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Introduction

The Australian Nursing Federation (ANF) was established in 1924. The ANF is the national 

union for nurses and midwives in Australia with branches in each State and Territory. The 

ANF is also the largest professional nursing organisation in Australia. The ANF’s core 

business is the industrial and professional representation of nurses and nursing in Australia.

The ANF’s 175,000 members are employed in a wide range of enterprises in urban, rural 

and remote locations in the public, private and aged care sectors, including hospitals, health 

services, schools, universities, the armed forces, statutory authorities, local government, 

offshore territories and industries.

The ANF participates in the development of policy in nursing, nursing regulation, health, 

community services, veteran’s affairs, education and training, occupational health and 

safety, industrial relations, immigration and law reform. The ANF has also taken a positive 

role and active leadership in many of the Federal, State/Territory and local activities relating 

to aged care. ANF is represented on many relevant national committees including the Aged 

Care Workforce Committee, andthe Aged Care Advisory Committee, the National Agency 

Liaison Group.  The ANF also took a lead role in the establishment of the National Aged 

Care Alliance which ANF as Secretariat brings together a number of the key aged care 

stakeholders to develop consensus positions on matters of mutual interest and concern in 

relation to aged care.1

ANF members have consistently raised with us their concerns about the current delivery 

of aged care services both in residential and community care settings. Inadequate staffing 

levels, inappropriate skills mix, excessive workloads, declining standards of care, and 

excessive documentation, are frequently reported. These concerns, combined with the 

differences in wages between the aged care and acute sectors, have all contributed to 

difficulties recruiting and retaining qualified nursing staff to work in aged care. Although 

many of these issues are common to both residential and community aged care settings, 

due to time constraints, the ANF has focussed our submission on the area of greatest 

concern which is the provision of care for older Australians in residential aged care. Clearly 

there is a need for more discussion on the detail of matters pertaining to funding and delivery 

of services in the community for the elderly. The ANF will take other opportunities to raise 

issues relating to community aged care during the consultation phase of the Productivity 

Commission’s study.

The introduction of the policy of ageing in place has had significant implications for those 

providing care in residential facilities. Professor Warren Hogan, in his 2004 report2 found 

that the age, dependency and acuity of people in residential aged care facilities have 

increased and that as a direct result of the ageing in place policy, there are an increasing 

number of high care residents in low care facilities.

- 1 -

1 See www.naca.asn.au
2 Hogan W Pricing Review of Residential Aged Care 2004
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The National Health and Hospitals Reform Commission (NHHRC 2009) has forecast the 

number of aged care places will need to double as a minimum by 2030 to meet projected 

demand. Also, the Australian Government’s third intergenerational report projects that over 

the next 40 years the number of Australians aged 85 years and over will quadruple from 

400,000 in 2010 to 1.8 million by 2050.3

A national shortage of nurses and the wages gap between nurses working in the aged 

care sector and nurses working in the public hospital sector is exacerbating recruitment 

and retention difficulties in the aged care sector.  The wages gap currently stands at 44.6% 

or $393.77 per week national average under an Award and 15.2% or $168.52 per week 

national average under an Enterprise Bargaining Agreement (EBA).4

Given the ageing of the Australian population and the shortage of nurses in this sector, the 

ANF believes the state of the aged care industry nationally is of such concern that it must be 

a priority for all people in the Australian community and the Federal Government.  As a result 

of this ageing population, there is a changing face of care. It is projected that the number of 

people who have dementia will increase from around 230,000 in 2008 to 465,000 in 2030 

and to over 730,000 in 2050.5 The aged care sector will need more qualified nurses to care 

for this growing number of residents with dementia.

Nurses, midwives and Assistants in Nursing, (however titled) are the backbone of service 

provision in health and aged care.  Long term reform in the aged care sector will not 

succeed without the provision of a robust, highly educated and skilled nursing workforce, 

transparency and accountability of funding, additional funding for wages and attractive 

career paths in aged care.

- 2 -

3 Treasury 2010, Productivity Commission Issues Paper – Caring for Older Australians P.1
4 Australian Nursing Federation – Nurses’ Public Sector and Aged Care Wage Outcomes January 2002 -2010 
(Based on rates for RN Level 1 top increment)
5 Access Economics for Alzheimer’s Australia , Making Choices: Future dementia care: projections, problems and 
preferences. April 2009m Executive Summary
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Recommendations

1 That the Australian Government fund the ANF to develop minimum standards that 

 provide for staffing levels and skills mix in aged care settings.

2 That there is recognition of the professional skills of Assistants in Nursing, (however 

 titled) through a national licensing system regulated by the Nursing and Midwifery 

 Board of Australia (NMBA)

3 That there is a mandated/legislated Federal requirement for 24 hour registered nurse 

 cover for all high care residents in aged care facilities, inclusive of those low care 

 facilities with ageing in place.

4 That the Australian Government fund the development of a workload management tool 

 for use in residential aged care to be linked to the existing Aged Care Funding 

 Instrument (ACFI).

5 That the ACFI funding model be reviewed by the Australian Government to enable the 

 incorporation of Nurse Practitioners in aged care.

6 That the current regional and rural undergraduate and postgraduate scholarships, 

 funded by the Australian Government for nurses working in aged care, be extended to 

 include urban areas.

7 That a mechanism be developed by the Australian Government to monitor the use of 

 funds by Residential Aged Care Facilities (RACF) to develop and implement Graduate 

 Nurse Programs in aged care.

8 That, in line with Recommendation 7, there is an acquittal system implemented to 

 ensure the money made available for the graduate nurse programs is directed to 

 wages and educational support for Graduates.

9  That the Australian Government determine a benchmark of the cost of care in aged 

 and community care.

10 That the Australian Government close the wages gap between nurses and Assistants 

 in Nursing, (however titled), working in aged care and their public hospital counterparts.

11 That dedicated funding is made available by the Australian Government to close 

 the wages gap, and that provision of the funding is conditional on the achievement and 

 maintenance of wage parity.

12 That the Australian Government legislates for the introduction of annual reporting on 

 the way aged care providers spend their funding, particularly on care activities and 

 staff.

- 3 -
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13 That the funding arrangements for accommodation and care components of aged care 

 services be accounted for separately, using the ACFI model.

14 That the aged care standards agency is required to use professional guidelines as 

 benchmarks during accreditation. 

15 That a national education program be developed by the Aged Care Standards and 

 Accreditation Agency (ACSAA) to ensure consistent application of national benchmarks 

 of their Accreditation Standards and Quality Care Principles to enable alignment of all 

 processes, with the end result being to the assurance of high quality care to our frail 

 elderly citizens.

16  That compulsory benchmarks are federally legislated by the Australian Government in 

 relation to occupational health and safety in residential and community aged care.

17 That an independent Aged Care Complaints Commission be established with an Aged 

 Care Complaints Commissioner appointed who will report directly to the Federal 

 Minister for Ageing.

- 4 -
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Staffing and Skill Mix

Staffing and skill mix is the terminology the ANF use to facilitate the discussion around 

the crisis in the care standards in aged care.  This language is widely accepted by nurse 

academics and representatives of government and most importantly nurses working in the 

sector. In a professional context, the concept of skill mix relates to the ways in which variously 

qualified nurses and assistants in nursing have organised nursing work so that professional 

standards of nursing are met. This is by applying a range of accepted qualifications and 

experience of nursing and Assistants in Nursing, (however titled), to achieve a standard of 

care. Specifically, the term “skill mix” in the aged care sector means, the provision of direct 

and indirect aspects of nursing care to a resident6. The adoption of an agreed skill mix in 

the aged care sector enables workers with qualifications other than nursing or with minimal/

no qualifications, to work under the supervision and delegation of registered nurses in the 

provision of aspects of nursing and personal care. 

