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About the Victorian Healthcare Association
The Victorian Healthcare Association is the not-for-profit peak body supporting Victoria’s public health and
community services to deliver high quality care. The VHA represents Victorian public hospitals, registered
community health services, multi-purpose services, and bush nursing services.
On behalf of its members the VHA responds to system reform, helps shape policy and advocates on key issues.
The VHA also supports the Victorian healthcare sector by providing sector development that builds
capacity, governance and executive support as well as supporting innovation and collaborations that act as
a catalyst for strengthening the Victorian health system.

The Victorian public aged care system
The Victorian public health system is the largest provider of public aged care in Australia, with 178 public sector
residential aged care services delivering approximately 10 per cent of operational places across Victoria. Run by
small and rural hospitals as well as larger regional and metropolitan health services, public sector providers of
residential aged care are often co-located with acute services.
Over 89 per cent of all Victorian public sector residential facilities are located in regional, rural and remote
(RRR) areas. In some of these communities, the public sector is the sole provider of residential aged care
services. Without public sector aged care facilities, many older Australians living in these areas would not have
access to residential aged care services that meet their needs in, or near, their homes, families and
communities.
In addition to residential care, Victorian hospitals and the state’s 29 registered community health services
deliver approximately 11 per cent of operational Home Care Package (HCP) places and a significant proportion
of Commonwealth Home Support Program (CHSP) services in Victoria. These organisations deliver services
across the CHSP spectrum including community and home support, care relationships and carer supports, and
assistance with care and housing, and tailor responses to the unique needs of the communities in which they
operate.
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Executive summary
The Royal Commission into Aged Care Quality and Safety offers an opportunity to reimagine how aged care
services are delivered, an opportunity VHA public sector members embrace. There is a critical window of
opportunity for the Commonwealth Government to level the ‘playing field’ for Victorian public sector providers
to ensure they can effectively and efficiently deliver care and supports across the health and aged care
continuum to some of the most vulnerable older Victorians.
The population is ageing; more than 15 per cent of Victorians are over the age of 65. This number is likely to
triple by 2051.1 Increasingly, older Australians are staying at home for longer and are entering residential aged
care when they are frailer with more comorbidities, and complex care needs. 2
Achieving equitable access to appropriate and timely care is central to the success of the aged care reform
agenda, however, this is not always being achieved under the current system. There are a number of systemic
barriers to the delivery of high-quality and safe care that need to be removed to support public providers to
meet the changing needs of older Australians and the expectations of the wider community.
A constrained funding environment, and historic funding anomalies that impact public sector aged care
providers of, an inherently flawed residential aged care funding model, and, a move to individualised funding in
community-based aged care, has left public sector providers and registered community health services with
insufficient financial resources to meet the changing and increasingly complex needs of older Australians.
There exists an opportunity to support these providers who are delivering aged care services in ‘thin’ markets
and provide funding equity for those they care for.
There are many examples of where Victorian public hospitals and registered community health services
delivering aged care have embraced opportunities to work differently for improved outcomes for older people
in their care. The implementation of innovative programs usually takes place organically in response to
identified need and is focused on issues of accessibility, improving safety and quality and reducing the cost of
delivering aged care services but such programs are generally un-funded or not funded to scale-up and out
beyond individual services.
With ever-growing demand, issues of workforce must be a priority; without a high-quality and appropriately
trained aged care workforce, high-quality and safe aged care services cannot be delivered. The
recommendations of considered reports such as A matter of care: Australia’s aged care workforce strategy 3
need to be funded now to ensure we meet not only current demands but to ensure supply can match the
tsunami of demand coming in future years.
And while accreditation processes are central to high quality care, time spent on multiple layers of
accreditation across health, aged care, community care and disability has resulted in a significant burden for
public hospital and registered community health providers of aged care services in Victoria, taking time and
resources away from the delivery of safe, effective and person-centred care.

Victoria in Future 2016, Victorian Government, https://www.planning.vic.gov.au/__data/assets/pdf_file/0014/14036/Victoria-in-Future2016-FINAL-web.pdf, cited 14/11/2017
2 Productivity Commission, Report on Government Services 2019, Chapter 14 Aged Care Services, Table 14A 12.
3 Commonwealth of Australia, A matter of care: Australia’s aged care workforce strategy, June 2018,
https://agedcare.health.gov.au/reform/aged-care-workforce-strategy-taskforce
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More needs to be done to ensure providers can meet the needs of older people living with dementia and the
need for optimal oral health care is of growing significance among older Australians.
Progress to link younger people in residential aged care with the National Disability Insurance Scheme has been
slow,4 leaving younger people languishing in residential aged care facilities; which are not adequately funded or
resourced to meet their physical, psychological, and social needs.
Due to this perpetuating cycle of issues, change across the health and aged care spectrum is complex and no
single change can occur in isolation; it is only in addressing a number of key factors in sequential order that
tangible, impactful and meaningful change will happen.
The VHA, on behalf of its members, is pleased to provide a submission to the Royal Commission into Aged Care
Quality and Safety. Shaped by sector-wide workshops and consultation, and with guidance and input from a
representative consultative group, the VHA’s submission represents and reflects the views of Victorian public
hospitals and registered community health services delivering aged care. The VHA’s submission offers solutions
and recommendations across eleven key priority areas, referenced in the submission, and are covered under
the banners of:
-

residential aged care
home care
aged care workforce
oral health
streamlining health, aged, community and disability accreditation.

https://agedcare.health.gov.au/programs/younger-people-in-aged-care/implications-of-ndis-rollout-for-providers-of-residentialaged-care
4
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Residential aged care
Challenge: Funding to enable sustainable provision of services
Residential aged care funding policy is complex, comprising:
-

-

operational funding for the provision of day-to-day services through the payment of recurrent
residential care subsidies under the Aged Care Funding Instrument (ACFI), and other supplements and
payments
Commonwealth capital funding to support the construction of new aged care facilities and the
refurbishment of existing facilities
a small proportion of income from residents, through the payment of daily accommodation payments
and/or refundable accommodation deposits, and daily fees.

The overall effect of aged care income and expenditure challenges, as described in the June 2018
StewartBrown Aged Care Sector Report, show that 45 per cent of residential aged care facilities operated at a
loss in 2017-18 (data from 974 residential aged care facilities across Australia, including not-for-profit, forprofit and government). This increased to 63.5 per cent in remote, RRR areas, having a significant impact on
service delivery and the viability of services.5
Because of increasing concerns about sector viability, the Aged Care Financing Authority (ACFA) recently
undertook an update on funding issues and found that of immediate concern was the number of smaller
facilities, particularly in RRR areas, experiencing financial difficulties. The report also found that government
facilities, on average, made greater losses than non-government facilities in 2017-18.6
As the nature of older people in residential aged care has changed, the community’s expectation has shifted to
expect more hospital-like conditions and staffing, while wanting a more home-like environment, however,
aged care providers are funded very differently to hospital-based care. In comparison, the average national
cost per day (2015-16 data) for admitted hospital care is $1,428 for psychogeriatric care and $1,071 for
rehabilitation services while acute hospital care is funded at $2,003 per day. 7 This funding enables a higher
level of staffing and resources to meet needs.

