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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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Executive summary
LASA has prepared this submission to explore the interaction between aged care and health,
disability and homelessness services and to highlight what LASA believes can be done to improve
their interface to ensure that older Australians with complex care needs/aged care consumers, can
access appropriate services at the right time in the right location and/or when needed.

Aged care/health interface
Problems with the interface between the aged and health care systems are a key factor in
preventing older Australians from receiving appropriate and seamless care. It has also been noted
that when older Australians move into RACFs the healthcare system does not fully cater for their
needs. Aged care residents can have more limited access to GP care, allied health services (including,
oral health, mental health/psychological services), specialist services care and hospital care.

Improving access to primary care
General Practitioners
Where appropriate, LASA believes additional funding should be made available to support HCP
recipients in the community with transportation (if needed) to ensure they have adequate and
timely access to GP care. In addition, GPs should be incentivise to do home visits and that telehealth
video consultation should be funded on an on-going basis.
For RACF residents, access to GP care could be improved by introducing/implementing:
RACF/general practice co-location; formalised arrangements/agreement between RACF and general
practice/GPs; blended payment model; better use of telehealth video consultation; and improved
My Aged Care/My Health Record interoperability.
Nurse Practitioners
Scholarship programs for Nurse Practitioners (NPs) should be expanded to enable more registered
nurses to pursue post-graduate study to become NPs; and NPs should be given greater access to
Medicare items so they can expand their scope of practice, and higher rebates that will make the
role financially sustainable and incentivise nursing career progression.
Allied health services
The number of services available under Medicare allied health items for Chronic Disease
Management (CDM) should be increased or cap removed; allied health professionals should be
funded to deliver care via telehealth; a trial should be conducted on embedding a range of allied
health professionals within RACFs, as part of the RACF model of care; and the proposed rural
generalist program for allied health professionals should be expanded to increase the supply of
allied health professionals with advanced skills.
Transition care program
On resuming community care, consumers may have substantially lower levels of support on a Home
Care Package (HCP) relative to post discharge Transition Care support matched to need when
coming off these intensive support programs. While Aged Care Assessment Teams (ACATs) may
assess HCP consumer as needing higher level care post discharge, there is a long wait to get this and
the HCP provider has to manage any risks for unmet need. To address this, LASA believes additional
funding is needed to reduce the length of the queue to respond to the increased care needs among
this consumer group.
Mental health care
Additional funding (announced in the 2018/19 Budget) should go towards the expansion of the
Better Access Initiative to ensure older people living in Residential Aged Care Facilities (RACFs)
receive the same access to mental health services as the rest of the population. Additionally, both
GPs and allied health professionals should be allowed to deliver psychological services to residents
of RACFs via telehealth.
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Oral health
LASA supports the Australian Dental Association (ADA) NSW recommendations to the Royal
Commission, particularly: the need for a Medicare-funded oral health assessment for residents to
facilitate regular oral health visits; and oral health assessment for every resident entering a RACF.
Palliative Care
GPs and NPs working with older Australians should be encouraged to upskill and deliver palliative
care; palliative care can be provided and should be provided by other specialist clinicians such as
geriatricians and oncologists; and scholarship programs should be expanded to encourage more NPs
to specialise in palliative care and for RNs working in RACFs to undertake courses in palliative care
(graduate certificate). LASA also supports the Pharmaceutical Society of Australia’s (PSA)
recommendations to the Royal Commission as outlined.
Medication Management
The following items must be reviewed to support their implementation: secure current program
enhancements for the entirety of the 7th Community Pharmacy Agreement (7CPA); enhance
pharmacy programs to better support organisations caring for older people living in the community;
invest in medication program evaluation and research; fully align Clinical Pharmacy Services and
MBS items; and digital enhancement funding.
Wound Management
Increase in residential aged care funding for complex wounds is necessary to improve the quality of
wound care. A review of funding for the management of complex wounds should include
consideration of both time and personnel required. Additionally, mechanisms should be developed
to monitor and provide feedback on wounds incurred in the hospital system.
Access to after-hours primary care
GPs should have a formal, collaborative agreement with the facility regarding their provision of
urgent and after-hours care; residential aged care staff need to be better supported to make
informed decisions relating to accessing primary care during the after-hours period; and Medicare
Item 591 (urgent after-hours services conducted by non-vocationally registered doctors in
metropolitan setting) should be amended to allow non-vocationally recognised doctors providing
urgent after-hours care in RACF the full rebate.

Improving access to specialist services
More comprehensive programs to address lack of capacity with respect to specialist skills such as the
proposed Rural Generalists Program are likely to be effective. The Specialist Training Program which
seeks to extend vocational training for specialist registrars into settings outside traditional
metropolitan teaching hospitals should be expanded. Innovative outreach programs such as the
Geriatric Rapid Acute Care Evaluation (GRACE) should be expanded nationally with appropriate
funding established.

Improving Aged care/hospital interface
Transition from RACF to hospital
LASA strongly supports the use of ISBAR which stands for ‘Identify, Situation, Background,
Assessment, Recommendation’ a standardised format for clinical handover, which organises a
conversation into the essential elements in the transfer of information from one source to another
and believes this framework should be adopted consistently across the country.
Transition of care from hospital back to RACF/Community
LASA is of the view that the discharge care planning processes for RACF/home care patients with
complex needs requires greater collaboration and planning between hospitals and patients’ GPs, the
registered nurses in RACFs and home care providers, in line with the Australian Medical Association
(AMA) guidance as outlined.
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Aged care/hospital interface
The aged care (RACF)/hospital interface could be strengthened by a formalised agreement between
RACFs and hospitals at the local level. The formalised agreement should incorporate the ISBAR
Framework and the AMA guidance on transfer of care arrangements as outlined.

Improving aged care/health interface
LASA believes that services for older people with complex care needs will need to be coordinated
through a shared care plan with joint accountability driven by policy alignment between aged care,
Primary Health Networks (PHNs) and Local Hospital Networks (LHNs). In this context, LASA believes
there is a role for (Health) Care Coordinators to minimise barriers to access health care and for LHNs
and PHNs to work together with regards to policy alignment (and development of healthcare
pathways) at the local level to improve access to health care for residents of RACFs.

Aged care and disability services
Despite attempts to fix dislocation and improve the aged care/disability interface, gaps in services
and tension across the intersecting platforms continue to exist. Key operational issues that are
impacting on care include: Legislative requirements (inconsistencies between two pieces of
legislation); Accreditation (process can be confusing); and Award system (separate workforces with
different awards and pay disparities).

Improving aged care/disability services interface
The NDIS Safety and Quality Commission and Aged Care Safety and Quality Commission should work
together to: clarify legislative requirements and differences between the two sectors; and establish
a common set of standards where possible across both NDIS and Aged Care and identify the
variations. Award systems between the sectors should be aligned to enable one award to cover both
workforce groups. Ideally there should be a single funding scheme which provides funding and
supports to all people with disability regardless of their age.

Older people, housing and homelessness
With the number of Australians aged 75 years and over expected to increase three fold over the next
20 years, the number of Australians at risk of, and experiencing, homelessness is expected to
increase significantly. There is an urgent need to address issues of older people currently
experiencing homelessness or housing stress, as well as to prevent future issues for the rapidly
growing population of older people.

Improving support for older people facing homelessness
Aged care homes provide care and accommodation services for people facing homelessness, with
some aged care homes (such as Wintringham and RALAC1 in Victoria) specialising in caring for this
group. Additionally, Assistance with Care and Housing (ACH) services delivered under the
Commonwealth Home Support Programme can link older people facing homelessness with a
provider to find better, more stable accommodation.
LASA is of the view that innovative models such as the Wintringham and RALAC should be supported
and expanded across Australia. The ACH program is an effective program and must be expanded and
adequately funded on an on-going basis. LASA also support Wintringham’s recommendations to the
Royal Commission (as outlined) which we believe will improve support for older Australians who are
homeless or at risk of homelessness.

1

RALAC is a not for profit community based organisation in Ringwood, Victoria providing residential care and
affordable community housing and is recognized as a specialist provider of residential care to people who are
from a background of insecure housing.
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1.0

Introduction

1.

The Australian Institute for Health and Welfare (AIHW) estimates that by 2057 there will be
8.8 million Australians aged 65 years and over, representing 22% of the population2. This has
important implications for the provision of services needed by older people many of whom
have complex care needs.

2.

While the majority of aged care consumers require health services, many will also require
other services including disability and/or social housing. This results in consumers
experiencing multiple transitions between service settings and engagement with multiple
service systems at any given time, which can fragment care and impact on health outcomes.

3.

This submission explores the interaction between aged care and health, disability and
homelessness services and what LASA believes can be done to improve their interface to
ensure that older Australians with complex care needs/aged care consumers, can access
appropriate services at the right time in the right location and/or when needed.

2.0

Aged care/health interface

4.

Our ageing population challenges the ability of health services to maintain older peoples’
health and wellbeing, manage serious and continuing illness and provide them with support
for frailty and/or disability. This challenge arises not only because there are many more
Australians surviving to old age than was the case for previous generations, but it may well be
that on average they have more co-morbidities requiring higher levels of care than earlier
generations.

5.

Components of the older person’s health journey is highlighted below:3

2

AIHW (2018) Australian Institute of Health and Welfare. Older Australians at a glance.
https://www.aihw.gov.au/reports/older-people/older-australia-at-a-glance/contents/demographics-of-olderaustralians/australia-s-changing-age-and-gender-profile
3
NSW Agency for Clinical Innovation (2014) Building Partnerships: A framework for integrating care for older
people with complex care needs
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6.

According to the Productivity Commission4 problems with the interface between the aged and
health care systems are a key factor in preventing older Australians from receiving
appropriate and seamless care.

7.

With the support of community-based aged care services, increasingly, older Australians are
staying at home for longer, entering residential aged care when they are frailer with more
comorbidities, and complex care needs (thirty one per cent of permanent RACF residents at
30 June 2018 had high needs for complex healthcare services).5 The increased prevalence of
chronic and comorbid conditions makes delivering appropriate and timely care more complex
and requires multi-disciplinary input from a number of health providers or agencies.

8.

It has been noted6 that when older Australians move into a RACF the healthcare system does
not fully cater for their needs. Access to state-funded health services and/or Commonwealthfunded primary care or specialist services is often variable and residents of RACFs can have
more limited access to GP care, allied health services (including, oral health, mental
health/psychological services), specialist services care and hospital care.

Fragmentation between health and aged care systems
9.
In Australia, jurisdictional responsibility for the health and aged care systems vary. For
example, hospitals and hospital services are state-funded, while primary care, specialist and
aged care services are funded by the Commonwealth. This has created gaps in care and
increases the complexity of the care delivered by care workers to older people.7
10.

Having the right care at the right time, in the right place to help older people, and their carers
and families stay healthy and independent is the fundamental responsibility of all
communities and cross-jurisdictional care systems.8 An essential principle in fulfilling this
responsibility is a commitment to providing care and support around the needs of the person
receiving it.

11.

LASA believes this person-centred approach to care should involve a relationship between a
person, their carers and family and their health and social care team. This relationship should
be based on mutual respect, trust and collaboration – where the older person feels
empowered to make the right decisions about their care and well-being, no matter the
location or circumstance. Assisted decision making should be taken into account in response
to the needs of older people who are cognitively frail and substitute decision makers
identified for those unable to make their own decision.

12.