Statistics indicate there are increasing numbers of older Australians entering residential 

aged care who have a high degree of frailty and present with both acute and chronic health 

conditions that require specialist professional nursing7. At a time when residents of nursing 

homes are requiring more complex care, there has been a reduction in the overall skill 

mix and a marked depletion of nursing workforce, that has resulted in some care homes 

no longer employing registered nurses on all shifts.  Where they are employed, they work 

in relative isolation from other health care professionals and are often required to manage 

Assistants in Nursing, (however titled).

The ANF is taking a leadership role in attempting to address the aged care workforce issues 

through a national campaign launched in 2009. The, Because We Care, campaign has four 

key aims:

 • The right balance of skills and nursing hours so that nursing and Assistants 

  in Nursing, however titled, can provide quality care for every resident

 • Fair pay for aged care nurses and Assistants in Nursing, however titled who are 

  paid up to $300 per week less than nurses in other sectors

 • Recognition of the professional skills of Assistants in Nursing, however titled 

  through a national licensing system

 • A guarantee that taxpayer funding is used for nursing and personal care for each 

  resident.8

- 5 -

6 New South Wales Nurse’s Association. 2001. What do Nurses Think About Aged Care? [Report]
7 Australian Institute of  Health and Welfare. 2008. Residential aged care in Australia 2007-8: a statistical overview. 
Aged Care statistics series 28. Cat.no. AGE58. Canberra: AIHW
8 Australian Nursing Federation. 2009.  National Aged Care Campaign. Because we care: quality care for older 
Australians.  Available at: http//www.anf.org.au
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The ANF considers that the achievement of these aims would result in an improvement in 

the quality of care for older Australians.

The ANF has a primary interest in issues relating to the aged care workforce, including 

available numbers, qualification, and employment standards of nurses and Assistants in 

Nursing, (however titled). Many factors have increased the intensity of nursing care relevant 

in aged care at a time when registered and enrolled nursing numbers have diminished. 

Much of the nursing care is being provided by assistants in nursing, however titled, who 

may not have the qualifications or skills commensurate with the care needs of the resident 

profile. 

Residential aged care is meeting the care needs of an increasingly more dependent group of 

people. By far, the majority of residents at 30 June 2008 were assessed as high-care (70%). 

By way of contrast, 58% of residents were classified as high-care in 1998. In addition, 66% 

of permanent residents who were admitted during 2007–08 were classified as high-care.9

The numbers of residential aged care places increased by 5,401 in the twelve month period 

from 30 June 2007 to 30 June 2008. The age profile of the resident population continues 

to increase. Over half (55%) of the 157,087 residents at 30 June 2008 were aged 85 years 

or older, and over one-quarter (27%) were aged 90 years and over. Overall, only 4% of 

residents were less than 65 years of age.10 

At the same time as numbers of residents are increasing, so is their dependency; while the 

numbers of registered and enrolled nurses employed in residential aged care has fallen 

from 38,633 in 1995 to 30,640 in 2007, a decline of 7,993.11 This significant decline in the 

number of registered nurses has resulted in substantial skill loss from the residential aged 

care sector, and this, combined with the increase in dependency levels, places further 

pressure on this sector. Staffing levels and the skill mix of staff impact directly on the 

workloads of nurses, and ultimately on the quality of health outcomes for residents.

It should be noted that overall, the average number of full time equivalent (FTE) qualified 

nursing staff per occupied bed in private acute and psychiatric hospitals is ten times that in 

the aged care sector.  The average number of FTE nursing staff (including RN’s and EN’s) 

per occupied bed is 1.4 whereas in aged care, the average EFT of RN’s and EN’s per 

occupied bed is 0.14.12

- 6 -

9 Australian Institute of  Health and Welfare. 2008. Residential aged care in Australia 2007-8: a statistical overview. 
Aged Care statistics series 28. Cat.no. AGE58. Canberra: AIHW. P39.
10 Ibid. p39.
11 Australian Institute of Health and Welfare, 2009.  Nursing and Midwifery Labour Force 2007. AIHW Cat. No. HWL 
43.Canberra: AIHW.
12 Australian Bureau of Statistics.  Private Hospitals, Australia 2008-2009. Canberra; ABS 2010, Table 2.11 p.31 
AIHW 2009 Residential Aged Care in Australia 2007-2008: A Statistical Overview. Canberra; AIHW 2009 p.vi NILS 
re EFTs in aged care
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The ANF is concerned by the practice of replacing registered and enrolled nurses with 

assistants in nursing, however titled in order to provide a ‘cheaper’ alternative workforce. 

The NILS survey on the aged care workforce found that there had been a substantial 

substitution of assistants in nursing, however titled for nurses in recent years.13

The ANF is supportive of the use of assistants in nursing, however titled in residential aged 

care facilities, and views them as an integral component of the nursing family in their work 

with registered and enrolled nurses, to provide nursing care at a professional standard. 

Indeed, the ANF provides industrial coverage and representation for these workers and 

includes them in all areas of ANF activities. We are, however, opposed to the replacement 

of registered and enrolled nurses with assistants in nursing, however titled where the work 

requires the skills and knowledge of either a registered or enrolled nurse.

Assistants in nursing (however titled) generally are educated and competent to provide a 

basic range of personal services and some are competent to be delegated other aspects 

of nursing care by registered nurses. However, assistants in nursing (however titled) are 

not able to always recognise serious problems including changes in the health status of 

an increasingly frail and vulnerable cohort of residents who often live with multiple chronic 

conditions and who are at high risk of injury and side effects of complex medication and 

health treatment regimes on top of old age and in some instances acute on chronic health 

issues.  Approximately 30 % of assistants in nursing, however titled do not have formal aged 

care qualifications.14 These care workers require supervision and support from registered 

nurses.  In fact, some Hospital Admission Risk Programs (HARP) have now been extended 

to include registered nurses visiting residential aged care facilities to provide nursing advice 

and plan nursing care for aged care providers as they do not have adequate numbers of 

registered nurses employed to undertake ’grass roots’ nursing.

It is therefore critical there are minimum staffing levels in all aged care facilities, 24 hour 

registered nurse coverage wherever there is one or more high care residents; and for each 

facility employing nurses that a full time director of nursing (or classification equivalent) is 

employed. It is also critical that national benchmarks of care are developed that are directly 

linked to relevant skill mix of staff required to deliver appropriate care. 

- 7 -

13 Richardson S 2004 The Care of Older Australians: A picture of the residential aged care workforce National 
institute of Labour Studies Flinders University Adelaide Australia
14 2007 National Aged Care Workforce Census
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In a decision of the Coroners Court of Victoria, (Attachment A) Coroner Audrey Jamieson 

says:15

The absence of Registered Nurses – a regulated profession – is not readily 

understood by reference to “high level care” and “low level care” beds or indeed 

“hostel”/”nursing home”.  The “degree” of supervision may vary between the 

differently classified facilities but what is common to them is a class of people 

who are otherwise unable to independently attend to their activities of daily living 

and who are reliant upon others to supervise and come to their aid in the event 

of a medical emergency.  In the delivery of services to this reliant, vulnerable 

and increasingly dependant group of people there is a compelling argument in 

my opinion, for all of these facilities-regardless of what we call them- to have 

registered nurses on the premises on every shift. The presence of Registered 

Nurses would help to support the residents of these facilities and the Personal 

carers who increasingly, are the group of employees providing the majority of 

care in the aged care setting.  PCAs do have a level of training….however in 

the absence of regulation there lacks, in general terms, an ability to monitor 

the standard of delivery of care.  PCAs receive basic training which does not 

empower PCAs to deal with a medical emergency.

The combination of high care resident needs and an underskilled, understaffed workforce 

are, in the opinion of the ANF, a major factor in quality of care problems which arise in 

aged care facilities. The obligation placed on the provider in the Accreditation Standards 

(Schedule 2 of the Quality of Care Principles 1997) requires that:16

There are appropriately skilled and qualified staff sufficient to ensure that 

services are delivered in accordance with these standards and the residential 

care service’s philosophy and objectives.