StewartBrown, Residential Aged Care Survey data, http://www.stewartbrown.com.au/news-articles/26-aged-care/166-june-2018-agedcare-sector-reports-released
6
Australian Government, Aged Care Financing Authority, Update on funding and financing issues in the residential aged care industry,
September 2018, p.3.
7 Independent Hospital Pricing Authority, National Hospital Cost Data Collection, Australian Public Hospitals Cost Report 2015-2016 Round
20, 37 www.ihpa.gov.au/publications/national-hospital-cost-data-collection-public-hospitals-cost-report-round-19-financial
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ACFA data has indicated that in 2016-17 all aged care providers across Australia received on average $269.55
(including the consumer contribution) per resident per day to provide care, accommodation and hotel
services.8
There are a number of specific funding issues affecting public sector residential aged care providers not
experienced by non-government providers. These are outlined below.

Adjusted Subsidy Reduction
The Adjusted Subsidy Reduction (ASR)9 is applicable for residents in an aged care service, or part of a service,
that is determined to be an adjusted subsidy aged care service. Only services that are operated by state or
territory governments are subject to this.10 The ASR is indexed annually and represents about a nine per cent
reduction of the daily high care ACFI subsidy.11 This leads to funding inequity for residents of state and territory
government aged care beds compared with those operated by for-profit or not-for-profit aged care providers.
The Commonwealth classification and ASR in ‘S’ class beds, a hangover from the 1987 CAM/SAM/OCRE funding
system, is currently indexed at a reduction of $13.21 per bed per day. 12 The result of this is that each resident
in an ASR bed receives approximately $4,800 less in care funding per year than a resident in a non-government
bed. In 2014-15,13 the annual funding shortfall as a result of this classification was $16.7 million per annum
across Victoria. 14
ASR impact in south western Victoria
Modelling completed in the south western region of Victoria revealed an annual funding reduction of more
than $1.5 million across 323 aged care beds as a result of the Commonwealth ASR funding reduction.. 15
A sample of Victorian public sector residential aged care facilities was included in the Australian National Aged
Care Classification fixed cost analysis. The study concluded that the subsidy reduction should be discontinued
and that public sector facilities should be funded in the same way as non-government facilities, 16 however, no
action has been taken to date.

Residential aged care in remote, rural and regional areas
The multi-purpose service (MPS)17 model, which commenced in 1992, is a joint state and Commonwealth
government initiative designed to provide small rural communities with a ‘cashed-out’ model of funding that
Australian Government, Aged Care Financing Authority, Sixth report on the Funding and Financing of the Aged Care Sector, July 2018, 31,
https://agedcare.health.gov.au/sites/default/files/documents/08_2018/acfa_sixth_report_2018_text_fa3.pdf
9 Australian Law Reform Commission 1995 review of aged care: https://www.alrc.gov.au/sites/default/files/pdfs/publications/ALRC72.pdf,
2.29.
10
https://agedcare.health.gov.au/adjusted-subsidy-determination-2016
11 Department of Health 2019, Aged care subsidies and supplements: new rates of daily payments from 20 March 2019,
https://agedcare.health.gov.au/sites/default/files/documents/03_2019/aged_care_subsidies_and_supplements_new_rates_of_payment_
from_20_march_2019_-_schedule_of_fees_and_charges.pdf019
12
Department of Health 2019, Aged care subsidies and supplements: new rates of daily payments from 20 March 2019,
https://agedcare.health.gov.au/sites/default/files/documents/03_2019/aged_care_subsidies_and_supplements_new_rates_of_payment_
from_20_march_2019_-_schedule_of_fees_and_charges.pdf019
13
The latest accurate published data available on ASR funding is in the 2014-15 Productivity Commission Report on Government Services.
Since 2014/15 the state/territory government expenditure on agedc are services has been included as onne funding amount rather that as
separate amounts: ASR, Enterprise Bargaining Agreements and rural small nursing homes.
14
Report on Government Services 2016, table 13A.9
15
Unpublished data, South West Victoria, Public Sector Aged Care Providers, briefing for meeting with Hon Dan Tehan, February 2019.
16
McNamee J, Snoek M, Kobel C, Loggie C, Rankin R and Eagar K (2019) A funding model for the residential aged care sector. The Resource
Utilisation and Classification Study: Report 5. Australian Health Services Research Institute, University of Wollongong. ISBN: 978-1-74128299-3
17 https://agedcare.health.gov.au/programs/flexible-care/about-the-multi-purpose-services-program
8
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enables the delivery of integrated health, community and aged care services in these communities, where
mainstream funding models, such as the Aged Care Funding Instrument (ACFI), would be unsustainable.
Implementation of the MPS program in Victoria saw the bringing together of public hospitals that were
operating as small rural hospitals and bush nursing centres with small residential aged care services that were
financially unviable under aged care funding arrangements.
The MPS model was established to overcome the challenges associated with delivering health and aged care
services in rural and remote communities including: unpredictable demand for services; high fixed costs of
keeping services open and available; lack of economies of scale; high costs of infrastructure and support
services; difficulties in workforce recruitment and retention; and isolation from mainstream services.
The essential feature of the MPS program is the pooling of Commonwealth and state government funds. The
MPS model has the capacity for the services to flex over time in order to meet changing community needs,
meet unpredictable demand for services, meet the high fixed costs of keeping the services open, and improve
workforce recruitment and retention.
The MPS program offers increased opportunities to deliver:
-

services that meet the needs of the community
services that are coordinated, flexible, and innovative
cost-effective services.

At establishment, the Commonwealth Government flexible care subsidy,18 which funds MPS aged care services,
was based on an average rate of ‘low’ and ‘high’ care funding for as per the resident classification scale at the
time. Since this time, MPS’ have been funded at the average rate of care funding and frozen at a point in time.
However, the base rate of Commonwealth flexible care subsidy has not kept pace with resident acuity or
complexity.19 Because of this, there is an inability to increase funding to match the increasing care needs of
residents, whereas in non-government services, increased resident acuity would be reflected in increased ACFI
subsidies. This funding shortfall impacts on the viability and long-term sustainability of the MPS model in
Victoria, eroding the original intent of the program.
To illustrate the growing complex care needs of residents, Productivity Commission data shows the significant
growth in acuity of aged care residents with an assessment of the ACFI high needs level for complex health
care. In Victoria this has grown from 13 per cent in 2008-09 to 59.4 per cent in 2017-18.20
Proportion of residents funded as high ACFI needs level in Victoria: all aged care provider types
Activities of daily living

Behaviours

Complex health care

2008-09

32.7%

37.1%

13%

2017-18

62.5%

73.8%

59.4%

The impact on MPS agencies due to flexible care subsidies not reflecting resident acuity was estimated by
Victoria’s Department of Health and Human Services (DHHS) in 2013-14 to result in a funding shortfall of
approximately $1.9 million across the seven agencies.21