It also requires a healthcare system whose parts work in collaboration and coordination with
each other; in other words they are integrated. The thinking that underlies this coordination,
collaboration and integration in health and community care is not new. The challenge is
implementing and sustaining this, which would require frank discussions across the social and
health care industries and all level of government about how to restructure care and design
more flexible funding mechanisms that support consumers to transition more easily between
Commonwealth, state and privately funded services.9

4

Productivity Commission (2011) Caring for older Australians
https://www.pc.gov.au/inquiries/completed/aged-care/report/aged-care-overview-booklet.pdf
5
AIHW (2019 AIHW (2018) Australia at a glance https://www.aihw.gov.au/reports/older-people/olderaustralia-at-a-glance/contents/demographics-of-older-australians
6
NACA (2019) Draft aged care/health interface position paper
7
AMA Submission to the Royal Commission into Aged Care Quality and Safety
8
ACI (2013) Strategic framework for integrated care of the older person with complex needs: Draft
consultation
9
Aged care workforce strategy taskforce (2018) A matter of care: Australia’s aged care workforce strategy
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Systemic barriers to accessing health services
13. Currently, there are a number of systemic barriers that limit access to the health
specialisations and services needed for the delivery of holistic care to older Australians and to
meet changing community expectations. These may include:10








Different regulatory and funding models between the two service systems (as highlighted
above);
Aged care recipients, their families and carers often need to manage multiple intersections
between service providers, and across various different settings;
Access to GPs and specialist services can vary significantly depending on geographic location
and general practice business models, as well as the relationship with, and level of support
provided by, aged care services;
There are greater barriers to accessing secondary care, such as specialist services. This can
be a function of reduced mobility, isolation, communication issues and a dependency on
care providers to assist in access to, and coordination of, services;
When transitioning back into residential care/community from hospital, aged care
recipients face challenges in receiving limited discharge planning/summaries that detail new
medication regimes and may not be understood;
Older people, particularly those living with chronic disease, dementia or requiring palliative
care, face substantial challenges in accessing coordinated health and aged care services
such as community transport, allied health and specialist palliative care services; and
Access to rehabilitation services that allow people to regain function after an illness differs
substantially across states and regions. Geriatric evaluation and management, and geriatric
psychiatry services are also managed differently across states and in some jurisdictions they
are no longer provided by the state.

14.

The challenges of accessing health services are even more acute in rural and remote areas due
to service constraints, skilled workforce shortages, and broader factors such as the additional
costs associated with delivering care.

15.

The issue is further exacerbated by the lack of interoperability between systems which means
healthcare providers often cannot exchange information effectively. This contributes to
disjointed care, adverse events, inefficiencies and poor quality data.

16.

To maintain health and quality of life, older Australians not only need better access to primary
care, they also need better access to secondary and acute care where clinically appropriate.
This section of the submission explores access issues for aged care consumers needing
primary care (including access to General Practitioner, Nurse Practitioner, allied health
services, mental health care, palliative care, medication management, and wound
management), specialist tertiary services and hospital care.

2.1

Access to primary care

17.

Primary medical care for older persons includes management of chronic diseases and geriatric
syndromes, acute episodic care, rehabilitation, preventive care, and palliative end-of-life care.

18.

While General Practitioners (GPs) are the primary medical care providers for older people in
the community, when attending to residents in RACFs they are supported by a
multidisciplinary care team that can comprise nurses, allied health practitioners, specialist
medical practitioners, pharmacists and nurse practitioners.

10

DoH (Dec 2019) Aged care Sector Committee meeting Agenda item 7
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Although primary care has been shown to be cost‐effective,11 feedback from LASA Members
suggested that access to Medicare-funded primary health care is variable and sometimes
inadequate.

19.

2.1.1 General Practitioners
20.

People access GPs for a variety of reasons including short term illnesses, preventive health
practices and management of long term health conditions. It is therefore important that
people especially those with complex health care needs are able to access a GP in a timely
manner and receive care that meets their needs, both in terms of ease of access and the
quality of care provided. When access to GP care is inadequate (or fragmented), health
outcomes are poorer and there are increased visits to hospital emergency departments.

Barriers to GP care
21. Older Australians living in the community usually can access local GP care when needed (if
able). But for HCP recipients, there are barriers that can limit timely access to GP care. This
can be due reduced mobility, isolation, communication issues and a dependency on care
providers to assist in access to (such as with transportation), and coordination of, services.
22.

For residents of RACFs, the issue is more complex. According to Sefton and Battye (2019),
while studies have identified difficulties in access to GP care as a factor contributing to
transfers of residents to hospital, Medicare data indicate that GP service provision to RACFs
has been increasing in the last decade.12 This conflicts with reports (discussed below) that
fewer GPs are willing to visit RACFs. Based on Member feedback LASA believes it is likely that
GPs already visiting aged care services are providing more consultations, but this does not
adequately support older Australians to access GP services when needed let alone accessing
their GP of choice.

23.

Factors that impact on the willingness and capacity of GPs to provide services in RACFs are
well established. This may include:13 1415 16







24.
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Inadequate remuneration for the time and work involved and unremunerated non-face-toface work;
Medicare Benefits Schedule (MBS) regulations limit the extent to which payments can be
amortised across GPs in a group practice in order to be eligible for incentive payments;
High demands on GPs for out of hours services;
Opportunity costs of attending a RACF, compared with caring for patients at the general
practice;
Disjointed nature of care for patients, created by workforce and infrastructure issues in
RACFs; and
The lack of interoperability between systems used by RACFs and GPs which results in
multiple records and time consuming information management processes.
With Government policy geared towards keeping people healthy and living in the community
for longer, residents of RACFs will increasingly comprise those with high acuity and complex
health care needs. Consequently, the demand for GP care for people living in RACFs will likely

Pond C.D. and Regan C. (2019) Improving the delivery of primary care for older people
https://www.mja.com.au/journal/2019/211/2/improving-delivery-primary-care-older-people
12
Sefton, C. and Battye, K. (2019) Getting GPs into residential aged care: time to rethink on remuneration
model? 15th National Rural Health Conference
13
Sefton, C. and Battye, K. (2019) Op Cit.
14
Iannuzi, A. (2019) Why GPs don’t visit nursing homes. MJA Insight
https://insightplus.mja.com.au/2019/11/why-gps-dont-visit-nursing-homes/
15
Burges et al (2015) Op Cit.
16
Sefton, C. & Battye, K. (2019) Op Cit.
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increase, placing even greater demands on the time and clinical expertise of GPs that practice
in RACFs.17 LASA is concerned that this will make it more difficult for residents of RACFs to
access timely GP care, unless something is done to increase the supply of GPs willing to deliver
services in the RACFs (In this context, LASA acknowledges that people in RACFs do receive a
large number of visits on average, the problem is having access to GPs when is needed rather
than as part of regular schedule consultations).
Improving access to GP Care
25. For HCP recipients, although a HCP covers expenses relating to community transport and/or
transport to the GP, funding for HCP is capped which may not adequately support
transportation need for regular GP visit where clinically appropriate (if funding is
needed/prioritised for direct care needs). In this context, LASA believes additional funding
should be made available to support HCP recipients with appropriate transportation (if
needed) to ensure they have adequate and timely access to GP care. LASA also believes that
GPs should be incentivised to do home visits and that telehealth video consultation should be
funded on an on-going basis. This will improve HCP recipients’ access to timely GP care. (More
information below on blended payment model and better use of telehealth video consultation
which are also relevant to HCP recipients).
26.

For RACF residents, as highlighted above, there is a significant range of barriers facing GPs
who care for residents in RACFs. These barriers according to the 2018 AMA Aged Care Survey
have led to a situation where fewer GPs are prepared to visit facilities18 (46% of GPs did not
deliver services to aged care residents in 2016-1719), causing a critical shortage of GP services
within some facilities.

27.

The Catholic Health Australia survey in 2010, noted that 54% of RACFs were struggling with
accessing GPs but were able to cope, whereas an additional 15% of respondents reported that
the difficulty they experienced in accessing GPs sometimes compromised resident care.
Additionally, 57% reported that GP access problems occasionally resulted in transfer to the
hospital, and an additional 18% reported that hospital transfers occurred fairly frequently or
regularly.20

28.

To improve RACF residents’ access to GP care, LASA is of the view that the following measures
should be considered:

17



RACF/General practice co-location – Incentives such as in the form of rental subsidy should
be provided to encourage general practices to co-locate with RACFs. Not only can a GP see
patients in the co-located general practice, which will largely remove the opportunity cost
relating to GPs attending a RACF, the arrangement will improve integration of care for
residents with the support of general practice primary care nurses. The nurses could support
residents to navigate health services and access care at the right time, in the right place
when needed.



Formalised arrangements/agreement between RACF and general practice/GPs – Access to
GP care will improve when there is a formalised agreement between general practice/GPs
and RACFs to strengthen their partnership. Both the general practice/GP and the RACF
should mutually agree to, and clearly understand, the roles and responsibilities regarding
the provision of clinical care and management of medical records.21 This we believe will

Burgess et al (2015) General practice and residential aged care: A qualitative study of barriers to access to
care and the role of remuneration. AMJ 2015; 8(5):161–169.
18
AMA (2017) AMA aged care survey https://ama.com.au/article/2017-ama-aged-care-survey
19
Aged Royal Commission (2019) Transcript of 9 December 2019 hearing
https://agedcare.royalcommission.gov.au/hearings/Pages/Transcripts.aspx
20
Reed, R.L. (2015) Op Cit.
21
RACGP (2013) A best practice guide for collaborative care between GPs and RACFs
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ensure residents of RACFs have consistent and adequate access to GP care.


Blended payment model - GP attendances at RACFs are funded through the Medicare
Benefits Schedule (MBS), which operates on a fee-for-service (FFS) basis. The AMA and Royal
Australian College of General Practitioners (RACGP) have long argued that the current FFS
model is inadequate to support GP care in RACFs because, not only does it not compensate
the non-contact time between GPs and patients, it also limits innovative modalities of care
provision, which would best be served by a blended payment model. In this context LASA
notes that from 1 July 2020, eligible patients aged 70 years and older will be able to enroll
with their usual GPs to receive enhanced primary health care. LASA welcomes this initiative
which we believe will enable enrolled patients to receive more flexible care, with improved
access to a range of providers, and streamlined administration (such as e-referrals, e-scripts
and shared care planning), leading to improved health outcomes.



Better use of telehealth video consultation – Telehealth has particular relevance for aged
care. Not only does it offer the health and aged care system the opportunity to provide new
models of care, it also offers the sector an opportunity to break down the barriers to access
between GPs, allied health professionals, specialists and the acute sector, enhance teambased collaboration and resident outcomes. LASA has strongly argued for GP telehealth
video consultation to be funded to improve residents of RACFs’ access to GP care. While
LASA acknowledges the recent telehealth expansion to include GP care, this arrangement is
temporary until 30 September 2020. Considering that access to GP care for residents of
RACFs is an ongoing issue, LASA is of the view that GP telehealth should be funded on an ongoing basis to ensure that residents have adequate access to GP care.



Improved My Aged Care/My Health Record interoperability – As highlighted above, one of
the barriers to GP care for residents of RACFs is the lack of interoperability between systems
used by RACFs and GPs that results in the generation of multiple records and time
consuming information management processes. LASA believes having an integrated online
client record system that facilitates shared clinical care information exchange between the
information management systems of a resident’s usual GP and the RACF will enable
continuity of care and lead to improved health outcomes for residents. However,
considering financial constraints experienced by many providers in the current policy
environment, financial support should be provided for system upgrades and the training of
staff in the use of this proposed new integrated system.

29.

The draft RACGP Standards for Aged Care (which aims to support and enhance the delivery of
quality and safe GP care to residents in RACFs) states that “RACF Standard 2: Residential aged
care facilities must: provide a safe and appropriate environment for the delivery of general
practice services and ensure that GPs have access to the medical equipment they need to
provide comprehensive primary care to residents.”

30.

LASA Members are not supportive of the proposed RACGP Standards. According to one
Member, which has the system/facilities in place, the cost associated in building the
suggested GP consultation and treatment rooms comes at a cost of approximately $3-4,000
per square meter. Additionally, there is cost of the facilities provided including equipment,
having a total cost of $150,000. With 60% of aged care providers operating at a loss before the
pandemic (74% for providers in rural Australia),22 it is unlikely that these providers, especially
the small operators, will be able to comply with this requirement. In this context, LASA is
strongly of the view that financial support should be provided to enable aged care providers
to set up consultation rooms and purchase the medical equipment needed to enhance GP
care for residents of RACFs as proposed by the RACGP Standards if to be implemented.

22

StewartBrown (2020)Aged care financial performance survey https://www.stewartbrown.com.au/newsarticles/26-aged-care/218-stewartbrown-aged-care-financial-performance-march-2020-survey-sector-report
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2.1.2 Nurse Practitioners
31.

