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Introduction to Volume 4

Introduction

This volume of the Final Report details some of what the Royal Commissioners heard
in public hearings. It also contains the conclusions that Commissioners have reached
about the case studies that have been examined at some of those hearings.

Volume 4A contains the hearing overviews and case studies that were first published
in the Interim Report. The accounts in that part of this volume represent the views of
Commissioners Tracey and Briggs. The text in Volume 4A, apart from the Introduction
and the redaction of a name, is an exact reproduction of the Interim Report text,
including page numbers.

Volumes 4B and 4C contain the hearing overviews and case studies from the Mildura
Hearing, in July 2019, to our final hearing, in October 2020. The accounts of the
hearings held in Brisbane and Mildura were finalised after Commissioner Tracey’s

death and represent Commissioner Briggs’s account of, and findings in, those hearings.
Commissioner Briggs presided alone at Melbourne Hearing 1 and the account of that
hearing represents her views. The accounts of the hearings from Melbourne Hearing 2
onwards are those of Commissioners Pagone and Briggs.

This volume is not intended to be a comprehensive record of all evidence received
at hearings. Some of the evidence has been drawn upon in Volumes 1 to 3 of this
report. Whether or not summarised here, or in other volumes of this report, we have
considered and been informed by all the evidence which has been received.

Hearings: overview

As set out in Volume 1, there are many ways in which we have conducted our inquiries,
including through public hearings. This volume contains an outline of some of the evidence
received at our hearings.

Public hearings and hearings in the form of workshops were held between

11 February 2019 and 23 October 2020." There were 99 hearing days in total.
Witnesses included people receiving aged care, family members and friends of people
receiving care, experts, advocates, volunteers, researchers, service providers,

and representatives from government departments and agencies.
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Counsel and Solicitors Assisting the Royal Commission selected witnesses to give
evidence based on their connection to the matters being examined in a case study or
based on their expertise or experience in connection with the themes being focused

on at the particular hearing. In addition, many people gave accounts of their experiences
with aged care. In most cases, providers are not identified in these direct accounts.

The purpose of direct accounts was to allow Commissioners and the public to bear
witness to individual experiences. These valuable accounts assisted us in understanding
the range of issues relevant to our Terms of Reference.

Our Terms of Reference required us to consider appropriate arrangements for evidence
and information to be shared by people about their experiences, recognising that some
people need special support to share their experiences.? In most cases, witnesses gave
evidence in person. However, in some cases it was necessary to take evidence remotely
or by pre-recorded video.

In Volume 1, we explained that early in the Royal Commission’s operation, the
Commissioners decided that each hearing would focus on a particular theme or themes
associated with the Terms of Reference.

Public hearings

Public hearings were conducted in courtrooms or in courtroom-like settings. They
were conducted formally with witnesses being summonsed to appear before the Royal
Commissioners. Witnesses were generally required to provide written statements

in advance of giving oral evidence directed to the theme of the public hearing.

Counsel and Solicitors Assisting determined that, where appropriate, case studies
would be used to illustrate the themes to be examined at public hearings.

Case studies

Case studies that had the potential to expose the themes being explored at a particular
hearing were selected for investigation. Solicitors and Counsel Assisting investigated
many more case studies than ultimately proceeded to examination at public hearings.
These investigations involved:

¢ detailed review of submissions from the public
¢ interviewing potential withesses

¢ issuing notices to relevant entities and comprehensively reviewing
the material returned.
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Following this process, Counsel and Solicitors Assisting decided which case studies would
proceed to examination at a hearing. Following the conclusion of our hearing in Hobart

in November 2019, we decided it was unnecessary to hear further case studies. This was
because our focus shifted to the recommendations we might make in our Final Report.

Case studies at Royal Commission hearings focused on the experiences of individuals
with particular approved providers of aged care. They involved some consideration of
approved providers’ responsibilities and obligations, as well as the regulatory environment
within which they operated.

Leave to appear and post-hearing submissions

In the weeks before public hearings, details of the hearings were announced on the

Royal Commission’s website. These announcements included details of the scope of
matters that would be examined. People or organisations with a direct and substantial
interest in matters being examined were invited to apply for leave to appear at the hearing.
These applications were considered, with leave usually granted to those being called

as witnesses or those with an interest in the factual matters being examined in a case
study, especially when their interests may have been adversely affected.

After most hearings, Counsel Assisting provided written submissions. These written
submissions generally concerned the case studies. Where Counsel Assisting considered

it appropriate, they invited us to make findings about facts and issues arising in case
studies. Counsel Assisting’s submissions were provided to parties with leave to appear
whose interests were affected by those submissions. Those parties had the opportunity to
respond in writing, making submissions in reply. We have considered all the submissions.
Where appropriate, we have reached conclusions based on the evidence and submissions
before us.

Standard of proof

Our hearings were conducted differently to trials conducted in courts; they were
inquisitorial rather than adversarial in nature. Royal Commissions are not bound by
the rules of evidence but we have been guided by them and we have applied a civil
standard of proof. Findings are made and conclusions reached only where we have
‘reasonable satisfaction’ of the fact or issue in question. We have been guided by
the principles discussed by Dixon J in Briginshaw v Briginshaw:

it is enough that the affirmative of an allegation is made out to the reasonable
satisfaction of the tribunal. But reasonable satisfaction is not a state of mind that is
attained or established independently of the nature and consequence of the fact or
facts to be proved. The seriousness of the allegation made, the inherent unlikelihood
of an occurrence of a given description, or the gravity of the consequences flowing
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from a particular findings are consideration which must affect the answer to
the question whether the issue has been proved to the reasonable satisfaction
of the tribunal...the nature of the issue necessarily affects the process by which
reasonable satisfaction is attained.®

While not binding or enforceable, the conclusions or findings we made can have significant
impact upon those who are the subject of them. We have not reached conclusions or made
findings lightly.

Hearings in the form of workshops

Hearings in the form of workshops were conducted in early 2020 to allow us to gather
evidence in a less formal setting than public hearings. They were not conducted in
courtrooms or in a courtroom-like environment. Hearings in the form of workshops
were used to test propositions and ideas with panels of witnesses and were focused
on specific issues or topics.

Virtual hearings

On 20 March 2020, we suspended all hearings and workshops as a consequence

of the evolving coronavirus (COVID-19) pandemic. We resumed our hearing program
in August 2020. To ensure public health advice related to the ongoing pandemic was
followed, we elected to conduct our remaining public hearings using a virtual model.
This model allowed witnesses and parties with leave to appear to participate in the
hearings using a real-time video link.

Submissions

At various points during our schedule of hearings, Counsel Assisting made submissions
about recommendations that they considered we could make. In addition, Counsel
Assisting made various calls for submissions directed at particular matters. The process of
submissions in response culminated in a hearing held over two days on 22 and 23 October
2020, when Counsel Assisting made their final submissions to us. We have considered
Counsel Assisting’s submissions and responses to them in making the recommendations
contained in Volume 3 of this report.

722



Introduction

Endnotes

1 A full list of public hearings and hearings in the form of a workshop is set out in Volume 1 of this report.
2 Commonwealth of Australia, Letters Patent, 6 December 2018, paragraph (r).

3 (1938) 60 CLR 336 at 362-3.
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15. Adelaide Workshop 1:
Redesign of the Aged Care
System

15.1 Workshop overview

15.1.1 Introduction

Ouir first hearing in the form of a public workshop, Adelaide Workshop 1, was held on

10 and 11 February 2020 at the Adelaide Convention Centre. The workshop was designed
to gather evidence as part of a multi-step process to inform our inquiry into improving

the design of government programs through which aged care services are funded

and delivered.

Prior to the workshop, on 6 December 2019, we published Consultation Paper 1: Aged
Care Program Redesign: Services for the Future. In Consultation Paper 1, we set out our
preliminary thinking for a redesigned aged care system based on 12 key principles, and
for an aged care program containing three separate funding streams: entry-level support
(basic) stream, investment stream and care stream.’

Consultation Paper 1 promoted 12 key principles for a new aged care system:

respect and support for the rights, choices and dignity of older people

e quality and safety

e equity of access

e transparency and ease of navigation

e care according to individual need

¢ independence, functioning and quality of life

e support for a good death

¢ informal care relationships and connections to community

¢ the recruitment and retention of a skilled, professional and caring workforce
o support effective interfaces with related systems, particularly health and disability
« affordability and sustainability

» practicable implementation, monitoring and evaluation.?
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It included the following key design features:

measures to improve information and access including face-to-face services
from a new workforce of ‘care finders’

the establishment of three service streams (an ‘entry-level support stream’,
an ‘investment stream’ and a ‘care stream’)

streamlined access to the entry-level support stream

comprehensive assessment of eligibility for the more intensive service streams
(the care and investment streams)

in the investment stream, funding for interventions to help restore functioning,
provide respite and delay or prevent progression to more intensive forms of care

in the care stream, funding for services delivered either in the home or in more
flexible and less institutional forms of residential care, a move to individualised
funding for care matched to need, irrespective of setting, and the potential that
care services could be separately funded

improvements in the availability of nursing and allied health services across the system

the potential for removal of rationing or controls on the numbers of subsidies
provided (sometimes described as ‘uncapping supply’), and a move to the
assignment of ‘an entitlement to the efficient cost of care that is both reasonable
and necessary, and of high quality and safety’.?

We invited submissions from the public in response to Consultation Paper 1 and received
approximately 170. Each submission was reviewed by staff of the Royal Commission,
who also conducted a series of consultations on the paper to assist in the preparation

of this workshop.

We adopted a panel format to enable discussion between withesses and with panels
structured to reflect the various concepts outlined in Consultation Paper 1. Over two days,
we heard evidence from 33 witnesses across the following six panels:

Panel one: Big picture

726

Mr David Tune AO PSM, Independent Chair, Aged Care Sector Committee
Mr lan Yates AM, Chief Executive, COTA Australia

Professor Mike Woods, Professor of Health Economics at the Centre of Health
Economics Research and Evaluation at the University of Technology Sydney and
member of the Aged Care Financing Authority

Ms Patricia Sparrow, Chief Executive Officer, Aged and Community Services
Australia

Dr Kirsty Nowlan, Co-chair, Every Age Counts

Mr Michael Lye, Deputy Secretary, Ageing and Aged Care, Australian Department
of Health



Chapter 15 Adelaide Workshop 1: Redesign of the Aged Care System

Mr Robert Bonner, Director, Operations and Strategy, Australian Nursing
and Midwifery Federation (SA Branch)

Mr Glenn Rees AM, Chairman, Alzheimer’s Disease International.

Panel two: Information, navigation and assessment

Mr lan Yates AM, Chief Executive, COTA Australia

Mr Paul Versteege, Policy Manager, Combined Pensioners and
Superannuants Association

Professor Michael Fine, Department of Sociology, Macquarie University
Dr Ricki Smith, Chief Executive Officer, Access Care Network Australia

Dr Nicholas Hartland PSM, First Assistant Secretary, In Home Aged Care,
Australian Department of Health

Ms Samantha Edmonds, Managing Director, Ageing with Pride and
Chair of the Aged Care Sector Committee Diversity Sub-Group

Professor John McCallum, Chief Executive Officer, National Seniors Australia
Mr Sean Rooney, Chief Executive Officer, Leading Aged Services Australia

Professor Mark Morgan, Chair, Royal Australian College of General Practitioners
Expert Committee — Quality Care

Mr Bryan Lipmann AM, Chief Executive Officer, Wintringham.

Panel three: Entry-level (or basic services) stream

Mr Graham Aitken, a Yankunytjatjara descendent and Chief Executive Officer,
Aboriginal Community Services

Dr David Panter, Chief Executive Officer, ECH Incorporated

Professor Michael Fine, Department of Sociology, Macquarie University

Mr Paul Sadler, Chief Executive Officer, Presbyterian Aged Care

Ms Jane Mussared, Chief Executive Officer, COTA SA

Professor John McCallum, Chief Executive Officer, National Seniors Australia

Dr Nicholas Hartland PSM, First Assistant Secretary, In Home Aged Care,
Australian Department of Health.

Panel four: Investment stream

Professor Julie Ratcliffe, Caring Futures Institute, Flinders University
Dr Gill Lewin, School of Nursing, Midwifery and Paramedicine, Curtin University

Mr Jaye Smith, First Assistant Secretary, Residential Care, Australian Department
of Health
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e Dr Henry Cutler, Director, Centre for Health Economy, Macquarie University
¢ Ms Sue Elderton, Chief Executive Officer, Carers Australia
e Dr David Panter, Chief Executive Officer, ECH Incorporated
¢ Ms Patricia Sparrow, Chief Executive Officer, Aged and Community
Services Australia.
Panel five: Care stream
e Ms Annie Butler, Federal Secretary, Australian Nursing and Midwifery Federation
o Ms Maree McCabe, Chief Executive Officer, Dementia Australia
e Mr Nick Mersiades, Director, Aged Care, Catholic Health Australia
¢ Mr Matthew Richter, Chief Executive Officer, The Aged Care Guild

* Professor Deborah Parker, Chair, Ageing Policy Chapter, Australian College of
Nursing and Professor of Aged Care (Dementia), University of Technology Sydney

* Professor Mark Morgan, Chair, Royal Australian College of General Practitioners
Expert Committee — Quality Care

¢ Ms Melissa Coad, Executive Projects Coordinator and National Office Development
and Industry Coordinator, United Workers Union

¢ Dr Nicholas Hartland PSM, First Assistant Secretary, In Home Aged Care,
Australian Department of Health.
Panel six: Transition and implementation
¢ Mr Sean Rooney, Chief Executive Officer, Leading Aged Services Australia

¢ Mr Robert Bonner, Director, Operations and Strategy, Australian Nursing and
Midwifery Federation (SA Branch)

e Ms Sandra Hills OAM, Chief Executive Officer, Anglican Aged Care Services Group
T/A Benetas

¢ Dr Henry Cutler, Director, Centre for Health Economy, Macquarie University

¢ Dr Nicholas Hartland PSM, First Assistant Secretary, In Home Aged Care,
Australian Department of Health.

In some instances, evidence from a witness on one panel related closely to the topics
addressed by another panel. A thematic overview of the evidence given during the
workshop follows.
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15.1.2 Big picture

The first panel session focused on the overarching structure of the aged care system
redesign proposed in Consultation Paper 1. Witnesses expressed their opinions about
structural aspects of a redesigned system including the governing principles of an aged
care system, areas requiring fundamental reform, the proposed funding streams and

uncapping supply.

The governing principles of the aged care system

The witnesses on this panel were invited to comment on the 12 key principles proposed
in Consultation Paper 1 and outlined above.* The importance of embedding consumer
choice and control within the principles was highlighted in this discussion.®

Mr David Tune AO PSM, Independent Chair of the Aged Care Sector Committee,
told us that ‘The empowering of [the] consumer is absolutely central. And turning
that into reality is a really important part of this process’.®

Ms Patricia Sparrow, Chief Executive Officer of Aged and Community Services Australia,
recommended the adoption of a ‘life-force lens’ to examine ‘how aged care sits in the
context of supporting an older person overall’. Ms Sparrow explained that while the
principles draw out the individual human rights quite well, there is a need to balance
this with the concepts of community investment and building community to ensure that
there is sufficient ‘infrastructure in the community to support older people with which
aged care services interact’. She also raised the importance of respect, transparency
and comparability of services, as well as development of the aged care workforce to
ensure ‘a right fit workforce to support older Australians’.”