https://agedcare.health.gov.au/programs/flexible-care/funding-for-multi-purpose-services
https://www.legislation.gov.au/Details/F2019C00212, Chaper 4, Division 5, 92, 100.
20
Productivity Commission, Report on Government Services 2019, Chapter 14 Aged Care Services, Table 14A 12
21 Australian Health Policy Collaboration, Sustaining health and aged care services in small rural communities, Multi-Purpose Services in
Victoria, their strengths and vulnerabilities, October 2017, p. vii.
18
19
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A further funding disadvantage to MPS agencies is that the Living Longer, Living Better changes resulted in
residents in state operated MPS services not being required to pay the accommodation contribution.22 These
funds would enable the upgrading of facilities to a more comfortable and home-like environment. In 2013-14,
the DHHS estimated the lack of access to accommodation contributions across the state’s 375 MPS aged care
beds resulted in a funding shortfall of approximately $640,000.23
Without MPS services, older Victorians in rural areas would need to relocate to access the care and support
they need which can be traumatic, and which creates agonising complications for families who must then
travel long distances to visit their loved ones.
Support for aged care services in small rural areas also helps to sustain those communities. For many small
rural communities, the rural health service is the largest employer. They also draw businesses to an area,
including those within healthcare, such as pharmacy services, and others such as laundry, food services and
construction.
Strong and viable health and aged care services in small rural towns also provide confidence and assurance to
new families, existing families and community members, workers and businesses moving or considering
moving to the region. This confidence in equitable access to services helps to ensure these rural communities,
vital to the ongoing viability of the state, remain alive.
MPS nnovation in the Loddon Mallee region
A core aim of the MPS program is to deliver flexible and innovative services to rural communities based on
need. A MPS in the Loddon Mallee region of Victoria has used aged care funding resources flexibly to
introduce a number of exercise-based programs for older members of the community. These programs have
been well attended with participants reporting feeling well, fitter and in greater control of their health.
The MPS reports that, by adopting such approaches to supporting older people, they are experiencing a
decrease in demand for bed-based services and delayed admissions to residential aged care, estimated to be
as much as a decade, enabling people to remain living within their local community, and close to family and
friends. However, due to funding constraints, programs such as this are at risk.

Aged Care Funding Instrument (ACFI)
Inherent flaws of ACFI are that funding is not sufficiently flexible to meet rapidly changing needs, and that
funding is determined based on resident functional deficit - the greater the assessed need, the higher the care
subsidy for that resident.
While it is appropriate that providers are funded to deliver higher intensity care to those with more complex
needs, providers should also be incentivised to deliver reablement and rehabilitative supports that aim to
reduce potential reliance on the more expensive health care services.
In addition, the ACFI funding model does not recognise the variation in operating structures and applies a ‘onesize-fits’ all approach that does not consider the impact of location, size, and demographics on the cost of
delivering care.
A central requirement to achieving the sustainability of the aged care system is establishing the right funding
model. The VHA welcomes the current examination and development of a new funding model, the Australian
National Aged Care Classification, which has been developed with the aim of addressing many of the

22
23

https://www.legislation.gov.au/Details/C2016C00170
Ibid, p.47.
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shortcomings of the current funding mechanism. However, it must also address the inflexibility and lack of
funding certainty of the current arrangements.

Challenge: Equitable access to capital funding for public sector residential aged care
facilities
The Victorian Government plays a key role in driving strategic capital investments into public health including
public sector residential aged care facilities, resulting in equipment upgrades, building renovations, rebuilds
and new projects that respond to community need.
Public sector residential aged care providers are unable to generate a sufficient level of operating surplus and
do not hold sufficient accommodation deposits to provide financing for capital projects due to the impact of:
-

the current funding policy which disadvantages public sector residential aged care providers 24
geography, 89 per cent of Victorian public sector facilities are located in RRR areas
the public sector’s resident profile including a greater proportion of supported residents. 25

With little to no spare funds, public hospitals delivering residential aged care rely heavily on the State
Government to fund infrastructure and equipment upgrades. Public hospitals also report that, often, funding is
prioritised by the State Government to address needs in the acute sector and infrastructure investment
prioritisation strategies are not transparent. There is a need for this new infrastructure to be optimised to
deliver the greatest impact for all Victorians, and ensure the return on the significant investment.
Local services need to be involved in planning to ensure that projects are effective. Poor coordination mitigates
the impact of investment, while the improved infrastructure should be leveraged to benefit other services,
spreading the impact across the state.
Under the Commonwealth Government funding framework for residential aged care, it is the responsibility of
aged care providers to fund construction, maintenance and upgrade works to aged care facilities through
operating revenues, or alternatively through government subsidies and resident charges. 26
Where providers are unable to meet the whole cost of essential capital works, limited capital grant funding is
available through the Rural, Regional and Other Special Needs Building Fund,27 which aims to facilitate
equitable access to residential aged care where access is impeded because of:
-

-

geographic location
inadequate supply of residential care, including for people from special needs groups or concessional,
supported, assisted or low-means residents (as defined in the Aged Care Act 1997 and Aged Care
Principles 1997)
lack of access to sufficient non-grant funding by the approved aged care provider to undertake
essential capital works.

There is some legislation impacting state/territory government residential aged care providers not experienced by non-government
providers: the Adjusted Subsidy Reduction (ASR); the Flexible Aged Care Subsidy for Multi-Purpose Services (MPS); and, lack of access to
capital through Commonwealth capital grants and accommodation contributions/payments. These are discussed further in this submission
24

Stewart Brown 2018, Aged Care Financial Performance Survey, available at:
http://www.stewartbrown.com.au/images/documents/StewartBrown---ACFPS-Sector-Report-June-2018.pdf
26 https://agedcare.health.gov.au/aged-care-funding/capital-funding
27 https://agedcare.health.gov.au/sites/g/files/net1426/f/documents/09_2016/capital_grant_programme_guidelines.pdf
25
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Public sector residential aged care providers are, however, not eligible for grants through this fund, as outlined
in the Capital grant funding guidelines. This places the sector at a disadvantage when compared to the nongovernment sector, unfairly impacting residents whose preference or default option is a public facility.
Having the right infrastructure contributes to the delivery of high-quality care, and while several public sector
aged care facilities across Victoria are modernised, and public providers continue to invest in their
infrastructure needs to increase the quality of their capital, many facilities are outdated. This is having direct
impacts on their ability to design modern work and care flows, and to attract and retain staff in a competitive
environment; staff want to work in fresh, modern and comfortable environments.
One of the biggest challenges for public sector providers is meeting the expectations of residents and their
families, and creating a home-like environment for residents that is inviting and comfortable. The quality of
aged care infrastructure has a direct impact on the community’s perceptions about the quality of care and,
while there are many state-based initiatives aimed at improving the quality of public sector residential aged
care facilities, the transition from traditional models of residential aged care to modern models of care has
been slow for public sector providers, impacted by Commonwealth Government funding inequity.

Challenge: Improving access to primary care services in residential aged care
Barriers to accessing general practitioners (GPs) in residential aged care are well established, and GPs report
challenges associated with the:
-

-

disjointed nature of care for patients, created by workforce and infrastructure issues in residential
aged care facilities
necessity to undertake clinically relevant tasks for patients while not in attendance at the facility, for
example, to discuss falls, write prescriptions, discuss issues with relatives and residential aged care
and hospital staff
opportunity cost of attending a residential aged care facility, compared with caring for patients at the
general practice.28

There are also a number of specific barriers that do not incentivise or enable health specialists to engage with
the residential aged care setting. For example, research has identified numerous obstacles to the provision of
palliative and end-of-life care and, often, residents receive access to these services too late leading to
unnecessary suffering and loss of control and decision-making at the end of their life. Identified barriers
include:
-

inadequate staffing levels
a regulatory focus on rehabilitation
a lack of palliative care competencies
failure to recognise treatment futility
lack of communication amongst decision-makers, residents and families
no agreement on a course for end-of-life care
failure to implement a timely end-of-life care plan. 29