Yet the Aged Care Standards and Accreditation Agency reported in August 2008:17

…that a significant proportion (of non-compliant homes) did not maintain 

appropriate numbers and types of staff, with many of them not being able to 

ensure that staff skills and qualifications were the right fit for the work required 

and to reflect their residents’ needs. 

…in homes where workloads are unrealistic, or where staff are unqualified, 

poorly trained or poorly deployed, then process malfunctions will occur across 

a wide range of expected outcomes. Employment of staff without appropriate 

skills may exacerbate any staff shortages as this may lead to inefficiencies in 

time and effort and place greater work related stresses on staff.

- 8 -

15 State Coroner Victoria: Record of Investigation into the Death of Annunziata Fedele, Case No. 4545/05, 28 April 
2008, p9-10.
16 Attorney General’s Department. Quality of Care Principles. 1997. Federal Register of Legislative Instruments. 
Canberra. P17. Available at:  
http://ww.comlaw.gov.au/ComLaw/Legislation/LegislativeInstrumentCompilation1.nsf/0/FE2DB3472E447CA257412
00168B72/$file/QualityofCarePrinciples1997.pdf.
17 Aged Care Standards and Accreditation Agency. The Standard. August 2008. p3.
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Increasing numbers of residents with higher and more complex care needs have added 

to the workloads of nursing care staff in residential care settings. The available nursing 

and aged care staff numbers per resident have in many instances decreased despite this 

increase in the proportion of residents classified as requiring ‘high care’. As a result, a 2003 

survey reported that over two-thirds of direct care employees in residential facilities felt they 

were not able to spend enough time with each resident and were too rushed to do a good 

job.18

A 2007 Australian study found skills mix was a significant predictor of patient outcomes. 

Reinforcing the findings of other international studies, a skills mix with a higher proportion 

of registered nurses produced statistically significant decreased rates of negative patient 

outcomes such as decubitus ulcers; gastrointestinal bleeding; sepsis; shock; physiologic/

metabolic derangement; pulmonary failure; and failure to rescue. The study found one 

extra registered nurse per day would reduce the incidence of decubitus ulcers by 20 per 

1000 patients, of pneumonia by 16 per 1000 patients, and of sepsis by 8 per 1000 patients. 

Patients are also less likely to fall and suffer injury as registered nursing hours increase.19

In 2009 the ANF commissioned Access Economics to examine changes in the residential 

aged care (RAC) workforce over recent years and the implications of these for the future. 
20 The following extract contains information which the ANF considers useful for the 

Productivity Commission review of Aged Care Services in Australia:

In the acute sector there is evidence that more nursing hours for patients bring 

quality of care and economic benefits (Duffield, 2008; Needleman et al, 2002; 

Kane et al, 2007; Aiken et al, 2003) through decreased complications, higher 

care standards and improved outcomes, measured using various indicators (e.g. 

behavioural and pain management, sleep, infection control, emotional support 

and so on). Studies similarly show that care delivered by RNs in RAC settings 

is strongly related to better resident outcomes (Horn et al, 2005). An implication 

is that future residents should be made aware of a facility’s resident-nurse ratio 

when considering a place.

The report noted quality of care implications centred around skills mix issues 

in the RAC sector which include the inability to ensure adequate staffing and 

inadequate preparation of staff for their roles. A particular problem is the limited 

availability of specialised nursing care and thus clinical care limitations, which can 

have serious adverse consequences for the frail aged.

- 9 -

18 Richardson, S. and Martin, B 2004.  The Care of Older Australians: A Picture of the Residential Aged Care 
Workforce. National Institute of Labour Studies for the Department of Health and Ageing.  Flinders University, 
Adelaide.
19 Duffield,C.,Roche, M.,O’Brien-Pallas,L.,Diers,D., Aisbett, C., King,M., Aisbett, K. and Hall, J.2007.Glueing it 
together: Nurses, their work environment and patient safety. Final Report. Centre for Health Services Management, 
University of Technology, Sydney.
20 Australian Nursing Federation. 2009.  Nurses in residential aged care. Report by Access Economics Pty Ltd.  
Available at:  http//www.anf.org.au
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The reduction in the number of nurses and the subsequent changes to skill mix is leading to 

a lower level of safety and quality of care and putting these vulnerable residents at risk. 21   

The aged care accreditation data on failed standards reveals this reduction in the numbers 

of nurses has led to a decline in quality of care with residents exposed to serious risk from 

neglect, poor infection control, malnutrition and dehydration, and assault.22

With the introduction of ageing in place, high care is not the only level in aged care that 

has complex care needs and polypharmacy requirements, inclusive of administration of 

schedule 8 and 9 medications and intravenous drug therapy.  Residents in low care also 

require complex nursing care and have polypharmacy requirements.

The Bentley’s 2009 National Residential Aged Care Survey provides a breakdown of 

average “care staff” hours per resident.  “Care staff” includes Director of Nursing, different 

experience levels of Registered Nurse, Enrolled Nurses, Assistants in Nursing, Assistant 

Nurses, Activities staff, Personal Care Workers and Therapists.   Based on the survey data, 

the average hours of care (ie provided by all care staff) per resident per day totals 2 hours 

and 36 minutes per day (24 hours).  On average just 36 minutes of care per resident per 

day is provided by Registered and Enrolled Nurses.

A comparison with the Bentley’s 2004 data shows total care staff hours averaged 3 hours 

and 14 minutes per resident per day, with 63 minutes of that care provided by Registered 

and Enrolled Nurses.  Not only do the figures indicate an alarming decrease in total care 

hours since 2004, it also demonstrates that Registered Nurses and Enrolled Nurses are 

currently providing almost fifty percent less of the care now than in 2004. 

High quality residential aged care directly correlates to the skills and education associated 

with people who provide that care, namely registered and enrolled nurses and assistants 

in nursing, however titled.  Enabling career development through continuing education and 

upskilling opportunities is a pre-requisite to ensuring the skills mix responds to changing 

care needs (more high and chronic type care), including more specialised training, such 

as dementia care programs. Upskilling enrolled nurses and assistants in nursing, nursing 

assistants and personal care workers(however titled) is critical given their share of the 

residential aged care workforce. The number of undergraduate nursing places should be 

increased such that they are adequate to meet future demand, and should emphasise aged 

care specific places and encourage graduates to enter the aged care sector. Graduate 

nurse programs should be implemented into the aged care sector as a matter of priority 

and the graduates should be supported financially and educationally to not only complete 

the program but have a defined career path in aged care. Existing regional and rural 

Government scholarships for undergraduate and postgraduate aged care study should 

be extended to include metropolitan areas to encourage and prosper recruitment in these 

areas.

- 10 -

21 Aged Care Standards and Accreditation Agency.  The Standard, August 2008.p.3
22 Department of Health and Ageing.  Report on the operation of the Office of Aged Care Quality and Compliance,  
1July-31 December 2007.
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In addition, the ANF strongly supports the role of the nurse practitioner in aged care. 

Nurse practitioners are registered nurses with the education and extensive experience, 

as recognised by the Nursing and Midwifery Board of Australia, required to perform in an 

advanced clinical role. A nurse practitioner’s scope of practice extends beyond that of the 

registered nurse. The nurse practitioner role includes assessment and management of 

clients using extensive nursing knowledge and skills and may include but is not limited to 

the direct referral of patients to other health care professionals, prescribing medications and 

ordering diagnostic investigations.23

In aged care settings, nurse practitioners have an important role in providing support 

and direction to registered nurses and enrolled nurses in the complex care needs and 

chronic disease management of residents such as diabetes, respiratory conditions, urinary 

conditions, and cardiac disease, and providing timely intervention to prevent unnecessary 

admission to tertiary health care facilities.