Dr Kirsty Nowlan, Co-Chair of Every Age Counts, told us that there is a need to

‘recognise the normative context in which a system exists’ and to adjust ‘ageist mindsets’.
While Dr Nowlan commended the inclusion of principles focusing on quality of life,

she cautioned that:

if the objective is to support the wellbeing of older Australians, we need to come at this
from a perspective that doesn’t reduce that wellbeing to a biomedical model. So that [it]
takes into account the social and psychosocial needs of that community.®

Dr Nowlan explained that ‘there is a critical need for the governance of the system
to engage a significant dimension of co-design’.®

Mr Glenn Rees AM, Chairman of Alzheimer’s Disease International, said that he did not
find the principles in Consultation Paper 1 helpful. He explained that they do not ‘extend to
core values such as efficiency, effectiveness, equity and autonomy’ and that ‘they suggest
consensus where there isn’t consensus’.’® Mr Rees stated:

For me as a consumer, the central point is how do you reconcile person-centred care with
lack of empowerment? And if we can get that right in terms of the conflicting interests of
government, consumer and service providers, | think we might have the makings of some
good design principles..."
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Mr Rees suggested that the aged care system would greatly benefit from a clearly
articulated overall objective. He said that upon reading Consultation Paper 1, he
understood the objective of the redesigned aged care system may be ‘to enable
every older person to remain as independent as possible’."?

Professor Mike Woods, Professor of Health Economics at the Centre of Health Economics
Research and Evaluation at the University of Technology Sydney and member of the Aged
Care Financing Authority, agreed that there was merit in articulating an overall objective of
the redesigned system to ‘allow those higher level concepts of ageing, wellbeing, quality
of life to be brought in and provide that context for the aged care arrangements’.™

Areas requiring fundamental reform
Access to and eligibility for aged care services

Consultation Paper 1 proposed that fundamental change is needed to ensure the aged
care system supports ‘older people and their families to understand the system’ and to
‘get the services and care they need, including by getting much better information and
face-to-face support’.' The witnesses of this panel considered the connection between
healthy ageing and entry into Australia’s aged care system.

Ms Sparrow commended the emphasis on face-to-face support proposed in Consultation
Paper 1. Both Ms Sparrow and Professor Woods spoke of the need for a balance to be
struck between quick and easy referral for aged care services, and a comprehensive
independent assessment process designed to capture a holistic view of a person’s
needs.'

Ms Sparrow emphasised the importance of balancing early access to basic services,
including transport and meals, with an efficient independent assessment to establish
what further services may be required. She said that there may be benefit for some
of the services within the investment stream being provided ‘right up front’.®

Professor Woods explained this balance sometimes requires:

dealing with an immediate issue and not making it such a barrier that people don’t want to...
be registered with the government and, therefore, don’t even receive those basic services."

Professor Woods expanded on the idea of a two-tier system of basic screening and of
comprehensive assessment, which would offer a ‘soft entry’ into the system for those
people requiring basic services, shortly followed up by a comprehensive assessment
‘to make sure that you understand why they need those [basic] services, because that
may be an indicator of broader need’.®

Dr Nowlan emphasised the importance of ensuring that the system ‘isn’t alien at the point
that one needs to start to engage with it’. She explained:

One of the reasons that people come to aged care at the point of crisis is because
of internalised ageist beliefs and a desire not to engage with the system and a sense
that engaging with the aged care system may result in the loss of autonomy.'®
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While Dr Nowlan described the concept of a ‘no wrong door’ entry into the system as
‘in some senses unimpeachable’, she cautioned that ‘ageist mindsets’ within health
care at a systemic level may act as a barrier. She also highlighted that it is often those
people with the highest need for services who do not access the system out of concern
that engaging ‘may result in the loss of autonomy’. She encouraged further thinking in
relation to these problems.2°

Mr Tune expressed general support for the expansion of referral points for entry into
aged care to include health services and other similar services, but he did not support
them being the point of assessment. He stated that there was a need for ‘an independent
assessment process for eligibility in the system’.?!

Mr Robert Bonner, Director, Operations and Strategy, Australian Nursing and Midwifery
Federation (SA Branch), expressed the view that ‘if we don’t improve referral and eligibility
for care from hospitals and GPs [general practitioners] and the like, then we’re going to
continue to trap people in inappropriate points of care’ which may not best meet their
needs and may be more expensive for the community.??2 He outlined that while health
professionals may be able to identify ‘need for access and ongoing support and care’,
they are not in a position to assess eligibility for an aged care subsidy which is a different
test. He emphasised that ‘we need to be clear about what we are assessing for’.23

Care management and the potential role of a ‘care finder’

Counsel Assisting canvassed the question of whether the role of the ‘care finder’,
proposed in Consultation Paper 1, should be extended to encompass care coordination
and management. Dr Nowlan considered that it should do so:

if we accept that ageing is not a...linear experience and...under a system that values
restoration of reablement, then, yes, we need ongoing support to enable connections
to varying and different services as different needs and priorities present.

Mr Tune suggested that the ‘care finder’ role outlined in Consultation Paper 1 may have
a broader scope in assisting the consumer to navigate the system from the assessment
process onwards.?®* Mr Rees agreed, explaining that often people do not recognise that
they need help and so ‘the care navigator has an important role of persuasion, as well
as directing people to services’.?®

Ms Sparrow stated that care management could be performed by someone from the
service provider, once a link is made, however this should be a choice for the individual.?”
She said:

there’s a point at which you need both, keeping some independence, but also making sure
that those people who are dealing on a day-to-day basis and can provide valuable insights
are part of the process.®

According to Professor Woods, ‘The importance of relationship for the older person needs
to remain central because there’s a danger if we try and design it too tightly, we are going
to get fragmentation’. He explained that assistance with navigation should be broadly
defined so that it is conducted by somebody who the person trusts. The provider should
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have the responsibility of notifying the navigator when there is a change in circumstances,
however in his view they should remain as separate functions.?®

Mr Bonner agreed that the management or navigation role should remain separate from
the service provider. He highlighted the risk that a service provider may focus only on the
information relating to that particular environment, and may not take into consideration
the wider view of that person’s needs or aspirations.?°

Issues surrounding information, access, care finding and assessment were addressed
in further detail by the second panel, as outlined below.

The proposal for three streams of aged care services

In Consultation Paper 1 we proposed three streams of funding for different types of
services, namely:

e an entry-level support (basic) stream to provide support with everyday living activities
including assistance with meals, transport, social support and centre-based activities

e an investment stream to fund interventions to help restore functioning, provide
respite and delay or prevent progression to more intensive forms of care

e a care stream for services delivered either in the home or in more flexible and less
institutional forms of residential care.®"

The first panel was asked whether such an approach to system design was appropriate
and ‘fit for purpose’. They considered the model as an overall concept as well as
considering each stream individually.

Mr Tune outlined the need for a continuum of care approach. He stated that the proposal
in Consultation Paper 1 may ‘perpetuate some of the problems we have got in the [current]
system if we don’t think more broadly’. He said:

whilst | appreciate that people could receive assistance under all...three streams, | think it’s just
creating boundary issues that are not necessary, in effect. If we think about it as one big system
with various components and various intensities...| think we might be getting somewhere.??

Mr lan Yates AM, COTA Australia Chief Executive, broadly agreed with Mr Tune, explaining
that when a person enters the system they may ‘need some very basic community
engagement connections...[and also] quite significant medical intervention’. Mr Yates
suggested that a person-centred approach should frame services around a person’s

‘set of needs’. He considered the term ‘entry’ level as distinct from ‘care’ as creating
unnecessary confusion.

All witnesses on the first panel strongly supported the concepts of restoration and
reablement being more prevalent in a redesigned aged care system. Dr Nowlan raised
concerns about the periodic nature of the investment stream interventions versus
ongoing support, noting that managing a person’s expectations is an important
consideration in providing care. She also raised concerns of the risk of ‘siloing’
between the separate streams.*
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Mr Rees was strongly critical of the investment stream stating that it ‘offends every
principle that | have in terms of system design’.%® He said he believed that reablement
should be integrated across the whole aged care system:

| think system design should be based on two main principles and that’s a continuum of
care for older Australians, that supports access to a range of services, including allied

health and nursing care as assessed needs change. The second principle is that reablement,
if it’s going to be transformative, needs to be across the totality of aged care... ¢

Mr Bonner was supportive of Mr Rees’s view, saying that isolating restoration and
reablement to a particular stream is ‘problematic in terms of best possible life for people

in all aspects of care’. Mr Bonner agreed that Consultation Paper 1 endeavoured to instil
principles of reablement throughout all of the streams, but stated that the structure created
some sense of false dichotomies between the streams.®”

Most witnesses expressed concern at the concept of individualised funding under the
care stream outlined in Consultation Paper 1. Ms Sparrow said that while individualised
funding can be beneficial in a home care setting, it may not work in a residential setting.
She referred to the recent Australian National Aged Care Classification study:

If we look at the residential care model of funding that’s being trialled at the moment, it actually
has a combination of acknowledging that there are some costs that are related to the place of
service delivery that should be funded so the door is open, and also that there are individual
funding streams that then follow the individual. And | think that’s important.3®

Ms Sparrow also said that individualised funding may create difficulties in ensuring that
there is sufficient capacity and services available in all locations where services are
required.®® Mr Bonner explained that there ‘are huge workforce issues associated with
individualised funding, both in the community and in residential care’, including greater
casualisation of the aged care workforce and disaggregation of work into the future.*

Some witnesses on other panels also expressed views on the wisdom of the three-stream
model during the course of their evidence. Notably, during the fifth panel discussion,
Professor Deborah Parker of the Australian College of Nursing expressed doubts about
the model. Professor Parker referred to the opposition of the Australian College of Nursing
to any potential for the separation of personal care from nursing care. While accepting
that there might be economic efficiencies in basic supports being assessed and funded
differently from care, she urged caution in adopting any such approach, noting that care
needs are not stable, that rigorous oversight of the people receiving services in the high
volume stream would be needed, and that it was unclear how this would be achieved.*

The uncapping of supply of aged care services

Australia’s aged care system is ‘capped’ by the number of allocated places: residential
care through the Aged Care Approvals Rounds, home care by the Home Care Packages
Program, and collectively by the set ratio of places per 1000 people aged over 70 years.
The panel considered the merits and implications of uncapping supply in aged care,
and most supported it.*?
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Mr Michael Lye, Deputy Secretary, Ageing and Aged Care, Australian Department of
Health, stated that moving to a system of uncapped supply would require emphasis
being placed on the assessment process to ensure that there is a good understanding of
eligibility. He also noted the need for better understanding of current demand in the aged
care system. He explained that careful consideration would be required so that people
with equivalent levels of need receive similar levels of assistance to ensure consistency.*®

Professor Woods supported Mr Lye’s comments on the need for a rigorous assessment
process.* Mr Yates supported uncapping supply, and said that there is a need for
more flexibility within the regulatory system to allow for more creative approaches

to residential care.*

Mr Bonner highlighted that the alternative to uncapping aged care services would be a
continuation of the current system in which people are ‘trapped either without services or
in completely inappropriate settings’ which is economically inefficient and also increases
demand for Australia’s acute care services.*®

Connections with housing issues

Two witnesses in the second panel expressed views about the connection between any
redesign of the aged care system and issues relating to housing. Mr Paul Versteege,

of the Combined Pensioners and Superannuants Association, said that for many older
people, remaining in the family home becomes a ‘symbol of independence’ however
unsuitable that home may be. Mr Versteege explained that ‘if we can overcome that
and encourage people to think rationally about...what does the home do for you and
what doesn’t it do for you, that would be a big gain’.*”

In its submission in response to Consultation Paper 1, the Combined Pensioners
and Superannuants Association stated that when first seeking to access aged care:

people need to be actively encouraged to look at what type of housing they need as their
physical functionality continues to decline. This is an opportunity to orient people away from
staying in a home that (1) may not have the accessibility required as mobility declines, that (2)
may be too big, that (3) may not be located near services and that (4) may be in a more or less
isolated location. The aged care system should not gear itself to keeping people in the home
they have always lived in, it should gear itself to housing people where they can be better and
more cost-effectively looked after.*®

Wintringham is an aged care provider that specialises in providing aged care for

people who are at risk of homelessness or who are homeless. Mr Bryan Lipmann AM,
Wintringham’s Chief Executive Officer, stressed that there is a real lack of supply of
appropriate housing in Australia, stating that Wintringham sees itself as a ‘housing provider
into which we put aged care’. He explained that Wintringham currently has 1500 people

on its waiting list, all of whom will ‘progress towards aged care far quicker than if they
were living in housing’.*®
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15.1.3 Information, navigation and assessment

Counsel Assisting canvassed with the second panel the key features of a redesigned
aged care system from Consultation Paper 1, relating to information, navigation and
assessment, including the role of a ‘care finder’ in such a system.

Professor Mark Morgan, Chair of the Royal Australian College of General Practitioners’
Expert Committee — Quality Care, highlighted the advantages of older people being
able to access face-to-face aged care services in a timely manner:

| think there needs to be multiple access points to any face-to-face service...And the sort
of access points we’re talking about would be the personal carer themselves experiencing
an unmet need, a health provider, like a GP [general practitioner] or hospital provider,
recognising that there will be an unmet need or there is an immediate unmet need.

And if all of those potential providers of services can access a face-to-face navigation, that’s
going to lead to a quicker approach than having a multiple staged model where you have to
go through a series of triage, assessments and meeting[s] before getting that face-to-face
help that you need to get started.®®

Professor Morgan suggested that the most effective way to achieve this may involve
a structured online or over-the-phone questionnaire delivered by a health practitioner,
for example, and that would ‘provide the necessary information for the next stage,
which is the actual provision of [a] face-to-face navigator’.5’

National Seniors Australia, in response to Consultation Paper 1, submitted:

Information, assessment and system navigation are essential services and are a high priority for
improvement to allow people to meet their needs without paying navigators and overburdening
carers. People are only empowered to make choices when they have adequate information. The
difficulty previously expressed aptly by National Seniors members is that ‘you don’t know what
you don’t know’ when it comes to aged care...%

Professor John McCallum, Chief Executive Officer of National Seniors Australia, further
explained this contention. He described older people as ‘information poor’ and highlighted
the very negative perception of aged care in Australia. He explained that ‘it would be hard
to make radical reform without a change in that mindset’ and summarised his organisation’s
preferred approach as an attempt to ‘combine service issues with an information issue’.®
Professor McCallum referenced a number of ‘lazy policy assets’, such as the age 75

plus medical assessment, that are currently undersubscribed or not well used as helpful
mechanisms to inform older people about their aged care planning options.5

We were told about ‘no wrong door’ policies to assist with navigating the system.

Dr Ricki Smith, Chief Executive Officer of Access Care Network Australia, described the
‘no wrong door’ feature of the Western Australian model, a policy where ‘a service provider,
a trusted advisor, a carer, a neighbour, could facilitate access to assessment’ for an older
person.®® In a submission in response to Consultation Paper 1, Professor Kathy Eagar of
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the Australian Health Services Research Institute detailed her preferred approach of
offering multiple entry points into the aged care system via a ‘no wrong door policy’,
rather than assuming a single national entry point or gateway.5®

15.1.4 ‘Care finder’ or navigator

Dr Nicholas Hartland PSM, the Australian Department of Health’s First Assistant Secretary, In
Home Aged Care Division, addressed the proposal to introduce ‘care finders’. He said that
‘aged care as a whole needs to have a much greater face-to-face presence’. Dr Hartland
considered that the role of a care finder should be viewed as ‘a way of drawing people into
the system...[who] otherwise might not approach a formal system’. He explained that the
concept of the ‘care finder’ needs to be flexible enough to accommodate various means
for older people to interact with the aged care system, including face-to-face services as
well as a shop front, call centre and online services, all ‘geared to quickly getting people

to assessment, so that you can start to think about what services that person needs’.%”

When addressing the issue of older people with diverse needs, Ms Samantha Edmonds,
Managing Director, Ageing with Pride and Chair of the Aged Care Sector Committee
Diversity Sub-Group, highlighted the importance of sourcing the care finder or navigator
from a trusted entity, that is, an organisation with whom the person already has developed
a ‘confident and comfortable relationship’. Ms Edmonds stressed the importance of the
care finder workforce being comprised of workers either from the same diverse group as
the older person, or those who are very skilled and educated with the necessary personal
skills to deliver culturally safe, trauma-informed care. This is so older people with diverse
needs will feel comfortable interacting with the care finders.%®

In its response to Consultation Paper 1, COTA Australia advanced the combination
of the care finder role with assessment services. Under the heading ‘Assessment and
Case Management — a combined wrap-around approach’, COTA Australia submitted:

One of the criticisms of the current assessment process is its transactional nature. The system
is also rightly criticised for fragmentation and duplication—where an ‘assessor’ completes the
care plan, only for it to be ignored/changed by a ‘case manager’, only for a new assessment to
be completed by a ‘service provider’ in relation to the individual services. COTA proposes that
Case Management services be combined with Assessment Services from the earliest point

of intervention. We believe that such an approach would transform consumer experiences
from a transactional commencement into a relational one from the very beginning.