The NP role is now well established in Australia. The training and context in which the NP
practices determines their scope of practice.23 NPs work in many roles in aged care settings
including general primary care, wound care, memory disorders, mental health, heart failure
and palliative care. NPs can offer aged care providers a first line clinical health care and
nursing response for consumers.

Aged care Nurse Practitioner model of care
32. NP models providing services to the elderly are emerging in many formats. Models of care
include NPs initiating independent private practice, being situated in the RACF, working from
community-based organisations, or as an outreach service from the acute hospital setting as a
member of a multidisciplinary team. LASA notes that the Royal Commission has heard
extensive evidence of the importance of NPs in rural and remote settings in particular, where
they can augment the role of the GP.
33.

Specialist aged care services provided by the NP include dementia care, management of
delirium and nurse-led telephone support services to RACFs. These examples demonstrate
NP-led models of care can provide holistic care that positively impact on older peoples’
physiological and psychological symptoms and quality of life by reducing hospital
admissions.24

Nurse Practitioners improve health outcomes for older Australians
34. NPs can undertake more comprehensive assessments than registered nurses, provide a higher
level of care and organise diagnostic tests or appropriate medicines. This leads to more timely
treatment and improved health outcomes.25 According to some Members, NPs are also more
accessible to residents compared to GPs.
35.

Dwyer et al (2017)26 evaluated aged care NP service quality of care and found that because of
their advanced clinical skills and prescribing rights, they were able to deliver a range of timely
health services within the RACF, saving the primary care physician time. NPs also upskill and
support RACF staff to keep the resident at home. However, NPs lack adequate access to MBS
rebates that restricts their scope of practice and the financial viability of this role.

Improving access to NP care
36. Currently, there are around 1745 endorsed NPs in Australia, working across a variety of
specialty areas including aged care.27 Considering that access to GP care is an ongoing issue,
particularly with increasing remoteness, NPs are well placed to fill this gap. To this end,
scholarship programs for NPs should be expanded to enable more registered nurses to pursue
post-graduate study to become NPs. This will increase the supply and improve the capacity for
NPs to work within the aged care setting hence improving older Australians’ access to
appropriate/quality healthcare.
37.

23

More importantly, Australian NPs only have access to four Medicare items compared to the
hundreds of items available for the medical practitioners, and reimbursement for the NP

Scanlon A, Cashin A, Bryce J, Kelly JG, Buckely T. The complexities of defining nurse practitioner scope of
practice in the Australian context https://www.collegianjournal.com/article/S1322-7696(14)000912/abstract
24
Dwyer et al (2017) Evaluation of an aged care nurse practitioner service: Quality of care within RACF hospital
avoidance service https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-017-1977-x
25
ANMJ (2019) How NPs are filling the gaps in aged care https://anmj.org.au/how-nurse-practitioners-arefilling-the-gaps-in-aged-care/
26
Dwyer et al (2017) Op Cit.
27
Nursing and Midwifery Board of Australia. Registrant data. Reporting period: 1 July – 30 September 2018;
2018. http:www.ahpra.com.au
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service remains low at 85% of the scheduled fee.28 LASA is of the view that NPs need to be
given greater access to Medicare items so they can expand their scope of practice, and higher
rebates that will make this role financially sustainable and incentivize nursing career
progression to support expansion of clinical aged care workforce expertise for safe and high
quality care. While there is a huge interest in the nursing profession to train as a NP, this lacks
incentive if there is no paid employment and/or viable reimbursement scheme.

2.1.3 Allied health services
38.

Older Australians with complex health issues and higher levels of care requirements would
benefit from regular participation in a range of allied health treatments. However, access to
allied health services is reported by Members as being extremely difficult.

39.

While older people living in the community (non-aged care consumers) are able to access
Medicare-funded allied health services, these services are not able to be accessed by
residential aged care consumers. Instead funding for allied health services is based on the
Aged Care Funding Instrument (ACFI) which a number of reviews have shown is not providing
sufficient access to allied health services or supporting overall wellness and reablement.29

40.

Aged care consumers can be eligible for Medicare rebates for up to five individual allied
health services (MBS items 10950-10970) each calendar year, however, when a GP has
contributed to a multidisciplinary care plan and is referred for allied health services under
MBS item 731. These services are available to aged care consumers with a chronic (or
terminal) medical condition and complex care needs under the Medicare Chronic Disease
Management (CDM) items.30 This arrangement is available across both community and
residential aged care settings, however, the intensity of MBS-funded allied health support into
RACFs is disproportionate relative to community settings noting the level of resident acuity in
RACFs.

41.

Importantly, with over 100,000 older Australians approved and waiting for a HCP at their
assessed level, with many waiting over 12 months for this care, consumers are left with the
arduous task of choosing between different care and services relative to the range of needs
they may have. Consequently, services such as personal care, domestic support, shopping and
meals which are routine requirements will often be prioritised above episodic care needs.
Some contingency funds may be put aside for emergency needs but the duration of allied
health interventions and limits of MBS funded support restrict access to these interventions.
State funded community nursing and CHSP support allied health and nursing services may fill
some of the gaps but these services are largely geared towards entry level support.

42.

Lack of funded access to allied health services is a major factor in reducing health outcomes
for older people and increasing overall costs to the health system.31 The lack of access to allied
health services is worse in rural and remote locations. According to the National Rural Health
Commissioner the undersupply and maldistribution of the allied health workforce has a
significant negative impact on the accessibility of allied health services for rural Australians
and the severity of impact increases with remoteness.32 Greater consideration of incentives is

28

Dwyer et al(2017) Op Cit
Nicole M. (2018) Better access to allied health care would improve the quality of life for aged care residents.
https://healthtimes.com.au/hub/aged-care/2/practice/nm/better-access-to-allied-health-care-wouldimprove-quality-of-life-for-aged-care-residents/3673/
30
DoH CDM – Individual allied health services under Medicare - RACFs
https://www1.health.gov.au/internet/main/publishing.nsf/Content/chronic_disease_allied_health_services
_in_residential_aged%20_care_facilities
31
AHPA (2020) Op Cit.
32
National Rural Health Commissioner Interim Report
https://www1.health.gov.au/internet/main/publishing.nsf/Content/National-Rural-Health-Commissioner
29
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required to promote access to allied health services in regional and rural Australia, including
into those RACFs within these communities.
Improving access to allied health services
43. Allied health professionals work with older people directly, and with care staff, to address
conditions common in old age such as communication difficulties, hearing and vision
impairment, depression and anxiety, memory loss and cognitive impairment, chronic pain,
mobility difficulties and fall risks, nutritional deficits and difficulties with swallowing. Allied
health will have an important role to play in a future person-centred approach to aged care
and the expertise of allied health professionals in a range of disciplines will be key to providing
appropriate and targeted services at all levels of care.33
44.

LASA is of the view that access to allied health services should be a priority for aged care
consumers with complex care requirements. Not only can better access to allied health
services positively impact on the quality of care, it could also drive reductions in avoidable
hospitalisations and other forms of avoidable health deterioration and loss of function.

45.

To improve access to allied health services for aged care consumers, LASA believes:





The number of services available under Medicare allied health items for CDM should be
increased or cap removed;
Allied health professionals should be funded to deliver care via telehealth;
A trial should be conducted on embedding a range of allied health professionals within
RACFs, as part of the RACF model of care; and
The proposed rural generalist program for allied health professionals should be expanded to
increase the supply of allied health professionals with advanced skills.

2.1.4 Transition Care Program
46.

The Transition Care (TC) program was established at the interface of the acute and aged care
sectors with particular emphasis on transitions between acute and community care. The
program is intended to enable a significant proportion of care recipients to return home,
rather than prematurely enter residential aged care, optimise their functional capacity, and
reduce inappropriate extended lengths of hospital stay for older people.34

47.

Evaluation of the program found that it was highly valued by both patients and carers and
provided increased options for people following hospitalisations. TC appeared to be
associated with reductions in readmissions to hospitals and transfers to residential care.35 This
program, however, has been superseded by Short Term Restorative Care (STRC) Program
which is being expanded while TC runs parallel without additional investment.

48.

LASA believes key issues across both programs will be consistency/agreement in
communication and coordination of care during transition back to community noting these
hospital exit programs generally have 12 week window of intensive support before they cease
and consumers resume community care.

49.

Also on resuming community care, consumers may have substantially lower levels of support
on HCP relative to post discharge TC/STRC support matched to need when coming off these
intensive support programs – this leaves home care provider “carrying the ball” where care
needs have changed prior to admission to hospital but funding is still the same. Issue is with
HCP levels/approvals and wait times to get care at level consistent with assessed need. ACATs

33

AHPA (2020) Submission to the Royal Commission – supplementary submission on program redesign
Gray et al (2012) How effective are programs at managing transition from hospital to home? BMC Geriatrics
2021, 12-6
35
Flinders Consulting (2008) National evaluation of the transition Care program: Final Report
34

15

may assess HCP consumer as needing higher level care post discharge but long wait to get this
and HCP provider has to manage risks for unmet need.
50.

LASA believes additional funding is needed to reduce the length of the queue to respond to
the increased care needs among this consumer group.

2.1.5 Mental health care
51.

Mental health services are not routinely available to older people living in RACFs, and are not
within scope of the personal care or accommodation services RACFs provide. On the other
hand there is evidence that RACF residents have very high rates of common mental illness. It
is estimated that approximately 39 per cent of all permanent aged care residents are living
with mild to moderate depression. 36

52.

Additionally, a significant proportion of RACF residents will have some degree of cognitive
decline or dementia.37 LASA believes they should not be ruled out of receiving mental health
services, particularly given many may have comorbid anxiety and depression that may benefit
from psychological intervention. It is also important that service providers delivering
psychological therapies in a RACF environment are broadly familiar with dementia, its signs
and its management.38

The Better Access to Psychiatrists, Psychologists and General Practitioners through the MBS (Better
Access Initiative)
53. Up until the 2018/19 Federal Budget, most aged care residents were only able to obtain
pharmacological interventions for mental illness whereas older people living in the community
accessed both medical and psychological interventions for mental disorders, the latter
through the Medicare Better Access Initiative. This is despite the fact that multiple
international and Australian studies have shown the prevalence of psychiatric conditions in
older adults residing in long-term facilities is up to four times higher than non-institutional or
community rates.39
54.

This situation has long been flagged as a major concern because it has been argued that in the
absence of any other evidence-based alternatives to pharmacotherapy in residential care,
medical practitioners have had to rely on psychotropic medications. This has often had
negative side effects, promoted polypharmacy and drug interactions and has contributed to a
decline in the overall quality of life of residents.

55.

In responding to the long-standing concerns around a lack of access for residents to
psychological care, the 2018/19 Federal Budget provided $82.5 million over four years for
mental health services for aged care residents, along with $20 million over four years to trial
nurse-led mental health services for people aged over 75 years experiencing social isolation
and loneliness.

56.

As part of the 2018/19 Budget, PHNs are required to commission psychological treatment
services targeting the mental health needs of people living in RACFs. These services are
intended to enable residents of these facilities with mental illness to access mental health
services similar to those available in the community through the Better Access Initiative.

Improving access to mental health care
57. In 2018 LASA conducted member consultation on Improved Access to Psychological Services in
36

DoH (2018) Psychological treatment services for people with mental illness in RACFs.
DoH (2018) Op Cit.
38
DoH (2018) Op Cit.
39
Ageing Agenda (2018) At long last, mental health support for residents
https://www.australianageingagenda.com.au/contributors/opinion/at-long-last-mental-health-support-forresidents/
37
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Residential Care. The consultation report is available at: https://lasa.asn.au/wpcontent/uploads/2018/07/18-07-19-Consultation-on-mental-health-supports-in-RACFsfinal.pdf
58.

The consultation report identified a number of priority areas including: (please see the full
report for detailed discussion on the priority areas below)








Strengthen capacity for mental health care by RACFs;
Mental health training for care staff;
On-going clinical mental health input;
Non-pharmacologically therapeutic approaches to mental health issues;
Systemic and regular review of psychiatric medications;
Support for residents adjusting to life in the RACF; and
Special needs group.

