possible.

10.8

Where medications are found unused in the house HCW/DSW’s are required to contact the RN/EN/CCM
immediately for direction and report the incident as a medication incident. Medications are NEVER to be
disposed of with normal rubbish, poured down the drain, or flushed down the toilet. All unused medications
are to be placed in a zip lock bag or sealed container and labelled DO NOT USE and left with empty DAA to
be returned to pharmacy as soon as practicable.

11 Incident Management
11.1

A medication incident is any event that may cause or lead to an inappropriate medication use or customer
harm associated with medication while in the control of the RN, EN, HCW/DCW or customer.

11.2

Medication incident reporting is to be completed when the following incidents occur (not limited to):
•
•
•
•
•
•
•
•
•

missed medication dose
missing medication
medication error / incident
no documentation in place to indicate medication assist / prompt / administration is required
customer refusing medication
new medication packed with drugs of addiction (S8/S4 medication)
insulin or injection medication error
overdose
cytotoxic medications – contamination
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CHAMP Geriatric Medication Management Toolkit; BEERS Criteria for Potentially Inappropriate Medication use in
Older Adults http://www.champ-program.org/page/101/geriatric-medication-management-toolkit
Dept. of Health and Human Services, Tasmania; Disability Services, 2010, Guidelines for the Administration of
medication for People with Disabilities Receiving Community Based Disability services
Dept. of Veteran Affairs, 2019, Guidelines for Provision of Community Nursing Services
http://www.dva.gov.au/service_providers/csommunity_nursing/Pages/index.aspx
Tasmanian Gov. Disability and Community Services, 2017, “Disability Services Medication Management Framework –
for individual’s and disability service providers”,
https://www.dhhs.tas.gov.au/ data/assets/pdf_file/0006/268206/6_2_Medication_Management_Framework__Updated_2017_Exec_endorsed.pdf
Govt. of Western Australia, WA Country Health Service, 2018, “Medication Guideline for Direct Care Unregulated
Health Workers”, http://wacountry.health.wa.gov.au/index.php?id=1634
Govt. of Western Australia, Dept. of Health Western Australian HACC Program Example HACC Service MEDICATION
SUPPORT AND ADMINISTRATION POLICY www.health.wa.gov.au/
National Nurses and Midwives Board, Enrolled Nurses and Medication Administration
http://www.nursingmidwiferyboard.gov.au/FAQ-and-Fact-Sheets.aspx
National Disability Insurance Scheme Practice Standards and Quality Indicators July 2018
National Disability Insurance Scheme Quality & Safeguards Commission 2018 NDIS Practice Standards: skills
descriptors- Information for auditors and providers
National Strategy for Quality Use of Medications Department of Health 2002
NSW Government, Medication Handling in NSW Public Health facilities 2013 NSW Government, Poisons and
Therapeutic Goods Regulation, in 392. 2008
NSW Government, Poisons Amendment (Therapeutic Goods) Regulation 1996. 1996. NSW Government, Poisons and
Therapeutic Goods Act 1966. 1966.
NSW Health 2005, Guidelines for the Handling of Medication in Community Based Health Services and Residential
Facilities in New South Wales. www.health.nsw.gov.au/policies/
QLD Government, Health Act 1937; Health (Drug and Poisons) Regulation 1966. 1966 South Australian Government,
Controlled Substances Act. 1984.
Tasmanian Government, Poisons Act. 1971.
Victorian Dept. of Human Services, (2008) HACC Service Development Guidelines, Assistance with medication by HACC
Community PC3 www.health.vic.gov.au/hacc
Victorian Government, Drugs, Poison and Controlled Substances Act. 1981. Victorian Government, Drugs, Poisons and
Controlled Substances Regulations. 2006
Victorian Government, Dept. of Human Resources http://www.chp.org.au/homepages_accr/items/174538-upload00001.pdf www.NDK.org.au/divisions/wa/default.htm00), Duty of Care
WA Government, Poisons Act 1964
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"CW-05"
Event Escalation Requirements
HR BP

SDTL

SDM

RCCM

RGM

Clinical
Services

WHS

COO/CEO

CHRO

CFO

Board

Immediate

Immediate

Immediate

Immediate

1 hour

1 hour

4 hours

1 day

1 day

1 day

1 month

Injury/ Death/Assault
Serious event which has resulted in a hospital stay for a fracture/surgery as a result of KinCare service
provision

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

FALSE

FALSE

FALSE

Unexpected death where KinCare is potentially implicated or at fault

FALSE

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

FALSE

FALSE

TRUE

Reportable assault (per Aged Care Act) or inappropriate behaviour towards a client by a staff member

FALSE

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

TRUE

TRUE

Coronial Investigation

FALSE

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

FALSE

FALSE

TRUE

Staff injury; FTI, MTI or near miss

FALSE

TRUE

TRUE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

FALSE

TRUE

Staff injury that results in a LTI

TRUE

TRUE

TRUE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

FALSE

TRUE

Staff member fatality

TRUE

FALSE

FALSE

FALSE

TRUE

FALSE

TRUE

TRUE

TRUE

FALSE

TRUE

Serious assault on staff member*

TRUE

TRUE

TRUE

TRUE

TRUE

FALSE

TRUE

TRUE

TRUE

FALSE

TRUE

Client not at home for a scheduled visit and resulting in emergency services welfare check

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

FALSE

FALSE

FALSE

TRUE

Missed Home Care visit, not remedied within 2 hours (NB: except DA, SS service)

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

FALSE

FALSE

FALSE

Allegation of potential elder abuse
Hospitalisation of a client within 24 hours of a service (critical / urgent care) as a direct result of KinCare
service provision

FALSE

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

FALSE

FALSE

TRUE

FALSE

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

FALSE

FALSE

FALSE

FALSE

Any regulatory compliance issue of a serious nature

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

Failing an audit

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

Complaints Commissioner contact

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

TRUE

TRUE

FALSE

TRUE

TRUE

Actual legal proceedings against KinCare

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

Serious damage to any KinCare premises/property

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

Activation of Business Continuity or Disaster Recovery Plan

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

Any serious misconduct by a staff member

TRUE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

Serious Fraud involving KinCare personnel*

TRUE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

FALSE

FALSE

FALSE

FALSE

TRUE

FALSE

FALSE

TRUE

FALSE

TRUE

TRUE

TRUE

FALSE

FALSE

FALSE

TRUE

TRUE

TRUE

TRUE

TRUE

TRUE

TRUE

Timeframes

Serious Client Care Matter

Regulatory attention or Legal Proceedings

Adverse Media Attention
Any issue that could result in adverse media attention with an impact on KinCare*
Serious Damage or loss to functions or activites

Misconduct

Brand / Reputational Matters
Any matter likely to significantly damage the reputation of KinCare*
Industrial Action
Actual Industrial Action with significant impact on care delivery
*immediate notification to relevant Executive
Managers should use judgement and relevant policies and procedures in assessing the severity of an incident and speed at which reporting is required.
Notifications to the Executive should general within the timeframes above, with immediate notification for extreme events
Notifications should generally be made by telephone call in the first instance in the interest of speed. Events need to then be recorded in ****CMS/Incident system**** within 12 hours
Any of the above incidents which are not escalated to the CEO and Board immediately will be disclosed on the Board report at month end.
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