The ‘assessment and case manager’ works with the older person in a consumer directed
approach to optimise the experience; to guide and support the consumer’s decision-making
about care options and choice of service provider; and to support the older person to gain
maximum benefit from the aged care system, acting as an advisor, coach and system navigator.
Case managers also have a critical role in connecting older people with supports outside the
aged care system that support their broader health, well-being and social needs...%

Mr Yates explained that one of the main benefits of combining assessment with the case

management / care finder role is that an assessment will also result in ‘real-time bookings’
with available aged care services according to people’s assessed needs, thereby avoiding
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unnecessary delay.®® Dr Smith agreed with COTA Australia’s approach of combining
the role of a care finder with the assessment process, however she did not see the
need for a care finder prior to assessment taking place.®"

Should assessors be independent of service providers?

Mr Yates and Dr Smith both expressed support for the proposition that the care finder /
assessor role should be performed by an independent workforce to avoid any potential
conflicts of interest.f? Dr Smith explained that in Western Australia, the workforce
conducting aged care assessments was totally independent of any aged care providers,
primarily to ensure that equity of access to aged care was maintained for all older people.®®

Mr Lipmann agreed that as a general rule approved providers should not be operating
assessment services. However, he noted that there are certain groups of vulnerable people
that may only trust a provider with whom they have developed a relationship. He spoke of
the importance of this existing relationship, and said that it will be important to have that
provider involved in any interactions with the aged care system.®* Mr Lipmann explained
the process adopted by Wintringham to address this conflict, as an aged care provider

to people who are homeless or at risk of homelessness:

We have attempted to resolve that tension, because it is clearly a tension, by partnering with

a local ACAS [Aged Care Assessment Service] team to have one of our workers embedded in
the ACAS team. So the ACAS team still makes the final decision but the assessment is, | guess,
filtered or informed by the intimate knowledge of the particular client with the provider, which is us.
| can see the dangers of that throughout the system but in our particular case, it’s worked well.. .5

Ms Edmonds agreed with Mr Lipmann, stating that often people from ‘diversity groups’
feel more comfortable if a member from the Aged Care Assessment Team is from their
‘diversity group’. She emphasised that ‘we also need to recognise that in some areas
there won’t be that pool of people to call on and that’s where we need to look at, well,
what do we do where there aren’t trusted entities that people can access?’%®

Professor Michael Fine, Department of Sociology, Macquarie University, expressed

the view that generally keeping the assessment role separate from providers will ensure
that good businesses do not get ‘tainted by the accusation that they’re over servicing or
providing services where they’re not needed’. However, he also agreed that the situation
may be different for those older people from diverse backgrounds who may have ‘very few
people to speak up for them’.%”

Assessment for aged care services

Mr Sean Rooney, Chief Executive Officer of Leading Aged Services Australia, emphasised
that any assessment undertaken with an older Australian needs to be ‘timely, accurate and
consistent’.%® He stated:

So accuracy or time limits with regards to not just assessment, but the triggers for
reassessment: accuracy, because that will inform care planning or change to that care planning,
and then consistency, using standardised tools and having a skilled assessment workforce that
can actually apply those tools, these are the attributes that you would see to be contributing
to—well, be fundamental to contributing to the system that’s being imagined.®®
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In a submission in response to Consultation Paper 1, National Seniors Australia proposed
that existing health care services could be incorporated into part of the assessment
process, suggesting ‘check-ups’ could be conducted at regular age intervals or as
requested by an individual or health care professional. This would encourage older
people to start thinking about their care needs earlier rather than later.”®

Professor Morgan explained that the current assessment process is complex and not
well standardised. He stated that there should be a marrying together of the primary
health and aged care systems to prevent ‘wasteful duplication’.”* Professor Morgan
cautioned against the creation of significant wait times for assessments:

| think if you‘ve got a system that relies on a gold standard, home-based comprehensive
assessment process as the only access point, then you’re going to have waiting lists and
great difficulty with access. So what I’'m envisaging is a system where simpler basic needs
that emerge can be managed through the already existing assessment processes that happen
in primary care and general practice and almost a triaging process for the more complicated
people that need that.”

Mr Versteege agreed that Australians experience ‘an enormous information deficit’ when
it comes to accessing aged care. He described the current system as difficult to navigate,
not as a result of the information being complex, but rather because it is obscured from
older people. He said that when people first access the aged care system, through

My Aged Care or elsewhere, they ‘should be given an outline of what is actually available
realistically in their area’, or detailed on-the-ground information for their local area.”

Dr Smith explained how Access Care Network Australia has adopted an active assessment
model with the ‘concept of reablement starting at assessment’ to understand the older
person’s triggers for the assessment, their needs and their goals in accessing aged care
services. She confirmed that factors such as social connectedness and wellbeing were
‘absolutely’ included in the assessment ‘because we have to look at the whole person’.”

Dr Smith went on to explain that Western Australia’s active assessment approach
had demonstrated:

significant benefits to the individual for independence but there’s also significant benefits
to the taxpayer. Helping somebody improve for a short period of time might mean that they
don’t go to ongoing services.”™

Dr Smith detailed how such an approach can assist in identifying ‘people who need short-
term intensive time to improve’ which may prevent them from requiring ongoing services.®

Professor Morgan commented on the lack of any ‘built-in evaluation’ of how well current
services are performing:

If you build in that evaluation of how well those services are performing to achieve the
goals for that purpose, then the system becomes self-balancing and if you discover
that actually the supposedly simple situation is not performing well, that opens you
up to the need for the more detailed assessment and broader range of services.”
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Tiers of assessment

Professor Fine said that a multi-tiered assessment approach is ‘very strongly supported

in the literature’. However, the person completing the follow-up or check in with the older
person does not necessarily have to be an ‘assessor’. He gave the example of this role
being performed effectively by home nursing services under the Home and Community
Care program, where services would be ramped up or scaled back over time as needed.”
Professor Fine stressed the importance of services having this element of scalability:

If we don’t, then services quickly fill up. When they are at 100 per cent, you can’t let more
people in. But if we can have some turnover, then some of the turnover can be through reducing
need. Some of the turnover will be people moving on to higher level services. But unless we
have turnover, actually all our services become full and can’t accept the new referrals and that’s
the situation we are in at the moment.”™

Dr Hartland told us that assessments should be viewed on a ‘continuum’, as a suite of
‘integrated assessment services, calibrated to need’ that are available to older people.

He explained that such a continuum may see a relatively light touch assessment suitable
for some people, while others with higher needs may require a comprehensive assessment.
Dr Hartland believed that such an approach is required to ensure not just that opportunities
for data collection and reablement interventions are not missed, but also to minimise the
assessment and reassessment burden on individuals who may require services under
more than one ‘stream’.®°

15.2 ‘Entry-level support’ (or basic services)
stream

The third panel addressed the proposed basic services stream, which was titled ‘entry level
support stream’ in Consultation Paper 1. The topics addressed by the panel included the
scope of services that might be appropriately encompassed by that stream, what eligibility
processes should apply for older people to access those services, and how those services
should be coordinated with services addressing more complex needs.

What constitutes basic aged care services?

In its submission in response to Consultation Paper 1, COTA Australia stated:

Once an older person requires individual supports such as domestic assistance, laundry or meal
preparation requests for these services should be considered more than entry level supports...

COTA Australia would suggest that the services identified by the Royal Commission under
‘help at home’ are better treated in the same manner as other ‘care’ services...®

Ms Jane Mussared, Chief Executive Officer, COTA SA, further explained that:

basic services don’t always mean basic need. It is the first point at which a person says,
‘I need help’...and we shouldn’t waste that as an opportunity.
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Ms Mussared acknowledged that there may be a need for a short-term intervention

‘to get somebody over a hump on a more basic level’, which should be accompanied
by somebody independent of service ‘actively working...to make sure that that person’s
agency, that person’s choice and decision making is not overridden’ with respect

to the services that they receive.®

Mr Paul Sadler, Chief Executive Officer, Presbyterian Aged Care, agreed with
Dr David Panter, Chief Executive Officer, ECH, and Ms Mussared that people need
to be able to access additional service when needed. Mr Sadler explained:

| think part of our problem with this particular group of services is describing them as entry
level is a bit confusing in that context. They’re really a group of services that are around social
participation and help around the home and | think if you conceive them in those terms, they’re
absolutely worth people getting access to quickly and easily, although | thoroughly agree...that
what we also want to do is get people into a service system where they’re going to be able to
get additional service, including reablement, when they need it.

Professor Fine said that there is real value in low-level services, which have been found
to reduce death rates among older people.® He highlighted the importance of building
‘capacity for flexibility and innovation’ into the entry level stream. He suggested the
adoption of a ‘functional description’ of entry level services that highlights the ‘need to
combine personal and domestic support with social integration and in ways which will
encourage integration of a range of different services’ because ‘if we get too specific
under tasks we actually exclude services’.8¢

Mr Sadler explained that housing services for the homeless, currently funded from
the Commonwealth Home Support Programme, are missing from Consultation Paper 1
and definitely need to be included in the ‘new world’ of entry-level services.?®

Access, assessment and screening

In its response to Consultation Paper 1, the Local Government Association of South
Australia submitted that it would ‘be supportive of a simple screening for entry level
support rather than full assessment, so as to ensure ease of access for clients and
reduced administrative processes for providers’.8®

Counsel Assisting asked the panel about the merit of a simple screening process to access
these services and what key features would be required for implementation. This included
the possibility of regular ‘check-ins’ to ensure that services are suitable and fit for purpose.

Mr Sadler said he believed that these ‘check-ins’ would be a good role for the care
finder, drawing on the navigator trials which are underway within the current system.

He stated that ‘there is merit in providers having responsibility here [in this role], but it
does...depend...on what happens with the service provision system under a new model’.
He drew distinctions between a funding model where a person receiving care opted

for a single provider, and the provision of services by multiple providers through the

use of a voucher service.®
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Ms Mussared outlined COTA Australia’s opinion on the importance of maintaining
independence of the individual in the care coordinator role.®® Dr Hartland raised concern
about the potential opportunity for providers to unnecessarily accelerate the intensity of
care, but acknowledged that special needs communities need separate treatment.®’

Dr Hartland estimated that the top 10% of Commonwealth Home Support Programme
users consume approximately 50% of the resources, which could mean that an uncapping
of subsidies or any relaxation of assessment processes would see a cost blow-out.*?
Professor Fine added that as Australia is one of the lowest spenders in home care in

the Organisation for Economic Cooperation and Development, an effective screening
system would likely see an increase in demand for home care services to meet older
people’s needs.®

Dr Panter said that there ‘has to be a part of the system that has that ongoing relationship
with the individual receiving services’ this is so that ‘as their needs change, then services
change accordingly’.®* He outlined the importance of ‘not just care coordination but active
care management’ if the system is going to provide benefits of early intervention.®

Counsel Assisting asked Mr Graham Aitken, a Yankunytjatjara descendent and Chief
Executive Officer, Aboriginal Community Services, for his views on whether Aboriginal
and Torres Strait Islander communities were a group where it would be appropriate for
the service provider to be involved in the assessment process. Mr Aitken agreed and
explained that ‘any diverse group is not really suited to the mainstream processes...
We know our community. Our community are happy to come to us’.%

Delivery mechanism

In response to Consultation Paper 1, COTA Australia submitted that the ‘unmet demand’
in the Commonwealth Home Support Programme ‘has not attained the same national
attention caused by the home care package queue’. COTA Australia stated that:

only basic client statistics have been published in regard to CHSP [Commonwealth Home
Support Programme], with no demand insights or comparisons between number of funded
services in a region, compared with the number of ‘approved services’ not yet ‘commenced’
via My Aged Care.®”

COTA Australia criticised the current Commonwealth Home Support Programme as
‘largely not consumer directed’ and suggested that it provides ‘limited choice and control
for consumers’.%

Dr Panter also spoke about the limitations of the current system, explaining that the
Commonwealth Home Support Programme funding model does not allow for ECH to
respond adequately to consumer choice:

as a provider, you know, we have got about $7 million worth of contracts, if you like, for CHSP in
my organisation, which goes back to a set of agreements now over five years old with unit prices
which haven’t changed. We have got a whole load of restrictions about what we can and can’t
do within that and yet we see, as we’ve tried to respond more and more to clients’ choices,

that those boxes no longer fit.%®
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Dr Panter expressed the view that there is a need for stronger emphasis on services
that address social needs to combat mental health issues common amongst older
people.’ He also stressed the importance of ‘early adoption of these services’ and
the risk that if this is not achieved ‘people will decline and be in even greater need’.™

In response to Consultation Paper 1, National Seniors Australia surveyed members’

views on what currently works well and what would be aspects of an ideal aged care
experience.'® Professor McCallum said that ‘there was a strong and passionate support
of’ the Commonwealth Home Support Programme. There was, he said, evidence that

‘it works pretty well for some groups’, particularly ‘community groups like multicultural
groups’.’® However, Ms Mussared stated that there is not enough understanding about the
Commonwealth Home Support Programme in both a quantitative and qualitative sense.'*

The possibility of a voucher system for delivery of entry level services was explored with
the panel. Dr Panter agreed that these services could be provided by a voucher-type
scheme which enables the older person to choose between providers, adding that the
brokering services model does not mean that information cannot be fed back to the aged
care provider.'® Professor Fine agreed that the use of a voucher for the provision of basic
services can be very empowering, but advocated for some flexibility in the funding:

a voucher can be very empowering but what’s good for a service sometimes is not to just have
a fee for service where they get the fee for cleaning and if they don’t clean they don’t get it, but
to have sometimes other forms where the funding is flexible, where they can perhaps persuade
instead of two hours of cleaning, let’s have one hour of cleaning and one hour let’s get you out
of the house for that time, join a club.'%

Mr Aitken told us that there were advantages to block funding for basic level services
which may be lost through a voucher system:

we believe that the block funding, the community home support approach enables us the
flexibility to provide services both individually and in group settings, which [with] individualised
funding probably wouldn’t be able to be achieved...”

Mr Aitken said that block funding also has a strong impact in remote areas ‘where a lot
of service types or purchasing of services is not an option’.'° He stated that there were
benefits to the former Home and Community Care system, as low level services could be
delivered by agencies that were not necessarily approved providers. He explained that
this should be the model for the future for Aboriginal and Torres Strait Islander services
as there are Aboriginal aged care projects which are ‘very good at looking after elders in
their communities’ but which face challenges with compliance and some administrative
processes. %

Ms Mussared spoke of the importance of holistic care and choice for the older person:

So it seems to me that in the pursuit of reablement, we have to make sure that we retain the
choice and control, which should be the overarching principles here.!"®
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Ms Mussared proffered that brokering arrangements, such as the use of a debit card for
basic services, may be more effective because it allows the individual to ‘be in charge

of that and to make decisions about what works best’, thereby fostering people’s control
and choice.™"

Dr Hartland agreed that the ‘ability for a consumer to [choose] providers...should be

a fundamental aspect of the new system’. However, he raised concerns at the prospect
of uncapping services without first obtaining a good understanding of the true state

of demand.'"?