59.

LASA welcomes the Government initiative announced in 2018/19 Budget to invest in mental
health services for residents of RACFs but more is needed to improve residents’ access to
mental health care. In this context, LASA supports the AMA proposition40 that additional
funding should go towards expansion of the Better Access Initiative to ensure older people
living in RACFs receive the same access to mental health services as the rest of the population
(Older people living in RACFs are generally not eligible for this initiative and therefore do not
receive MBS rebates for some Better Access to Mental Health Care items).

60.

On 1 November 2017, the Better Access Initiative was expanded to include telehealth
consultations by treating allied health professionals to improve access to mental health
services for people in regional, rural and remote Australia. Telehealth services can be
delivered by psychologists, social workers and occupational therapists that are registered with
Medicare. From 1 November 2018, eligible general practitioners and medical practitioners
were able to deliver focussed psychological strategies to people in rural areas via
videoconference. LASA believes with the expansion of the Better Access Initiative, both GPs
and treating allied health professionals should be allowed to deliver psychological services to
residents of RACFs via telehealth (not just for people in rural and remote areas) which will
further improve residents’ access to mental health care.

61.

Additionally, LASA notes that a Productivity Commission mental health review report was due
to Government in June 2020 but is not yet publicly available at the time of writing. LASA refers
for Royal Commission consideration any relevant outcomes of the report.

2.1.6 Oral Health
62.

The unmet oral and dental care needs of the elderly population can seriously compromise
their general health. Poor oral health can lead to malnutrition or pneumonia, which can lead
to falls and other health complications resulting in residents ending up in hospital.41 Though
RACF staff and carers in the community work hard looking after older Australians (including
support regarding daily oral hygiene), they are not trained oral health professionals.

Lack of Medicare-funded dental service lead to gaps in access
63. Currently there is an uncoordinated approach to providing daily oral care and access to
professional oral care for both residents in RACFs and frail elderly on home care packages.
While Medicare currently looks after the general health of our older adults, the sophistication
of funded oral health arrangements for older adults is inadequate. There is no Medicarefunded dental service for older Australians, leading to gaps in access and exacerbating risks to
40

AMA (2020) AMA submission to the Royal Commission into aged care quality and safety
https://ama.com.au/submission/ama-submission-royal-commission-aged-care-quality-and-safety
41
ADA (2019)ADA submission to Royal Commission into aged care quality and safety
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overall health and quality of life.
64.

While other allied health services such as podiatry and occupational therapy are provided via
Medicare to older Australians, there are no such provisions for oral health. And with the
number of Australians aged 85 years projected to double by 2042 to more than one million42,
the problem will only increase.

Improving access to oral health for residents of RACFs
65. In its submission to the Royal Commission, the Australian Dental Association (ADA) NSW has
made several recommendations which it believes will go a long way to addressing the current
inadequacies.43 LASA supports these recommendation which include:





The need for a Medicare-funded oral health assessment by a registered dental practitioner
for older Australians aged 75 and over, to facilitate regular oral health visits;
Every resident entering a residential aged care facility must have an oral health assessment
by a registered dental practitioner to inform their oral hygiene measures, while all older
adults should have an appropriate oral health care plan and referral pathway identified for
them, whether they are community-dwelling or living in an RACF; and
A registered dental practitioner should be made available during admissions to in-patient
geriatric hospital wards to provide an oral health assessment and educate family members
and carers, help make oral care plans and provide tips and information on preserving oral
health.

2.1.7 Palliative care
66.

The goal of palliative care is to improve the quality of life of patients with an active,
progressive disease that has little or no prospect of a cure. With the growth and ageing of
Australia's population, and an increase of chronic and generally incurable illnesses, the types
of patient groups requiring palliative care has widened.44 There is extensive evidence
demonstrating that palliative care is also cost effective in preventing hospitalisations,
emergency transfers and unwarranted medical intervention in hospitals.45

67.

The exact model of care provision differs across Australia, with each state and territory having
specified an approach to providing palliative care-related services. The states and territories
have different approaches to planning and delivering publicly funded services, with different
local service delivery practices and differently structured health-care systems. They also have
varying demographic and remoteness profiles, and varying demands for particular types of
services. In recent years, there has been a focus on expanding the practice of specialist
palliative care teams to support primary palliative care providers.46

68.

Ensuring the availability of high quality palliative care in RACFs and in people’s own homes will
support older Australians and their families/friends with regard to their death experience, as
they will receive necessary support during the dying and bereavement process through the
improved allocation of scarce healthcare resources.47 However, access to palliative care
services is lacking, especially in regional and rural areas.48 There is limited coordination
between the states, territories and the Commonwealth to ensure integrated responsive

42

ABS (2018) Population projection Australia, 2017 (base)
https://www.abs.gov.au/ausstats/abs@.nsf/mediareleasesbytitle/58FF5A2527DDD70ECA2568A90013634F
43
ADA (2019) Op Cit.
44
AIHW (2019) Palliative care services in Australia https://www.aihw.gov.au/reports/palliative-careservices/palliative-care-services-in-australia/contents/overview
45
Barbosi J. (2017) Life before death: improving palliative care for older Australians
https://www.pallcarevic.asn.au/life-before-death-improving-palliative-care-for-older-australians/
46
AIHW (2019) Op Cit.
47
PCA Palliative care in Australia https://palliativecare.org.au/palliative-care-in-aged-care
48
AMA (2020) Op Cit.
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services that can meet demand and a real need to address inadequacies in specialist numbers.
69.

According to Palliative Care Australia (PCA) the aged care system does not currently support
optimal provision of palliative care. Too often, support is limited to care provided in the last
few days or week of life despite indicators of deterioration often occurring in the 12 months
prior to death. This is driven in part by clinical care funding limitations under the Aged Care
Funding Instrument (ACFI) that focusses on end of life care. These limitations mean that it is
not possible to identify with precision the number of people receiving palliative care or who
have access to specialist palliative care within residential care because the ACFI payments
data do not reflect the number of residents who either need palliative care or receive
palliative care.49 According to a recent report by KPMG, only one in 50 residents of an RACF
received palliative care under the ACFI.50

Improving access to palliative care for residents of RACFs
70. LASA is of the view that:






71.

Additionally, PCA has made a number of recommendations to the Royal Commission. LASA
supports these recommendations which included:52








49

Providing palliative care is an essential skill for both GPs and NPs. The need for this will only
increase over time. GPs and NPs working with older Australians should be encouraged to
upskill and deliver this essential care by, at the very least, having an identifiable and
separate Medicare Benefit Scheme (MBS) items to claim for this care;
Palliative care can be provided and should be provided by other specialist clinicians such as
geriatricians and oncologists. However, currently they are unable to claim care as a palliative
care related service under the MBS (unlike specialists palliative care physicians).51 Palliative
care related service under the MBS should be expanded to include other specialist clinicians
as part of a multidisciplinary integrated care approach; and
Scholarship programs should be expanded to encourage more NPs to specialise in palliative
care and for RNs to undertake courses in palliative care (graduate certificate) without
necessarily becoming a NP. This will improve the supply and capacity for NPs and RNs to
support palliative care in aged care settings.

Aged care policy should align with the World Health Organisation definition of palliative care
and not be restricted to ‘end of life’ or last days/weeks.
Palliative care must be included and clearly articulated in the Aged Care Quality Standards,
which all Commonwealth funded aged care services are required to meet.
All undergraduate nursing, allied health, medical courses and Certificate courses for care
workers must include mandatory units on palliative care.
Establish National Minimum Data Sets for palliative care that include both health and aged
care.
Funding is needed to fully implement the National Palliative Care Strategy ensuring aged
care is included.
Investment and the development of innovative models of care are required to ensure older
people have equitable access to specialist palliative care.
Greater focus on community awareness on death and dying, palliative care and advance care
planning.

PCA (2019) Expert witness statement to the Royal Commission
https://agedcare.royalcommission.gov.au/hearings/Documents/exhibits-2019/24-june/exhibit-7-7-perthgeneral-tender-bundle/RCD.9999.0092.0001.pdf
50
KPMG (2020) Investing to save – The economics of increased investment in palliative care in Australia
https://palliativecare.org.au/kpmg-palliativecare-economic-report
51
Barbosi, J. 92017) Op Cit.
52
PCA Palliative care in Australia https://palliativecare.org.au/palliative-care-in-aged-care
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Palliative care should be supported by the appointment of a National Palliative Care
Commissioner.

72.

LASA notes that Minister Colbeck recently announced that the Australian Government will
invest $57.2 million to improve palliative care in aged-care facilities across Australia. While
this is an important first step, LASA believes more funding is needed to improve palliative care
services for residents of RACFs. In this context, the PCA/KPMG recently released a report53
calling for an overhaul of the palliative care system in Australia and an additional annual
investment of $365 million to bring the system up to speed post COVID-19.

73.

LASA is also a key partner in the End of Life Directions for Aged Care (ELDAC) project which
aims to improve the care of older Australians. Health professionals and aged care workers can
access information, guidance and resources to support palliative care and advance care
planning for older people and their families. ELDAC facilitators can help to improve the quality
of end-of-life care for all older Australians by assisting local and/or regional linkages between
aged care, specialist palliative care, primary care and other providers and networks.

2.1.8 Medication management
74.

Up to 30% of hospital admissions for people aged 65+ are attributed to medication related
harm54. Medication Management also features as one of the primary concerns identified by
both the Aged Care Quality and Safety Commission in their assessment of services delivered
by aged care providers55, and the Royal Commission into Aged Care Quality and Safety56. The
issue is so pronounced that medication safety was recently recognised by the Australian
Government as the 10th National Health Priority.

75.

Older Australians are particularly vulnerable to medicine problems when they transition
between the health system and aged care.57 Accredited clinical pharmacists play a pivotal role
in bridging the gap between the health and aged care systems to mitigate these risks.

76.

Services to improve medication management in aged care are funded through two
independent schemes. Pharmacists are funded through the Community Pharmacy Agreement
(CPA), and Medical Practitioners are funded through the MBS.

Improving medication management for residents of RACFs
77. Recent enhancements to the 7th Community Pharmacy Agreement are expected to improve
the interfaces of care between aged care and clinical pharmacists who provide essential
support to the aged care sector in managing medications. Improvements to funding
arrangements now allow:

78.

53



Clinical pharmacists to follow up with patients – ‘closing the loop’ on a cycle of care.



Broader engagement between professionals with medical specialists, in addition to GPs, who
are now able to refer for a medication review.



Improved opportunities for collaboration between clinical pharmacists, patients and health
professionals, particularly in rural and remote areas, with the implementation of Telehealth.



Enhanced Quality Use of Medicines (QUM) support including clinical education and audits.
Although the above enhancements demonstrate a significant step in the right direction, gaps
still exist which prevent older Australians, and their aged care providers, from receiving the

KPMG (2020) Op cit.
Roughead L, Semple S, Rosenfeld E. Literature review: Medication Safety in Australia. August 2013.
55
Aged Care Quality and Safety Commission Sector Performance Data 1 October - 31 December 2019.
56
Royal Commission into Aged Care Quality and Safety Interim Report: Neglect.
57
Medication Safety: aged care. PSA 2020
54
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full benefit clinical pharmacists can offer.
79.

LASA believes to deliver ongoing best practice medication management services, the following
items must be reviewed to support their implementation:


58

Secure current program enhancements for the entirety of the 7CPA - The changes to the
Community Pharmacy Agreement mentioned above must be secured long-term. The 7CPA
commits $1.2bn in funding to community pharmacy programs over 5 years. Only $96.4m is
confirmed to be allocated to medication management programs (a sub-category of
‘community pharmacy programs’) in Year 1 with silence as to funding for years 2-5. These
are the programs which will specifically address some of the key issues raised in the Royal
Commission’s Interim Report as they related to the appropriate use of medications for
people living in aged care. It is essential that these medication management programs are
not only retained at the same level as Year 1, but enhanced to meet the increasing needs of
a growing older population.