Public sector providers also express challenges in the way funding is allocated for the delivery of palliative care
in aged care and that the assessment requirements under ACFI act as barriers to access funding leading to
poorer outcomes at the end-of-life.
Burgess, S, Davis, J, & Morgans, A 2015, General practice and residential aged care: A qualitative study of barriers to access to care and
the role of remuneration, Australasian Medical Journal, vol. 8, no.5, pp. 161-169, doi: 10.4066/AMJ.2015.2368
29 Travis, S et al. 2002, Obstacles to Palliation and End-of-Life Care in a Long-Term Care Facility, The Gerontologist, vol. 42, no. 3, pp. 342–
349, doi: org/10.1093/geront/42.3.342
28
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In addition, the current funding model acts as a disincentive to the delivery of enablement and rehabilitative
services in residential aged care facilities, as funding is attached to resident deficit. 30 This approach to service
delivery does not align with the ethos of health professionals and often creates an ethical conflict for the
workforce.
The challenges of accessing health professionals are even more acute in RRR areas due to workforce scarcity
and the higher costs associated with delivering care.
Residential aged care providers must be enabled to deliver holistic, multidisciplinary care that is flexible and
meets the changing needs of residents. Achieving this will take collaboration across systems, and require
governments to work together to remove barriers for health professionals and incentivise the delivery of
services including for GPs, palliative care specialists, geriatricians and allied health professionals.
Innovations such as telehealth (for example, GERI-CONNECT below)offer the health and aged care system the
opportunity to provide alternative models of care efficiently and effectively, and to break down the barriers to
access between GPs, allied health professionals, specialists and the acute sector to enhance team based care,
collaboration and resident outcomes.
In December 2018, the Commonwealth Government in MYEFO committed $98 million over four years from
2018-19 to increase the Medicare Benefits Schedule (MBS) fees for GPs attending a residential aged care
facility incentivising provision of care.31 It is important that this measure be closely monitored postimplementation to assess the success in increasing access and responsiveness of GPs to resident need.
GERI-CONNECT: Loddon Mallee regional telehealth strategy
An analysis of local regional needs identified that, of 800 beds in Victoria’s Loddon-Mallee region, only four
per cent of residents had undergone a geriatric medicine assessment in the preceding year. After applying
for ‘kick start’ funding through the Victorian Government’s Better Care Victoria Innovation Grant, the
Loddon Mallee Rural Health Alliance in collaboration with Kyabram District Health Service and Bendigo
Health, established a sustainable telehealth service to provide comprehensive geriatric medicine assessment
into residential aged care facilities.
Since its inception in February 2017, geriatricians have delivered 1,100 consultations to more than 600
residents, and have made the following recommendations to GPs delivering ongoing care to residents:
-

medication changes, majority being dose reductions or cessations (89 per cent)
allied health and/or other health professional referrals (29 per cent)
further investigations (29 per cent)
behavioural management strategies (21 per cent).

GERI-CONNECT supports 46 aged care facilities, including non-government, and receives referrals from over
100 GPs within the catchment. The service is underpinned by a robust technical platform to deliver services
across the region and is expanding services into other clinical areas such as palliative care.
GERI-CONNECT has strengthened relationships between regional GPs, the primary health network, geriatric
medical services and aged care services, and has been positively received by clinicians, residents and
families.

https://agedcare.health.gov.au/sites/default/files/documents/04_2017/ahsri_acfi_final_report_accessible_vol_1.pdf,
Australian Government, Media Release, The Hon Greg Hunt, MP, Minister for Health, $500 million to boost primary care in 2018-19
MYEFO, 17 December 2018, https://www.health.gov.au/internet/ministers/publishing.nsf/Content/health-mediarel-yr2018-hunt178.htm
30
31

Victorian Healthcare Association Ltd / ABN 54 004 228 111
Level 6, 136 Exhibition Street Melbourne Victoria 3000 T / 03 9094 7777 F / 03 9094 7788 E / vha@vha.org.au

vha.org.au
VHA Submission - Page 10

SUBMISSION

Proposed changes to telehealth MBS billing will put this service at risk. 32 Currently under MBS funding the
service can sustain the necessary clinical resources required for the consultations. Removing or reducing
related MBS items will diminish the funding provided to support the program.

Challenge: Providing the right care in the right setting
Older Australians, including aged care residents, have the right to access hospital services, the same as any
other Australian. However, residents transferred from aged care facilities make up a considerable proportion of
emergency department presentations; evidence suggests that many of these transfers could have been
managed by primary care services.33
Avoiding unnecessary transfers has benefits for both the health system and residents who would be more
comfortable and better managed in their own familiar environment. In addition, older people are more
susceptible to hospital acquired conditions and are more likely to experience negative outcomes including
death, long-term hospitalisation, or a clinically significant decrease in functional status as a result of
unnecessary transfers.34
Decisions at the aged care facility level that influence staff to initiate a hospital transfer include delays to
review by a general practitioner, limited operating hours of primary care services and lack of access to clinical
staff.
Numbers of direct care staff in for-profit facilities are lower than in not-for-profit facilities. Government
facilities have the highest number at 0.85 direct care workers per residential place. 35
suggesting a lower-skilled workforce may be a reason for avoidable emergency department presentations.
More research needs to be undertaken on emergency department transfers, to identify provider type,
individual characteristics of the facility such as staffing and access to primary health service, and, the condition
being experienced by the resident, to inform future policy development.
To ensure aged care residents receive care in the most appropriate setting, the Victorian Government funds
the Residential-in-Reach program which provides hospital type care, where appropriate and safe, to people
in residential aged care.36 An evaluation of the pilot program in 2009, completed by the Victorian Department
of Health and Human Services, found that:
-

the program assists in the avoidance of unnecessary emergency department presentations for older
patients
the program provides good quality of care under the clinical governance standards of the health
services due to the utilisation of health services protocols
with growth in the program and more episodes of care within the existing cost structure, the overall
cost effectiveness will improve.37

https://www.health.gov.au/internet/main/publishing.nsf/Content/mbs-review-2018-taskforce-reports-cp/$File/SCPCCC%20Report.pdf
Morphet et al. 2015, Resident transfers from aged care facilities to emergency departments: Can they be avoided?, Journal of Emergency
Medicine Australasia, vol. 27, no. 5, pp, 412-18, doi: 10.1111/1742-6723.12433
34
Hullick et al., 2016 Emergency department transfers and hospital admissions from residential aged care facilities: a controlled pre-post
design study, BMC Geriatrics, vol. 16, no. 102, https://doi.org/10.1186/s12877-016-0279-1
35
Australian Government, 2016 National Aged Care Workforce Census and Survey, The Aged Care Workforce 2016, March 2017, p.52.
36
https://www2.health.vic.gov.au/about/publications/ResearchAndReports/Residential%20InReach%20Pilot%20Program%20Evaluation%202009%20Report
37 Carlson, D 2009, Residential aged care in-reach clinical support pilot program evaluation, available at:
https://www2.health.vic.gov.au/about/publications/researchandreports/Residential-In-Reach-Pilot-Program-Evaluation-2009-Report
32
33
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A constraint of the Residential-in-Reach program, identified as part of the review in 2009, and which continues
to be a challenge for the sector, is the limited after-hours and weekend availability of the program as they are
not funded to deliver services 24/7.

