
ROYAL COMMISSION INTO AGED CARE QUALITY AND SAFETY

SUBMISSION OF THE AUSTRALIAN NURSING AND MIDWIFERY FEDERATION IN RESPONSE TO

COUNSEL ASSISTING'S SUBMISSIONS ON WORKFORCE

INTRODUCTION

1. This submission is provided by the Australian Nursing and Midwifery Federation (ANMF) in 
response to the Royal Commission's invitation for written submissions on Counsel Assisting's 
Submissions on Workforce (the Workforce Submission).1

2. The ANMF welcomes the recommendations in the Workforce Submission. It captures and 
addresses the concerns that have long been raised by the ANMF in relation to the problems 
in aged care. The issues that surround workforce, including transparency, training, ongoing 
development, working terms and conditions, regulation and government leadership all have a 
direct effect on the delivery of quality and safe care. It is clear from the Workforce 
Submission that those links have been drawn and that solutions and reforms that are 
recommended are all interrelated and required to deliver high quality aged care to elderly 
Australians.

3. Most importantly, to the ANMF and its members, is the conclusion 'that the most efficacious 
way of ensuring high quality and safe aged care in a residential setting is by imposing 
requirements on the providers of that care to have a minimum number of care staff in a mix 
that takes account of the care needs of their residents.'2

4. Closely bound to mandated staffing levels and skills mix is the acknowledgement that it is 
necessary to improve the working lives of all workers in aged care in order to deliver safe and 
quality care.3 The two are inextricably linked.

5. The ANMF fully supports the principles4 that inform the Workforce Submission and the 
considered, evidence based expression of those principles throughout the Submission.

6. In responding to the Workforce Submission, the ANMF addresses in some detail how 
Recommendation 1 could be implemented, in light of the evidence based research the ANMF 
has previously submitted to the Royal Commission.

7. With respect to Recommendations 2-11 and some of the other measures put forward in the 
Workforce Submission, this submission in response provides some comment on each.

1 Royal Commission into Aged Care Quality and Safety. 2020. Counsel Assisting's Submissions on Workforce. Royal Commission into Aged 
Care Quality and Safety. RCD.0012.0061.0001

2 [68]
3 [6]
4 [7]
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8. The ANMF wholeheartedly agrees that the right term for our aged care homes is a 'nursing 
home' rather than the impersonal 'residential aged care facility'. Where appropriate, the 
ANMF will adopt the term 'nursing home' going forward.

Recommendation 1:

Staffing numbers and mix

9. The ANMF welcomes Counsel Assisting's recommendation that 'an approved provider of a 
residential aged care facility should be required by law to have a minimum ratio of care staff 
to residents working at all times' and is pleased to see that the recommended ratio 'should 
be set at the level that is necessary to provide high quality and safe care to residents.'5

10. This recommendation if implemented would assist in ensuring the provision of minimum 
registered nurse (RN), enrolled nurse (EN) and combined nursing and personal care worker 
(PCW) care for each person in residential aged care.6 7 8 9 10 The ANMF takes this opportunity to 
advance refinements to Counsel Assisting's Recommendation 1 and in particular to address 
the ratios necessary to provide high quality and safe care adapted to the range of resident 
needs.

Achieving a 4-Star rating

11. The ANMF notes that the first part of Counsel Assisting's recommendation suggests that 
staffing ratios in nursing homes 'must be sufficient to achieve a 4-star rating under the 
current CMS staffing star rating adjusted for Australian conditions.'7,8 As the Royal 
Commission is aware, there are a number of combinations of staff care time that attract a 
four-star rating; some have greater care time delivered by RNs, ENs and PCW staff overall (RN 
maximum >63 minutes, overall maximum =>264 minutes), others have less (RN minimum BO- 
45 minutes, overall minimum 186-215 minutes).

12. The ANMF's staffing and skills mix study has been closely considered by the Royal 
Commission.9,10 We draw upon the results of this study again to provide an evidence base 
methodology to inform nursing (RN and EN) and PCW staffing levels and skills mix in nursing 
homes that would support the provision of safe, quality care and meet the care requirements 
of all nursing home residents from those with the least needs to the most.

5 Royal Commission into Aged Care Quality and Safety. 2020. Counsel Assisting's Submissions on Workforce. Royal Commission into Aged 
Care Quality and Safety. RCD.0012.0061.0001
6 Royal Commission into Aged Care Quality and Safety. 2020. Counsel Assisting's Submissions on Workforce. Royal Commission into Aged 
Care Quality and Safety. RCD.0012.0061.0001
7 Royal Commission into Aged Care Quality and Safety. 2020. Counsel Assisting's Submissions on Workforce. Royal Commission into Aged 
Care Quality and Safety. RCD.0012.0061.0001
8 Nursing Home Compare. 2019. Design for Nursing Home Compare Five-Star Quality Rating System: Technical Users' Guide October 2019 
[Internet], United States Government Centers for Medicare & Medicaid Services. Available online:
https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/CertificationandComplianc/downloads/usersguide.pdf
9 Exhibit 1-20 ANM.0001.0001.3151.
10 The ANMF recognises the integral role that other staff play in delivering and supporting safe, quality care for RACF residents. While the 
ANMF Staffing and Skills mix study focussed solely on the work of RNs, ENs, and PCWs, other direct-care (e.g. allied health, doctors, 
specialists) and support staff (e.g. domestic services, chefs etc.) are essential and further work is required to underpin evidence-based 
recommendations regarding the staffing and skills mix of these groups.
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13. From assessing the time required to meet the care needs of six 'typical profiles' of nursing 
home residents, the study determined that residents should receive an average of 4.3 hours 
(258 minutes) resident and personal care hours per day (RCHPD) with a minimum staffing and 
skills mix requirement of 30% RNs, 20% ENs, 50% PCWs (see Table l).11 This average is 
inclusive of an additional 30 minutes of care recommended by focus groups to be added to all 
profiles' RCHPD. This additional 30 minutes is related to direct care activities such as the 
provision of emotional support and/or other activities such as ensuring that the older person 
is settled and comfortable.