Enhance pharmacy programs to better support organisations caring for older people living in
the community:
o Although the 7CPA has seen enhancement of support for aged care providers
operating in the residential care sector, support for organisations delivering aged
care services in the community remains very limited. This is despite these
organisations also playing a significant role in assisting their clients in the
management of their medications.
o An extension of the QUM program to the community care sector, with aged care
providers able to engage a QUM provider, would provide the sector with much
needed medication training and support.
o The creation of a hybrid HMR / RMMR program – where community aged care
providers have the ability to engage a partner medication review organisation to
deliver consistent, independent and monitored medication review services to their
clients in need without an arbitrary cap on the number of reviews completed –
would significantly increase access to medication reviews, and ultimately reduce
medication related harm, in this demographic.



Invest in medication program evaluation and research - To inform clinical policy, program
design, feasibility of new technologies and the long-term sustainability of the sector, a
significant increase in research funding for aged care is needed58. Robust trials for enhanced
models of care are necessary to ascertain real-world outcomes for residents and these
require substantial funding. To demonstrate sustained health and economic benefits, this
research needs to take a strategically long-term approach.
Such a research project was commissioned by Goodwin Aged Care in Canberra in
collaboration with University Canberra. A clinical pharmacist was employed 2 days a week
from April to October 2017 on one RACF site, with residents at a second site receiving usual
pharmacy care as control. Outcomes of the trial were: significant reduction in the proportion
of inappropriate dosage forms; reduction in medication round times; adverse drug reactions
and allergy reporting significantly improved; mean monthly medication incident reports
significantly improved.59 A further two-year trial has started in 2020 in the ACT.



Fully align or amalgamate Clinical Pharmacy Services and MBS items - The interface between
medical practitioners and pharmacists delivering clinical services (non-dispensing) is often
hampered by discrepancies in funding between both parties. An example of this is the use of
case conferences as a multidisciplinary meeting between clinical pharmacists, medical

In 2018, the leading national research funder (National Health and Medical Research Committee) allocated
approximately 2% of its $783.3 million annual funding to the combined fields of geriatrics, aged care, aged
care nursing and clinical trials in aged care.
59
https://www.australianageingagenda.com.au/executive/peak-requests-17-million-to-test-in-facilitypharmacist-model/
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practitioners and other members of a patient’s care team. Case conferences are
remunerated for medical practitioners under the MBS but clinical pharmacists receive no
such compensation for attendance through the CPA. The expectation being that the time
spent on a case conference be ‘absorbed’ into the $28 - $113 fee allocated for a medication
review. As these discussions can vary between 15-60 minutes in length, the funding
allocated to a pharmacist for participation is wholly inadequate. The result being a
reluctance among clinical pharmacists to fully participate in case conferences unless
absolutely necessary.


Digital enhancement funding to support remote access to all clinical and medication data Fundamental to ensuring seamless collaboration between the clinical pharmacists, medical
practitioners (including hospitals) and aged care is streamlined access to clinical data. This
data includes information that may be present on a patient’s My Health Record as well as
nursing progress notes, medication dispensing history and clinical observations. Digital data
storage and secure remote access across all aged care providers will provide a monumental
leap forward in ensuring safe medication management. The pharmacist, GP and aged care
sectors are however fragmented and include many small companies, or individual operators,
who are unable to support the cost of introducing digital clinical and medication
management systems. A targeted and well considered injection of digital enhancement
funding to the sector could provide relatively quick high value impact.

2.1.9 Wound management
80.

Chronic wounds represent a major health burden in RACFs, with residents often entering
RACFs with one or more chronic conditions and multiple chronic and complex wounds.60
Residents are also commonly readmitted to RACFs after discharge from a tertiary care setting
with new pressure injuries, deterioration in existing pressure injuries and other chronic
wounds. The ACFI provides funding for treatment of chronic wounds and complex skin
integrity management for care recipients (Wound management within RACFs may not be
funded through the MBS). Nevertheless, the cost of wound management within this setting is
significant.

81.

Currently, the ACFI as it relates to wound management does not cater for ‘real time’ variables,
when accounting for the cost of providing best practice wound care. This increases the total
costs of managing chronic wounds in RACFs due to delayed healing or non-healing of wounds.
The issue is further exacerbated under current arrangements noting RACFs are unable to
charge consumers for dressings and related medical devices, as funding for these
consumables must be covered under current funding arrangements. The cost of wound
dressings is a significant cost for RACFs that they are unable to offset and this restricts the
range of wound care products they can offer.

82.

LASA believes improving wound management will improve health outcomes for residents of
RACFs. In this context and in response to the MBS Review Taskforce – draft Report of the
Wound Management Working Group, LASA provided the following feedback which among
other things highlighted that:61


Where appropriate, consideration should be given to the use of remote and non-face-toface services (real time or asynchronous) and an appropriate funding model investigated;



Increase in ACFI funding for complex wounds is necessary to improve the quality of wound
care. ACFI funding for wound care should cover:
o

60
61

NP diagnosis and advice/care

MBS Review Taskforce (2019) Draft report from the Wound Management Working Group
LASA 92020) Submission to MBS Review Taskforce https://lasa.asn.au/wp-content/uploads/2020/02/MBSReview-on-Wound-Management-LASA-submission.pdf
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o

Subsidies to cover expensive dressings or equipment e.g. VAC machines

o

Higher ACFI funding if RN’s are attending dressings daily or lesser if only weekly
RN review is required.

A review of funding for the management of complex wounds in aged care via the ACFI
should include consideration of both time and personnel required for:
o

Chronic wounds;

o

Complex venous, arterial and foot ulcers in residents; and

o

The provision of appropriate consumables



Consideration needs to be given to the above matters in the implementation of any new
funding system for residential aged care.



There are a number of systemic barriers that limit access to the specialist services (especially
in rural and remote areas) such as lack of availability of experts and lack of incentives to
attract these experts to the residential aged care setting. In this context LASA proposes that:



o

Local wound specialist nurses and/or wound specialist NPs should maintain an
overview of all wound and skin integrity issues in the RACF.

o

Every RN and EN should have access in person, via telephone or telehealth to a
wound specialist for advice, referral and education.

o

Local wound specialist nurses should be trained to undertake wound
debridement. (Latest evidence supports the notion that aggressive wound
debridement is effective in reducing wound bioburden and in promoting healing.
Wound debridement increases the effectiveness of antibiotics and antimicrobials
and contributes to antimicrobial stewardship)

o

Government needs to review MBS items and allow NPs to order Doppler
investigations so appropriate care can be implemented where a NP is available.
Vascular occlusion and chronic arterial /venous ulcers are often left undiagnosed
waiting on GP review resulting in inadequate and expensive dressings being used.

Mechanisms should be developed to monitor and provide feedback on wounds incurred in
the hospital system in order to improve provision of care and prevent wounds in this setting.

2.1.10 After-hours primary care
83.

Access to after-hours primary care is a particular concern for people living in RACFs. Residents
in RACFs often face barriers in accessing their preferred GP care, and this is even more
prominent after hours because residents may not be able to simply contact and/or access
their usual GP (or the RACF’s regular visiting GP) after hours.

84.

Access to after-hours care has been shown to lower Emergency Department (ED) use and
unmet medical need.62

Current arrangements for after-hours care among residents of RACFs
85. There is a variety of ways that residents in RACFs can access a GP after hours. Some general
practices provide after-hours care to patients using a rotating on-call roster of GPs in their
62

O’Malley, A.S. (2013) After-hours access to primary care practices linked with lower ED use and unmet
medical need.. https://pubmed.ncbi.nlm.nih.gov/23242631/
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practice to provide care to RACFs outside regular operating hours (the after-hours period).
Other general practices will engage a medical deputising service to provide after-hours care
for patients in RACFs. 63
86.

Residents of RACFs use medical deputising services more frequently than older people in the
community, with an increase in use from 2008 to 2012 to nearly double that of older people in
the community.64 This increasing use highlights a need to better integrate RACF care with
existing GP services with oversight to ensure appropriate use of after-hours services.

87.

LASA believes that when a deputising service is used, it is important that appropriate care
procedures for RACF residents be determined and agreed upon (e.g. arrangements around
two-way communication and the handover of clinical details and consultation notes among
parties), as there may be cases where the regular treating GP is unavailable and/or urgent
emergency care is required.65 This could include a collaborative arrangement between the
RACF, GPs providing services in the RACF, and after-hours medical providers.

88.

When determining what care is required (including hospital transfer), the general condition of
the patient, family preferences and any existing advanced care plan needs to be taken into
consideration. To prevent inappropriate transfer to acute facilities, it is preferable that the
treating GP, their delegate and RACF staff, nurses and/or care managers consult with each
other prior to transfers occurring. Efficient protocols for information gathering and
communication facilitate more effective use of GP services. In addition to the benefits this has
for patient care, it ensures that patient costs for these services are minimised.66

Improving access to after-hours primary care
89. LASA is of the view that after-hours models of care must be developed locally and
innovatively. They should be flexible, responsive and tailored to local and regional
circumstance and make efficient and effective use of the broader health workforce. At their
heart they must be driven by more efficient use of data and collaborative communication. In
this context, Primary Health Networks (PHNs) have important role to play in identifying gaps
in after-hours services at the local level and to put in place local arrangements to improve
residents’ access to after-hours primary care.
90.

In order to provide timely, effective and safe care to patients in RACFs, LASA believes GPs
should have a formal, collaborative agreement with the facility regarding their provision of
urgent and after-hours care. Such an agreement might entail what medical deputising service
and after-hours medication (pharmacy) arrangements are in place, and acute notification and
callout protocols.

91.

Importantly, residential aged care staff need to be better supported to make informed
decisions relating to accessing primary care during the after-hours period (Again, this could
also be the role for PHNs).

92.

On 1 March 2018, the Australian Government introduced new arrangements for MBS funded
urgent after-hours services (which took effect on 1 January 2020). The new arrangements
include the introduction of four new urgent after-hours-only MBS items and the removal of
two existing urgent after-hours items. Vocationally-registered and vocationally-recognised
GPs and GP registrars will receive a higher MBS rebate for urgent after-hours visits, compared
with non-vocationally recognised doctors working in metropolitan areas.

63
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93.

LASA is concerned that these changes could negatively impact the health of people receiving
aged care services, particularly those living in residential aged care facilities. These changes
may also result in adverse consequences for emergency departments and hospitals through
potentially preventable presentations and hospitalisations. In this context LASA believes an
evaluation is needed to identify the impact and any unintended consequences of these
changes, particularly for those receiving aged care services.

94.

Furthermore, considering that access to GP after-hours care is an ongoing issues for residents
of RACFs, LASA believes Medicare Item 591(urgent after-hours services conducted by nonvocationally registered doctors in a metropolitan setting) should be amended to allow nonvocationally recognised doctors providing urgent after-hours care in RACFs the full rebate
(LASA notes MBS item 588 has been amended to enable non-vocationally registered medical
practitioners providing urgent after-hours services in Modified Monash (MM) 2 locations to
provide services that attract the full MBS rebate.) This we believe will improve residents’
access to after-hours primary care.

2.1.11 Prevention and early intervention
95.

Prevention (wellbeing programs and provision of preventative information) and early
intervention (identification and provision of effective early support) should be at the forefront
of support services for older people. It means making day-to-day living easier and giving older
people full and meaningful lives by planning for the ageing process and preventing, delaying
or managing crises.

The role of a multidisciplinary team
96. Geriatric syndromes often require multidisciplinary care management, which is a potential
strength of primary care. This requires access to and coordination of appropriate and
evidence-based medical and social interventions.67
97.

In this context, primary care providers (including GPs, NPs and allied health professionals)
with their ability to identify disease at an early stage, their knowledge of the patient including
their social contact and their capacity for ongoing chronic disease management, all have a role
to play in prevention and early intervention. However, while MBS funding for care planning
and team care can assist with coordination, timely access to GP care, NP care and allied health
services often can be problematic.

98.

GPs, in particular, can play a very important role in prevention and early intervention
especially with regard to mental health and/or falls prevention.

99.