15.2.1 An ‘investment stream’ for respite and restorative
interventions

Consultation Paper 1 explained that the objective behind the introduction of the investment
stream was to ‘help restore functioning, provide respite and delay or prevent progression
to more intensive forms of care’. The title ‘investment stream’ was intended to convey

the principle that restorative interventions would delay progression to higher and more
costly care.3

In the fourth panel, the witnesses discussed key potential design features including agile
access to interventions, potential funding mechanisms, effective means of evaluating
interventions, and availability and innovative models of respite care.

Investment as a separate stream

Dr Panter told us that while the principle of the investment stream is ‘great’, the whole
process of accessing aged care services must be ‘as seamless as possible’ for older
people. He explained that older people should not have to worry about whether their
funding comes from ‘this pot or that pot’ stating ‘that is what frustrates people enormously
at the moment and prevents them getting the service’.'*

Dr Gill Lewin, from Curtin University’s School of Nursing, Midwifery and Paramedicine,
emphasised that interventions under an investment stream need to be fast and responsive
to a precipitating event or a person’s sudden change in need:

assessment isn’t at one point in time in a restorative intervention; it’s ongoing, because as
somebody regains capabilities and confidence, then the input that they require can be quite
different and they can actually move on to completely different goals. So that it’s certainly
not a set and forget. It’s a dynamic process when somebody is attempting to regain, relearn,
be able to function more independently again.'®

Access to restorative and reablement aged care services

Ms Sparrow told us that the assessment process for older people needs to be a single
process able to draw in specialist assessment services when necessary to ensure

that people can benefit from earlier reablement opportunities and the use of assistive
technologies. However, comprehensive assessment also creates the potential for older
people with urgent immediate needs to experience delays. Ms Sparrow explained that to
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meet this urgent demand, capacity must be built into the system for certain services,
such as meals, transport and emergency respite. She believed there should be ways
to refer people to such entry level services which may only last for ‘a few weeks’

to provide time for the ‘wrap-around assessment’ to be performed.''®

Dr Lewin agreed with Ms Sparrow that assessments need to be ‘reablement-focused from
the beginning’ to optimise function, and that the composition of assessment teams needs
to be flexible to reflect the care needs of individuals.”” Dr Lewin said that this can be about
working with someone ‘around their own expectations, belief, confidence’. She stated that
when someone is receiving ongoing support and ‘then has a triggering event that causes
significant loss of function...they have a much greater understanding of the reablement
opportunities and the system generally’.'8

Ms Sue Elderton, Chief Executive Officer, Carers Australia, stated that comprehensive
assessment needs to include ‘a better assessment of the carer’s needs’. She explained
that currently when assessments occur, the carer is often not present nor encouraged to
attend, and so the carer’s needs often do not get considered as part of the assessment
process.'?

Dr Lewin agreed with Ms Elderton on the importance of ‘significant others, be they
considered carers by the individual or not’, being ‘involved in the assessment process

as the individual’s advocate, as someone taking notes, as somebody who is also
absorbing the information so that they can help the older person’.'?® Dr Lewin expressed
a strong preference that ‘these sorts of episodes of care should be free to the individual,
rather than them [the individual] having to choose to take it out of a package or whatever.
| think that provides totally the wrong incentives’.'?!

Funding of aged care services

Dr Henry Cutler, Director, Centre for Health Economy, Macquarie University, told us that
when discussing different models for funding aged care, it is important to have a set of
guiding principles which will help drive decisions, combined with ‘a good understanding
of what your funding model is trying to achieve’. He explained that the other important
element is to identify incentives that will assist in achieving those outcomes. Dr Cutler
described the ‘outcomes-based funding’ model adopted by Australia’s health care
system, which requires robust data measures to evaluate outcomes and wellbeing,

and potentially attach funding to those outcomes.'?? For aged care, he explained:

there should be some consideration around developing and publicly reporting a robust
quality performance framework in Australia that not only looks at clinical outcomes,
but all other areas that impact our wellbeing, so, for example, social inclusion.'

Dr Panter considered that there was potentially a need for both block funding and
individualised funding, and that funding mix would need to be consistent with consumer
directed care principles. He supported the comments made by Dr Cutler around the need
to ensure funding is directed to health outcomes, highlighting the need to remove the
historic ‘silo’ approach which impacts on both the health system and the primary care
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network (hospitals). Dr Panter expressed the view that unless steps are taken to pool
funding at the local level across historic silos, ‘we will still end up with people at the end
of the day getting potentially a poor experience and taxpayers getting a poor deal’.’?*

Dr Lewin told us that the funding mechanism for the proposed investment stream

needs to support fast assessment and rapid response to sudden changes in need,
describing the process as ‘dynamic’ and ‘certainly not a set and forget’.'?® She expressed
a strong preference for investment stream services to be funded outside of an individual’s
allocated budget.

Dr Panter described ECH’s decision to move away from residential aged care and
invest in research to ‘pursue the goal of enabling people to live at home independently’.
He expressed frustration about the limitations of available national datasets to report
outcomes, explaining that we need a funding system which ‘does incentivise those
outcomes, as opposed to counting the inputs’.'?”

Mr Jaye Smith, the First Assistant Secretary in the Residential and Flexible Aged Care
Division of the Australian Department of Health, agreed that there should be incentives
built into the system to encourage services focused on reablement. He said that there is an
assumption in the new aged care classification system that if services provided increase a
person’s ability, such that the cost required for care is reduced, that cost can be retained or
reinvested by the provider. He stated that the Aged Care Funding Instrument also provides
these incentives, but conceded that there are other perverse incentives within that system
which override that benefit.'2®

An evaluation of investment stream

Dr Cutler said that effective evaluation of services under the investment stream would
require the development of guidelines or guiding principles ‘that allow people to determine
whether someone should get access to services, based on the likelihood of them achieving
better outcomes or avoiding costs down the track’. He stated that in his view, a cost
benefit assessment should be conducted ‘at a program level rather than at an individual
level’ when determining the cost effectiveness of certain interventions.'?®

Professor Julie Ratcliffe, Caring Futures Institute, Flinders University, further explained
that any evaluation needs to carefully account for both the costs and the benefits delivered
by a program funded under the investment stream:

it’s not just about the least costly intervention...an intervention may be more costly, but it may
be delivering a much higher quality service. And, therefore, we need to be able to measure the
outcomes, because if a new service is more costly but it’s delivering, you know, much greater
benefits in terms of quality of life and wellbeing outcomes and it’s having a real improvement
in terms of being able to avoid people having to go into hospital, for example, unnecessarily,
then that might be a very good investment.'®
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Respite and support for informal carers

Ms Elderton described respite ‘as probably one of the most underdone areas of aged care’
and explained that:

looking at respite and the carer’s constriction as an investment in the system provides
a rationale—a strong economic rationale for it being properly resourced and delivered,
not just treated as the tail end of the aged care system.'®!

On the first day of the hearing, Mr Rees described the issue of providing adequate,
innovative models of respite care in the community as ‘terribly complex’, stating:

My view is you need a separate funding stream for respite. Take it out of residential care.
Take it out of where it is at the moment in home care. | would have one funding stream and
| would ensure it gets the priority it needs, in terms of care and needs, and | would focus
on respite in residential care purely on that transitional element that helps an older person
move into aged care in as graceful way as they can in terms of residential care.'3?

Ms Elderton highlighted the importance of capital funding for existing dedicated residential
respite facilities, such as those operated by HammondCare, to maintain their ongoing
residential respite places. She explained that these dedicated out of home facilities

remain the ‘preferred form of respite’ for many families, yet ‘block funding - capital

funding is not available to them at all’. She detailed ‘how few cottage respite or dedicated
respite facilities are actually available in Australia’, describing the situation as a ‘massive
undersupply’ partly due to the large up-front costs borne by providers in establishing
these facilities.'®

Ms Sparrow’s words echoed this view:

we need to have the funding for ongoing respite which is often delivered in home or in other
forms of community settings, but there is a difficulty in getting some of the other more innovative
and smaller forms of accommodation that provides respite because there is a lack of capital

and for residential care providers, some of the ways they have to manage respite, there is quite
a lot of an administrative impost on them. It’s almost as if a person is coming in for ongoing
care. So | think we need to make it easy for that form of respite to be available through capital
[funding] and also through looking at how the administration, etcetera, is done to make sure

that residential respite can also be available more easily.'3*

Ms Elderton said that respite is important as it ‘gives you a break every now and then from
what can be an incredibly intensive role’. However, she warned that while increasing the
availability of respite is obviously very important for older people, it is ‘not everything in
terms of the sustainability of care’ for somebody with a carer.’®® She explained that the
submission by Carers Australia cautioned against assessors taking into account the care
and support provided by informal carers when assessing the needs of older people.'*

Ms Elderton said that this approach can diminish the budget and supports allowed to the
older person. She gave the example of transport needs for appointments, where external
assistance may be sought to relieve the burden on a carer’s own life commitments.'’
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When giving evidence on the fifth panel, Professor Morgan was asked for his views on

Ms Elderton’s evidence and how the assessment process ought to address circumstances
where an informal carer is assisting to care for an older person. He supported the inclusion
of the needs of the carers in the assessment process.'%

15.2.2 A care stream

Consultation Paper 1 proposed a system change to ‘create a care stream for
services delivered either in the home or in more flexible and less institutional forms
of residential care’.’®®

Attributes of the proposed care stream included an entitlement to the efficient cost
of individualised care that is reasonable and necessary, of high quality and safety,
and delivered in the location of the older person’s choice.™®

In the fifth panel, witnesses gave evidence about consumer experience and choice,
the need for care, the care setting, funding and oversight for care.

Consumer experience and choice

Several witnesses referred to the importance of the ‘consumer experience’ of aged care
and an older person’s freedom to exercise choice in the care they receive.

Professor Deborah Parker, Chair, Ageing Policy Chapter, Australian College of Nursing
and Professor of Aged Care (Dementia), University of Technology Sydney, told us that
consumer choice in how care is delivered should be ‘fundamental to the redesign of the
system’. She emphasised that choice can be relative depending on an individual’s ‘health
literacy’, as well as the availability of options, which may be limited in certain geographic
areas or for certain marginalised groups.™

Professor Parker explained that often a conflict exists between dignity of risk and
choice, which requires a conversation with the older person to discuss their options

in assisting them to make an informed decision. She considered that ‘choice can

be built into a coordinated case management service that should be offered from entry
into the system’.'3

Ms Maree McCabe, Chief Executive Officer, Dementia Australia, agreed that a person’s
level of choice is unique to their circumstances, and not necessarily available in all
settings.’** She gave the example of those living with dementia, which progresses

so that eventually people are unable to make choices about their care.’ Ms McCabe
highlighted the assumption that people can ‘vote with their feet’ when relying on market-
based forces to deliver care. She told us that for people living with dementia, ‘that’s
actually not possible’.#® She went on to explain that Dementia Australia ‘absolutely
supports consumer-directed care’, but many people living with dementia cannot speak for
themselves and do not have carers or advocates who can speak for them. She explained
that the system needs to be ‘flexible enough to take into account the unique challenges
that many people are faced with’.'#
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Ms McCabe considered that dignity of risk is not well understood in the aged care sector
and that people’s awareness and understanding of aged care needs to be elevated to
enable choice.®

Dr Hartland said that the reason why the aged care system has been looking at consumer-
directed care for a long time is because of the positive impact consumer-directed care

has on the wellbeing of the people receiving services. He referred to a trial by COTA
Australia which demonstrates positive results from giving people control over their lives.
He emphasised the need to remember the ‘link between having control over what happens
to you and your sense of wellbeing’.'*®

Professor Morgan considered that there is a need to ‘enshrine’ feedback processes

into a person’s care setting to shape their ongoing care needs. He explained that as
part of a person’s assessment and initiation process into aged care, goals should be set
and feedback mechanisms established for the person receiving care with their provider.
The person should be asked at regular intervals whether their bundle of care services,
either self-managed or bundled through a provider, is appropriate to meet their needs.'*®
Where there is a problem with the level of services being received, he submitted that
the ‘ultimate funder’ of the services will need to receive that feedback so that it can
work with the various providers to reshape that person’s care delivery.'’

The need for care

Professor Parker highlighted that aged care often involves managing complex care
needs that may be neither stable nor long term. Accordingly, she emphasised that aged
care services ‘need to be wrapped around very quickly for many people’ to prevent
rapid deterioration.®

The Federal Secretary of the Australian Nursing and Midwifery Federation, Ms Annie Butler,
questioned whether care delivery could realistically be ‘agnostic of setting’, as there may
not be enough services available and many older people may not be able to manage
individualised funding implicit in such a system.?® Mr Mersiades envisaged a complete
restructuring of the system could allow for each region to have two or three large providers
that provide a comprehensive range of services which would be far more efficient than

the current system and prevent people from ‘having to shop around’ multiple providers

to access the services they require.’®

Professor Morgan raised an important question of principle about the assessment of need,
and of the scope of funding to provide care and support to meet assessed needs, where
an informal carer assists in caring for an older person. Professor Morgan queried whether,
in a redesigned aged care system, the assessed need for care of an older person would be
based on met or unmet need. He gave the example of a person with a carer who may have
greater need, but less unmet need, than another person without a carer.'>® He considered
that a ‘broad view of unmet need of the carers is the more logical way’ to assess need,
otherwise there may be a risk of driving informal care away by allocating a smaller budget
to people with dedicated carers.'*®
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Dr Hartland also queried the application of a ‘reasonable and necessary’ test to assessed
need. His view was that it will be necessary for us to define a ‘normative standard’ of care,
which will assist to answer the question of what may be ‘reasonable and necessary’ to
fund that defined standard of care.’

The setting in which aged care is provided

Mr Nick Mersiades, Director of Aged Care, Catholic Health Australia, said that it is generally
more efficient for government to have people cared for in their own home, which often
aligns with a person’s preference. However he acknowledged that ‘there will come a point
when the pressures on the family carer will be such that some sort of congregate care
arrangement will be necessary’.'*®

Mr Mersiades said that ‘in a congregate living arrangement the costs of delivering a

given amount of care and personal nursing care will be less than if the care is delivered

to locations which are distributed and dispersed’ due to the travel time.’*® He emphasised
the need for a conversation between the care provider and the person receiving care about
how much the person values their independence and their current living environment,
versus the risks of remaining in their home.®

Mr Matthew Richter, Chief Executive Officer, The Aged Care Guild, highlighted that the
dichotomy of ‘home care’ and ‘residential care’ is a problem. He considered them to be
‘almost independent systems’ that do not ‘interrelate at all’, and that there is not much in
between.®" He explained that there should be incentives ‘to grow and develop something
in the middle’, as well as incentives for the aged care systems to coordinate better so that
opportunities to develop creative solutions are not missed.®?

Mr Richter was of the view that retaining 24 hour seven day per week residential care
settings is ‘very important’ but they do not ‘need to be the primary part of the system’.'®3
He argued that there is a need to incentivise the system to ‘grow the bits that are missing’
in the ‘intermediary setting’.'® Mr Richter considered this could not be left to the market
alone and there is a very important role for capital grants, especially in rural and remote
areas.'®® He further emphasised the need for policy stability to encourage providers to
enter those intermediary areas and build and develop the services.6®

The United Workers Union’s Executive Projects Coordinator and National Office
Development and Industry Coordinator, Ms Melissa Coad, agreed that the demand for

24 hour seven day per week residential style care will continue into the future as there

will be a limit for some people to remain in their own homes.®” Ms Coad stated that the
‘flipside’ of people staying in their home longer is that ‘while that is the person’s home it’s
also other people’s workplace and those places can become unsafe’ for the home care
workforce ‘if they deteriorate’.’® She also noted that remaining in the home may not be

an option for future generations due to increasing rates of non-home ownership, meaning
that people may not have a choice to remain at home unless housing systems also change
in the future.'®®
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Funding in the care stream

Dr Hartland considered that funding in the care stream would require careful consideration
of what is being funded is an actual reflection of need:

if you are going to move to a needs based system which is what you are envisaging
in your consultation paper, you are going to have to give separate consideration to
the funding of care because it will be the most expensive part of the system. '7°

Professor Parker considered that it should be a matter for providers to navigate the
different funding streams and that there is no need for the aged care client ‘to know
which stream that they have been assigned or that they are now in or out of their
designated stream’.'”"