Also, ANF argues that assistants in nursing, however titled should be regulated by the same 

regulating body that regulates registered nurses, midwives and enrolled nurses, namely 

the Nursing and Midwifery Board of Australia.  The licensing of this group of care workers 

will afford them benchmark education and make them accountable to the public for their 

practice, as is the case for all professional health workers.  This is also the recommendation 

of the Coroners Court of Victoria in Case no: 3662/03 (Attachment B) where Coroner 

Audrey Jamieson states:24 

The demarcation between the provision of care and services by Registered 

Nurses and those provided by Personal Care Attendants is in many respects, 

an artificial one created and driven by economics.  PCAs are not regulated 

as is the nursing profession.  Regulation of health professionals provides a 

systematised ability for the monitoring of standards of delivery of care.  As 

the demand for all levels of health care, supportive and residential facilities 

increases with our ageing population, I recommend that the appropriate 

bodies including the Minister for Health, the Nurses Board of Victoria and 

the Australian Nursing Federation collaboratively review whether PCAs 

can be “regulated” in a similar manner as other health professionals.

Similar general recommendations have again been made by Coroner Jamieson in Case No. 

4545/05 (Attachment A). 25

- 11 -

23 Australian Nursing Federation (2009).  A snapshot of nurse practitioners in Australia.  Melbourne: ANF. Available 
at: http://www.anf.org.au
24 State Coroner Victoria: Record of Investigation into the Death of Kathleen Joyce Barnes, Case No. 3662/03, 1 
April 2008, p13.
25 State Coroner Victoria: Record of Investigation into the Death of Annunziata Fedele, Case No. 4545/05, 28 April 
2008, p12.
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In licensing or regulating assistants in nursing (however titled) we need to define the worker 

and the role.  The introduction of complementary regulation will protect the worker and the 

role and prevent the introduction of yet another tier of health worker.  The ANF believes 

there also needs to be national benchmarking of the courses that lead to becoming an 

assistant in nursing, however titled and mapping of the existing worker to transition to the 

new national benchmarked course.  (The Federal Government has already announced 

$1000 per worker in aged care for training to occur).

The licensing of assistants in nursing (however titled) is also in the interest of protection 

of the public.  Registered nurses, midwives and enrolled nurses are registered with their 

regulatory body which makes them accountable for their scope of practice.  Registered 

health practitioners have to attend mandatory continuing education, hold professional 

indemnity insurance, demonstrate recency of practice, and obtain the required English 

language skills standard.

The ANF supports the reservation and protection of title.  This requires that there is a 

formal classification and naming of craft groups, for example health care support workers.  

Under this option particular titles of the craft group can only legally be used by those who 

are licensed by the relevant registration board.  A statutory registration board establishes 

qualifications and character requirements for entry to the profession, develops standards of 

practice, and receives and investigates complaints of unprofessional conduct, poor health 

or performance and applies sanctions, if necessary, including deregistration.  It is difficult 

for a deregistered worker to practice because if they advertise their services to the public or 

use the reserved title they can be prosecuted through the courts for committing an offence.  

This form of regulation assures consumers that workers are qualified to provide services 

and their practice is subject to the scrutiny of a registration board.

This form of licensing is consistent with the current system for the registration of health 

professionals which could be modified to add another level of health and aged care worker 

to an already established model of regulation that is understood by community and the 

health and aged care industries.

Recommendations

1 That the Australian Government fund the ANF to develop minimum standards that 

 provide for staffing levels and skills mix in aged care settings.

2 That there is recognition of the professional skills of Assistants in Nursing (however 

 titled) through a national licensing system regulated by the Nursing and Midwifery 

 Board of Australia (NMBA)

5 That the ACFI funding model be reviewed by the Australian Government to enable the 

 incorporation of Nurse Practitioners in aged care.

- 12 -
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6 That the current regional and rural undergraduate and postgraduate scholarships, 

 funded by the Australian Government for nurses working in aged care, be extended to 

 include urban areas.

7 That a mechanism be developed by the Australian Government to monitor the use of 

 funds by Residential Aged Care Facilities (RACF) to develop and implement Graduate 

 Nurse Programs in aged care.

8 That, in line with Recommendation 7, there is an acquittal system implemented to 

 ensure the money made available for the graduate nurse programs is directed to 

 wages and educational support for Graduates.

The nursing shortage

Over the past decade a number of reports have been produced examining the nursing 

workforce and various specialist components of the nurse workforce.

Although each of the national nursing workforce reports differ slightly in their findings due to 

the various data sources and methodologies, there are consistencies in both identification 

of key drivers of supply and demand and findings in terms of projected supply and demand. 

These include:

 • the general inadequacy of numbers of nursing graduates produced over recent 

  years to meet demand (in terms of both replacement and growth in demand for 

  health services);

 • the ageing of the nursing workforce (and projected retirements), decreasing hours 

  worked and turnover and the effect on the ability of the nursing workforce supply 

  to replace itself; and

 • growth in demand for health services expected to increase especially in the aged 

  care sectors but also across acute care sectors.

 • Increasing demands from state and federal governments to increase the health 

  sector productivity

While there is some variation in the projected supply and demand in each report, they all 

show this shortage becoming more marked.

The reports also find that there is a shortage across all states and more significantly in the 

aged care sectors. The preference of nurses to work in acute hospitals sectors with younger 

people and the existence of comparatively low rates of pay ( ie comparable EBA wage 

levels)  and heavy work load requirements are factors which make nursing less attractive 

in the aged care sector.
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While assessing the level of demand and the numbers of workers that are therefore needed 

is not straightforward and requires sophisticated modelling it has been estimated that there 

was a shortage of between 10,000 and 12,000 nurses for 2006, rising to an expected 

shortage of between 10,000 and 13,000 in 2010 (AHWAC 2004).

The Australian Nursing Federation is of the view that aged care nursing must be at the 

forefront of the health care profession as a specialist area of clinical practice. A specialist 

area that is attractive to all nurses and offers an entry to nursing practice opportunity for 

people interested in assisting nurses in caring for older people, who require both complex 

nursing care and assistance with personal care.

The aged care sector is well placed to offer:

 • traineeships in nursing to assistants in nursing, however titled

 • promote images of registered nursing work in aged care to undergraduate and 

  post graduate  nursing education preparation as dynamic and exciting 

 • develop robust graduate registered and enrolled nurse programs in aged care 

  settings

 • formalise preceptor and mentorship programs for nurses at all stages of their 

  carer

 • upskilling of existing aged care workforce, including carers into nursing programs 

  like traineeships in enrolled nursing or nationally recognised training programs at 

  certificate III and IV in aged care for assistants in nursing

Workload Management Tool

The ANF recommends that a tool be developed that nominates/estimates minimum staffing 

levels and skill mix for use in residential aged care.

Care planning and documentation of care in residential aged care facilities and aged 

care hostels is a professional process26.The principles underpinning documentation and 

planning for residential aged care are is done by registered nurses in accordance with 

legislation, and guiding principles27. The current funding mechanism for aged care is the 

Aged Care Funding Instrument (ACFI) that was introduced in 2008 to replace the former 

Resident Classification Scale (RCS). The ACFI focuses on health professionals – usually 

registered nurses, answering a range of specific questions and completing checklists that 

are directly related to the provision of a resident’s care that best assesses the resident’s 

dependency., However the ACFI doesn’t exactly prescribe or imply the type of (nursing) 

care a resident is to be provided, nor does it prescribe the qualification of the person that is 

required to administer care to a resident of a residential aged care facility.
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The ANF asserts that the ACFI lends itself to an easy transition from solely focusing on 

the needs of residents, to including the demand for, and funding of, nurses. With minimal 

adjustments, the ACFI is used to assess the care needs of residents and could easily 

with some modification determine the best type of skills required to provide the optimal 

level of assessed care, with the appropriate  level of education, knowledge and skill to do 

so. Hence, every resident in an aged care facility would not only be assessed in terms of 

their low, medium or high level care needs, but also on different types of services that are 

provided by registered and enrolled nurses and assistants in nursing, however titled.