14. Within the average resident's requirement of 4.3 hours, 77 (30%) minutes of care should be 
provided by RNs, 52 (20%) minutes by ENs, and 129 (50%) by PCWs.

Table 1: ANMF Staffing and Skills Mix study typical resident profiles

Profile

Registered
nurse care

(mins)

Enrolled
nurse care

(mins)

Personal
care worker
care (mins)

Recommended total
nursing and personal care 

minutes per resident/ 
day*

30% 20% 50% 100%
1. 'Voula' 54 36 90 180 (3 hours)
2. 'Gwen' 63 42 105 210 (3.5 hours)
3. 'George' 72 48 120 240 (4 hours)
'Average Resident' 77 52 129 258 (4.3 hours)
4. 'Walter' 81 54 135 270 (4.5 hours)
5. 'Sarah' 90 60 150 300 (5 hours)
6. 'Norma' 99 66 175 360 (6 hours)A
* Including the extra 30-mins per resident per day for indirect care recommended by the expert focus group. 
A 'Norma' is recommended to receive an additional 30 mins due to palliative care needs

15. In Table 2 below, the typical resident profiles developed from the ANMF staffing and skills 
mix study explained above have been mapped onto the NHC Star Rating System.

11 While evidence-based, the six resident profiles are also illustrative or 'typical'. The purpose of identifying six discrete resident profiles is 
not to suggest that every person's individual care requirements and preferences would neatly correspond with the care that the ANMF 
Staffing and Skills mix study described. Every individual in a nursing home has different and unique needs and preferences for care that 
should underpin and direct the care that they should receive.
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Table 2: ANMF Staffing and Skills Mix study typical resident profiles mapped onto NHC 
Rating System.12

Total nurse staffing rating and minutes (RN, LPN and nurse aide)

RN Rating and Minutes

1 <19

2 19-30

3 30-44

4 44-63

5 >63*

1 2 3 4 5

<186 186-215 215-242 242-264 > 264*

Table Legend

Profile 1:
'Voula'

Profile 2:
'Gwen'

Profile 3:
'George'

Average
Resident

Profile 4:
'Walter'

Profile 5:
'Sarah'

Profile 6:
'Norma'

RN = 54
All = 180

RN = 63
All = 210

RN = 72
All = 240

RN = 77
All = 258

RN = 81
All = 270

RN = 90
All = 300

RN = 99
All = 360

• Values provided by CHSD Report, interpreted as >63 / >264 to maintain mutual exclusivity. Where Resident Profile 3 
requires 63+9 minutes of RN staffing per day, different interpretations of > 63 / > 264 rate Resident Profile 3 
significantly differently.
° Cross-hatched cells indicate where an ANMF resident profile staffing requirement is exceeded either by 

additional RN minutes or additional total staff minutes.

16. The table shows that 'Voula', the profile with the lowest recommended RCHPD, would 
receive adequate RCHPD if 'Voula' received 54 minutes of RN care and at least 180 minutes 
of care overall per day (attracting a minimum three-star staffing NHC rating in Cell 4-1).

17. It is important to highlight that while this three-star rating may be suitable for meeting 
'Voula's' daily care needs from nurses and PCWs, the NHC Rating System includes other non- 
direct care tasks such as administration into timing/rating brackets. So, while 'Voula' should 
receive 54 minutes of RN care direct care time per day, this NHC three-star rating will only be 
suitable if other non-direct care tasks are not factored in.

12 Table adapted from the UoW Report (originally adapted from the CMS Technical Users' Guide April 2019) along with ANMF Staffing and 
Skills Mix study typical resident profiles. Eagar K, Westera A, Snoek M, Kobel C, Loggie C and Gordon R (2019) Flow Australian residential 
aged care staffing levels compare with international and national benchmarks. Centre for Health Service Development, Australian Health 
Services Research Institute, University of Wollongong.
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18. Futher 'Voula' is unlikely to be the only resident in the nursing home, and her own needs for 
care are likely to change over time, most likely increasing and altering what RCHPD is 
required to meet her needs and support reablement and well-being. Nursing homes must 
have enough of the right kinds of staff so that 'Voula's' care needs are still met if her own or 
other residents' needs change. This is based on the assumption that a nursing home will 
generally host residents with a range of changing, often increasing care needs and that 
nursing home residents are on average, likely to have higher rather than lower care needs.