Ms McCabe considered it most important that ‘funding should follow the care recipient’.'”?

Individualised budgets

A number of witnesses voiced concerns with the prospect of individualised budgets
within the redesigned aged care system.

Ms Butler said that the Australian Nursing and Midwifery Federation strongly supports
the need for people receiving aged care services to have a degree of choice and control.
However, she was not convinced individualised funding would achieve this because there
was is no evidence that quality and safety will be improved. She raised concerns that
people without ‘strong supports’ would find it difficult to manage individualised budgets.
She also explained that individualised funding creates risks for an already compromised
workforce.”

Ms Coad considered that unbundling in aged care could lead to fragmentation of jobs
into single tasks which would potentially have consequences for attracting and retaining
suitably qualified and trained workers.'”* She considered fragmentation was a greater
problem for smaller providers or where providers only supply parts of a person’s care.'”

Professor Parker said that the Australian College of Nursing does not support the
separation of personal care from nursing and allied health or medical care.'”®

Ms Coad considered that sometimes consumer-directed care is conflated with
individualised funding and stated that she does not think the two concepts have to
go together. She explained that you can have consumer-directed or person-centred
care without the need for an individualised budget.””

Ms Coad detailed the experience of the United Workers Union with individualised budgets
in the National Disability Insurance Scheme which only allow for face-to-face support time:

So our members in the disability sector no longer have paid team meetings, paid training or
supervision, buddy shifts, all of those things that are integral to them being—having quality jobs
and being able to deliver quality supports all disappear because the individualised funding only
pays for that direct one-on-one support...”®
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Ms Coad explained that, in the experience of United Workers Union, even if such costs
were built in to individualised budgets, there is a risk that over time when ‘costs get
squeezed’, those organisation-wide support services, such as paid meetings and buddy
shifts, are the first to ‘go’.'7®

Dr Hartland considered that older people are a different care recipient population

from people living with disability, who often have stable conditions. He said that, with
approximately 800,000 assessments of older people each year, the services delivering
aged care must do the care planning.'®®

‘Unbundling’ residential care

Ms Butler considered that it does not make sense to unbundle care in a residential setting
and require a person to make their own bundle. She considered that residential care
providers have oversight and capacity to deliver the range of services required and the
bundling is ‘worth more than the sum of the parts’.'8! She considered unbundling may
create a risk to holistic assessment leading to risks for the client not being supported

and the worker not being satisfied with meaningful work.8

Professor Morgan acknowledged that unbundling services may work well in certain
situations for those with ‘high end needs’ in residential aged care. He considered that
general practitioners are already effectively unbundled in the current system.® He
suggested that there may be potential benefits from also unbundling nursing at the high
care end to allow cycling through of nurses with hospitals, to build closer connections
between residential care and the acute sector to provide more seamless care. He said a
potential advantage of unbundling nursing care is that it may make medical care a priority
within a clinical governance framework, rather than another form of care delivered out

of a bundled package.®

Professor Morgan stated, however, that in a general aged care setting ‘ideally, you want a
more holistic approach to care needs with everyone working at their full scope of practice,
rather than doing just one little piece of a jigsaw puzzle to look after a person’s needs’.

He characterised the latter as ‘a recipe for disaster’.'8®

Professor Parker said she cannot see how the 70% of unregulated aged care workers
who work under the supervision of a registered nurse would be able to operate where
nursing care is unbundled in an episodic way.'® She explained that people with advanced
dementia, and those who require end-of-life care, need a skilled workforce who know the
residents and their needs. She stated that care needs to be delivered by a comprehensive
team including allied health.'®’

Professor Parker acknowledged that general practitioners’ services are unbundled,
but said that they were professionals in their own right. She considered that in the
same way nurse practitioners could potentially perform some similarly unbundled
aged care services.%
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Dr Hartland queried what the effect would be of allowing unbundling in residential
care where the cost of care is calculated based on the efficient costs of care which
are themselves based on a bundled congregated setting.'®®

Mr Mersiades advocated for a ‘compromise position’ between individualised budgets and
bundling of care. He suggested that funding could be allocated based on a ‘classification
system’ rather than a completely individualised budget.'® Catholic Health Australia’s
submissions in response to Consultation Paper 1 envisaged a classification system along
the lines of the Australian National Aged Care Classification model.'' Mr Mersiades
explained that in this ‘compromise’ a person should be able to choose whether they
purchase services using the allocated budget or whether they enrol with a provider who
works with them to meets care needs out of the budget as these fluctuate over time.

He considered that in this way ‘you still get a degree of choice in there but you don’t
have the complexity of individual budgets and everything that goes with it’.'#?

Oversight and responsibility for care

As we have noted, Professor Parker expressed doubts about the separation of the
care stream from the basic support stream, stressing the importance of maintaining the
oversight of people receiving basic services, and assisting people to step up to other
streams and services as their needs change. She cautioned ‘that we do want to make
sure that people are getting the right assessment, the right care delivered by the right
people at the right time’."%

Ms McCabe considered it to be:

essential that we make sure that clinical governance is a high priority as part of the care stream
proposal, and that it’s something that really facilitates the care of residents and particularly
people with specialty needs such as people living with dementia.®*

Mr Mersiades noted that there are thousands of home-based care providers and compared
that against a system with two or three large providers in each region who can meet
‘across the board requirements’ which he said would be a far more efficient system

which would meet people’s needs better rather than them ‘having to shop around’.'®®

Mr Mersiades did not think that the government should be selecting the ‘winning’ providers
for each region, but rather ensuring individuals and their families have a choice and ‘over
time that will work itself out’. Mr Mersiades further considered that large well-organised
providers with good governance and support systems can supply better data for a more
evidence based and efficient system.®¢

15.2.3 Transition and implementation

Witnesses in the sixth and final panel of Adelaide Workshop 1 discussed key features
of the transition to and implementation of a redesigned aged care system.
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The key objectives of an aged care system

Dr Cutler stated that ‘first and foremost’ the need within a ‘reform agenda or a transition
agenda is to make sure that there is a robust quality performance framework to pick up
on any trends that may be occurring due to structural change’.”

Mr Rooney agreed with Dr Cutler, highlighting the importance of having ‘clear expectations
around what we want the system to deliver’, supplemented with ‘indicators and measures
so we can track what’s happening at the system level so we have assurance that we have
a high performing national system that’s delivering good value for money’."%

Mr Bonner highlighted the need for ‘evaluation and measurement of performance at the
system level’, stating that there needs to be a ‘clear line of sight and transparency of
reporting’ to measure whether the reforms are delivering the outcomes that are sought.'®

Ms Sandra Hills OAM, Chief Executive Officer, Anglican Aged Care Services Group (which
trades as Benetas), stated that one of her first reactions to reading Consultation Paper 1
was the need to undertake a ‘risk assessment’ of the current aged care sector that would
‘expose what the risks are’ and then to look ‘at what the mitigation strategies are’.2%

Mr Bonner continued with the example of workforce reform to stress the need for
‘enforceable mechanisms’ to clearly tie ‘funding flow to particular workforce outcomes’
ensuring that ‘visible and transparent arrangements...actually lead to improvements

in the wages and working conditions of people in the sector’.2%!

Expanding on the topic of accountability of the aged care sector on receipt of government
funds and on sector accountability, Mr Rooney stated:

So | think you’ve hit the nail on the head insomuch as there has been investment in the system
where it’s been loosely termed, ‘Well, here’s some money to do something.” But there never
really—in my short period of time in the system, there’s never really been an appropriate or an
effective mechanism to monitor and determine whether that investment has delivered on the
intended outcomes.

So | absolutely acknowledge that if there was more investment coming into the sector, that
would come with clear expectations around what performance and what outcome would be
delivered. And that needs to be measured and monitored. And, you know, if you’re not meeting
that, you need to be held to account.?%
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Data

In his submission in response to Consultation Paper 1, Mr Mark Cooper-Stanbury, a former
employee of the Australian Institute of Health and Welfare, provided suggestions regarding
improved data and research to support the planning, provision and evaluation of aged
care. Mr Cooper-Stanbury submitted that there are four categories in which data and
research can be improved to assist the operation of the Australian aged care system to:

e re-orient the data collection systems around the consumer
e make better use of the data and research already available
e improve the range, quality and timeliness of data to fill important gaps

e improve the scope, quality and availability of metadata (that is, information about the
collection, structure and meaning of data).2

Both Professor Ratcliffe and Dr Lewin touched on issues concerning data when they gave
evidence on the fourth panel.

Professor Ratcliffe spoke about the importance of a robust data collection mechanism
to improve the evidence base and enable effective evaluation of investments made under
the investment stream:

we need to make better use of routinely collected data and we also need to introduce new data
collection mechanisms. So we’re collecting the right data and we should have public reporting
of that data. And | think it’s very important...that we measure outcomes. But | think these should
not only be clinical indicators of outcome but they should also be outcomes that we know
matter to older people and their families and their carers, which are really focused on quality

of life and wellbeing.2%*

Dr Lewin agreed with Professor Ratcliffe, stating that ‘there ought to be a minimum dataset
that is collected across aged care’. However, she explained that this is not straightforward:

it takes a lot of skill in terms of designing the measures that are actually clinically useful,
because if workers on the ground or clinicians are being asked to collect data that they don’t
think is meaningful to what they’re doing, to be quite honest, it’s likely to be rubbish.2%

Immediate reforms

In its written submission in response to Consultation Paper 1, Leading Age Services
Australia submitted that it:

supports fundamental reform of Australia’s age services system, but the reform agenda should
also account for how to quickly address the most urgent problems, including home care wait
times, the growing gap between residential care costs and funding, and the need for resources
to support better care in areas where frequent failures have been identified.2%®

Mr Sean Rooney explained ‘the point we were making is that where we can act to make
the system better right now, we should’.2%"
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Dr Cutler acknowledged that complexities exist in implementing immediate reforms

in the short-term ‘which may be harder to turn around once the recommendations from
the Royal Commission are implemented over the longer term’.2° However, he agreed
that there are well-documented elements of the current aged care system that require
immediate attention:

there is a fundamental structural need within the aged care system for change. And | think
the skills and the training of the workforce has been identified on a number of occasions
over the last 10 years, and in prior reviews, for that to continue to increase. So | do believe
that there are some changes that can be made now.2%®

Mr Bonner also highlighted potential unintended consequences if key areas of reform are
not implemented in the short-term. When addressing the current shortage of Home Care
Packages available for older people, Mr Bonner stated:

if we do not act now, then there are people either trapped without services and deteriorating
without care and support at home, or alternatively, they are escalating because of chronic health
breakdown and turning up at the emergency departments, stuck in our teaching hospitals and
incurring massive cost and human suffering through that process.?'°

Dr Hartland expressed the view that in deciding what immediate reform actions to take,
if any, the decision makers should be looking through ‘the lens of the consumer and what
would be of most immediate benefit to them [the consumer]’.2""

Longer-term reforms

Counsel Assisting asked the panel to consider what the long-term agenda for aged
care reform may involve, particularly the concepts of uncapping supply, implementing
individualised budgets, and consumer-directed care that is agnostic of setting.

Dr Cutler suggested that an important measure to introduce would be a type of ‘quality
report card’ so that ‘any identified change in transient quality can be picked up through the
reform process’. Dr Cutler stated that the Australian Government must ensure continuity of
care for older people, while also being prepared for potential closures of under-performing
aged care facilities, as a result of uncapping demand opening up competition in the aged
care market. An evaluation of the funding mechanism for aged care providers will also be
required to ensure that providers are not being constrained in obtaining the desired quality
improvements sought as a result of the reforms.2'2

Mr Bonner expressed the view that ‘moving to a system of client-focused consumer-
centred care planning, assessment and then service provision’ is key to future reforms,

as that kind of progression ‘is relatively well understood’ by the sector. He viewed the
concept of individualised budgets as an additional complexity that could be added in to
the system ‘down the track’ once the above reforms have been bedded down. He said that
‘from our perspective, it’s the attachment of the money and what happens in terms of that
accountability that is the fundamental problem with the model that’s on the table now’.?!3
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With regard to a staged-approach to implementation, Mr Rooney said that it is important to
consider the ‘integration with the health and social services sector’. Mr Rooney explained
that consumers are:

not really concerned whether it’s the aged care system or any other system; they have
a suite of needs which can cut across primary care, acute care, social services, aged
care. At the end of the day, they just want something that’s going to meet their needs
in their community. And the system needs to be able to deliver that. And we need to
be ensuring that we’re delivering the outcomes that that person is actually requiring.2'

15.2.4 Conclusion

The evidence received at Adelaide Workshop 1 and the submissions received in response
to Consultation Paper 1 have informed the conclusions and recommendations made in
Chapter 2: Governance of the New Aged Care System and Chapter 4: Program Design,

in Volume 3 of this report.
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16. Adelaide Hearing 3:
The Future of the Aged
Care Workforce

16.1 Hearing overview

16.1.1 Introduction

We held a public hearing in Adelaide, South Australia, on 21 February 2020. The primary
purpose was for Senior Counsel Assisting to make submissions about the future of the
aged care workforce. Counsel Assisting’s submissions were published later that day.’

In summary, Senior Counsel Assisting made the following submissions:

* An approved provider of residential aged care services should have to meet
mandatory minimum staffing requirements, with staffing levels reported to the
Australian Department of Health.

¢ Registered nurses, including nurse practitioners, should make up a greater
proportion of the care workforce than is presently the case.

o All aged care workers should receive better training.

¢ Unregulated care workers—that is, personal care workers in home care and
residential aged care—should be registered and hold a minimum mandatory
qualification as an entry requirement.

o The value of the aged care workforce should be recognised and correspondingly,
better remunerated and entitled to expect that they work in safe workplaces.

+ The approved providers of aged care workers should be better managed
and governed.

e The Australian Government should provide practical leadership to the aged
care workforce.?

We invited public submissions in response to Counsel Assisting’s submissions on
the aged care workforce and received approximately 22 submissions in response.
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We heard evidence from two witnesses on the subject of the aged care workforce:

¢ Professor Charlene Harrington, Professor of Sociology and Nursing,
University of California, United States

e Dr Katherine Ravenswood, Associate Professor in Employment Relations,
Auckland University of Technology, New Zealand.

16.1.2 Professor Charlene Harrington

Professor Harrington is an elected fellow of the American Academy of Nursing and
the National Academies of Medicine and a registered nurse. She holds a Doctorate in
Sociology and Higher Education and has been involved in many and various research
projects regarding aged care and training for aged care.?

16.1.3 The need for adequate staffing levels in residential
aged care

Professor Harrington gave evidence about the importance of adequate staffing levels for

quality and safe residential aged care. She said that staffing is ‘the number one issue and
the failure to set minimum staffing standards is fundamental to all of the quality problems
we’re having’.*

Professor Harrington told us that there are numerous studies which show a ‘strong positive
impact’ of higher registered nurse staffing levels on the quality of care. Research also
shows that higher registered nurse staffing levels can lead to a reduction in emergency
room use and rehospitalisation.® She stated that higher nursing levels are associated with:

better resident care quality in terms of: fewer pressure ulcers; lower restraint use, decreased
infections; lower pain; improved ADL [activities of daily living] independence; less weight loss,
dehydration, and insufficient morning care; less improper and overuse of antipsychotics; and
lower mortality rates.®

Professor Harrington explained that mandatory minimum staffing levels may also alleviate
workforce supply shortages due to the strong relationship between inadequate staffing
and high turnover. We heard that workforce supply is currently constrained because of
low wages and benefits and heavy workloads. Minimum staffing levels would encourage
residential aged care providers to increase benefits and working conditions to recruit
enough staff.”