Challenge: Improving support for people living with dementia in residential aged care
In 2018, there were an estimated 436,366 Australians living with dementia. Without a medical breakthrough,
this number is expected to increase to 589,807 by 2025 and 1,076,129 by 2058.38
With just over half of all aged care residents living with a diagnosis of dementia, the demands on providers to
manage severe behavioural and psychological symptoms of dementia (BPSD) are increasing. 39 Public sector
providers of residential aged care report that, at any one time, there may be a number of residents with very
high and complex care needs that require a greater level of support and care. In these instances, the care
needs of these residents and allocation of staff can and does impact on the quality of care provided to other
residents in the facility.
There are two program tiers to support providers meet the needs of these residents and deliver evidencebased, safe and high-quality care to people living with dementia; the Commonwealth-funded Dementia
Behaviour Management Advisory Services (DBMAS) and the Severe Behaviour Response Teams (SBRT). 40
These services are delivered through Dementia Support Australia and are a free national service operating 24/7
365 days a year. Their role is to improve the quality of life for people with dementia and their carers by working
in partnership with the person living with dementia and their care network to understand the causes and/or
triggers that led to changes in behaviour.
However, due to distance and availability in rural areas, Victorian public sector providers report there is
sometimes a lack of timely access for residents to these Commonwealth funded programs. More research
needs to be undertaken to identify patterns of access in remote, rural and regional Australia to feed into policy
development to ensure equity of access.
Victorian public sector providers also report a lack of access to training programs, limiting their ability to
adequately build the capacity of staff and embed evidence-based models of care into practice. programs.
High-quality of life for people living with dementia can be best achieved in residential aged care settings in
buildings that support residents to engage in a variety of activities both indoors and outdoors, in environments
that are familiar, provide a variety of private and community spaces, and have amenities that offer
opportunities to take part in domestic activities. 41 Residents living with dementia in residential aged care
services that provide a home-like model of care also have far better quality of life and fewer hospital
presentations than those in more standard institutional facilities. 42
The global shift toward small living units for people living with dementia is expensive and a significant challenge
for the Australian aged care system which is currently incentivised, by the residential aged care funding
mechanism, to build larger facilities and achieve economies of scale.
Local innovations drive quality for people living with dementia

Dementia Australia, Dementia prevalence estimates 2018–2058, 2018, p 2.
Australian Department of Health, 2017–18 report on the operation of the Aged Care Act 1997, 2018, p vii.
40
https://www.dementia.com.au/
41
Fleming, R, et al, 2016, The relationship between the quality of the built environment and the quality of life of people with dementia in
residential care, Dementia, vol. 15, no. 4, pp.663–680, doi: 10.1177/1471301214532460
42 Dyer, M et al., 2018, Clustered domestic residential aged care in Australia: fewer hospitalisations and better quality of life, Medical
Journal of Australia, vol. 2018, no. 10, pp.433-438.
38
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A secure dementia unit in Victoria’s Wimmera Mallee region was not a place that people were rushing to go.
Family members did not enjoy visiting, and employees didn’t enjoy working in the unit in which they said
they would never like to live themselves and residents were managed through a medication-based model.
Knowing something had to give, the aged care team set out on a journey to change the lives of people in
their care, designing the ABLE (abilities, background, leadership, environment) person-centred model of
care.
Built on the Montessori principles of self-directed activity, hands-on learning and collaborative play,
ABLE focuses on building the ability of residents, educating staff in new approaches to care, engaging with
and involving the local community, and changing the physical environment to feel less like a hospital and
more like a home. Importantly, each resident’s individual skills and interests are a core focus of ABLE.
Residents have reconnected with simple daily tasks like drying dishes, helping make beds, setting dining
tables, gardening, polishing shoes, and making tea and coffee.
The impact of the new care model on the lives of residents has been substantial with ABLE eliminating
psychotropic medication use, reducing behavioural and psychological symptoms of dementia, improving
staff confidence and satisfaction, and improving family satisfaction.

Challenge: Supporting younger people living in residential aged care
Long-term care options for younger people living with severe disabilities and high-level care needs have been
limited. In Victoria there are 1,627 people under the aged of 65 living in residential aged care 43 and
approximately 350 younger people residing in Victorian public sector residential aged care facilities.
It is well understood and established that nursing homes are not appropriate environments for younger people
living with disability, and public sector facilities are not adequately funded or designed to meet their physical,
psychological, and social needs. Residential aged care providers face a range of challenges in meeting the
needs of younger people with disabilities, most often caused by the capped funding available in residential
aged care. The underlying issues include:
-

younger residents require a highly skilled multidisciplinary approach to meet their needs; the intense
and specialised care they require usually cannot be provided within the staffing arrangements of
residential aged care facilities
many younger people are socially isolated, and residential aged care providers are unable to meet or
coordinate the social and lifestyle needs of younger people living in nursing homes
residential aged care facilities lack a focus on rehabilitation approaches to care
the resources needed to purchase appropriate equipment to support the complex care needs of
young people do not exist
therapeutic input required to maintain an individual’s physical, cognitive and social functioning is
largely unavailable.

Progress to link younger people in nursing homes with the NDIS has been slow, and more needs to be done to
ensure that the person‘s NDIS plan is adequate, and the necessary housing and supports are in place to support
younger people to exit residential aged care. Inadequate plans may be part of the problem, with data
indicating that the median plan value for young people in aged care is $104,563, where $77,539 is allocated to
covering aged care costs alone, leaving only $31,990 for assessments, support, home modifications and other
essential supports needed to move out of residential aged care. 44

Summer Foundation 2018, NDIS report care, available at: https://www.summerfoundation.org.au/wp-content/uploads/2018/06/ndisreport-card-june-2018.pdf
44 Taleporos, G, 2018, Five years on, NDIS is getting young people out of aged care, but all too slowly, available at:
https://theconversation.com/five-years-on-ndis-is-getting-young-people-out-of-aged-care-but-all-too-slowly-97851
43
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The larger issue forcing younger people with high physical support needs into residential aged care is the lack
of suitable, accessible and affordable housing. Data indicates that only 23, or 1.5 per cent, of NDIS participants
living in residential aged care have funding for housing in their plan. 45
In some cases, health services are unable to discharge younger people with disabilities into a residential aged
care facility resulting in extended lengths of stay, decreased wellbeing of the patient and unnecessary health
care costs. Often this occurs due to:
-

delays in access to the NDIS
lack of system wide resources to support collaboration across multiple systems
insufficient resources to coordinate individual planning processes for people with complex support
needs, and to coordinate complex discharge planning.

The living and care environments of residential aged care facilities are designed for older people, not young
people with serious and/or permanent mental or physical disabilities. They do not serve the best interests of
younger people. In addition, public sector residential aged care providers are already constrained in their
ability to invest in aged care infrastructure, let alone investing in specialised disability accommodation.

Our recommendations for change in residential aged care
Funding to enable sustainable provision of services
-

Funding sustainability: With the increasing acuity and complexity of resident need, the disparity of
funding between aged care and hospital services, particularly sub-acute/rehabilitation should be
reviewed.

-

Adjusted Subsidy Reduction: The Adjusted Subsidy Reduction should be discontinued as residents of
public sector residential aged care facilities should be able to access the same funding as other nongovernment aged care residents.

-

Residential aged care in rural areas: Level the playing field for public sector providers to ensure
equitable access to care by abolishing the adjusted subsidy reductions and focus on:
o
o
o
o

-

45

redressing the funding shortfall of the flexible aged care subsidy to ensure it reflects the
current cost of delivering care to an increasingly complex cohort of older people
extending the eligibility criteria to all public sector residential aged care providers to apply for
Commonwealth capital grants
enabling MPS to claim the accommodation supplement for the purpose of maintaining capital
infrastructure
allowing MPS to charge accommodation contributions for the purpose of maintaining capital
infrastructure.

Aged Care Funding Instrument: The establishment of a new funding model presents a clear
opportunity to explore approaches that incentivise enablement and improvement in the health
outcomes of older people in residential aged care and ensure funding levels match the true cost of the
delivery of complex care.