The designer of the ACFI, Richard Rosewarne has developed a framework that will allow 

the development of staffing and skill mix outcomes that is linked to ACFI assessment suite 

for residential aged care.  The tool will develop a relationship between staffing levels, skills 

mix and the care needs of residents in aged care.  The tool can use the ACFI profiles to 

show the range of basic staffing level mix to high level staffing mix needed for a given facility, 

thus developing methods to calibrate staffing levels to particular resident types and needs.28 

The ANF supports the further development and trialling of this framework.

It is the view of the ANF that the ACFI funding model should also enable aged care 

facilities to incorporate the role of nurse practitioners. There is evidence that shows 

nurse practitioners and nurse practitioner candidates can save governments hundreds of 

thousands of health care dollars.  The New South Wales Department of Health estimates 

that the work of a nurse practitioner candidate working in aged care treating the elderly in 

their homes and in RACF’s has saved the hospital $1.5m in averted hospital admissions for 

the over 65 year age group.29

An analysis of two ACT nurse practitioners showed a substantial cost savings by admission 

of residents into RACF’s directly from home and not from hospital. In six months the nurse 

practitioners saved 350 bed days at a cost of $1,265 per day or a total of $44,750.30

This ACFI staffing proposal has not been considered by the Department of Health and 

Ageing (DoHA) for implementation and the ANF call on the Australian Government to 

explore the possibilities of implementing it.

The ANF undertook a survey of its members employed in residential aged care services 

across the country to ascertain the most current and clear picture from the coalface of 

residential aged care, in order to formulate a considered response to the key questions 

posed in the December 2009 Discussion Paper: Review of the Aged Care Funding 

Instrument.  Members found that ACFI does not recognise the substantial time spent by 

staff and particularly senior staff supporting and managing the care of partners/family. Often 

this time commitment is considerable in high care when managing complex issues and end 

of life care. The ACFI also fails to recognise the need for interdisciplinary consultation and 

management of individual residents and development of complex care needs documentation.

- 15 -

28 Rosewarne R 2009  Researching Staffing and Skills Mix in Residential Aged Care Applied Aged Care Solutions
29 Australian Nursing Federation  (2009).  Primary Health Care in Australia: A nursing and midwifery consensus 
view. P31.
30 Ibid. P 32



Australian Nursing Federation
Submission to the House of Representatives Standing Committee on Health and Ageing Inquiry into Obesity in Australia - June 2008

Australian Nursing Federation | Initial Submission to the Productivity Commission Inquiry - Caring for Older Australians - July 2010

The other aspect is that the funding levels do not allow for the numbers and qualification 

levels of staff required to provide complex care, particularly in end of life and behaviourally 

challenging residents. 

Other respondents to our survey expressed that in most instances it is difficult to score a 

resident to reflect their ‘true’ care needs as the ACFI assessment does not permit some 

areas of care to be captured. The ANF acknowledges that this is because the ACFI is a 

funding tool, rather than a care tool. However, respondents stated that the impact of this is 

that some residents miss out on the highest quality of care that they deserve. 

The majority of respondents to the ANF survey did not consider that the ACFI recognised 

the various roles of staff involved in the delivery of residential aged care, including enrolled 

nurses, assistants in nursing, nursing assistants and personal care workers, however titled 

and allied health professionals. 

Particular mention was made of the extensive role of registered nurses in medication 

management and that the time for all of the aspects of this was not appropriately reflected 

in the ACFI.

Medication management by RN is not recognised. Medication management 

is more than the time it takes to give a person a tablet. That is the end result. 

RNs spend many hours chasing up INR reports [international normalised 

ratio for determining clotting tendency for patients on ‘blood thinning therapy], 

following up lab results for infections none of which is reflected in the tools. 

Even following up phone orders and monthly reviews of DDA [dangerous 

drugs of addiction] take huge amounts of time but cannot be claimed for under 

ACFI.

The ANF is acutely aware that staff levels and skills mix in residential aged care is extremely 

important for the future of the sector.  There are a variety of models and indeed outcomes 

and the ANF is very cognisant of the differences.

The ANF has endorsed as policy the provision of appropriate standards of nursing care in 

the RAC sector that require:

 •  A minimum of 4.5 hrs of nursing care per resident per day;

 •  24 hour registered nurse cover where there is ageing in place

 •  Each facility which employs nurses to employ a full time Director of Nursing (or 

  classification equivalent);

 •  The provision of safe nursing care in the aged care sector requires a designated 

  number of registered nurses, enrolled nurses and assistants in nursing, (however 

  titled) at an appropriate skill mix. The skill mix must reflect the care needs and 

  acuity of residents and is calculated using an ANF supported mechanism.
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In order to determine appropriate skill mix within the staff/resident ratio a skill mix tool needs 

to be developed which is based on the ACFI funding tool.  The ANF is continuing work in 

this area. The principles for the design of such a staff/resident/skill mix tool are as follows:

 • it is transparent and can be easily understood by managers, nursing and care 

  staff, the ACSAA and residents/families

 • it will be used as the primary indicator of whether a provider has met its obligations 

  under the Aged Care Principles in providing an adequate number of appropriately 

  qualified nursing and care staff

 • the calculation of minutes/hours of care per resident per day for different  resident 

  needs within the skill mix tool is evidence based and sufficient to ensure quality 

  care

 • the staffing requirements are expressed as EFT per day for RNs, ENs and 

  licensed Assistants in Nursing, however titled, and allocated as actual staff 

  positions on a roster which can be observed and verified (rather than less 

  verifiable such as nursing hours or minutes per patient per day)

 • care staff within the skill mix tool will only consist of  RNs, ENs and licensed 

  licensed assistants in nursing, however titled

 • the tool takes into account the ACFI score of each resident, together with 

  weighting for other factors relevant to workload and care quality (e.g. special 

  needs or facility design) 

 • the staffing needs for each facility would usually be re-evaluated four times a year 

  to ensure stability for residents,  management and staff, unless there are 

  significant and sudden changes in acuity

 • the staffing re-evaluation and a written confirmation that resultant staffing 

  changes have been implemented must be provided to ACSAA as part of normal 

  reporting requirements.  Compliance with the evaluation will be measured in any 

  scheduled accreditation review or spot audit

Recommendations

4 That the Australian Government fund the development of a workload management tool 

 for use in residential aged care to be linked to the existing Aged Care Funding 

 Instrument (ACFI).

5 That the ACFI funding model be reviewed by the Australian Government to enable the 

 incorporation of Nurse Practitioners in aged care.
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Wage disparity and Pay Equity

In nursing, the under-valuing of women’s work is a significant contributor to the gender pay 

gap that has remained unaddressed (despite various wage cases, industrial campaigns and 

the widespread shortage of nurses). Although highly regarded by the community, nurses 

are chronically undervalued by employers. The enduring failure to remedy the situation has 

entrenched nursing recruitment and retention problems in all states and territories across the 

country.

Ninety three percent of the direct care workforce in aged care is women. Nurses and others 

employed in the aged care sector continue to experience the double disadvantage of working 

in an undervalued and underpaid occupation in a sector that does not receive adequate 

resources or recognition. 

This issue was singled out in the recent Parliamentary report, Making it Fair, which notes the 

amount of evidence presented on the situation of women employed in the aged care sector. 

The Committee’s chair highlights this point and states:

“Whilst the recommendations of this report do not specifically address this 

industry it is clear that action needs to be taken to improve wages and 

conditions.  …. I am aware of the dependence on the Australian government for 

the funding of this sector.  I urge the responsible Ministers (including the Minister 

for Finance) to look at how we can responsibly increase the funding for wages 

in this sector).” 31

Since the inception of enterprise bargaining, wages for aged care nurses have been 

significantly affected, as effective bargaining has been difficult in a segmented sector with 

such a large number of facilities spread across the nation. The current wage disparity between 

nurses working in aged care and their colleagues working in the acute care sector sends a 

very loud message that nurses in the aged care sector are deemed to be worth less than 

their nursing colleagues. This message is being sent as we encourage new graduates and 

their experienced colleagues to seek opportunities in gerontic nursing. This contributes to a 

devaluing of not only working in aged care, but of older people within our society.