16.1.4 The relationship between staffing levels and
quality of care

Professor Harrington described staffing levels as the ‘best indicator’ of measuring
and rating quality aged care. She said that the research shows that residential aged
care facilities with low staffing numbers have higher numbers of deficiencies.®
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We also heard about the relationship between low staffing levels and retention of aged
care workers, with ‘missed’ care being found to cause job dissatisfaction and burnout.
Professor Harrington said that missed or omitted care can lead to issues such as residents
having pressure ulcers, medication errors, intravenous leaks and residents developing
new infections.®

Professor Harrington stated that mandated minimum staffing standards, which increase
as resident acuity levels increase, are required to sufficiently regulate staffing levels in
residential aged care and that this should be a ‘central part of the regulatory oversight’.
She added that sanctions should be imposed for facilities which do not meet these
minimum standards.™

We heard that in the United States, very few sanctions are imposed for inadequate
staffing levels despite a requirement for residential aged care to have ‘sufficient’
staffing. However, without clear staffing standards, inspectors face difficulties
identifying inadequate staffing.!

16.1.5 A requirement for minimum staffing levels
for registered nurses

Professor Harrington told us that it is important for minimum standards to include a
minimum staffing requirement specifically for registered nurses. We heard of the risks
involved in simply providing a minimum staffing requirement for all aged care providers
without specifying a minimum level for registered nurses.'? Professor Harrington cautioned
that if only total hours of care are mandated, there is a risk that residential aged care
providers may simply hire less expensive staff. She told us that registered nurse hours

are the ‘strongest predictor of high quality of care’.'®

We heard that the Centre for Medicare and Medicaid Services, which is a part of the
federal Department of Health and Human Services in the United States, has developed a
‘nursing home compare’ system which gives nursing homes a rating for both registered
nurse staffing levels and total staffing levels. This rating system has had a positive impact
by encouraging nursing homes to increase their staffing levels. Professor Harrington
cautioned that initially data was not considered to be accurate as it was self-reported as
part of an annual survey, and facilities could increase staffing levels prior to the survey.'

In 2019, researchers found that discharges to nursing homes with higher star ratings led to
‘significantly lower mortality, fewer days in the nursing home, fewer hospital readmissions,
and more days at home or with home health care within the first 6 months’.'® While this
illustrates that the rating system works, Professor Harrington told us that it is not always
considered in choosing a nursing home as this choice is often based on other factors such
as location.™®
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16.1.6 A requirement for minimum staffing levels
for allied health

Professor Harrington explained that the Centre for Medicare and Medicaid Services rating
system has no provision stipulating a minimum staffing level required for allied health within
residential aged care. This is because the minutes required for allied health are ‘so low that
they’re not measurable’ and it is not possible to ‘differentiate well between facilities’.”

She considers that allied health staff ratios are less valuable than nurse ratios because
‘allied health are supplemental workers that come in during the day to provide different
therapies’.'® She explained that in some circumstances the funding system in the
United States has led to an unnecessary increase in allied health therapies, stating:

In our situation, it is complicated because our reimbursement system for the therapy staff is
quite complicated...But the allied health payment system was set up so that the more therapy,
higher the payment. So the concern was that some patients were receiving too much therapy,
even in their last weeks of life they were being given therapy. So the government has tried to
correct that situation and it may have gone the other way.®

16.1.7 Dr Katherine Ravenswood

Dr Katherine Ravenswood, Associate Professor in Employment Relations, Auckland
University of Technology, gave evidence about labour standards in aged care.
She told us that:

The state is the dominant power in the public supply chain of aged care facilities. Therefore,

it should be able to influence labour standards with little argument...While the government
could determine labour standards and funding models, this is often perceived as an increased
cost to aged care providers, the health system and an imposition on the autonomy of providers
to manage their business and workforce—attitudes best described as neoliberalism (Douglas
and Ravenswood, 2019).2°

Dr Ravenswood said that the low standards and wages of aged care are in part a result
of care work being perceived to be ‘low skilled, low valued and low worth’. Further,
people receiving aged care services are ‘perhaps not prioritised either in society

or in health care’.?!

16.2 The role of government in setting
labour standards

Dr Ravenswood and Associate Professor Sarah Kaine, University of Technology Sydney,
have argued that ‘the role of government in the employment relationship needs to be
reconceptualised to recognise its agency as an indirect employer, and its consumer power,
in public procurement’.?2
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In her written statement, Dr Ravenswood stated that the:

government must place more emphasis on its role as an indirect employer in the domestic
supply chain. This would mean a greater focus on labour standards in the supply chain, in
addition to the existing focus on care provision and client outcomes.?

She added that aged care funding is ‘based on a model that does not acknowledge the
skill, experience, and time involved in delivering the desired quality of care’, as funding is
based on the assessment of client dependency. As such, the funding is based on a model
to contain costs, with outsourcing used to gain services for a lower cost. Dr Ravenswood
stated that:

If labour standards were funded and required in national agreements for...aged care...
then accreditation would be a significant mechanism for monitoring and enforcing
good labour standards, as providers would be unable to provide aged care if they

did not achieve accreditation.*

In Dr Ravenswood’s view of the reconceptualised aged care system, the role of
government would ‘be more than a funder and approver of aged care provision’
and the government would place employment considerations on an ‘equal footing’
with funding concerns.?®

16.2.1 The New Zealand Pay Equity Settlement
for care workers

We heard about a case in New Zealand which has led to increased wages for aged care
staff. In 2012, an aged care worker, Ms Kristine Bartlett, supported by her union, brought
a claim under the Equal Pay Act 1972 (NZ) and argued that low wages were the result

of systemic historic gender discrimination. Ms Bartlett sought equal value for equal
work.?® She was successful in her claim and, following a number of appeals, in June 2017
government bodies, employer representatives and employee representatives reached

a settlement.

Subsequently, the Care and Support Workers (Pay Equity Settlement) Act 2017 was
passed. This resulted in a pay rise for aged and disability residential care and home
and community services workers of between 15% and 50%, depending on their
qualifications and experience.?”

Dr Ravenswood stated that the settlement and subsequent legislation ‘marked a change’
to the New Zealand Government’s otherwise ‘distant approach’ to domestic supply chains
regarding workforce standards.? The legislative change:

introduced unprecedented changes to New Zealand aimed at addressing historical gender
discrimination...that had resulted in low wages and conditions for care and support workers
in a traditionally female dominated workforce.?®
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Dr Ravenswood added that the settlement had a positive impact on the workforce, with
improved confidence of workers who had ‘long felt the low social status of their work’.3°
She told us that managers agreed that workers deserved a pay increase and better
wages led to clear benefits for workers. Some reported that they were now able

to save for holidays, they could work less and spend more time with their families,

and that some basic choices were now within reach, such as going to the dentist

or buying a pair of glasses.®!

A negative consequence of the pay rises was that the increased funding provided to
account for increased wages did not take into consideration the increased administrative
and reporting burden placed on employers. This led providers to implement cost cutting
measures, including in training and recruitment of care workers. The increased wages
have not necessarily led to workers feeling more appreciated by their employers. Workers
also reported feeling that they were expected to do more in the same amount of time.*2

Other consequences have included employers reducing the hours for higher qualified
workers due to their higher pay bracket, in some cases leading to a reduction in overall
income for those workers.®® Employers have also recruited less qualified employees in a
lower pay bracket. Some workers were also indirectly restricted from changing employer
because wage levels were based on experience with their current employer and were not
transferable between providers.®*

While the increased pay recognised the value of work, Dr Ravenswood stated that the
perceptions of aged care workers have not changed. She told us of an attitude that is
developing about aged care workers in New Zealand, which assumes that as they are now
paid more, they ‘should take on more responsibilities or a higher workload’.*® Care workers
are sometimes required to complete tasks previously carried out by registered nurses and
enrolled nurses. Dr Ravenswood told us of reports that other staff members, including
nurses, kitchen and cleaning staff, often felt resentful of the pay increase to aged care
workers as they were not included in the settlement.3®

An evaluation of the outcomes of the settlement has recommended that a culture
of value for care and support workers needs to be established through government
led campaigns.®”

16.2.2 The role of funding models and accreditation
processes to support quality aged care

We heard that a combined approach of funding models and accreditation processes
supporting good labour supply, rather than an industrial relations approach, would
better provide the required quality of care. As noted above, Dr Ravenswood said
that the current funding model is ‘based on a model that does not acknowledge

the skill, experience, and time involved in delivering the desired quality of care’.®
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Dr Ravenswood told us that the state is the dominant power in the supply chain for aged
care services and so is in a position to influence labour supply.®® She said that national
agreements between the government and providers of residential aged care and home
and community care should recognise the labour standards that are required in aged
care. She explained that labour standards should be given the same level of importance
in these agreements as funding arrangements. By doing this, governments would then
be in a position to enforce good labour standards through the accreditation of aged care
service providers.*

Dr Ravenswood stated that the key barriers to reforming the terms of engagement of
the aged care workforce appear to be a reluctance to increase funding and reluctance
to ‘include employee representatives in key funding and service provision mechanisms
in residential aged care’. These issues stem from negative social attitudes towards aged
care work and labour standards not being on an equal standing with financial and profit
concerns. Dr Ravenswood suggested that government led social campaigns aiming to
change attitudes towards aged care work, and an ‘alignment of care, staffing and safety
requirements in the current regulation with realistic minimum staffing levels’ would help
to address these issues.*
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17. Adelaide Hearing 4:

Future Aged Care Program
Design

17.1 Hearing overview

We held a public hearing in Adelaide, South Australia, on 4 March 2020. The purpose

was for Senior Counsel Assisting to make submissions about the future design of aged
care. Counsel Assisting’s submissions were published on the Royal Commission’s website
later that day.!

Counsel Assisting’s submissions were informed by:

approximately 170 public submissions received in response to the Royal
Commission’s Consultation Paper 1—Aged Care Program Redesign:
Services for the Future

consultations on aged care redesign conducted by Counsel Assisting and staff
of the Office of the Royal Commission during December 2019 and February 2020

evidence obtained during Adelaide Workshop 1, 10-11 February 2020.

Counsel Assisting’s submissions outlined proposals for a redesigned aged care program.
This included a number of noteworthy changes which Senior Counsel Assisting stated
‘in combination would achieve a fundamental overhaul of the aged care system’.?

These included:

needs-based entitlement to aged care through linking funding to the actual cost
of care and uncapping the supply of funding packages and places

reorientation of the aged care system towards wellbeing and independence

improving a person’s access to aged care services, including through a new
‘care finding’ and case management service

increased innovative accommodation models directed at enabling people
to remain at home or in appropriate alternative accommodation

improved data collection and analysis

improved local strategies to promote equitable access to aged care irrespective
of a person’s background or where they live.®
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Senior Counsel Assisting outlined proposals for changes to 11 aspects of aged care
program design: life planning; information and contact points; care finding and case
management; informal carer support services and respite; assessment; wellness,
reablement and rehabilitation; diverse needs; home support and care; innovative
accommodation models; residential care; and standardised data collection and analysis.*

We invited public submissions in response to Counsel Assisting’s submissions

of 4 March 2020. Twenty-six submissions were received in response to Counsel
Assisting’s submissions. We have taken those submissions into account in preparing
the recommendations contained in Volume 3 of our Final Report.
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18. Adelaide Workshop 2:
Research, Innovation
and Technology

18.1 Workshop overview

18.1.1 Introduction

We held our second hearing in the form of a public workshop, Adelaide Workshop 2,

on 16 and 17 March 2020 in Adelaide, South Australia. We received evidence about
innovation in aged care, including in educating and training workers, translation of research
into practice, and the use of technology to improve the lives of older Australians.

In preparation for Adelaide Workshop 2, staff of the Office of the Royal Commission developed
10 propositions which were published on our website." Counsel Assisting used these

propositions to explore ideas about aged care-related research, and innovation and technology
with panel witnesses. We assembled five panels to facilitate discussion about the propositions.

We also heard from three direct experience witnesses, and from a witness in Canada about
a Canadian aged care service and education model.

In response to the COVID-19 pandemic, we offered all witnesses the option to appear
via audio visual link. The workshop was closed to members of the public, although it was
broadcasted on our web stream.

18.1.2 Panel One: Supporting technology and innovations
in aged care

The first panel focused on the use of technology and innovations in aged care. The
withesses on this panel were:

o Dr Tanya Petrovich, Business Innovation Manager for the Centre for Dementia
Learning, Dementia Australia

¢ Ms Jennene Buckley, Chief Executive Officer, Feros Care and Aged Care Industry
Information Technology Council board member

e Ms Daniella Greenwood, Consultant, Daniella Greenwood & Associates

e Professor Sue Gordon, Chair of Restorative Care, a co-funded position between
Flinders University and ACH Group, and Chief Investigator, Australian Research
Council Digital Enhanced Living Hub.
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The witnesses considered four propositions concerning technology in aged care and
funding for technology and innovation in aged care. Their responses spanned the full
range of technological considerations, including the technological experience of older
people, personal care workers and providers, and the need to offer technology solutions
suited to these groups’ needs and wishes if innovations are to be successful.

The role of technology in aged care

Counsel Assisting asked each witness about the role of technology in aged care from their
different perspectives. Ms Buckley emphasised the importance of the role of technology
in the business of approved provider Feros Care.? Professor Gordon said that technology
is ‘massive in terms of what it can do for improving aged care’.®

Dr Petrovich acknowledged that technology has limitations for people living with dementia.
She explained how dementia changes on a daily basis, so technology that works today
may not work in a month’s time.* Dr Petrovich said that technology does not detract from
the need for genuine human to human care.®

Ms Greenwood said that it is vital to separate innovation and technology:

If you ask any Australian if they dread moving into a residential aged care home,
most of them will tell you yes. There’s something that we’re doing that isn’t right.®

She continued:

| think now is the time for Australia to come together and to say how do we want to grow

old together. It’s that sort of innovation, going right back to the baseline, not tinkering around
the edges with robots—and none of those things are wrong, they are all brilliant and fantastic
ideas, but they are still all serving to put a band aid on a problem, a deeper problem...wouldn’t
it be exciting if it’s Australia that had that conversation. How do we want to grow old together
and how can we not dread moving into residential aged care. What might that mean.

Starting innovation from knowledge and then getting back into the other parts of technology
and innovation.”

In response to the question ‘how do we want to grow old?’ raised by Ms Greenwood,
Dr Petrovich explained that people want to have the best quality of life that they are able
to at that point.8

Ms Buckley’s words echoed this point, adding that Feros Care’s mission is to help people
‘grow bold’ by staying independent, socially connected and living the best life they can.
She said to do this you need to understand what ‘living your best life’ means for an
individual by ensuring you understand their life goals and not just their health goals.

Ms Buckley added that Feros Care’s ‘company values are based on that and that’s what
keeps our staff with us, because they know that that aspiration of ours is genuine’.®

An aged care standard on technology

Counsel Assisting canvassed the benefits of using technology in aged care, and asked the
panel whether it is necessary to introduce an aged care quality standard on technology.
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Dr Petrovich said that ‘technology is an enabler’ and a tool that can be used to improve
quality of care outcomes. She emphasised that ‘it’s not technology for technology sake,
it’s for improving the quality of care and quality of life’."®

Professor Gordon said that technology has to provide a value proposition that improves
providers’ efficiency and their quality of care. She said that it is a matter of harnessing the
technologies that are going to be most effective in providing value to workers, adding that
technology itself is not going to improve care; it is ‘how it’'s embedded in the delivery of
services’. Professor Gordon explained that the Aged Care Quality Standards are moving
to a person-centred care approach, which she thinks is a good thing. She said that this

is the opportunity to capitalise on the standards.! Professor Gordon added that:

technology really needs to be embedded in those standards to actually achieve the outcomes
that are needed. Thinking of technology as a separate thing is not going to work.