Taleporos, G 2018
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Equitable access to capital funding for public sector residential aged care: The capital grant funding guidelines
must be amended to enable Victorian public hospitals delivering residential aged care and multi-purpose
services to apply for Commonwealth funding that improves the quality of their capital and infrastructure.
Improving access to primary care services in residential aged care: To ensure the ongoing success and
expansion of programs such as GERI-CONNECT, a number of barriers must be addressed including:
-

creating new and appropriate MBS telehealth item/s for allied health professionals
removing existing barriers to MBS billing for general practitioners and specialists
creating new and appropriate telehealth MBS item/s for residential aged care providers who facilitate
access to telehealth appointments
introducing a financial incentive to support residential aged care providers prepare required
documentation for specialist, allied health, and GP teleconsultations
an audit of telehealth capability across residential aged care providers and, where necessary, funding
to support providers to invest in any required infrastructure.

Providing the right care in the right setting: Reducing the proportion of unnecessary transfers from residential
aged care to hospital requires a multi-faceted approach that should include:
-

-

-

-

the creation of community-based assessment teams, to rapidly clinically assess residents and arrange
outpatient investigations and management, such as pathology and acute wound care; in Victoria these
would be ideally located within registered community health services
creation of standardised decision-support tools, resources and training for residential aged care
facilities that aim to build capacity in the aged care workforce to detect, assess and refer appropriately
for common clinical conditions that lead to hospital admission
programs that specifically meet the needs of regional, rural, and remote aged care providers such as
funding of nurse practitioner positions to support access to primary clinical care where a GP is not
available
greater investment to support state-based health services to increase and expand service provision
through residential-in-reach programs to improve the quality of care for residents and avoid
unnecessary emergency department presentations.

Improving support for people living with dementia in residential aged care: To ensure providers can deliver
safe, high-quality care in environments that are optimised for the care of people living with dementia, the
sector requires:
-

-

a complete and transparent audit of aged care infrastructure to guide investment in dementia friendly
capital projects
the introduction of specific infrastructure funding to support public sector providers build fit-forpurpose dementia care facilities
funding to support providers implement and transition to evidence-based, person centered models of
care
investment in the Dementia Behaviour Management Advisory Services and the Severe Behaviour
Response Teams to increase capacity of these services to meet the increasing needs of providers, and
focus on ensuring longer-term, face-to-face contact is available to support providers meet the needs
of people living with behavioural and psychological symptoms of dementia
introduction of funding to support time limited, one-to-one care in residential aged care settings to fill
gaps resulting from delays in access to existing dementia support services
funding to train staff across all classifications is the key to caring for people living with dementia, and
managing behaviours of concern and mental illness, and to develop resilience in the complex
environment.
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Better support for younger people living in residential aged care: To ensure the care and social needs of
younger people living in nursing homes are met, the sector requires that:
-

residential aged care facilities are resourced to coordinate community supports and access for
younger people living in nursing homes
NDIA timeframes for access, plan reviews and planning are improved to reduce length of stay in the
acute setting
capacity in community health services is available to meet the needs of younger people in nursing
homes including supporting access to allied health professionals for the provision of therapeutic
supports in the residential aged care setting
hospitals have the required resources to coordinate discharge planning including to invest in
collaboration with the aged care sector and the NDIS
residential aged care providers have access to dedicated capital funding to invest in adapting their
care environment to meet the needs of younger people in nursing homes.

Home care
Challenges: Older Australians at risk waiting for home care
Over the past two decades, reform to the Australian aged care system has progressively been aimed at
increasing choice and control of aged care services delivered at home, as well as increasing the level of services
available to support this, in line with consumer preferences to remain in their own homes as they age.
There has been considerable investment by the Commonwealth Government to increase the volume of home
care packages to meet increasing demand for community-based services and, at 30 September 2018, there
were 90,646 people in receipt of a home care package. Despite this investment, some older Australians are
waiting for over a year to access the services and supports they require. At 31 December 2018, across Australia,
73,978 people were still waiting to access a home care package and the care they need to remain living at
home.46 Of those waiting to access a home care package, nearly 94 per cent had also been provided with
approval to access supports to address their immediate care needs through the Commonwealth Home Support
Program (CHSP).
Timely access to appropriate home care supports is central to the success of the federal reform agenda to
provide older Australians with the best chance of maintaining their independence and choice, while increasing
health and wellbeing.
Delays to access not only have detrimental health and wellbeing outcomes for consumers and their carers, but
there are flow on costs as a direct result of poor health to the hospital system as older people begin to require
more expansive care to meet their needs.
A recent Australian study, Prolonged wait time prior to entry to home care packages increases the risk of
mortality and transition to permanent residential aged care services: findings from the registry of older South
Australians, has shed some light on the longer-term impact for older Australians as well as the implications for
the health and aged care system associated with access delays to home care packages. Findings indicate that
wait times are associated with a higher risk for mortality and premature admission into permanent residential
aged care, and increased emergency department presentations and avoidable hospital admissions.47
Department of Health 2019, Home care package data report: second quarter 2018-19, available at: https://www.genagedcaredata.gov.au/www_aihwgen/media/Home_care_report/HCP-Data-Report-2018–19-1st-Qtr–.pdf
47
Visvanathan, R et al. 2018, Prolonged wait time prior to entry to home care packages increases the risk of mortality and transition to
permanent residential aged care services: findings from the registry of older South Australians (ROSA), The Journal of Nutrition, Health and
Aging, vol. 23, no. 3, doi: 10.1007/s12603-018-1145-y
46
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Older Australians are at risk as they wait for a Home Care Package (HCP)
Anna* is an 85-year-old woman from a culturally diverse background with a diagnosis of Alzheimer’s
dementia and a number of comorbid health conditions. Anna’s live-in and primary carer is her son John,
alleged to have substance abuse issues and observed to have displayed behaviours of concern during a
home assessment by the registered community health service. The home is also shared by John’s partner
and daughter, also both alleged to have substance abuse issues.
Anna was assessed in August 2017 for a HCP to better support and monitor her health and wellbeing,
however, unfortunately, she has been unable to secure access to an HCP and has since been approved for
permanent residential aged care.
This case study highlights some the challenges public hospitals and registered community health services
face in coordinating care for some of Victoria’s most vulnerable older people. For a range of reasons
delivering effective care in these complex situations has become increasingly challenging, particularly since
the introduction of My Aged Care and in light of delays to access longer-term supports, including:
-

-

lack of governance and oversight responsibility for:
o overarching and continuing care;
o complaints;
o risks;
o safety and VCAT or guardianship processes;
o responsibility often divested to community agencies, each not clear of their role and
responsibility
a lack of coordination across multiple services, clinical roles and functions with no clear coordinator
of care contributing to complex families falling through the gaps and safety risks going unaddressed
lack of access to the right information and significant communication gaps in the transfer of
information between providers, including access to information about power of attorney status and
disparity in what is written in the client case summary and what is known in sensitive notes.

