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A strong voice and a helping hand
for all providers of age services

Leading Age Services Australia
Leading Age Services Australia (LASA) is a national association for all providers of age services across
residential care, home care and retirement living/seniors housing. Our purpose is to enable high
performing, respected and sustainable age services that support older Australians to age well by
providing care, support and accommodation with quality, safety and compassion – always.
LASA’s membership base is made up of organisations providing care, support and services to older
Australians. Our Members include private, not-for-profit, faith-based and government operated
organisations providing age services across residential aged care, home care and retirement living.
56% of our Members are not-for-profit, 36% are for-profit providers and 8% of our Members are
government providers. Our diverse membership base provides LASA with the ability to speak with
credibility and authority on issues of importance to older Australians and the age services industry.
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Thank you for giving LASA the opportunity to comment on the draft RACGP Standards for General
Practice Residential Aged Care (1st edition). LASA consulted its Members about the draft document
and the feedback below gives account of LASA Members’ views with regards to the proposed
Standards.

General comment
In reviewing the draft document it is important to note that for frail elderly people living in
residential aged care facilities (RACFs) having access to quality and responsive GP care is a priority.
When access to GP care is inadequate (or fragmented), health outcomes are poorer and there are
increased visits to hospital emergency department (People in RACFs aged 65 years and above
account for nearly 9% of hospital admissions, despite representing only 4% of this age group1).

Residents of RACFs need better access to GP care
While LASA notes that GP service provision to RACFs has been increasing in the last decade2, there is
growing concern that they are inadequate to meet current and future needs. More worryingly, the
2017 AMA Aged Care Survey shows that over one third of GP respondents who currently undertake
RACF visits intend to either visit current patients but not visit new patients, decrease the number of
visits, or stop visiting RACFs altogether.3
In the future there is an expectation that, with Government policy geared toward keeping people
healthy and in the community for longer, residents of RACFs will largely comprise those with high
acuity and complex health care needs. Consequently, the demand for GP care for people living in
RACFs will likely increase, placing even greater demands on the time and clinical expertise of GPs
that practice in RACFs.4 LASA is concerned that with the proportion of older Australians projected to
increase steadily in the coming decades, this will make it more difficult for residents of RACFs to
access GP care when needed, unless something is done to increase the number of GPs willing to
deliver services in the RACFs.
In this context, many Members believe that rather than imposing a new accreditation scheme to the
RACFs (on top of the Aged Care Quality Standards), which is expensive and which may or may not
support improved access to and/or the quality of GP care, all efforts should be directed towards
addressing the supply side (what can be done to attract more GPs to work in RACFs) to make sure
that residents of RACFs can access GP care in timely and efficient manner. This should include
providing support to develop collaborative arrangements between GPs and RACFs rather than simply
imposing new requirements on RACFs.

GP care is a shared responsibility
Though LASA notes that the Standards are voluntary and do not seek to replace existing
requirements for accreditation against the Aged Care Quality Standards, it is concerned that the
document is heavily weighted to suit GPs without sufficiently taking into consideration important
issues that limit residential care providers’ ability to implement the proposed Standards. These
limitations can include resource/financial constraints experienced by many aged care providers at
present. Additionally, Members were concerned that this document is written as yet another series
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of requirements for the staff within RACF to meet, rather than an expected standard to be worked
to by RACFs and GPs in order to improve primary care.
Often it is the time constraints of the GPs that prevent many of these desired standards to be met
such as: case conferencing (often the GP is not available when other allied health professionals, and
resident representatives have availability); and RACF being prepared to assist GP visits between 8am
and 8pm. If these are set times and days, this is possible, however, Members have highlighted that it
often has been the GPs who have “fitted in” their visits to the RACFs and arrived unannounced.
However, this issue is not acknowledged in the document.