I would be looking to embed best practice technology to support the attainment of those
other eight aged care standards.?

Ms Buckley said that a standard on technology in aged care will be needed in the future,
but imposing a standard at the moment is not the first step. She explained that the first
step is to understand the digital maturity of the sector:

Understand with all the service providers that are providing support and care, how mature

are they, are they still using paper, where are they at? And we need to understand the digital
literacy of our staff and, from that, we set ourselves a vision and a strategy on how we’re going
to improve the industry’s capacity or confidence in using technology and do a little bit of a
roadmap working out how we are going to fund that. And that is not just one-off grants.®

Ms Buckley emphasised that if failure to comply with the standard was to have serious
consequences, ‘then that would just put more and more pressure on providers who are
already at a very, you know, at a very difficult point at the moment in operating services’.™
Ms Buckley used the example of Feros Care’s residential facilities. She said that they do
not have a sophisticated client management system, but provide a wonderful service.
She said that it does not make sense to say ‘just because you don’t have that piece

of technology you are not providing the best life you can for our residents’.'

Ms Greenwood said that there should be more sensible boundaries to entry as an
approved provider and that providers who do not commit to a technology plan should
not be approved.'® She asked:

why are we still giving licences to people who are going to build areas for people living with
dementia that we know they’re going to get distressed in. Why are we still handing out licences
to bad design when it’s not even more expensive..."”

Dr Petrovich agreed, adding that ‘buildings are being built which we know are not enabling,
yet these are places that are being funded to be built...it should not be allowed’.®

Professor Gordon said that if a standard around technology in aged care was introduced,

there would need to be a transition plan. She suggested that based on her experience
with other standards for processes, one way to address the transition would be to require
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providers who do not meet the standard to have a plan to implement it over one to two
years to bring them up to a minimum standard of technology.®

Professor Gordon highlighted the importance of remembering that the aged care provider
is a consumer of the technology. She said that you cannot expect an aged care provider
to take responsibility for aspects of the technology they might use, such as cyber security,
privacy, how the data is collected, and where the central repository is for the data.?®

Ms Greenwood said that there needs to be standards to guide the information technology
industry. She said that the information technology industry develops technology that has
not considered human rights issues such as privacy.?’

Funding to support approved provider innovation

The witnesses considered a proposition concerning funding to support innovation,
with the aim of removing financial risk for providers in pursuing innovation.

Professor Gordon said that the ‘thing, of course, is always going to be money. We’re
talking about a sector where 51 per cent of aged care providers are in the red’.?

Ms Buckley referred to a submission by the Aged Care Industry Information Technology
Council which compiled a list of technologies that would be expected in an aged

care organisation. She explained that in that list, the Council estimates that aged care
organisations with 500 employees should spend between $25 million and $50 million
on technology over five years.?® Dr Petrovich said:

| think that the industry as a whole in general is risk-averse and is not open to innovation in
residential aged care. ...They need to be encouraged to be more innovative. | understand there’s
monetary constraints but actually | think there are things that can be implemented now that
would make a significant difference to aged care and it doesn’t require a lot of money.?*

Ms Buckley said that she does not think that there is an incentive for providers to innovate,
but Feros Care has an aspiration to help the industry become better.2°> She said:

We need to make sure the funding model and the pricing model of all aged care services
allows an organisation to invest in technology and to invest in quality and we were lucky as
an organisation...that...our board has supported us to use reserves to build our technology
capability. We still have some work to do in residential care in relation to client management
systems, but if you asked me today could | afford to invest this amount of money, if | had to
start today, my answer would be no, that the funding models at the moment and the pricing
models of care does not allow us to innovate.?®

Ms Buckley described the effort that goes into an approved provider using technology:

A piece of technology off the shelf, that’s already been developed, comes into our service,
there is so much work for a service provider to do to put that innovation in the hands of a client.
We need to test it. We need to make sure we understand its limitations. The risks around the
technology, who can it help, who can’t it help. Then we have to develop assessment tools

and guidelines and training material. There’s a lot of work involved in just one small piece of
technology. So we need to be able to create the ecosystem for that technology to be evaluated
but then we need funding and systems to be able to allow providers to actually implement that
innovation. It’s not so simple.?”
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Ms Buckley explained that the true cost of operating a business requires more than a
10% administration fee. She added that an analysis by Deloitte found that the average
investment in technology by businesses is over 3% of revenue and that innovative
organisations spend 7% of their income just on technology innovation.?® Ms Buckley said:

We couldn’t possibly do that with a 10 per cent admin fee. | think we need to understand that
there’s a cost to running a business and...the pricing needs to be much more mature and it
needs to acknowledge that we want to be an aged care industry that can be innovative, that...
more than meets standards and that we want to be innovative and provide a quality service.
And that really does come at a price.®

The importance of co-design

Ms Greenwood said that transferring technological ideas to practice is not as easy as it
may sound at the aged care provider board level. She said that developers work to create
something but they do not spend enough investment in the person who will end up using
the technology. Ms Greenwood said that the technology needs to be developed for the
‘front-end user’ and the ‘front-end user’ needs the training and support. However, she
emphasised the difficulty of co-design with residents who are no longer using words to
express preferences.®°

Dr Petrovich said that co-designing with the aged care worker is absolutely paramount.
She explained that there needs to be an understanding of what the end user needs and

an understanding that the industry has a lot of personal care workers who come from
non-English speaking backgrounds. She gave an example of this where Dementia Australia
identified an issue with care workers’ note-taking and English writing, and developed
targeted notetaking software using icons.®!

Professor Gordon said that there are technology industry driven products that are ‘basically
put under the noses of aged care providers’ that do not match with what the user actually
wants.®? She told us that the active role that co-design plays in her work cannot be
underestimated. It goes beyond co-design and is more of a quality cycle that includes
co-production, co-implementation and evaluation. She stated the question to ask is:

Has the technology that we have developed actually answered the problem, addressed the
issue. So it’s not just at the get-go. This is a long-term relationship that you need to really
implement technology effectively to get the outcomes you want.3?

Ms Buckley said that Feros Care staff members sat down with their clients in their homes
and developed a journey map. They then created Feros Care’s roadmap of innovation.
Ms Buckley said that their clients play a role in ‘prioritising our innovation, helping us
design the innovation and telling us whether we have got it right or wrong’.®* She said:

to go into the client’s home and listen to what they had to say about our services was very
confronting because we thought we were doing a good job and we realised there was a number
of things as a provider we had to do differently. And | even went, in one situation, undercover
CEO and sat for two hours and listened to the stories and | really then understood that if we

do not work with our clients, then they will not stay with us, that we need to absolutely listen

to them.%
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Technology as part of assessment

Professor Gordon said that technology should form part of the aged care assessment of
older people, through questions such as ‘what is there in technology that can actually
assist this person to have a better life?’3¢ She described a recent focus group with older
people, telling how the older people said that they don’t use ‘apps’, but when asked
how they did their banking, they responded that they do it on their phones. Professor
Gordon said that people need to understand what technology is and the different types
of technologies. She said that there needs to be training around digital literacy and how
to use assistive technologies, because people are scared of them.®”

In contrast, Ms Buckley said that older people are hungry to learn. She explained that
Feros Care was funded for three small innovation grants under the Commonwealth
Home Support Programme, and piloted a program called ‘Let’s Get Technical’ with

one of these grants. As part of this program, Feros Care employees provided clients
with up to 10 one-on-one training sessions about using technology in the client’s home.
Ms Buckley said that Feros Care was overwhelmed by the number of people interested
in the program. She said, ‘they’re absolutely keen to learn, absolutely’.®®

Technology-based learning

Counsel Assisting explored the benefits of using immersive and virtual reality technology
in the education of personal care workers with the witnesses.

Dr Petrovich said that face-to-face education is still the gold standard, particularly in
relation to person-centred care, but acknowledged this is not always possible. Dementia
Australia has developed an artificially intelligent avatar that gives workers an online ‘digital
experience’. Dr Petrovich said that Dementia Australia conducted a survey of staff who had
used existing online training, and the results showed that they were able to recall very little
of what they had learnt online. However, after using an artificially intelligent avatar online,
staff were better able to recall key information learnt. Dr Petrovich said that staff want

the experience, so that is what Dementia Australia is working on—trying to give them

an experience digitally.*® Professor Gordon agreed that the education and training needs

to be immersive.*

Dementia Australia has invested in and developed immersive technology and virtual reality
technology education. Dr Petrovich explained that the cost of delivery of technology to
providers is quite minimal, but they find that the cost of workers attending the session is
the issue.*' For example, Ms Buckley said that a two hour training session for Feros Care’s
180 staff members would cost around $10,000. She said:

we need to think about understanding the true cost of operating an aged care business
and make sure that funding is appropriate for them to be able to train and innovate and
build capacity.*?

Professor Gordon emphasised the need to consider who the next generation of people
moving into aged care are going to be, saying that 80-year-olds are not digital natives,
but 70-year-olds are. She said that a big barrier is the digital literacy of consumers and
the workforce. She explained ‘unless this is addressed...it’s not going to happen’.*®
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Dr Petrovich said part of the issue is that personal care workers do not feel comfortable
using technology. She told of an evaluation by Dementia Australia where personal care
workers said they could not use a computer, but knew how to use their mobile phones.
Because of this, Dementia Australia is developing technology using mobile phones, as
this is the device the personal care workers are familiar with.** Ms Buckley said Feros
Care community care workers use a tablet, mobile phone or laptop, depending on their
role and their technology of choice.* Ms Greenwood said that product usability and
how it is implemented in terms of change management is everything.*

Where do we start?

Counsel Assisting concluded the first panel by asking each witness what the first step
is and what should be done as an absolute priority.

Professor Gordon said that the first step in developing the industry is to ‘get everybody in
the room to figure out what the priorities really are’.*” She suggested a way of bringing the
information together at the beginning could be a research centre, including a cooperative
research centre, to understand the perspectives of aged care providers and consumers.*®

Ms Buckley said that the first step is to understand the maturity and digital literacy
of the industry.*® Dr Petrovich agreed and said the starting point is understanding what
people want.°

Professor Gordon was part of the project team that developed the Aged Care Industry
Information Technology Council’'s Technology Roadmap for Aged Care in Australia and

the 2017 Literature Review that informed that roadmap. She added that the Roadmap

was ‘adopted with bipartisan government support but it hasn’t actually been implemented’,
yet the recommendations are all there. Professor Gordon said that taking it on board

and looking at how to implement it across the sector would be a ‘real positive step’.®!

She emphasised that there needs to be a partnership to lead these reforms, together

with a strong consumer voice, saying that the first priority is a conversation to bring
together technology, evidence, older people and staff to discuss what will work in the

aged care sector.%?

Dr Petrovich said that the government has a significant role to play, as it needs to provide
the guidelines. These guidelines would help determine how technologies should or should
not be developed.>® Ms Buckley agreed that the government has a role, saying ‘I think we
need a shared vision and a strategy that both industry and government agree on and...a
strategy is put in place so that we have grassroots, broad innovation happening from all.’s
She continued:

So we need to create the environment to allow aged care providers to innovate with their
clients and their staff, if we really want to see a change. It's not going to happen from one body
because we need all providers to be able to innovate.%

779



Royal Commission into Aged Care Quality and Safety Final Report Volume 4C

Ms Greenwood said:

| think we need to start again and | think we can throw it all up in the air and work out moving
beyond judgment and asking staff to separate from their own humanness when they have these
professional clinical relationships.

| think that clinical focus, the judgmental focus is what we need to move beyond, if we really
seriously want to change this.*®

18.1.3 Panel Two: Aged care data and research

The second panel focused on aged care data and the following four witnesses
gave evidence:

e Dr Robert Grenfell, Director of Health and Biosecurity, CSIRO’s Health and
Biosecurity Business Unit

¢ Ms Louise York, Head of Community Services Group, Australian Institute
of Health and Welfare

» Associate Professor Maria Inacio, Director of the Registry of Senior Australians,
South Australian Health and Medical Research Institute

¢ Mr Benjamin Lancken, Head of Transformation, Opal Aged Care (Opal).

Counsel Assisting asked the witnesses to consider propositions concerned
with the reporting of data by providers and responsibility for aged care data.

Mandatory minimum dataset
Current capture of aged care data by the Australian Government

Since 2013, aged care data collected by governments has been compiled by the
National Aged Care Data Clearinghouse.?

The Data Clearinghouse is managed by the Australian Institute of Health and Welfare and
is the Australian Government’s aged care data repository. It contains aged care data which
can then be reproduced as reports and made available online. The Australian Institute of
Health and Welfare can link datasets and examine the connection between programs, such
as the interfaces between the Pharmaceutical Benefits Scheme, Commonwealth Home
Support Programme data and hospital data. The GEN aged care data website provides
public access to interpretations of information from the Data Clearinghouse.%®

Ms York told us that data in the Clearinghouse report on activity in the aged care sector

or numbers of people receiving care, and where they are receiving that care. She said that
data are linked to analyse ‘really important safety and quality aspects, such as prescribing
rates’, although she added that more could be done.*® Associate Professor Inacio said that
the Australian Institute of Health and Welfare can make linked data available to researchers
after clearance through its ethics committee.®° Such data, Ms York said, are available free
of charge.®
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Researchers such as Associate Professor Inacio use the Australian Institute of Health and
Welfare datasets for research to support aged care policy analysis. In 2018, for example,
the Registry of Senior Australians made contributions to the understanding of the effect
of wait time for aged care services on the health of older people, and the prevalence

of dementia in the aged care population and its effect on mortality and increasing
pervasiveness of pain in this population.®

Barriers to access to datasets for research

Ms York said that governance, administrative load and privacy are barriers to making
aged care data accessible. She explained that a lot of aged care datasets are of sensitive
personal care information which do not necessarily need to be shared to run an aged care
system that is safe and of high quality. Ms York explained that consent is important to
personal information, however information may often be de-identified and then released
to inform a safer system without contravening privacy law.%®

Associate Professor Inacio told us that when the Registry of Senior Australians requests
information from the Australian Institute of Health and Welfare, the latter must confer with
the original data custodians within government. She said that while the Australian Institute
of Health and Welfare merely houses the datasets, they are ‘not in charge of the collection
process’. The Australian Institute of Health and Welfare hold records such as State
hospitalisation records ‘only in the capacity that we have asked the States then to give
permission for them [the Australian Institute of Health and Welfare] to link to the datasets’.®*

Ms York elaborated, saying that the Australian Institute of Health and Welfare holds
‘several years of linkable State / Territory hospital data’. However:

long-term hospital data resides with the States and we [the Australian Institute of Health and
Welfare] generally act as a curator for all of that data but then need to go back to the original
source in order to get it released to researchers or, indeed, to ourselves for analysis.®

Ms York added that likewise, in the case of Medicare Benefits Schedule and
Pharmaceutical Benefits Scheme data, the Australian Institute of Health and Welfare
needs approvals to release the data.5®

Ms York said that the main delay in accessing data at present is getting approval from

the data custodians for its release. She explained that the custodians are working in an
environment where they are attempting to discharge their role ‘according to what they
perceive’ are the legislative requirements applicable to them. She stated that the Australian
Institute of Health and Welfare had a ‘vision’ of:

enduring and regularly linked information where...approvals have already been given upfront...
to build...linked data and infrastructure once for use by multiple people, research community,
governments, for projects that are considered to fit with the research and analysis agenda with
the outcomes framework and with everything you’re trying to achieve.®”
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Ms York explained that timeliness is currently an issue with all aged care data. She told us
that transactional data, such as Aged Care Funding Instrument data, might be ready six
months after the fact for curation, whereas hospital data might take eight or nine months
and similarly for Medicare data.®®

All panellists agreed that there are serious and inexplicable time delays in receiving data.
For example, aged care eligibility assessment data has not been made available since
2016. Associate Professor Inacio considers that there is no excuse for a four year delay
where assessors collect this information every year. She said that the information is
‘incredibly valuable’ to understanding individuals at their point of entry and that the delay
represents a ‘missed opportunity’.®®

Associate Professor Inacio described the Registry of Senior Australians’ experience

in obtaining data from the Australian Institute of Health and Welfare as ‘an incredibly
demanding and trying process’. She explained that a research project does not usually
receive grant money to support the administrative burden of ethics and governance
approvals processes. She agreed that this could put a ‘dampener’ on her research work
and said the Registry of Senior Australians’ work would have been affected if not for the
financial support it received. Associate Professor Inacio acknowledged that this problem
has been recognised by the Academy of Science and the Academy of Health and Medical
Science and it is something that the Australian Institute of Health and Welfare is working
towards improving.”®

The applications of aged care datasets

Dr Grenfell said it is important that providers understand how data they may collect will
be used and how it may be fed back to them. He explained the principles of datasets,
one being ‘interoperability, that is, do the systems talk to each other’. He said that this

is ‘a technical challenge’ that has not yet been fully resolved between the acute and the
primary care settings. He said other challenges with data include privacy and governance
provisions. Dr Grenfell noted that the aged care data ‘domains’ are not linked, not readily
sourced and not readily searchable. Therefore, he said, ‘curation of these datasets is vital
just as the accuracy of collection and stratification’ of them.”