*not her real name

Victorian public hospitals report that, since the introduction of My Aged Care, discharge planning has become
increasingly difficult and complex. This is due to inefficient and ineffective referral and assessment pathways; a
lack of transparency related to assessment wait times; and delays to access for longer-term aged care supports.
The Transition Care Program (TCP) provides additional treatment and care options following hospitalisation
and is highly valued by the health system and patients. A 2008 evaluation of the TCP found that, when
compared with similar groups of frail older people discharged from hospital during the same time period, those
who received transition care had fewer readmissions to hospital and were less likely to move into permanent
residential aged care.
The evaluation found the TCP was making a significant contribution to post-acute services in many areas of
Australia. The evaluation also found that there were many areas where there was service need but places had
not been allocated. Since the time of the evaluation, the number of allocated TCPs across Victoria has almost
doubled, from 502 places as at 30 June 2007 to 1,000 places as at 30 June 2018, however, feedback from the
Victorian public health sector suggests unmet need prevails and patients wait unnecessarily in hospital for
longer-term aged care supports.
While more home care packages will alleviate some of the challenges faced by the aged care and health
systems, it seems unlikely that simply adding more is the answer to solving access issues to home based
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supports for older Australians. The Short-Term Restorative Care program has an important role to play in
offering a time-limited, goal-oriented, multi-disciplinary and coordinated range of services that aim to support
older Australians regain independence and autonomy rather than entering long-term care prematurely. The
VHA considers that, in Victoria, community health services are best placed to deliver multi-disciplinary supports
and have existing workforce available to support holistic, wrap-around provision of care.
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Challenge: Delivering home care in rural areas
Since 2015, all home care packages (HCPs) have been delivered on a consumer directed basis giving older
Australians greater control over the types of care and services they access and how these services are
delivered. The move to a more transparent and individualised funding model has been positive for consumers,
however, the transition to individualised funding has presented significant challenges for public sector HCP
providers.
Home care providers have come under scrutiny in relation to administration fees. Providers are required to
charge administrative fees to cover the costs of overheads and operational costs, such as insurance, workers
compensation, care coordination and travel costs, which are higher in the public sector for a range of reasons such as operating in areas of thin markets, such as remote and rural areas. These factors are not considered in
the funding model, nor are the impact and implications of location, size and demographics on the cost of
delivering care or the requirement to fund workforce development, infrastructure and systems, innovation and
research. In addition, case management is not explicitly recognised by consumers as an essential component of
care that must be costed. Without case management and the coordination of care and services, many
vulnerable older Australians would fall through the gaps and rely on more costly types of care to meet their
needs.
The transition to individualised funding models in HCPs has compounded long-standing challenges associated
with delivering cost-effective, community-based aged care services in regional, rural and remote areas. Public
hospitals and registered community health services are over-represented in these areas of Victoria and face
challenges in the delivery of services including increased costs associated with travel, workforce and digital
infrastructure issues, and reduced revenue opportunities due to less dense populations.
Public hospitals and registered community health services delivering HCPs in Victoria have strong local
community networks that support the provision of community-based aged care in rural areas and must be
supported to ensure the ongoing viability and sustainability for providers. This ultimately supports equitable
access to services for older people living in these communities.

Our recommendations for change in home care
Older Australians at risk waiting for home care: A broader view of rehabilitative services for older patients
must be considered to support effective discharge processes including:
-

increasing the number of Transition Care Program places
trialling and implementing a range of interventions and models in the transition program (for example
developing specific models of transition care for people living with dementia)
greater investment in geriatric rehabilitation beds
referral and assessment pathways for longer-term aged care services and the Transition Care Program
must be streamlined to ensure timely discharge from hospital care
prioritising the allocation of Short-Term Restorative Care places to the Victorian public health sector
including registered community health services.

Delivering home care in rural areas:
-

research to understand and acknowledge the impact of individualised funding models on providers in
rural areas and benchmarking in these service environments to understand the drivers of costs
more flexible funding arrangements and/or supplement the additional costs of delivering care in rural
areas to support providers to maximise the provision of direct care.
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Aged care workforce
Challenge: Transforming the aged care workforce
The release in 2018 of the Aged Care Workforce Taskforce report, A matter of care: Australia’s aged care
workforce strategy,48 marked an important milestone in recognising the need to support Australia’s aged care
workforce in its essential role of caring for some of the frailest, most vulnerable members of our society.
The 14 strategies included in the report largely echoed the concerns and challenges faced by the Victorian
public aged care sector in ensuring a high-quality workforce including qualification and skills, career pathways,
workforce planning and skill mix, attraction and retention, the interface with primary/acute care and rural
workforce.
In addition, an increasingly diverse population of older people with a variety of needs, preferences and
expectations makes a clear case for change across the aged care workforce. While the sector has an important
role to play to progress the work of the aged care workforce strategy it requires the support and focus of
government to ensure the recommendations are fully implemented, monitored and reviewed at a system level.
While the Commonwealth Government, as part of its 2019 Budget, committed $2.6 million toward industry-led
initiatives including supporting the new Aged Care Workforce Industry Council, tailored online training for aged
care managers, and identifying more effective ways to transition older people between aged care settings,
there appears to be a lack of progress against actions to address the challenges associated with a, largely,
unregulated aged care workforce. Health workforce regulation aims to protect the public by ensuring that only
health practitioners who are suitably trained and qualified are able to practise in that profession. There are not
only safety and quality benefits for elderly people associated with a registered or regulated workforce, there
are also significant benefits to the aged care workforce itself, whose working conditions are increasingly
characterised by:
-

rising extremes of working hours, both very long and very short
rising insecurity in employment, through growth of part-time/casual/contract work in place of
continuing full-time jobs
a substantial rise in the inequality of personal care attendant wages with those of more skilled staff.

Compounding the issues are shortages in other areas which make health workforce planning and resource
allocation an increasingly-complex and difficult task. For example, in June 2015 the Department of Social
Services published the NDIS Integrated Market, Sector and Workforce Strategy which highlighted that as a
result of the NDIS, the disability sector workforce would need to increase from approximately 73,600 full-time
equivalent (FTE) workers to an estimated 162,000 FTE workers between 2015 and 2019-20. Shortages are also
being experienced across a number of health professions including general practice, medical speciality areas,
dentistry, nursing, midwifery, mental health and some key allied health professions.
While a promising start, more needs to be done to implement all the recommendations made in the workforce
strategy to ensure a robust, comprehensive, and pragmatic approach to change, and to support transformation
across aged care services in Australia.
In line with the World Health Organization Health workforce regulation principles, a number of key policy
principles should underpin any aged care workforce regulation, including:

48

Commonwealth of Australia, A matter of care: Australia’s aged care workforce strategy, June 2018,
https://agedcare.health.gov.au/reform/aged-care-workforce-strategy-taskforce
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-

a focus on the public interest and public safety, not the interests of the professions being regulated
analysis of the problem and assessment of the risks that need to be addressed to ensure the approach
provides the greatest overall benefit to the community
well-designed legislation to support the regulatory system, premised on consistent policy and purpose
with transparent processes and information for the public, providers, and workers
robust stakeholder engagement to ensure transparency to build confidence, understanding, and trust
in the regulatory system
a clear governance framework that covers the powers, functions and limitations of the regulator
explicit and clearly articulated accountability for the various functions of the regulatory system
alignment of the standards for education and qualification in the profession with the standards
required for registration in that profession
an up-to-date list of those practitioners who are registered, made available to the community at no
cost
establishment of clear mechanisms for dealing with concerns about the professional conduct of
registered health practitioners.

Our recommendations to transform the workforce:
-

establish a National Rural Aged Care Commissioner or expand the remit of the National Rural Health
Commissioner to play a greater role in working collaboratively across the health and aged care sectors
to develop and implement tangible and sustainable aged care workforce models in rural areas
introduce incentives to attract health professionals including nurses, allied health professionals and
medical specialists to the aged care sector by offering scholarships and traineeships
remove part or all university debt for specified qualifications to encourage more health professionals
to move into aged care roles in rural areas
introduce innovation grants to support residential and community aged care providers to develop new
models of care which are person-centred and contemporary, and which provide meaningful work and
engagement with older people.