Purpose of the Standards
LASA has strongly advocated for a better interface/integration between primary care and RACFs
(particularly better access to GP care), and therefore we support the intent of the Standards which is
to improve patient care and address the barriers that GPs face when delivering care in RACFs.
However, we are concerned that this document appears to shift all responsibility onto the RACFs and
to turn the RACF workforce into a workforce to support GP care when residents’ needs should be at
the centre of GPs and RACFs efforts.
Furthermore, it is important to note that the Aged Care Quality Standards introduced on 1 July, the
ongoing Royal Commission, recent workforce taskforce review and upcoming funding changes
resulting from the Resource Utilisation Classification Study are just a selection of the industry
changes underway. Introducing the RACGP Standards now will mean that the RACFs will be
subjected to two Accreditation Schemes, which is unprecedented and which will further burden
services, in addition to the significant reviews and reforms mentioned.
“The RACGP represents itself and its Members (GPs) first and foremost. It does not represent
our Residential Aged Care Facilities, our Industry or our customers, our residents. As an
industry we cannot allow a Professional Body such as the RACGP to impose its prescribed
Standards on a business, its owners, directors, management and staff. Otherwise, we will be
working to the Nurses Associations, the Pharmacists, the Physiotherapists, Speech
Pathologists, and the Trades Unions etc.”
As highlighted above, accreditation processes are expensive and require additional resources. With
the Standards requiring the RACF to provide extensive service delivery to the GP, questions have
been asked about who is going to pay for these services and what supports the GPs will provide to
the RACFs to facilitate the implementation of the Standards to ensure that the whole process will
benefit both providers and patients, not just GPs.
The Aged Care Financing Authority (ACFA), reported that about 44% of residential care providers
were operating at a loss (on an EBITDA basis) in 2017-18 and warned that this trend is continuing5.
The leading survey of the industry from accounting firm StewartBrown6 and a survey of 170 LASA
Members7 shows that these pressures continue to worsen in 2018-19 and 2019-20. LASA believes,
under these circumstances (financial constraints and extensive burden of complying with the
Standards), it would be very unlikely that providers, especially smaller operators, will agree (without
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financial support) on an additional set of Standards.
“Our Industry is already over audited, bureaucratised, immersed in red-tape and over
regulated. Our Industry cannot sustain further charges or cost demands being imposed on
us.”
“As a Member, I am totally against any additional Standards being attempted to be
introduced to our Residential Aged Care Facilities by any other entity apart from the new
Aged Care Quality and Safety Commission’s Standards introduced from 1 July 2019. The
Commission’s own new array of Standards and Requirements have proven to be onerous and
bureaucratic but they hold a regulatory authority power provided by the Federal Department
of Health. As they exist, we must work to them.”

Development process
In reviewing the draft document, LASA believes the Standards have been developed largely from GP
perspectives.
For an important document such as this, there is an expectation that key stakeholders such as aged
care providers and peak bodies representing the industry, will have direct involvement in the
development of the draft document. This will ensure that the proposed Standards are fit for purpose
and hopefully, will gain widespread approval (ownership of processes and systems) by the industry.
While the College may already involve relevant stakeholders, regrettably, LASA is not aware of any
Members who have participated in the development of the draft document. Notwithstanding, LASA
believes that the final document should list all providers and peak bodies who have contributed to
the development of the final document.

Assessment of the Standards
While the draft document noted that the RACGP has developed a Resource guide that contains
useful supplementary information that will help RACFs meet the indicators (this should have been
developed in collaboration with relevant key stakeholders), there was no discussion of who is going
to be conducting the assessment. LASA is of the view that assessment should be conducted by
independent bodies to avoid any real or perceived conflict of interests.
Additionally, questions have been asked whether there will be an audit tool set up similar to the
ACQSC self-assessment tool (https://www.agedcarequality.gov.au/resources/self-assessment-toolaged-care-quality-standards), which may encourage uptake among RACFs.

Terminology
LASA notes that the acronym RAC is used throughout the document to identify residential aged care
facilities. We would prefer if RACF is used (instead of RAC) as in most other documents dealing with
residential care.

Comment on specific Standard
The following feedback highlights areas of concerns:

Standard 1: Resident care coordination
Criterion 1.1 - Access to care
Coordinating arrangements (p.9)
The Standards state that “Resident choice is important in regards to the GPs who provide their care
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as well as their choice of pharmacy services.” While LASA agrees that resident choice is important, it
is also important to note that choice in regards to the GPs who provide care as well as choice of
pharmacy services in rural and remote areas is often limited, and this should be acknowledged in the
document.
With regard to the statement “In the event that the resident’s regular GP is unavailable, and/or
urgent and emergency care is required, it is important that appropriate care for the resident is
determined and agreed upon”. With whom should appropriate care for the resident be determined
and agreed upon?
Similarly, with whom should “Effective follow-up of abnormal and life-threatening results relies on
robust and reliable systems for contact and escalation of care” be carried out?
Collaborative arrangements (p.10)
“Collaborative arrangements between your RAC and GPs will generally include: mutually agreed
access time” – Whilst these are good goals to have, GPs are often not able to commit to a mutually
agreed time and visit before 9am and after 5pm, and often make multidisciplinary care consultation
difficult (Also there are less staff on pm shifts at the RACF).
Advance care plans (p.11)
“Advance care planning will often involve the following components: appointment of a Substitute
Decision Maker(s) and details of the extent of their involvement in initial and subsequent ongoing
documented discussions” – These steps require the resident's consent if they are able to provide it
and should be noted.
RAC1.1A Our RAC facility facilitates access to GP care, including urgent and after-hours care
arrangements
Access to GP care for residents of RACFs is often challenging and an increasing number of GPs are
choosing not to provide services to people living in residential aged care. While every RACFs should
facilitate access to GP care, often residents are unable to access GP care when needed and/or in
timely manner due to lack of availability of GPs (supply side is the problem) and this should be
acknowledged.
Under this criterion, it is proposed that it would be the aged care provider’s responsibility to have an
urgent and after-hours arrangement for the GP. Questions have been asked by Members about what
onus is there on a regular GP to provide or facilitate quality and timely after-hours care for their
patients (Should it be the GPs responsibility to ensure they have suitable urgent and after-hours
arrangements for their patients?). LASA is of the view that the GP should commit to having
appropriate urgent and after-hours escalation points, which will make it easier for RACF to facilitate
access to urgent and after-hours care.
RAC1.1B Our RAC coordinates residents’ treatment according to advanced care directives, where
available
LASA supports the need for RACFs to coordinate residents’ treatment according to advanced care
directives, where available. However, we also believe that GPs should commit to having discussions
with residents about advanced health directive, which will give residents confidence that their
wishes regarding health care will be carried out if/when they cannot speak for themselves, and
which will increase uptake of advance health directives among residents should they wish to have
one.
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RAC1.1C Our RAC participates in planning and updating resident care with the resident’s GP
LASA acknowledges that GPs are the primary medical care providers for residents in RACF settings
who oversee residents’ medical care. While it is important for the resident’s GP to participate in
planning and updating care, it is also important to note that nursing specific aspects of the care plan
would be of less consideration to the GP. Where relevant, it is essential that systems of care and
collaborative arrangements are clearly defined so that residents have access to safe and timely
comprehensive and quality care.
RAC1.1D Our RAC facilitates and communicates with a resident’s GP about care services provided
within the facility
With regard to the statement “You must: provide evidence of structured care arrangements
between your RAC and other care services”, LASA is of the view that there should be some
responsibilities on the GP to contribute to this. For example:




There should be consideration for annual case conferencing being compulsory for GPs and
RACFs;
GPs should be willing to utilise the individual RACF electronic system rather than resorting to
paper records; and
Health records for ACFI must be included (sign off by GP is required) so Comprehensive
Medical Assessment (CMA) is done properly.

Additional public funding for a nurse available for GP rounds, who is taken off the floor, should be
considered and it is also import to recognise that it is the GP who usually receives imaging and
pathology results, not the RACF.
Criterion 1.2 – Responsive system for resident care
With regard to the statement “Critical incident review discussions identify ways to prevent future
harm to a resident after an incident has occurred. Including a resident’s regular GP in critical incident
review discussions enables GPs to determine if these changes will have an impact on a residents’
clinical care i.e. changes to medicines” (p.14), it is important to note that RACF providers would
prefer if GPs were well trained in behaviour management and dementia. This is usually not the case.
In some cases the pharmacist may be better suited to review the medications than the GP.
RAC care plans (p.14)
With regard to the statement “Holding a case conference between a resident, the resident’s
guardian(s)/ carer(s), RAC staff and the regular GP to develop a care plan upon a resident’s
admission to a RAC is an effective way to ensure care plans are implemented” (p.14), as highlighted
above, availability of GPs is sometimes a problem.
Triage (p.15)
“Your RAC facility’s triage process could include: questions that trained staff know to ask residents
about their condition, including their symptoms, duration of condition, severity, pain level and selfmanagement” (p.15) – LASA would prefer that the Standards reference the RACFs’ admission
procedures, clinical governance, care planning and staff development policies and procedures and
how these operationalise the standard.
Preventing cross – infection through triage (p.15)
Aged Care Quality Standards require that organisations demonstrate minimisation of infection
related risks through implementing:
i.

standard and transmission based precautions to prevent and control infection; and
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ii.

practices to promote appropriate antibiotic prescribing and use to support optimal care and
reduce the risk of increasing resistance to antibiotics.