Most mental health care is delivered through general practice and other primary care
services, with GPs providing mental health care to 75% of those seeking such help. Many
people who have been seriously affected by mental illness manage their illness with only the
support of a GP; for other people the GP will form an essential part of a wider team of mental
health service providers. GPs can provide ongoing mental health care in several different
ways: through direct care, shared care, and referral to specialist services.68

100. Falls rates are high in RACFs, with half of all residents falling within a 6-month period. 69
Residents have increased rates of cognitive impairment, continence problems, comorbidities
67

Pond C.D. and Regan C. 92019) Op Cit.
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and polypharmacy, which contribute to increased falls risk (up to 30% of falls can result in
moderate to severe injuries, such as lacerations, hip fractures and head trauma, resulting in
an increased risk of early death).70 GPs in consultation with RNs and care recipients could
identify those who will benefit from fall prevention measures, develop and implement
treatment plans with other health professionals and support care recipient uptake of
recommendations.
101. Allied health care is an important means of ensuring the overall health and wellbeing of an
older person, and of preventing hospitalisation and health deterioration. Allied health
professionals provide personalised care that focuses on individuals' functionality and
independence.
102. Access to allied health services for older people can increase mobility and reduce falls risks,
improve health through better diets, have a positive impact on pain, anxiety and depression,
offer appropriate and effective strategies for managing challenging behaviours associated
with dementia, and provide appropriate support as part of palliative and end-of-life care. In
people with dementia, in palliative care or at end of life, allied health professionals can
identify the need for and provide a range of services such as psychological care and mental
health support, dietary management, environment management, communication supports
and assistive technologies. 71
103. NPs, as highlighted above, work in many roles in aged care setting including general primary
care, wound care, memory disorders, mental health, heart failure and palliative care. NPs can
play a very important role with regard to prevention and early intervention where there is a
gap in access to GP care.
104. Improved access to primary care providers means that issues requiring intervention are
identified earlier, avoiding deterioration, or potentially premature death, of the older person
and the greater costs of more high level or intensive responses later. By improving access to
these health professionals, prevention and early interventions for residents of RACFs will be
enhanced and which will improve health outcomes for residents of RACFs.
Better use of case conferencing
105. Effective and consistent communication is an important component of care of older people. A
family meeting or case conference can provide the basis for a discussion between a person (if
possible), involved member(s) of the family, substitute decision-maker(s), and members of the
healthcare team. These meetings can enhance communication between the patient, family,
and healthcare team; share information regarding a person’s preferences; promote a shared
understanding of the current clinical situation; be a safe and structured forum for the
discussion of symptoms, goals of care, and current treatment; involve patients and families in
decision-making.
106. While the process of multidisciplinary case conferencing has significant potential to improve
care and health outcomes, the development of an explicit framework is required to support
the effective conduct of these meetings. Key stakeholders need to be engaged to develop a
team approach to conducting case conferences that facilitates the active participation of
providers, residents and their carers.
107. For example, there is high-level evidence that case conferencing can improve medication
management outcomes for older people with advanced dementia. Lower level evidence
suggests that case conferencing can improve challenging behaviours of older people with
70
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dementia and assist RACF staff competencies in managing these behaviours. Palliative care
outcomes for older people with dementia particularly in the areas of: advance care planning;
better physical symptom management; psychological support; family support; and terminal
care, may also improve with case conferencing. Qualitative evidence suggests that case
conferencing is feasible and useful if barriers are addressed and facilitators optimised.72
108. Considering that up to 30% of hospital admissions for people aged 65+ are attributed to
medication related harm, as highlighted above, case conferencing for older people should
involve the clinical pharmacist that was responsible for medication review. However, while
multidisciplinary case conferences are remunerated for medical practitioners under the MBS
(Reimbursement items for GPs available through Medicare and administrative support have
been noted as enablers for case conferences73), clinical pharmacists receive no such
compensation for attendance through the CPA. The result being a reluctance to fully
participate in case conferences unless absolutely necessary. In this context, LASA is strongly of
the view that clinical pharmacist should be funded through the MBS to participate in case
conferencing.
109. Additionally, LASA notes that the World Health Organisation’s Integrated Care For Older
People: Guidelines on community level interventions to manage declines in intrinsic capacity74
provides evidence-based guidance and training for both health and aged care providers. It
leads care practitioners through the process of assessing, classifying and managing declining
physical and mental capacities in older age in an integrated way. This includes setting personcentred care goals, contributing to integrated care planning, and providing self-management
support to older people and their families.

2.2

Access to specialist services

110. According to AIHW75 around three-quarters (74%) of older people using home support, 65% of
those using home care and 58% of those who did not use aged care had at least one specialist
attendance. This proportion fell to one-third (32%) among those who lived in permanent care.
Barriers to accessing specialist services
111. As noted above, aged care faces greater barriers to accessing specialist services. This can be a
function of reduced mobility, isolation, communication issues and a dependency on care
providers to assist in access to, and coordination of, services. Additionally cost can be
prohibitive, while the majority of GP visits in Australia are bulk-billed, seeing a specialist tends
to be more expensive, only about 30 per cent of services involve no out-of-pocket costs.
112. For out-of-hospital services (including consultations with specialists in their rooms), the
Medicare rebate is 85 per cent of the schedule fee. Unless the specialist visit is bulk-billed, the
patient will be left to the pay the difference between the amount the patient is reimbursed
from Medicare and the original schedule fee. That's because private health insurance doesn't
cover medical services that are provided out of hospital and that are covered by Medicare. For
in-hospital services (such as elective surgery), the Medicare rebate is 75 per cent of the
schedule fee. If the patient has private health insurance hospital cover, this gap cost, the
remaining 25 per cent, is usually covered.
113. In this context, LASA acknowledges the concurrent review of MBS that will impact the extent
to which MBS deliver specialist services in aged care.
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Improving access to specialist services
114. In addition to cost, LASA believes lack of capacity/supply is another key issue impacting the
accessibility of specialist services especially in rural and remote areas. LASA is strongly of the
view that more needs to be done to increase the number of specialists across all
specialisation.
115. In this context a more comprehensive programs to address lack of capacity with respect to
specialist skills such as the proposed Rural Generalists Program (which aims to increase the
supply of GPs with advanced skills) are likely to be effective. LASA also believes that the
Specialist Training Program which seeks to extend vocational training for specialist registrars
into settings outside traditional metropolitan teaching hospitals should be expanded. This will
increase the supply of specialists capable of delivering services to older Australians and/or
residents in RACFs.
116. Ensuring the provision of funding for appropriate transport, and promotion of telehealth
initiatives are also likely to increase access to specialists.
117. Additionally, LASA is supportive of the concept of multidisciplinary outreach care teams, which
have been shown to have had positive results and improved patient outcomes. One such
program is the Geriatric Rapid Acute Care Evaluation (GRACE)76 in the ACT. The service
involves specialist clinicians visiting RACFs to assess residents experiencing a chronic or acute
health episode. After assessment, a care plan involving the resident’s primary care provider,
the RACF staff, and emergency health services is developed. The pilot resulted in a 24 per cent
reduction in ED presentations and a 25 percent reduction in admissions from RACFs and
where hospital admission is unavoidable, a decrease in average length of hospital stay.
118. LASA is of the view that innovative outreach programs such as GRACE should be expanded
nationally in a systematic way with appropriate funding established. This will improve
residents’ access to specialist services which in turn improve health and reduced unnecessary
hospitalisation. Importantly, these teams should be complementary to the services GPs
provide.

2.3

Aged care/hospital interface

119. Older people living in RACFs are a vulnerable, frail and complex population. They are more
likely than people who reside in the community to become acutely unwell, present to the ED
and require admission to hospital.
120. Analysis reveals that the relationship between aged care and hospital systems is problematic:
the current trend is to aim for a collaborative partnership approach within a complex systems
operation. In particular, the two sectors share a responsibility around discharge planning
procedures and the transfer of elderly patients from hospital back to a RACF.77
121. For HCP recipients it has been noted by some Members that older people discharged from hospital
are often sent without notification for provider that they have been discharged and without a
discharge plan, but expectation that providers will provide clinical needs of clients which many
don’t have.

76
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Transition of care from RACF to hospital
122. LASA notes that the Royal Commission has heard evidence of a number of issues with access
to hospital services for older people. Multiple difficulties in relation to hospital access have
been identified.
123. Importantly there has been significant evidence of poor transition arrangements. In particular,
evidence highlights the inadequate provision of clinical information between hospitals and
RACFs, and disorganisation in relation to the transport between hospitals and RACFs. There is
also limited information as to who will accompany the resident, what support is provided
once the older person arrives at the hospital and what coordination is in place for an older
person being taken to hospital with little idea of what is happening to them.
124. Research has shown that using a standardised format can assist the transfer of information for
residents, particularly when there are time constraints. ISBAR (Introduction/Identify,
Situation, Background Assessment, Recommendation) is one such tool to clinically handover a
resident. 78 LASA strongly supports the use of ISBAR (or similar framework) which organises a
conversation into the essential elements in the transfer of information from one source to
another and believes this framework should be adopted consistently across the country. This
will improve the transfer of a resident’s care from RACF to hospital.
125. It was noted that the ISBAR handover tool is useful because it:






Ensures completeness of information and reduces the likelihood of missed
data/information;
Is an easy and focused way to set expectations for what will be communicated;
Ensures a recommendation is clear and professional;
Gives confidence in communication; and
Focuses not on the people who are communicating but on the problem, itself.

Transition of care from hospital back to RACF/Community
126. The transfer of care process plays an important role in enhancing patient outcomes, reducing
readmissions, improving hospital efficiency and improving patient flow through health services.
But it has been noted that when aged care recipients are transitioning back into
RACF/community from hospital, RACF staff /HCP provider face challenges in receiving limited
discharge planning/summaries that detail new medication regimes and may not be
understood, nor accepted.
127. Appropriate and effective transfer of care arrangements between hospitals and RACFs/HCP
providers provide substantial benefits. 79 When appropriate and effective transfer of care
practices are put in place and followed, not only are adverse events minimised, hospital
readmissions reduced and efficiencies made, but also the patient, their families, the doctors
and other health practitioners involved in providing care have a much more satisfactory and
positive experience.
128. In line with AMA Guidance,80 LASA is of the view that the discharge care planning processes
for aged care consumers with complex needs requires greater collaboration and planning
between hospitals and a patient’s GP and the registered nurses in RACFs/HCP providers. This
should include:

78
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Routine consideration for the need to undertake telephone, video conference or face-toface case conferencing prior to discharge that includes the GP and/or referring doctor and
RACF/HCP provider.
When the patient’s condition is complex or follow up needs to be provided urgently, a
phone call should be made to the patient’s GP and RACF/HCP provider to notify of the
impending transfer of care and ensure that a post discharge appointment with the GP is
made and communicated to the patient at the time of transfer.
Outpatient appointment/s date/s (if required) are scheduled prior to discharge in
consultation with the RACF/HCP provider.
The ability for expedited re-assessment in the Emergency Department if the patient’s
medical condition deteriorates and warrants the patient’s representation.
A documented plan of care and support to be provided to the RACF/HCP provider and GP.
GPs and RACFs/HCP provider should be able to initiate contact with hospital staff to obtain
progress reports on their patients while they are in hospital, including anticipating times
when their patient will need a post-discharge appointment.
Post-Acute Care services and other supports are put in place prior to discharge.
Easy and timely access to hospital-based specialists for GPs for post discharge management
discussions, advice and support.
In addition to transfer of care summaries, direct communication with the patient’s GP or GP
practice prior to, or on the day of, discharge to a RACF/community is best practice.
If a patient that is referred by a GP to the hospital receives unanticipated care or has a
significant deterioration of their condition, the patient’s GP should be promptly notified. 81

Improving aged care/hospital interface
129. According to some Members, one of the lessons learnt during COVID-19 is the importance of
having a strong partnership with the local hospital, which has allowed seamless transfer of
resident of RACFs (with medical conditions other than COVID-19 related) to and from hospital.
130. LASA believes that the aged care (RACFs)/hospital interface could be strengthened by a
formalised arrangement/agreement between RACFs and hospitals at the local level. The
formalised agreement should incorporate the ISBAR framework and the AMA guidance
highlighted above. This view is supported by the Da-Linkage-Project82 which states that
formalising linkages through written agreements and governance arrangements can ensure
discussion of and commitment to resource allocation, mutual responsibilities, agreed
outcomes, and communication processes.
131. According to the DA-Linkage-Project, the operationalisation of linkage strategies was reliant
upon endorsement and support at executive level and was seen to work most effectively
when implemented systemically within health regions. LASA believes even in the absence of
formal agreements there should be regular informal contact to establish lines of
communication that can lead to the establishment of an agreement. This information
engagement is necessary to make the application of an agreement effective.