Nurses, both enrolled and registered, are a significant investment that must be adequately 

funded. Nurses are the key to the quality of aged care and health services provided to 

Australians both now and in the future.

The history of nursing awards up to 1996, at both federal and state levels, was characterised 

principally by industrial tribunal decisions establishing and maintaining minimum common 

national rates of pay and conditions of employment.
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In a series of decisions in the late 1980’s and early 1990’s the Australian Industrial Relations 

Commission (AIRC) established in federal awards professional wage rates and conditions of 

employment for the nursing profession in every state and territory other than in New South 

Wales (NSW) and Queensland (QLD). An important feature of these tribunal decisions was 

an acceptance by the tribunals that nurses should be remunerated in accordance with their 

levels of responsibility, standards of education and experience rather than based on their 

particular nursing sector within which they are employed.

Between 1996 and 2007 federal awards were periodically reviewed and minimum conditions 

reduced.   This decline accelerated upon the introduction of “WorkChoices” which radically 

altered the role of awards. WorkChoices introduced new legislative objects concerned with 

the functioning of awards and the role of the Commission in relation to them. It significantly 

limited the extent to which awards could act as a comprehensive safety net of minimum 

working conditions by removing any reference to fairness and requiring that awards provide 

only ‘a safety net of minimum entitlements’.

In contrast state tribunals, particularly in NSW and QLD periodically reviewed and adjusted 

state awards to ensure that they reflected community standards.

Since 1996 the actual nursing wages and conditions of employment declined in real terms 

and progressively fragmented those who were able to secure collective agreements and 

those who were not. 

In March 2008 and following a formal request from the Australian Government, the AIRC 

commenced a process of reviewing and rationalising federal and state awards in the new 

national workplace relations.  

At the conclusion of this exercise more than 1,500 have been reviewed and condensed or 

merged into 122 registry or occupational awards.  

For nurses and nursing employers it meant that around 50 federal awards and 80 state 

awards were merged into a single occupational award applying to employers of registered, 

enrolled or assistants in nursing, however titled.

As a consequence of the award modernisation exercise conducted by Fair Work Australia, 

and to a lesser extent due to the decision by a number of states to refer specific industrial 

relations powers to the Commonwealth, the vast bulk of nursing staff employed in all sectors 

other than the state public sectors are covered by the Nurses Award 2010 (MA000034).

The Nurses Award 2010 provides terms and conditions of employment which along with 

National Employment Standards provide the new minimum safety net for registered nurses, 

enrolled nurses and assistants in nursing, however titled employed throughout Australia in 

the health industry.
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Employers, who employ nursing staff under the terms of the Nurses Award 2010, operate 

in diverse parts of the community and health sector including hospitals, prisons, residential 

aged care facilities, medical clinics, factories and in people’s homes.  

In establishing an occupational award for nurses, the Nurses Award 2010 is an award that 

applies to the occupation of nursing.  These awards commenced on 1 January 2010 and 

generally will phase in changes to wages and other penalties over a five year period.  

The modern Nurses Award establishes wages and conditions of employment that broadly 

reflect federal instruments rather than state instruments.  There is a significant wage 

differential between the two instruments which is to be absorbed over a five year period 

commencing 1 July 2010.  The amount to be absorbed for a Registered Nurse employed in 

an aged care facility in Queensland may be up to $124 per week and up to $294 per week 

for Registered Nurses employed in aged care in New South Wales.

The consequence of this decision has meant that firstly Registered Nurses remain unable 

to enter into collective agreements with their employers which better reflect their work value 

as there is little or no incentive for employers to bargain because of the sizeable wages gap. 

They will have their wages effectively frozen for up to five years.  Secondly, the decision 

of the AIRC to set new national minimum rates for nurses based on federal awards has 

resulted in a significant devaluing of the role of aged care nurses in both Queensland and 

New South Wales.  In both cases, such outcomes will have strong adverse consequences 

for the provision of care for the aged.

It is in the public interest that this trend is reversed.

Despite the notional obligation on industrial tribunals  to establish and maintain a safety 

net of fair minimum wages and conditions of employment, for the thousands of nurses 

who continue to rely on awards, their entitlements have been in decline over the past two 

decades.

This decline accelerated upon the introduction of “Work Choices “in 2005 which radically 

altered the role of awards.  Work Choices introduced new legislative objects concerning the 

function of awards and the role of the Commission in relation to them. It significantly limited 

the extent to which awards could act as a comprehensive safety net of minimum working 

conditions by removing any reference to fairness and requiring that awards provide only ‘a 

safety net of minimum entitlements’.
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As the table below32 demonstrates the Productivity Commission has concluded that real 

weekly award wage rates (as adjusted by the GDP deflator) for a nurse (level 1 Year 8) 

employed in the aged care sector, are less in 2008 than they were in 1997.

In addition to the growing disparity in wages, data collected by the Bentleys National Aged 

Care Financial Survey shows that the wages costs for care staff (including RN, EN, AIN 

(however titled) and therapists) have gone from an average of $62.03 per resident per day 

in 2004 to an average of $63.64 per resident per day in 2008/09, an increase of just $1.61 

per resident per day over four to five years. While part of the explanation is a reduction in 

the employment of care staff per resident per day over that period, it shows a lack of growth 

in wage costs, (and therefore wages), for care staff over that period.33

Bargaining outcomes in the aged care sectors can be best described as patchy with 

collective agreements generally providing remuneration arrangements that fall well short of 

those provided for in both public and private health settings.

While the content of federal safety net awards covering nursing staff in both the acute and 

aged care sectors remains broadly comparable, enterprise bargaining outcomes have led 

to significant differences in remuneration levels.

This difference is primarily due to the inability of aged care employees, including nurses, to 

secure comparable agreements to those in the acute sectors.

In response to claims by employees and unions employers have argued that enterprise 

bargaining is unsuited to the sector due to the lack of funding and the strict controls on 

the employers ability to raise revenue. The aged care industry is primarily funded by the 

Commonwealth and such funding does not recognise agreement outcomes.
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The constraints of the funding arrangements and the employer’s slavish reliance on such 

arrangements to decline to participate in effective bargaining with their employees have 

been subject to comment by the AIRC.

In granting a claim to adjust wages for nurses employed in aged care in the Northern 

Territory in 1999 a Full Bench of Munro J, Duncan DP and Eames C in decision Print S6646 

stated:

It is essentially unjust for the community to be so dependent on not-for-

profit service providers and essential service nursing staff, but to fail to 

supply adequate funding to meet what we consider to be a base level 

movement in the rates of pay to ensure equitable treatment between 

comparable groups of nursing staff.

(at page 23)

The inferior enterprise bargaining outcomes for nurses employed in the aged care sector not 

only results in a growing disparity in wages but also in conditions of employment covering 

allowances, leave and other entitlements.  Like the acute health sector, aged care is a 

24 hour, 7 days a week operation where shift allowances and penalty rates make up a 

substantial part of an employee’s income.

The growing disparity in entitlements in this area compounds the inequity in remuneration 

overall and the consequent attraction and retention problems in the aged care sector.  

Similarly, other entitlements such as clauses covering staffing and workload management, 

professional development leave, occupation health and safety and opportunities for career 

advancement increase the disparity and inequities between the aged care and other sectors 

of employment for nurses.

Aged care providers argue that they are not adequately funded to provide wage parity for 

nurses, however there has been two large injections of Australian Government funds into 

aged care that have been specifically earmarked to address the wages gap issue.  In the 

2002/2003 federal budget, $211.1m was provided over 4 years to ‘close the wages gap’.  Of 

this funding $110m was dispersed over the next two years, yet despite that the wages gap 

has doubled (from $84 per week when the initiative was introduced to $170 currently). In the 

2004/2005 Federal budget, $877.8m (over four years) was again allocated to assist aged 

care providers to ‘pay competitive wages’. Although receiving the funds was provisional on 

a number of conditions, there was no requirement for aged care providers to direct the extra 

funding towards paying higher wages and therefore not one of those conditions closed the 

wages gap.  In 2010 the Australian Government has allocated a $132 million aged care 

sector workforce package, and again we see that none of this money has been provided to 

address and close the wages gap.
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The 2005 New South Wales aged care wages case in the New South Wales Industrial 

Relations Commission found that the use of ‘creative accounting’ methods by some aged 

care providers raised serious questions about claims of their inability to pay competitive 

wages.