In this regard, we believe the precaution should include early notification of suspected outbreaks to
GPs and organising of collecting of specimens to confirm.
RAC1.2A Our RAC has a system in place to support GPs when communicating with residents’
carer(s) and/or guardian(s).
The guidelines outlined under this indicator do not seem relevant to preventing cross infection.
RAC1.2C Our RAC includes a resident’s regular GP in critical incident reviews
With regard to the statement “You could: demonstrate that a resident’s regular GP has been
included in any critical incident reviews, where relevant” (p.16) – As above, availability of GPs is
sometime a problem. However, GPs could commit to being available for critical incident reviews.
Criterion 1.3: Continuity of care
Preferred general practitioner (p.17)
“The name of the regular GP and the secondary GP must be recorded in the resident health record
and be available to all staff members of the RAC and broader care team. All RAC staff and members
of the RAC care team need to be aware of each resident’s regular GP” – It is important to note that
this is not always an option available in regional, rural and remote areas.
Additionally, questions have been asked in terms of what communication to the provider the GP will
undertake as part of a collaborative relationship.
Criterion 1.4 - Supporting coordinated care
RAC1.4D Our RAC ensures that resident’s regular GP can access a member of staff, familiar with a
resident’s condition.
With regard to the statement “You could: arrange for two nurses to be available for off-site
communication of medication changes, as required” – As highlighted above, many providers will
struggle to comply with this due to resource constraints without additional financial support.
Under this criterion, there is also an opportunity to promote ISBAR (Identify, Situation, Background,
Assessment and Recommendation) which is a mnemonic created to improve safety in the transfer of
critical information to ensure that accurate identification of those participating in handover and of
the patient is established.
Criterion 1.5 - Follow-up systems
RAC1.5B Our RAC staff communicate with a resident’s regular GP about any changes related to the
care of our residents.
“Any” is a very broad statement, there is a need for the document to ascertain what changes GPs
want to know about. Importantly, GPs should commit to documenting the result of consultations in
a timely manner in the facilities’ clinical notes system so that the information is accessible.
RAC1.5D Our RAC staff provide timely information to a residents’ regular GP when a death of a
resident occurs.
GPs usually attend to issuing the death certificates for residents following their passing.
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Standard 2: Infrastructure, equipment, consultation spaces and treatment room
Space and treatment room (p.28)
The statement “Residential aged care facilities must: ensure that GPs have access to the medical
equipment they need to provide comprehensive primary care to residents” is very broad and open
to interpretation and therefore potentially sets RACFs up to fail.
Criterion 2.1 – Appropriate consultation space and treatment room
Protecting residents privacy and dignity (p.30)
“Auditory privacy means that other people cannot overhear a consultation. This can be achieved by:
having solid doors (instead of doors with paper cores)” – This is very prescriptive and many RACFs
will not be able to comply. LASA notes that in hospitals patients are usually separated by no more
than a curtain.
RAC2.1A Our RAC ensures appropriate consultation space and treatment room is available for GP
or broader RAC team/resident consultations
With regard to the statement “You must: demonstrate that all resident consultations take place in
an appropriate consultation space”, it is important to note that most consultations occur in resident
rooms and the treatment/consultation room requirements may be a structural impossibility for
RACFs, many of which will not be able to comply.
RAC2.1B Our RAC ensures a treatment room is available for GP or broader RAC care team.
As in RAC2.1A, not all facilities will have treatment room and many will not be able to comply.
Criterion 2.2 – Facility equipment
RACFs provide long-term care to chronically ill, frail, disabled, or convalescent people, or cognitively
impaired people. While this care delivers nursing and personal care, it is important to note that
RACFs are not medical facilities.
The proposed indicators 2.2A – 2.2G are so prescriptive (and extensive) that it would be unlikely for
many providers (particularly the small operators) to be able to comply. The requirements should be
open to the industry for discussion, for example, splints, biopsy packs, suture packs etc. and whether
GPs are happy to staff and maintain this equipment (noting RACF staff are not trained to service nor
to maintain these equipment/supplies).
Few providers would have a spirometer, electrocardiogram (ECG), ability to view x-rays or
automated external defibrillator (AED) and there would be a need for consideration of funding for
these equipment. A cost-benefit analysis may be useful in determining the efficiency of this
proposal. Providing this equipment will be a financial impost on RACFs as much as the equipment
and supplies listed have use by dates.
With regard to the statement “You must: all the required equipment” (RAC2.2A, p.37), Members
were of the view that the responsibility for medical equipment/supplies should not fall solely on the
RACFs and that GPs themselves should have the appropriate equipment/supplies required to
adequately assess residents/patients.