2.4

Improving aged care/health interface

132. As highlighted above, access to appropriate and adequate services at the right time has the
potential to minimise risk and enhance well-being and, in turn, reduce the need for acute
hospital admissions and delay the entry into long-term residential care.83 But for this to
happen, LASA believes services for older people with complex care needs will need to be
81
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coordinated through a shared care plan with joint accountability driven by policy alignment
between aged care, Primary Health Networks (PHNs) and Local Hospital Networks (LHNs). In
this context, LASA believes there is a role for (Health) Care Coordinators to minimise barriers
to access health care and for LHNs and PHNs to work together with regards to policy
alignment (and development of healthcare pathways) at the local level to improve access to
health care for residents of RACFs.

2.4.1. The role of (health) care coordinators in support of residents of RACFs
133. Aged care recipients, their families and carers, often need to manage multiple intersections
between health service providers, and across various different settings that could delay the
necessary care sought for older Australians and negatively impact on their health outcomes.
134. The National Coordinated Care Trials in the 1990s and 2000s showed that system reform is
necessary to achieve the goals of integrated multidisciplinary care for people with chronic
conditions. This includes new systems for patient enrolment, strategies to drive
improvements in system design, clinical information systems including electronic health
records, self-management support, and technologies to link general practice to other health
and social welfare services.84 This places emphasis on a shift from reactive primary care to
more planned and proactive care coordinated through Care Coordination.
135. LASA believes that Care Coordinators have the potential to improve residents’ access to
health care and hence improve health outcomes. The Care Coordinator will work with
residents, hospitals, and all available community resources to remove barriers that have
traditionally interfered with patient access to or compliance with outpatient care. These
include to remove common obstacles to outpatient care such as transportation problems, lack
of awareness of funding and support options, lack of access to medications, and failure to
attend outpatient appointments due to memory/cognitive problems, symptoms of mental
illness, or functional limitations.
136. There are a number of care coordination models that could be adopted for the delivery of
integrated care among aged care consumers such as the Health Care Home model, the
Department of Veterans' Affairs (DVA) Coordinated Veterans' Care (CVC) Program, and the
Nurse Navigator program in Queensland:

84



Health Care Home Model - In the current Health Care Home Trial (which will be completed in
June 2021), residents of RACFs are not identified as a target group. However, considering the
nature of GP care required for people in RACF, similar approach may be warranted. The
Health Care Home model recognises the benefits of coordination and management of
peoples’ needs and allows for GPs to focus on responding to the needs of their patients.



DVA Coordinated Veterans' Care Program - The DVA CVC Program uses a proactive approach
to improve the management of participants' chronic conditions and quality of care. CVC is a
team-based program where the participant, a GP and a nurse coordinator (NC) work
together as a core team to develop a plan to meet the health needs of the participant and
manage their ongoing care. The Program promotes health literacy, self-management and
emphasises best practice coordination of care through a person-centred approach. GPs are
paid to support Veteran Gold Card holders on the CVC Program through the provision of
comprehensive, coordinated and ongoing care with the assistance of an NC.



Nurse Navigator - A nurse navigator is a role being introduced into Queensland’s public
health sector to support a patient’s journey through an increasingly complex health system.
The navigator will focus on the patient’s entire health care journey and all their health
needs, rather than just on a specific disease or condition. This will ensure patients are
directed to and linked in with the most appropriate service when needed, to enable them to

Sefton and Battye (2018) Op Cit.
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move seamlessly between different health services. This will make the journey through the
health system easier for the patient and more efficient for the Hospital and Health Service.
137. As highlighted above, for those living in RACFs, the patient’s multidisciplinary health care is
provided by nurses, allied health practitioners, specialist medical practitioners (including GPs),
pharmacists and NPs. LASA is of the view that the role of a care coordinator must be chosen
within this multidisciplinary team particularly NP and should be properly funded.

2.4.2 The role of PHNs and LHNs
138. The establishment of LHNs and PHNs provides an environment to support best practice
clinical handover and transfer of care arrangements. LHNs and PHNs need to ensure that
primary, secondary and tertiary health care services engage and work together effectively
around patient need.
139. LASA believes LHNs and PHNs should have formal engagement protocols and some common
membership in their respective governance structures, and work together in areas such as
hospital avoidance, clarity in responsibility, minimisation of waiting lists, assisting with
patients’ transitions between sectors and, where relevant, into aged care.
140. In this regard, LHNs and PHNs should investigate with the RACFs/HCP providers in their region
on the best approach to integrate primary care, secondary and acute care with aged care at a
system level. Particularly, LHNs/PHNs could fund GP Liaison Officers (GPLOs) to devise
collaborative pathways for improving discharge summaries, transfer of care and
communication between hospital-based doctors and a patient’s regular GP and the RACF/HCP
provider, ensuring that best practices are implemented.
141. While LASA notes that some LHNs/PHNs have commenced work regarding policy alignment
and improving integrated aged care pathways across various parts of the health system in
their areas, this is not happening consistently across Australia and there is capacity for this to
be applied nationally.
142. One such collaborative arrangement which LASA believes has the potential to be adopted
nationally is the work being done by Brisbane North PHN and Metro North Hospital and
Health Services which have developed and implemented a five year health care plan85 for
older people living in Brisbane North. By implementing the five year health care plan they
hope to achieve:








85

person-centred care—older people, their carers and family will actively inform their care to
improve quality of life;
effective care—evidence-based practices and systems will be delivered across service
settings through strong relationships between providers;
safe care—there will be reduced care complications such as delirium, functional decline,
falls, pressure injuries, and adverse drug events;
integrated care—high quality communication and referral processes will be established
between services to support navigation for older people, particularly those who are frail and
those with complex care needs;
equitable and accessible care—older people have equitable and timely access to evidencebased health care services;
supportive care environments—the physical environment of health care facilities will be
older people friendly;
efficient care—wasteful practices and duplication of services will be minimised, leading to
reduced inappropriate hospital presentations, optimised length of stay, and timely and
durable care transitions; and

Brisbane North PHN (2017) A five year health care plan for older people living in Brisbane North 2017-22
https://www.brisbanenorthphn.org.au/page/health-professionals/community-care/
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better care experiences – older people and their carers and family are satisfied with the
quality of care they receive.

143. LASA anticipates that evaluation of the five year plan will determine how the five year plan
has improved the care of older people in Brisbane North and how similar program could be
implemented across Australia.

3.0

Aged care and disability services

144. In 2018 there were 4.4 million Australians with disability, 17.7% of the population. The
prevalence of disability increased with age - one in nine (11.6%) people aged 0-64 years and
one in two (49.6%) people aged 65 years and over had disability.86
145. A large group of people with disability get their support through the aged care system. While
in the main, the clients of the aged care system are people who acquire a disability because of
natural ageing, the system also currently funds and supports many older people who acquired
a disability prior to the Age Pension age.
146. There are also younger people with disability who are residing in aged care settings because
of a lack of alternatives.
147. According to AIHW87 on a given day, more than 6,000 younger people are in permanent
residential aged care (about 3.3% of people in permanent residential aged care at 30 June
2018). In addition to those living in permanent residential aged care, on average, more than
2,000 younger people are admitted for respite residential aged care each year (2,600 at 30
June 2018).
148. Younger people with disability living in residential aged care are eligible to receive assistance
from the NDIS, including specialised equipment, therapy, and supports to explore alternative
aged-appropriate living arrangements and to access age-appropriate social and communities
activities. The NDIS, however, does not cover daily living expenses or accommodation charges,
as these costs are partly borne by the person.88
149. In 2005 the Senate Community Affairs References Committee Report, Quality and Equity in
Aged Care, recommended that the Commonwealth 'address the need for improved service
linkages between aged care and disability services'. The report noted that while disability
services and aged care services can often provide similar types of services to clients, disability
services are generally not well equipped to manage the conditions and symptoms of ageing,
and aged care services are generally not able to meet the specific support needs of people
with disability.
150. The Productivity Commission in its 2011 reports on reforming disability support and aged
care, where the critical concern was that people should be able to use the support system
that best meets their needs, without artificial barriers and regardless of the funding source.
The paper makes recommendations on how the aged care system and the NDIS could be
better aligned to eliminate service gaps, minimise the need for separate systems and
processes, reduce red tape and develop a stronger market.
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ABS Disability, ageing and carers Australia, summary of findings
https://www.abs.gov.au/ausstats/abs@.nsf/473eae1f76018107ca256fe7001b19f6/c258c88a7aa5a87eca25
68a9001393e8!OpenDocument
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https://www.aihw.gov.au/reports/dis/73-1/people-with-disability-in-australia/social-support/youngerpeople-in-residential-aged-care
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NACA (2016) Improving the interface between the aged care and disability sector: Discussion paper
https://naca.asn.au/wp-content/uploads/2018/11/Improving-the-Interface-Between-the-Aged-Care-andDisability-Sectors.pdf
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Gap in services for older Australians with disability
151. The NDIS Act 2013 provides that a person ceases to be a participant of the NDIS if the person
enters a residential care service on a permanent basis, or starts being provided with home
care on a permanent basis, and this occurs only after the person turns 65 years of age.
Effectively, this means that an older person cannot access both the NDIS and aged care
services (An NDIS participant can choose to remain in the NDIS on turning 65 years however,
and due to the different level and cost of services available in aged care it is likely that many
older people will indeed choose to do so, despite the need for some aged care services).
152. Older people who acquire a disability have similar support needs to younger people with
disability. They require support at diagnosis and in the early stages of their disease or
disability and then access to higher intensity and specialised supports, either episodically or
on regular basis. However, the model of care and expertise available within the aged care
system may not meet those needs. Services are designed for the frail aged, focussing on the
needs of the older cohort of older Australians.
153. Evaluation of the NDIS by the National Institute of Labour Studies (NLS)89 found that the NDIS
is having a clearly positive impact on the supports of older participants. Funding levels under
the NDIS were found to be higher than within the aged care and state disability systems.
Likewise satisfaction with support quality and access, opportunities for social participation,
and levels of choice and control were greater in the NDIS, giving rise to concerns about equity
and fairness for older people with disability outside the NDIS.
154. Concerns were also expressed about the outcomes of older people with disability who may
not qualify for supports under the NDIS, with much fear about those who may fall between
the cracks of the disability and aged care sectors. It was noted that there is a lot of uncertainty
about the way these two sectors may co-exist in the future. The extent to which the aged care
sector has the capacity, skills and funding to adequately care for older people with disability
was also questioned in the evaluation. In this context, workforce training to provide specific
skills to care for people who are both older and have a disability was recommended.
Aged care/disability services interface – key operational issues
155. Drawing the exact boundaries between the responsibilities of the two systems is not
straightforward, because there are significant similarities and differences. There are also a
number of interfaces or cross over points between aged and disability services which are
impacting on service delivery. Therefore, understanding the impact of operating in a dual and
shared market and how organisations can be supported and guided is imperative to ensure
older Australians with disability receive quality of care.
156. The issue of aged care and disability interface was discussed at LASA National Congress in
October 2019 where it was noted that providers are increasingly asking LASA for support to
better understand the impact of operating in a dual market between aged care and disability
services and how to plan the delivery of sustainable and high quality services that meet the
needs of ageing people with disability. Some key issues raised during the Congress
conversation include:

89



Different funding models and financial systems required to operate across government
funded aged care and disability services.



Alignment of accredited training qualifications and skill sets to ensure dual qualifications for
multi skilled workers who can use their specialist skills to deliver services to older people
with disability.