Oral health
Challenge: Improving the oral health of older Australians
The need for optimal oral health care is of growing significance among older Australians who are more
commonly experiencing tooth loss, tooth decay, gum disease, dry mouth, and oral cancers. Oral health is an
integral and essential part of general health, well-being and quality of life. For older Australians its importance
is often overlooked leading to multi-faceted impacts on health and well-being with wide ranging consequences,
often resulting in high health service usage and significant personal cost.
There are a number of barriers impeding access to public oral health for older Australians, increasing the risk of
poor oral health outcomes, including:
-

high cost and lack of transport options to access dental treatment services for those living in the
community
lack of understanding and adherence across the aged care system to evidence-based guidelines for
oral health care
little or no training for the aged care workforce, predominantly personal care workers, in
recommended oral care techniques
the presence of ‘problematic’ behaviours, dysphagia, or sensitivities in residents means residents may
be less likely to receive oral health care
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-

lack of access to the equipment and professional supports needed to provide adequate oral health
care in the residential aged care setting.49

Victorian public hospitals and registered community health services are leading the way in developing and
trialling innovative ways to meet the oral health needs of older Victorians. Pearly Whites, an outreach aged
care dental program, was developed by North Richmond Community Health in 2014 and provides individual
oral health assessments and preventive based information to residential aged care facilities. Since its
implementation there has been an improvement in oral hygiene and a reduction in the effects of oral
diseases, there has also been a demonstrated increase in the oral health knowledge of residential aged care
staff.
The new Aged Care Quality Standards require all aged care providers to demonstrate that each consumer has
access to “safe and effective personal care, clinical care, or both personal and clinical care” 50 – this includes oral
health care. To ensure more innovation is rolled out across the sector, to reduce reliance on more expensive
health care services and ensure the best possible outcomes for older Australians, barriers associated with
access, funding and training across oral health in the aged care system must be addressed.

Our recommendations to improve the oral health of older Australians:
-

build the capacity of the aged care workforce to offer appropriate oral health care, both in the
community and in the residential aged care setting
mandate an oral health assessment on admission to residential aged care or during the aged care
assessment process which informs an ongoing oral health plan
ensure access to dental professionals in residential aged care whose primary focus is improving quality
of life outcomes by ensuring residents are pain free, functional and comfortable
streamline a referral pathway for specialist dental intervention, where required
increase consumer oral health literacy to support older Australians living in the community and
residential aged care settings make informed decisions about their oral health needs.

Streamlining health, aged, community and disability accreditation
Challenge: Multiple, overlapping accreditation standards
The need to achieve accreditation against multiple, often overlapping standards represents a significant impost
for Victoria’s public hospitals and registered community health services which deliver multiple services across
the health, aged, disability, and community care spectrum.
Public hospitals delivering residential aged care under the standards go above and beyond existing minimum
aged care accreditation requirements with assessment under the National Safety and Quality Health Service
(NSQHS) Standards. Community health services deliver multiple services across the health, aged, disability and
community care spectrum and are required to achieve accreditation across, on average, six mandatory
standards.51 An analysis of financial burden of accreditation for registered community health services in
Victoria showed that, on average, registered community health services spend $20,000 per annum on
accreditation fees alone and employ more staff to manage accreditation. The variation in financial burden to
Hilton, S, Shappard, J & Hemsley, B 2016, Feasibility of implementing oral health guidelines in residential aged care settings: view of
nursing staff and residential care workers, Journal of Applied Nursing Research, vol. 30, pp. 194-203, doi: 10.1016/j.apnr.2015.10.005
50
Department of Health 2018, Aged Care Quality Standards, Australian Government, available at:
https://agedcare.health.gov.au/quality/aged-care-quality-standards.
51 Community health streamlining accreditation project 2018, Victorian Department of Health and Human Services, available at:
https://www2.health.vic.gov.au/about/publications/researchandreports/community-health-accreditation-project
49
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each service was significant, ranging between $500-$376,000 per annum in fees and 0.05-20 EFT staffing
respectively.52
A pilot project, completed in 2016, tested an approach to reduce the regulatory burden on public hospitals
providing both aged care and health care services. Two rural health services, both in Victoria, volunteered for
the pilot which saw the Australian Council on Healthcare Standards and the Australian Aged Care Quality
Agency (now the Aged Care Quality and Safety Commission) map existing standards against one another and
co-design an audit method for a combined team to jointly assess the quality of care against the respective
standards. An independent evaluation, revealed that the approach: reduced duplication of effort; promoted
the efficient use of resources and staff time in the health organisations; and enabled a holistic assessment of
the services in one visit.53 Unfortunately, the pilot was not expanded nor continued.
Compounding the existing burden associated with multiple accreditation requirements is the introduction of
the National Disability Insurance Scheme (NDIS) Quality and Safeguarding Framework, effective in Victoria from
1 July 2019. The framework introduces an additional layer of reporting for public hospitals and registered
community health services delivering NDIS supports through the introduction of new:
-

quality assurance mechanisms
complaints handling, serious incident reporting, and restrictive practice oversight systems
investigation and enforcement processes.

The public health sector recognises the importance and value of accreditation to ensure the delivery of safe,
effective, and person-centred care, however, the obligation to manage duplicated compliance requirements is
at odds with the intent of the red-tape reduction initiatives in aged care and other sectors and, importantly,
takes time away from clinical and support staff to deliver care and services required by their communities.
Good regulation should eliminate risk which would impact adversely on quality of life and it should support an
individual’s right to make their own decisions and take reasonable risks, however, this can sometimes be at
odds with a highly regulated system, where providers want to minimise regulatory breaches, such as allowing a
person to walk unaided as is their wish, despite a risk of falling.
The Victorian Department of Health and Human Services has committed to reviewing duplication across
standards and amended the 2017-18 Policy and funding guidelines to note that if a community health service is
already accredited for governance and management under a recognised standard, it is not required to gain this
accreditation again for its primary and community health funded services. While a promising state initiative,
greater collaboration across state and Commonwealth governments is needed to encourage system-wide
change and innovation.

Our recommendations to streamline aged, community and disability accreditation:
-

streamline accreditation standards and assessments at the state and Commonwealth level, to
strengthen quality frameworks and systems, and reduce unnecessary burden
support innovative models and their broader implementation to improve resource utilisation, in terms
of quality and safety capability, and capacity. Fund successful pilot projects to scale-up to ensure the
broader sector benefits from initial investments.

Community health streamlining accreditation project 2018, Victorian Department of Health and Human Services, available at:
https://www2.health.vic.gov.au/about/publications/researchandreports/community-health-accreditation-project
53 Australian Institute of Health Service Management, University of Tasmania, 2016, A single approach to achieving dual accreditation
52

Victorian Healthcare Association Ltd / ABN 54 004 228 111
Level 6, 136 Exhibition Street Melbourne Victoria 3000 T / 03 9094 7777 F / 03 9094 7788 E / vha@vha.org.au

vha.org.au
VHA Submission - Page 23

SUBMISSION

For more information contact:
Tom Symondson
Chief Executive Officer
Tom.symondson@vha.org.au
Emma Liepa
Director of Policy and Strategy
emma.liepa@vha.org.au
Ali Georgalas
Advisor, Health System Reform
ali.georgalas@vha.org.au

Victorian Healthcare Association Ltd / ABN 54 004 228 111
Level 6, 136 Exhibition Street Melbourne Victoria 3000 T / 03 9094 7777 F / 03 9094 7788 E / vha@vha.org.au

vha.org.au
VHA Submission - Page 24