The ANF is calling for the development of a mechanism to ensure the aged care sector 

achieves and maintains wage parity with the acute care sector; a mechanism that responds 

to changes in wage rates and is accommodated by an effective indexation system that 

provides employers with adequate funds when wage rises are negotiated. A mechanism 

which incorporates a transparent and accountable process/framework.

Wages and conditions must improve to attract nurses into the sector. More fundamentally, 

since there is an evidence base to show that more nurses in the skills mix lead to better 

health outcomes, the intensity of nursing care requirement should be linked to the ACFI 

scale and this may assist in achieving adequate provisioning for wages.

Recommendations

10 That the Australian Government close the wages gap between nurses and Assistants 

 in Nursing, (however titled), working in aged care and their public hospital counterparts.

11 That dedicated funding is made available by the Australian Government to close 

 the wages gap, and that provision of the funding is conditional on the achievement and 

 maintenance of wage parity.

Separation of costs of care and costs of accommodation and funding 

accountability

The ANF is calling for a system that will monitor the funds provided for residential aged care 

to ensure that these funds are used to provide care to the residents of aged care facilities. 

Funding arrangements in residential aged care should include a transparent and accountable 

allocation for the health and aged care component. Accommodation and other ‘extra’ services 

as well as other funds should attract a separate allocation of funds that are accounted for 

independently.

Cost of care needs to be benchmarked and these care costs should be fully subsidised and 

separated from accommodation costs. Accessibility is an important aspect of accommodation 

costs and as such the maintenance of a basic subsidy for all is vital. The funding structures 

in aged care do not provide opportunities to be creative in brokering more needs based care 

and services. 
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It is therefore critical that we define direct and indirect care.  Direct care has been defined as 

all nursing care activities performed in the presence of the patient and /or family.  Indirect care 

has been defined as all nursing care activities done away from the patient but on a specific 

patient’s behalf.34

Transparent and accountable funding arrangements must be implemented. A single funding 

stream across the health and aged care services would help with prioritisation and access 

issues. Program managed funding is also a consideration for enabling greater equity and 

access to service provision. The Government must legislate for the annual reporting by aged 

care service providers as to how and where Government subsidies are spent.

The ANF recommends that to encourage increased transparency and efficiency in respect to 

the expenditure of Commonwealth funds that the Australian Government:

 • require annual financial reporting by providers in respect to both operating budget 

  and accommodation bonds

 • require that a minimum proportion of Commonwealth subsidies (we propose 70%) 

  be expended exclusively on nursing care, but higher expenditure if necessary to be 

  compliant with the minimum staffing levels and skill mix tool 

 • establish benchmarks for other categories of expenditure to ensure consistency 

  between providers (of like type and size) and regions 

 • develop a risk profile for providers and in each year undertake spot or unannounced 

  financial audits of approximately 90 providers who are identified as being ‘at risk’. 

  Such an audit would measure financial health, measure expenditure against 

  benchmark measures and compliance with bond management requirements

 • monitor compliance with statutory obligations e.g. compulsory superannuation 

  and industrial instruments, which may indicate ‘at risk’ providers. The Commonwealth 

  should require providers to provide access to such information from the ATO and 

  superannuation funds

To strengthen the capacity of small providers to provide improved quality of care the ANF 

recommends that the Commonwealth play a more active role at a regional level in resourcing 

and supporting small providers and those in networks of three or less facilities. The aim is 

to improve quality of care, reduce avoidable admissions to public hospitals and support staff 

in smaller facilities/networks. This could be achieved by DOHA establishing a number of 

regional support units in each state or the Commonwealth funding the state hospital networks 

to perform this role. This initiative is not a substitute for improved skill mix within each facility, 

but will provide additional expertise to managers and staff.
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Such support would include initiatives such as:

 • regional nurse practitioners (to be piloted during 2011-2013 with funds from the 

  2010 Budget)

 • specialist palliative care in-reach 

 • IT infrastructure and software support

The ANF considers that the current funding arrangements for aged are inadequate and that 

there needs to be an injection of government funds to adequately provide care and that any 

user pays portion is restricted to accommodation costs, is well regulated and means tested. 

Further, given the realities and anomalies of the current funding system, alternative funding 

arrangements will need to be investigated for example; there is merit in exploring a voluntary 

long term savings plan to fund aged care similar to the current superannuation arrangements.

It is the understanding of the ANF that the current ACFI classification and funding system 

was developed from a number of different options proposed to the Australian Government – 

Department of Health and Ageing (DoHA). 

Once all the options were tested the final model was selected that included three domains 

of care – and three levels of Activity or options within a domain.  Specifically, three levels of 

Activity of Daily Living; plus three (3) levels Behaviour; plus three (3) levels Complex Health 

category.  We also believe there was another option that was rejected by DoHA at the time the 

ACFI tool was being developed, that included four levels in the ‘base’ ADL category.

It is the view of the ANF that it is now time to review the four levels of the base ADL category 

as the lowest level in this category was intended as a proxy for an accommodation charge 

as the person in this category would have minimal care needs but in all probability, an 

accommodation need. The implementation of a new base category would enable the rolling-

up into the three (3) level ADL module with care costs for the final three level ADL domain. 

The care and non care aspects that reflect grandfathering provisions from the previous funding 

tools carried over from the RCI and did not include PCAI (care indices), were combined into 

the total funding pool when the RCS system was developed and were continued to be 

incorporated into the ACFI funding model. The benefit is that ACFI does allow for a separation 

of the types of care (personal care, complex health, behavioural) as well as a split to be made 

around base costs (accommodation or hotel services) and care costs.  It will also allow for this 

to be estimated on the basis of a low care and higher care person and combinations. 

The ANF is of the view that the separation of care and non care costs is a viable alternative 

to the current funding model, that could easily be achieved by adapting the current ACFI tool. 

The calculation of the care and non-care costs from within the current ACFI funding model is 

required, using the assumption that non care costs are included in the ACFI funding system 

from the previous RCS and RCI systems.
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A practical way of achieving this task would be to undertake a statistical analysis of the ACFI/

RCS financial data, to determine the cost of things  like the financial items related to the 

recurrent subsidy payment, the estimated contribution of these items compared to the subsidy 

payment and the relationship between subsidy related items and ‘care’ and ‘hotel’ services, 

including any possible variance relationship (varies independent of care, varies dependent on 

care, fixed and independent of care). 

Once this analysis is completed it would be possible to determine an accommodation or non-

care base cost (hotel services) for both low and high care residents. When the accommodation 

(hotel costs) have been estimated, the amount could be removed from across the ACFI ADL 

funding domain and placed in a separate module called the ACFI Accommodation Domain.  

This module could be categorised and calibrated for the type of resident classification (high 

and low care), accommodation models (supported residential services etc) and community 

care if required in future.  A person assessed with ACFI may require minor modification for 

their care aspect.  

If ACFI were to be included as a community aged care funding and care tool in a domestic 

setting, it could be adapted to have any type of health care payment reduced by a discount 

factor as the services will not be 24 hour coverage in a private home.  Further a discount of 

payment could be varied against the ACFI domain funding amount to provide more flexibility 

(for example: ADL discount factor 50%; Complex Health discount factor 0%). The discount 

factor could then be calibrated on the current community care high care program models.

Once all these adjustment were made it would be possible for the ACFI to function as a care 

need and associated cost need predictor and funder. Depending on the accommodation the 

“fixed” level non care amount is then added to the ACFI care need funding figure to comprise 

the total recurrent subsidy payment.