NLS (2018) Evaluation of NDIS https://www.dss.gov.au/disability-and-carers/programs-services/for-peoplewith-disability/national-disability-insurance-scheme/ndis-evaluation-consolidated-report
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A shared set of quality standards, delivering to an optimum level of customer satisfaction.



Working collaboratively with stakeholders including government, quality assurance and
accreditation agencies, consumer groups and other association bodies across aged care and
disability.

157. Delegates at the conference also expressed concern about managing separate workforces
with different awards and pay disparities between aged care and disability, and how boards
were meant to meet governance requirements in a “cross-over” environment.
Why gaps in services and tension across the intersecting platforms continue to exist
158. Despite attempts to fix dislocation and improve aged care/disability interface, gaps in services
and tension across the intersecting platforms (state/federal) continue to exist.
159. In this regard and following the National Congress in 2019, LASA established a National
Working Group comprising of members who are working across both Aged Care and Disability
to discuss the issues facing both sectors and to identify and confirm the key issues impacting
on age service providers who also have operations across disability services.
160. In line with the issue identified at the Congress, the Working Group identified five key aged
care/disability interface themes/issues that were impacting on care including:






Restrictive practices and policy of RACFs to adequately cover people in RACFs and access
the NDIS funding for service and care.
Reporting regime across State and Federal (particularly duplicate reporting).
Probity in aged care where providers have NDIS clients (e.g. younger people with
disability living in RACFs).
Behavioural Support Plans (BSP).
Quality and Safety a Common and Shared Platform (It was noted that participant’s
choice and control is an important element for the NDIA. In this context question has
been asked whether people who are aging should receive the same opportunity for
choice and control)

161. According to the Working Group inconsistencies between two pieces of legislation such as at
the Federal level (e.g. between The Aged Care Act and NDIS) and within each of the States and
Territories (e.g. NDIS) posed a risk to provider’s compliance and inability to deliver high quality
services.
162. Behaviour Support Planning by specialist behaviour support practitioners was an example of
how disconnected compliance, funding and flexible services delivery across a dual system
(aged care and disability) poses high risk. This risk was described as:






Providers unknowingly breaching legislation (as it relates to restrictive practices);
The older person with disability not receiving the best care and service possible;
Providers working with conflicting financial and operating procedures (cost and price);
Providers having to manage two lots of compliance and auditing when the desired outcome
is universal e.g. Consumer choice and dignity and high quality care that is affordable,
equitable and sustainable for all stakeholders; and
Providers having an underutilised or over stretched workforce capacity.

163. It was also noted that this dual system (Federally) is convoluted and confusing because each
State and Territory has variations to the National Disability Insurance Scheme such as Provider
Registration and Practice Standards and Industrial Relations plus other workforce instruments
including qualifications and other credentialing.
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Improving aged care/disability services interface
164. Australians with disability must have equitable access to care and support regardless of their
age, the funding source, programs or systems. No person with disability should be worse off
under the aged care system than the disability system.
165. LASA is of the view that more need to be done to improve aged care/disability operational
interface to ensure the delivery of sustainable and high quality services that meet the needs
of ageing people with disability. In this regard and in line with issues highlighted by LASA
National Working Group above LASA believes:


Legislative requirements - Providers operating across both sectors are confused in
interpreting the legislation and reporting requirements when crossing the Sectors. The NDIS
Safety and Quality Commission and Aged Care Safety and Quality Commission should work
together to clarify legislative requirements and differences between the two sectors.
Additionally the Commissions should establish a Specialist Advice Line where providers can
ask questions and seek clarification on policy matters that straddle both sectors. A lifespan
approach with indicators that trigger appropriate service responses would also be
welcomed.



Accreditation – Accreditation process can be confusing to providers operating across both
sectors. The Commissions should work together to establish a common set of standards
where possible across both NDIS and Aged Care and identify the variations. Support system
should also be established to provide guidance regarding how providers could meet both set
of Standards.



Award system – Workforce capabilities are easily transportable between the two sectors,
and closer convergence would optimise resources and funding. Award system between the
sectors should be aligned where possible to enable one award to cover both workforce
groups. Furthermore and in line with NLS recommendation LASA believes that funding
should be provided for workforce training to provide specific skills to care for people who
are both older and have a disability.

166. The aged and disability workforces have traditionally been trained and screened differently.
The interface between residents who are aged and who also have a disability relies on a
future qualifications and screening framework that improves the ability to be responsive to
both needs.
167. Reporting incidents, complaints and restrictive practices are some of the duplicate reporting
currently experienced when a resident has NDIS funding and lives in aged care. A future of
streamlined requirements and consistent rigour is required.
168. LASA is of the view that the decision in Australia to assign funding and operational
responsibility for disability and aged care services between governments and service systems
on the basis of age is inequitable and unacceptable when it creates barriers to people
accessing the services that best meet their needs. Ideally, in order to address this inequity,
LASA believes a single funding scheme which provided funding and supports to all people with
disability regardless of their age is needed.
169. Additionally, LASA believes consistent information on disability services available to older
Australians should be available through the My Aged Care and the NDIS website and call
centre so that older people who acquire a disability have timely and easily accessible
disability-specific information and support to navigate the service system, and can access the
same capacity building, early intervention90 and local area coordination that younger people
can access.

90

Early Intervention in disability provisions relates to early childhood, not early diagnosis.
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4.0

Older people, housing and homelessness

170. According to the ABS, 14,851 people aged 55 and over were experiencing homelessness
on Census night 2011. This is approximately one out of seven people counted as
experiencing homelessness in Australia. 91
171. During 2016–17 people aged 55 or older comprised 8% of all clients (23,567 people) of
specialist homelessness services (SHS). Specialist homelessness service use by this group is
increasing, with numbers up 37% since 2012–13. This rapid growth is at double the average
annual growth of the general SHS population since 2012–13 (8% compared with 4%).92 With
the number of Australians aged 75 and over expected to increase three-fold over the next
twenty years, 93 the number of Australians at risk of, and experiencing, homelessness is also
expected to increase significantly.
94

172. According to AIHW older clients were less likely to request accommodation services (46%)
than the general SHS population (56%). However, of those who did request accommodation,
most needed long-term housing (36%); they were twice as likely as the general SHS population
to be provided with this form of accommodation (10% of those older people who requested it
compared with 5% of the general SHS population).
Homelessness and barriers to accessing the aged care system
173. Older people face some of the same risks of homelessness as the rest of the population
including lack of appropriate and affordable housing and lack of financial stability. However,
these broad structural factors can impact on older people in different ways, due to changing
housing needs and changing financial circumstances in the later stages of their lives. Other
precursors to homelessness are experienced more frequently in older age, such as disability
and mental illness.95
174. The challenges faced by older people also vary depending on a range of intersecting issues
including gender, socio-economic status, cultural background, sexuality, remoteness and
caring responsibilities, and therefore solutions must be tailored to the needs of each
individual.
175. Self-funded accommodation is simply not an option for many older Australians. Many depend
on social security or social housing to cover accommodation and living expenses. The
combination of low incomes and rising living costs is a significant factor in older people’s
homelessness. The supply of private rental housing or social housing for people on very low
incomes is limited.
176. When a person enters a Commonwealth subsidised residential care facility, there are a
number of fees and charges that they may have to pay. These include a basic daily care fee
(also known as the standard resident contribution), a Refundable Accommodation Deposit
(RAD) or Daily Accommodation Charge (DAC), and a potential Means Tested Income Fee. A
common means of raising the capital to pay the RAD is by selling the family home. This option
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Homelessness Australia (2016) Homelessness and older people
http://www.homelessnessaustralia.org.au/sites/homelessnessaus/files/201707/Homelessness_and_Older_People.pdf
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AIHW (2018) Specialist homelessness services annual report 2016/17
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is not available to people in private rental or social housing or who are experiencing
homelessness.
177. However, fully supported residents (older people who is eligible to receive any Government
contribution towards their accommodation) do not pay RAD, DAC or Means Tested Income
Fee but would be required to pay basic daily care fee, which is set by the Government at 85%
of the single basic Aged Pension.
Supporting for older people facing homelessness
178. For older people with unpredictable housing arrangements or even homelessness, there are
aged care services that can provide support and help deal with housing problems.
179. Aged care homes provide care and accommodation services for people facing homelessness,
with some aged care homes (such as Wintringham and Ringwood Lionsbrae Aged Care Facility
(RALAC) in Victoria) specialising in caring for this group. Additionally, Assistance with Care and
Housing services delivered under the Commonwealth Home Support Programme can link
older people facing homelessness with a provider – usually a charitable or religious
organisation – to find better, more stable accommodation. Once this is organised, the person
might then be linked to other services to receive help at home or in the community.96
180. However, significant funding is needed to overcome the ever-growing problem of
homelessness in our ageing population. Older Australians are not a homogeneous group.
Housing options need to be provided that meet the needs of people with different financial,
social, physical and cognitive capabilities.97 Funding is also needed to put support in place not
only to allow people to move from homelessness to permanent accommodation, but also to
counter the factors that lead to homelessness. These include the shortage of affordable rental
accommodation, lack of accessible support networks, and financial insecurity for older people
on low incomes.
Improving support for older people facing homelessness
181. LASA believes there is an urgent need to address issues of older people currently experiencing
homelessness or housing stress, as well as to prevent future issues for the rapidly growing
population of older people.
182. In this context LASA supports Mission Australia’s statement98 that “appropriate and affordable
housing is a key part of the solution for all older people experiencing, and at risk of
homelessness. A range of housing options is required to cater for a broad spectrum of
circumstances including supports to age in place, an increased supply of social and affordable
housing for older people, supported accommodation models for older people with more
complex needs and specific residential aged care facilities that can provide intensive supports
to the formerly homeless”. We believe improved funding of social housing with appropriate
supports for the elderly homeless will reduce premature access to aged care services.
183. A homeless supplement is granted to aged care homes that are registered and have more
than 50 percent of all residents meeting specific criteria, including a history of or severe risk of
homelessness and requiring intensive assistance with activities of daily living (e.g. personal
care and hygiene). Currently, there are 42 residential services receive the homeless
supplement on behalf of more than 1,700 residents.99 While LASA welcomes the Federal
Government recent announcement (2018 MYEFO) of Homeless Supplement funding increase
(by 30 per cent over the next four years), considering that the number of older Australians at
96

My Aged Care https://www.myagedcare.gov.au/support-people-facing-homelessness
The Conversation More and more older Australians will be homeless unless we act now
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risk of, and experiencing, homelessness is expected to increase significantly, LASA believes
there needs to be more resources through the homelessness supplement to support provision
of appropriate aged care to adequately service older Australians who are homeless or at risk
of homelessness.
184. More importantly, innovative model such the Wintringham and RALAC model in Victoria
should be supported and expanded across Australia. Wintringham for example, through a
continuum of care model, provide a range of innovative programs delivering safe, secure and
affordable housing and related support services for elderly men and women who are
disadvantaged, homeless or at risk of homelessness. Their services range from outreach,
independent and supported housing, in-home aged care, residential aged care and palliative
care. Program report not only described a significant reduction in behaviours of concern,
including substance and alcohol abuse, and acute medical care, the majority of residents
successfully secured long-term accommodation and created connections with communitybased care.
185. In its submission to the Royal Commission Wintringham recommended a number of initiatives
to improve support for older Australians who are homeless or at risk of homelessness. LASA
support these recommendations which include:




The ACFI must be replaced with a fit-for-purpose funding tool that recognises the unique
costs associated with providing high quality care to consumers from a homeless background;
A guaranteed and strictly quarantined capital funding allocation be available in order to
build services that are exclusively available to consumers from a homeless background; and
Case Management for homeless clients should be separated out of the Home Care Package
and adequately funded under a separate program.

186. Additionally, the Assistance with Care and Housing (ACH) for the Aged Program is the only
program targeted specifically for the older homeless and insecurely housed. In addition to
assisting with housing for low income, frail older people, agencies provide links for their
clients to services such as Home and Community Care, Aged Care Assessment Team (to
facilitate Community Aged Care Packages), health and welfare services. LASA believes that
the ACH program is an effective program and must be expanded (across Australia) and
adequately funded on an on-going basis.
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