Standard 3: Information management
LASA considers the proposed indicators as appropriate and has no further comment to add for
Standard 3.
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Standard 4: Medication management
Criterion RAC4.1 – Management of medicines and treatment
Antimicrobial stewardship (p.45)
“The integration of point-of-care testing (PoCT) in RAC could help inform the GP or GP team
regarding clinical decisions to use antibiotics in RAC” – It is important to note that antimicrobial
stewardship is already featured in the new aged care standards and “proactive” swabs are also
important and need to be GP led (e.g. to pick up Influenza early and not just report as “chest
infection”).
Medicines review (p.46)
“The quality use of medicines program requires the close cooperation of all prescribers before the
addition of any new medication for an individual/resident…” – Access to appropriately qualified
Pharmacists is an ongoing issue for residents in regional, rural and remote areas, and this needs to
be acknowledged in the document.
There is also resistance by some GPs to have these reviews attended by a pharmacist, or to make
any changes based on these reviews (A recent review of the RMMR program identify GPs accept 4580% of recommendations to resolve these medication-related problems8), and this would need to be
addressed.
Quality improvement activities/audits (p.48)
“Your RAC may wish to involve its GPs or broader RAC care team in quality improvement activities
that will improve clinical practice” – Whilst highly desired, as highlighted above, availability of GPs is
sometimes a problem.
“Individual practitioners could also conduct a clinical audit to identify their patterns of antibiotic
prescribing and monitor compliance with policies on antibiotic prescribing” – RACFs are already
required under the Quality Standards to monitor the use of antibiotics.
RAC4.1A Our RAC ensures all medicines of a resident are reviewed at least annually, or where a
significant change in health status has occurred.
Assuming that this indicator is referring to the Residential Medication Management Reviews
(RMMRs), the onus is on the GP to make referral for medication review. Therefore, for the RACF, this
is a function of suggesting this option to the GP.
It is important to note that under current arrangements (6CPA), a resident of RACF is entitled to
receive a review from an accredited pharmacist (following a referral from the GP) every 2 years.
LASA has advocated strongly to the Government that this is inadequate and that medication review
for all residents of RACFs should be conducted annually. We have also highlighted to the
Government that the inconsistencies between 6CPA and MBS result in missed opportunities to
deliver care to those who need it the most.
With regard to the statement “You must: ensure residents’ medication charts are updated by the
RAC care team, as required” – The GP needs to update medication chart, not the RACF.
Additionally and as highlighted above, access to appropriately qualified Pharmacists is an ongoing
issue for residents in regional, rural and remote areas, making this requirement a difficult one for
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relevant RACFs to comply.
RAC4.1B Our RAC staff assess residents’ responses to treatments
“You must: document residents’ responses to medication changes following a RMMR” – GPs can
contribute to enabling RACF staff’s observations by documenting in the notes what changes the GP
expects to see following the change in medication.
RAC4.1D Our RAC has a least one staff member who has primary responsibility for the
management of medicines
“You could: have a policy that outlines the management of medicines in your RAC” – The proposed
Standards could cross-reference the RACF’s clinical governance framework. Also, cross checking the
GP’s clinical governance framework with that of the RACF for compatibility may be a useful activity.
Criterion 4.2 – Vaccine potency and cold chain management
Choosing a refrigerator (p.52)
“Your RAC facility must store vaccines in a reliable refrigerator that is capable of maintaining a stable
temperature and large enough to store a sufficient number of vaccines to meet your needs (with
consideration of frequency and size of orders).” – This will depend on whether the RACF actually
stores vaccines, some choose to get it held at the GP's rooms until just before the GP visits to
administer the vaccines.
There needs to be consideration for RACFs’ that have chemist delivery on the day of vaccination
administration, hence avoiding for the need for a vaccination storage fridge.
RAC4.2A Our RAC has at least one staff member who has primary responsibility for cold chain
management in the facility
As above, will depend on whether the RACF actually stores vaccines.
RAC4.2B The RAC staff member who has primary responsibility for cold chain management ensures
that the process used complies with the current edition of the National vaccine storage guidelines:
Strive for 5
As above, will depend on whether the RACF actually stores vaccines.
RAC4.2C The RAC staff member who has primary responsibility for cold chain management reviews
the following processes to ensure potency of our vaccine stock:…
As above, will depend on whether the RACF actually stores vaccines.
RAC4.2►D Our RAC has a written, RAC-specific policy that outlines our cold chain processes
As above, will depend on whether the RACF actually stores vaccines.

Standard 5: Qualifications of the RAC care team
Criterion RAC5.1 – Qualifications of the RAC care team
RAC5.1A Our RAC care team: …have undertaken training in CPR in accordance with the
recommendations of their professional organisation, or at least every three years
LASA’s understanding is that CPR certificates are only valid for 12 months (not 3 years as suggested),
whereas first aid certificates are valid for 3 years.
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