To implement this approach there does not appear to be a huge fundamental change required 

to the current ACFI system. Care and Accommodation costs are separated in a national 

system that already exists. The approach can then be applied universally to all aged care 

and community care programs. The model will facilitate choice for older Australians in terms 

of their care and support options. The system can be calibrated on the existing support 

approaches and modelled extensively before introduction. The cost of the approach will 

be predictable and the levers are in place to allow government control over outlays as the 

population ages. Attached is a model for the proposed splitting of care and accommodation 

costs (Attachment C)
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Recommendations

9  That the Australian Government determine a benchmark of the cost of care in aged  

 and community care.

12 That the Australian Government legislates for the introduction of annual reporting on 

 the way aged care providers spend their funding, particularly on care activities and 

 staff.

13 That the funding arrangements for accommodation and care components of aged care 

 services be accounted for separately, using the ACFI model.

Reporting on Aged Care Standards

The ANF seeks the development of professional guidelines by the Aged Care Standards and 

Accreditation Agency to be used as national benchmarks during accreditation.  We believe 

that there should be education programs provided to auditors/assessors to ensure consistent 

application of these national benchmarks to ensure alignment of all processes, with the end 

result being to better ensure high quality care to our frail elderly citizens.

The ANF believes that there needs to be an independent Aged Care Complaints Commission 

with a presiding Commissioner who will report directly to the Minister for Ageing.  The Aged 

Care Complaints Commission as an independent body needs robust powers imbedded in 

legislation and regulation.

Recommendations

14 That the aged care standards agency is required to use professional guidelines as 

 benchmarks during accreditation. 

15 That  a national education program be developed by the Aged Care Standards and 

 Accreditation Agency (ACSAA) to ensure consistent application of national benchmarks 

 of their Accreditation Standards and Quality Care Principles to enable alignment of all 

 processes, with the end result being to the assurance of high quality care to our frail 

 elderly citizens.

17 That an independent Aged Care Complaints Commission be established with an Aged 

 Care Complaints Commissioner appointed who will report directly to the Federal 

 Minister for Ageing.
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Occupational Health and Safety

Occupational health and safety (OHS) outcomes for workers in aged care should also be 

considered by the Productivity Commission in its review.  Healthy and safe workplaces need 

to be one element of an appropriate aged care system. 

The ANF considers that OHS risks in aged care are one significant reason for the decline 

in the numbers of registered and enrolled nurses employed in residential aged care.  OHS 

hazards that place staff at risk invariably also place residents at risk, particularly issues related 

to violence / aggression and manual handling.

The following are significant areas of concern:

 • Manual handling and violence and aggression are major problems in aged care. 

 • Lack of staffing and inappropriate skill mix increase the risk of injury arising from 

  these hazards. For example, there is frequently insufficient staff to safely restrain 

  violent or aggressive residents or to undertake an adequate duress response if 

  required. 

 • Duress equipment is often unsuitable, does not have person-down or location 

  finding capability and may be rendered ineffective as there is no adequate internal 

  or external  response capability should an emergency situation arise.

 • Lack of consultation and the failure to conduct risk assessments before changes 

  are made to staffing levels, skills mix and systems of work impacts on risks arising 

  from manual handling and violence and aggression.

 • Inadequate or inappropriate admissions policies which result in admission of 

  residents whose complex needs cannot be safely met by the receiving facility, 

  particularly in relation to severe challenging behaviour resulting in staff and other 

  residents being placed at risk.

The current accreditation standard relating to OHS (item 4.5 of the Accreditation Standards 

is incapable of ensuring a safe and healthy working environment for aged care staff.  The 

bulk of post-incident investigations undertaken by unions identify significant areas of OHS 

non-compliance in organisations who have achieved compliant status for this standard in their 

latest accreditation audit.

The ANF considers that compulsory benchmarks need to be set in relation to occupational 

health and safety and the way they are assessed needs to be improved to ensure legislative 

compliance and to promote pro-activity and continuing improvement.  For example, the 

evidence base and verification process need to be improved to ensure that compliance 

with OHS legislation, consultation and risk management provisions conform to current 

requirements.
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Independent accreditation bodies assessing aged care facilities against these standards (eg. 

the Aged Care Standards and Accreditation Agency) should ensure that their assessors are 

well trained in OHS legislative requirements and have the skills and knowledge to adequately 

assess the benchmarks.  An alternative would be for the Agency to enlist expert assistance 

from the relevant OHS regulator to assist in assessment of this specialist area.

Recommendation

16  That compulsory benchmarks are federally legislated by the Australian Government in 

 relation to occupational health and safety in residential and community aged care.

Conclusion

Reform of Australia’s aged care system is the key to meeting the care needs of a growing 

population of older Australians. Containing costs will be essential, as will enabling more older 

Australians to remain in their own home and communities. 

Residential care will remain a reality for many Australians., The care these frail elderly citizens 

receive must be delivered by a skilled and sufficient workforce and by an industry that is well 

resourced and accountable.

Regardless of where they reside, as a well resourced country, Australia must place the care 

of the oldest members of our society as a priority.  

Accordingly, through the foregoing submission the ANF has presented compelling evidence 

that the profile of the elderly in the community and in aged care facilities is one of increased 

numbers of older, frailer people with complex care needs including complicated medicines 

regimes. The case has been made in this paper for the Australian Government to intervene to 

ensure that the care of these elderly people is undertaken by sufficient numbers of qualified 

nurses and other aged care workers, to provide safe and competent care.  The ANF argues 

that essential elements to achieve this are the implementation of a workload management tool 

which determines care needs, staffing skill mix, staff numbers, and concomitant funding; and 

a minimum safe staffing ratio system.  

Other components which will lead to improving the care of older people are: addressing 

excessive workloads, unnecessary documentation and lack of professional development 

opportunities helps improve retention, facilitated through: flexibility in rostering hours, time 

off from work to study, and financial assistance to cover incurred costs; promoting workplace 

safety and cultural sensitivity; and encouraging a better work/life balance.

The ANF looks forward to continuing dialogue with the Productivity Commission and attending 

the hearings to further elaborate on the issues outlined in our submission.
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          ATTACHMENT C
    
 
The following model is proposed for splitting care and accommodation in the ACFI System 
A. Accommodation Domain (ACFI-A) 
Step 1 – create an ACFI Accommodation Domain (ACFI-A) 
- analyse existing data from care providers together with ACFI/RCS profiles 
- determine an agreed accommodation domain costing 
- determine if the accommodation amount varies with the type of person supported (e.g. low or high 
care).  Include if variation statistically significant. 
 
Table 1: ACFI-A Classifications 
ACFI-A Classification Accommodation/Hotel Subsidy (theoretical only) 
Low Care person (ACFI determined) $30 per day (theoretical  - to be determined) 
High care person (ACFI determined) $40 per day(theoretical  - to be determined) 
Supported accommodation person $15 per day (theoretical  - to be determined) 
Community Care person  
(domestic environment) 

Not eligible for this payment (to be further considered) 

 
B. Care Domain (ACFI-C) Calculations 
Step 2 – create an ACFI Care only funding allocation (ACFI-C).  This would be achieved by removing 
the ACFI-A funding amount from the total ACFI funding pool (most likely from the ADL layer). 
Table 2: ACFI-C Classifications 
ACFI-C Domain Category 

(e.g.) 
Funding Calculation  

  Living in Residential 
Care 

Living in Domestic Setting 

ADL C $ amount $ amount x discount factor1 
Behaviour A $ amount $ amount x discount factor1 
Complex Health C $ amount $ amount x discount factor1 
Total ACFI-C 
funding 

 $ ACFI-C total funding  $ ACFI-C total funding x discount 
factor1 

1 To be determined from calibration with current high level community care programs 
 
C. Total Funding (ACFI-F) Calculations 
Step 3 – The total funding for an individual will then equal the = ACFI-A + ACFI-C.  The ACFI-C funding 
would be discounted for people living in community care.  
 

   
 