Ms York stated that most sectors will eventually have an ‘outcomes framework’ for data
governance which:

sets out all of the outcomes they are trying to achieve and then under that a series of indicators
or measures that will measure success in the direction of that area and then a minimum dataset
of things that need to be collected in order to derive those indicators.™

Dr Grenfell highlighted the importance of having an understanding of the level of granularity
needed in the system as well as the timeliness of data collection. He said that ‘a digitised
health system requires immediate feedback to the right person at the right time and that’s
in fact actually the data journey’.”
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Aged care mandatory minimum dataset

The panel gave evidence about the content, rationale and applications of a minimum
mandatory dataset.

Ms York said that a minimum dataset should be the ‘core number of data elements that are
captured as a by-product of the activity that’s going on for clinical or other transactional
purposes’. She explained that the data should be useful for looking at both the individual
service provider level and the system level, and said that while a lot of that data is in the
system at the moment ‘it just needs to be more timely and linked more regularly to get a
better picture’.”

Dr Grenfell emphasised that there are multiple facets to a minimum dataset in terms of
what each person engaged with the dataset may want from it and what the dataset actually
delivers. For the client or the engaged participant, they have to understand what they will
‘get from it by allowing their data to be collected’. He noted that in acute and primary

care they are looking at a ‘new science’ of ‘patient recorded outcome metrics’.” By way

of example, Dr Grenfell acknowledged that loneliness is a known antecedent cause for ill
health. Referring to the evidence of Ms Barbara Hamilton Ramsay, a home care recipient
with a Level 3 Home Care Package, he indicated that ‘loneliness is a metric that would
mean something to her’ and ‘was something that we should measure’.”

Associate Professor Inacio emphasised that a minimum dataset and data collection needs
to ‘serve a specific purpose’ and accordingly, the contents of data collected for a dataset
‘depends on what the purpose is’. She noted that a dataset designed to give a ‘population-
level understanding’ of services and outcomes is a different dataset to one designed to
address financial questions.””

Associate Professor Inacio explained that in her work for the Registry of Senior Australians,
looking at population level data, ‘there is a very specific number of minimum data elements
that is important’. She confirmed that a lot of the data elements that the Registry of Senior
Australians use in their work are already available from aged care eligibility assessments
and Aged Care Funding Instrument assessments, with some limitations. Associate
Professor Inacio considered that bringing those datasets and information together

would allow examination of matters not been previously undertaken.”

Ms York told us that ‘there’s great potential of linked up data to provide information

about the risks that are being experienced’ by people receiving aged care. She said
hospitalisations, prescribing rates, complaints and accreditation status could be linked
and would be ‘much more valuable and meaningful if it could be risk adjusted for the
profile of the people using those services’ through regular assessment and assignment to
classification levels. She considered ‘that sort of information could conceivably be linked
in to provide more information about the quality at the service level’.” Associate Professor
Inacio agreed that compliance and accreditation information would be ‘incredibly valuable
in the future to understand performance of facilities’.®
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Mr Lancken agreed that there is a lot of data being collected but that currently it is ‘very
siloed and difficult to link together’. He told us that, for Opal, the most important aspect
of data was making sure that they were ‘measuring...the views of people living in our care
and the families’.8' He considered that there is a lot of data around quality of care, but not
necessarily enough around quality of life and subjective wellbeing for those living in care.
Mr Lancken told us he thinks there is an opportunity to capture that data and to make it
‘more transparently available’ to assist consumer choice.??

Associate Professor Inacio pointed out that, unlike people living in residential care,

people receiving home care do not have any assessments in place and that it would be
wonderful to have a needs-based assessment implemented for such people. She also
told us that consumers involved with the Registry of Senior Australians tell them that
quality of life measures and consumer experience measures ‘would be the most important
things to monitor’ from their perspective. She added that it would be ‘wonderful’ if data
was collected regularly and systematically. For example, she explained that if Aged Care
Funding Instrument assessments happened more periodically, and not just after somebody
had a change in health care needs, this would provide information about potential
improvements over time in regards to their functional activities and things that are
affecting their lives.®®

Ms York agreed that capturing data from regular assessments over time would be valuable
to the quality of information about people’s functional status. She also agreed that quality
of life and self-reported experience in addition to data about workforce and quality of
services are missing from the current picture of aged care.*

Associate Professor Inacio said that workforce data should include the level of education
of staff, the training received and workforce per number of resident bed days.? However,
Associate Professor Inacio advised that ‘as a first step...you should focus on what you
can do [already] and then build on that’ with quality of life estimates, workforce data

and ‘all the other stuff that’s not currently publicly available’.®¢ She considered that we
already have a lot of data, but we need to put in place the infrastructure to extract it.®”

Design of an aged care minimum dataset

Associate Professor Inacio said that:

to collect enough information that we can understand what’s happening so we can make
inferences about it to improve what'’s going to happen in the future...[there] has to be
partnership between the regulators and the providers.®

She added that if the providers are not part of the definitions created, then you will get
data that is not useful. Based on her experience working in data registries over 20 years,
she said that the ‘consumers [of registry information] were always the providers because
those were the ones asking to change the behaviour’ and she said ‘they have to be the
ones that lead and accept that part of it’.8°

Dr Grenfell said that when developing a minimum dataset, it is necessary to think

about who needs to be at the table to achieve the outcomes sought and direct the
development.®® Mr Lancken emphasised the importance of involving consumers and
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consumer representative groups in designing what the dataset would look like. He said

‘a human-centred design approach’ should be applied to decide what information is most
required, and how to most effectively enable team members to capture the information
most important to them to deliver great care. He said this information would not only

be clinical indicators, but also things such as how residents like to spend their time,

and their favourite foods and activities.®’

Ms York said that the Australian Institute of Health and Welfare ‘has a legislated function
of designing such datasets in conjunction with relevant stakeholders’. She said what the
Australian Institute of Health and Welfare would normally do is:

work with clinicians, policy makers, academics, people involved, consumers, customers, older
people and potentially the ICT [information and communication technology] sector, workforce,
to work through...what they want to know, what’s already available and then how we would
go through the painstaking work of working out how to actually isolate those core pieces of
information that need to be collected to really get that regular measurement over time of what
we’re trying to achieve.®

Dr Grenfell said that he would also support ‘a higher governance’ dataset for ‘actually
doing the directorial approach’ for the aged care system.*

Aged care data management
Curation of an aged care minimum dataset

Ms York told us that the Australian Institute of Health and Welfare currently ‘curates’
the aged care datasets.® Dr Grenfell referred to ‘curation’ tasks as including linking
data and making them available and searchable to users.%

Associate Professor Inacio considered that currently only the Australian Institute of

Health and Welfare had the ability to link the various Commonwealth and State aged

care datasets. She said that having essentially one holder of that information severely
limits the access, and timeliness of access, to aged care data. She added that there are
also prohibitive costs associated with having only one place to access data. Associate
Professor Inacio also suggested that more options for access will be needed in the future.®®

Aged care data governance

Dr Grenfell considered that curation is one function of data management and that the
Australian Institute of Health and Welfare is performing that role for health care datasets
very well. He suggested that the actual governance of data should probably be separate
to curation.®”

It was clear to us that the panellists considered that no group or entity exists currently
that is adequately performing data governance functions for aged care data.

Mr Lancken stated that it was important that there be an independent body looking

at data management from a governance perspective and said that Opal would support
such a move.%
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Dr Grenfell noted the failed attempts to set up Cooperative Research Centres in aged
care because the industry is ‘not engaged’ in the ‘idea of actually doing the research’.
He said some form of overarching structure was needed.®®

Ms York and Dr Grenfell spoke of managing information sharing and privacy law as current
barriers, as well as dataset governance issues that need to be worked through.'®

In terms of data governance and feedback, Dr Grenfell emphasised that data governance
requires ‘some degree’ of responsibility for meeting governance targets ‘right at the

top level’.’®" He drew a comparison with the work on data as part of the Council of
Australian Governments’ Closing the Gap agenda. He said in that process there is

a national report card which put responsibility back on those in power to act on
differences or lack of action.'®

Aged care data custodian

The panel examined the question of who should have responsibility for holding and
releasing aged care data.

Associate Professor Inacio considered this question difficult to answer. She explained that
data should be easier to access and there should be ‘an opportunity to have independent
bodies to do the monitoring of that information’.' She could envision ‘a centre that
focusses on aged care quality and safety in general’ which also holds and manages
necessary aged care data.'” She considered the United States National Institute of Health
could be a model for an independent body of this type. She considered that a body like
the Australian National Institute of Dementia Research would be ‘incredibly helpful’ in aged
care, subject to its success and sustainability, about which she could not comment.'%

Mr Lancken considered that it is important to design the system without any duplication,
and saw a need for current custodians and contributors to be involved to avoid duplication.
He said data should be collected once but able to be used across the system.%

Ms York said that it would be sensible for an existing body with legislation and
infrastructure already in place to link, curate and make data accessible through secure
research environments to have responsibility for data in aged care. She stated that,
within privacy constraints, aged care data should be ‘opened up’ so that it is useful to
government and researchers. She added that there should be a continuous measurement
of metrics, but was agnostic as to who would get to measure them as long as they are
developed in a ‘multi-party way’.'”” Mr Lancken emphasised that it would be important
for the custodian to have an understanding of what has been done in the past so as

not to ‘throw the baby out with the bathwater’ and duplicate effort.1%®

Dr Grenfell explained that there would not likely be a single data custodian but rather, each
data custodian would collect data relevant to their financial or compliance functions, and
an entity like the Australian Institute of Health and Welfare would bring the custodians’
datasets together.’® Ms York agreed with Dr Grenfell that this would be the purpose of a
minimum dataset. She said that compliance agencies and service providers would capture
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the information they need to perform their roles and it is a ‘minimum component of each
of those pieces that comes together into a curated set that’s then made available for these
multiple purposes’. She added that this does not replace the original datasets.°

Aged care data standards

Ms York said an important part of a minimum dataset is a need for ‘information standards’
to collect comparable information to assist in the running of aged care services and feed
back into the entire service system.!" Mr Lancken said that it is important to have a
‘standard around data’ so providers can ‘with confidence invest in digital transformation
based on those standards’ and ‘build our systems to enable the collection of that data’.'"2
He said that ‘the lack of data standards creates a bit of a barrier for innovation in the
technology space’ as the information technology industry needs standards to ‘give them
confidence to go ahead and build products that can service’ the aged care industry.'®

Collecting aged care data

Dr Grenfell said the biggest barrier to a minimum dataset is the workforce and their
understanding of why they should collect the data and ‘what it does to help them do the
wonderful work that they actually do’. He said that ‘They won’t shift otherwise’. He said
he has experienced this with the most eminent clinicians in the acute care sector saying
that ‘if they don’t believe they need to collect it, they will not collect it and your datasets
will be meaningless’."

Mr Lancken said that anything governments can do to make submission of data easier,
including establishing a direct digital interface between providers and government, will
help providers collect data for a minimum dataset. He acknowledged that providers will
also have a role in ‘empowering our team members with the ability to be able to capture
data at the point of care, again, to help try and reduce that burden of administration’.'"®

Associate Professor Inacio spoke about the indicators of quality and safety, such as
pressure injuries, use of physical restraint, and malnutrition and weight loss, which have
been collected directly from providers since 1 July 2019. She told us that two of those
indicators can be collected from other sources, such as hospital admission data, which
‘would not be as sensitive as collecting directly from the providers’. Associate Professor
Inacio acknowledged that pressure injuries would be under-reported if data is collected
from hospitals, but the more severe cases of pressure injuries would still be captured.'®

Mr Lancken spoke about administrative burden being one of the ‘symptoms’ of the new
National Quality Indicators when they were brought in. He said that the format or standard
required for submission to the National Quality Indicators are different to the way in which
Opal was already internally collecting data about those indicators. Opal has had to ‘realign’
their systems and processes to enable National Quality Indicator data to be ‘collected as
part of a delivery of care and trying to avoid it being done as a manual process’."'” Opal’s
initial focus was on ensuring the quality of the data reported and it is now attempting to
integrate data collection back into daily care.'®

787



Royal Commission into Aged Care Quality and Safety Final Report Volume 4C

Mr Lancken told us about software that Opal has developed which not only captures
complaints and feedback to allow for a quick response, but also captures organisation-
wide trend data. He also told us that Opal is launching new customer surveying technology
across all of their care homes ‘designed specifically to enable accessibility for older
people’. Information is captured by residents on a tablet device and aggregated in real time
for managers to see ‘straightaway in terms of what are the things they can focus on and
improve’, particularly in relation to improving quality of life aspects of resident experiences.
Mr Lancken agreed that this data could be ‘generated directly out of the system’ if required
and used to report to the Aged Care Quality and Safety Commission when assessed

for complaints.'"®

Associate Professor Inacio told us that she considered the data collection process quite
independent in terms of transactional data, Aged Care Assessment Team assessments,
data from providers and hospital data, and trusted they were being collected just to
describe what happened. She considered that there may be some bias in Aged Care
Funding Instrument data given its purpose.’?® Mr Lancken considered that an organisation
charged with aged care data should take a person-central approach with the data, starting
with the individual and ‘working out from there’. He said a lot of the data in the system

is episodic and fragmented. If the data collection was designed from the person out,

it would provide a better picture of the outcomes that are most important to people.'

Risks or limits with minimum dataset

The panel considered the risks or limits associated with a new minimum dataset.

Dr Grenfell reiterated that the biggest risk in setting a minimum dataset is disengaging
the people it was supposed to serve, including aged care workers.'?2

Ms York considered there are risks in not specifying the outcomes the dataset would try
to achieve, by trying to achieve too much, and not using the data that is already available
and building on that.'®

Dr Grenfell expressed concern around the privacy and governance of aged care data.

He considered that this is a problem faced by the National Health and Medical Research
Council across all health and medical research. He considered the problem to be
‘disruptors’ moving into the research sector not having the same understanding as health
practitioners about the sanctity of the data that people give them. Dr Grenfell spoke

about trials of innovative digital and interactive technologies such as chatbots to combat
loneliness and sensors to see how someone is performing to p