19. A nursing home that provides all residents with at least 54 minutes of direct RN care and 180 
minutes of direct RN/EN/PCW care per day would only be suitable for residents like 'Voula' or 
people who have lower care needs who are relatively uncommon in the residential aged care 
context. Under the NHC rating system, such a nursing home would achieve a three-star rating 
for staffing but would not meet the requirements for the three-star rating if their residents' 
needs increased or staffing levels or ability to provide adequate direct care decreased.

20. Counsel Assisting's recommendation that Australian nursing homes should at minimum meet 
what would attract four-star staffing rating from NHC with at least 30 minutes RN time per 
resident per day and between 186 and 265 minutes of RN, EN, and PCW time per resident per 
day aligns to only one possible four-star rating (see Cell 3-5: i.e. 30-44 RN minutes and >264 
RN/EN/PCW minutes). Despite aligning to a four-star rating, this RCHPD from nursing and 
overall nursing and care worker staff would not meet 'Voula's' needs as described above. 
Further, combined RCHPD from nursing and PCW staff of between 186 and 265 minutes may 
also align to three possible three-star cells (see Cells 3-2 to 3-5) none of which include the 
appropriate RN RCHPD to meet a person like 'Voula's' needs.

21. While establishing a minimum RCHPD from RNs, ENs (which are not accounted for in Counsel 
Assisting's recommendation or NHC Rating System) and PCWs is critical, it is important that 
the minimum does not become the benchmark for good practice. As explained above; 30 
minutes RN RCHPD and between 186 and 265 minutes of overall RCHPD will only be 
adequate for delivering safe, quality care for older people with relatively low care needs. For 
most people in nursing homes, a minimum of 30 minutes of RN RCHPD is not sufficient and 
adding more RCHPD from other staff would not ensure that their care needs are met. The 
ANMF believes that it is unlikely that an older person assessed as needing over 264 minutes 
per day of overall care time would need less than at least 54 minutes of RN RCHPD, especially 
when the average resident in a nursing home is likely to need at least 77 minutes of RN 
RCHPD.

22. As explained above, if a person's care needs increase, the time needed to provide necessary 
care also increases and the minimum is no longer suitable. Indeed, 'Voula' as a typical nursing 
home resident with relatively low care needs would not be well cared for with only 30 
minutes RN time per resident per day even if she were to receive between 186 and 265 
minutes of RN, EN, and PCW time per resident per day. Reablement, improved health and 
wellbeing, and illness and injury prevention would be unlikely to be possible or well-provided 
if provided RN RCHPD is less than a persons' needs and would increase the risk of missed 
care, lack of early identification of decline, and a decreased capacity of the entire care team 
to safely provide quality, holistic person-centred care.
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23. Importantly, Counsel Assisting's recommendation of a minimum level of RCHPD that does not 
meet the assessed needs of even the lowest-needs typical resident profile means that the 
overwhelming majority of nursing home residents who have much higher care needs (i.e. 77 
minutes of RN time and 258 minutes of RN, EN, and PCW time per day) would not receive the 
care necessary to meet their needs.

24. The ANMF therefore submits that the recommendation must go further to ensure that as 
peoples' needs increase, and for people who have greater needs, the minimum RCHPD for RN 
and combined RN, EN, and PCW RCHPD also rises.

25. The ANMF recommends that nursing homes should at a minimum be staffed to provide, on 
average, each resident with 4.3 hours (258 minutes) RCHPD inclusive of 77 minutes of RN 
RCHPD, 52 minutes of EN RCHPD, and 129 minutes of PCW RCHPD (see Table 3). Nursing 
homes that provide this would achieve a five-star staffing rating according to the US's NHC 
Rating System. The ANMF notes that this would be achievable with a mandated minimum 
skills mix of 30% RNs, 20% ENs, and 50% PCWs. We also highlight that this recommendation 
does not include necessary RCHPD provided by staff other than nurses and PCWs, which 
would need to be added to the average 4.3 hours of care. Counsel Assisting's 
Recommendation 1 is significantly less than this recommended average number of RCHPD. It 
is submitted that this discrepancy arises from combining the concepts of a star rating system 
designed to inform consumers about nursing home staffing and mandated minimum staffing 
and skills mix that is designed to provide care in accordance with older peoples' assessed 
needs in a safe, effective manner.

[Page6
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Table 3: Staffing configurations that achieve four- or five-Stars according to the NHC Rating System 
have varying proportions of RN time. The ANMF's recommended average RCHPD would achieve a 
five-Star rating and ensure an RN 30: EN 20: PCW 50% split of staffing time.

Registered nurse Enrolled nurse Personal care Total nursing and personal care
Cell care (mins) care (mins) worker care (mins) minutes/resident/day

and

++
*+

3-5

4-3

4-4

4-5

5-2

min

max

min

max

min

max

min

max

min

max

min

30 (11%) 

44 (17%) 

44 (20%) 

63 (26%) 

44 (18%) 

63 (24%) 

44 (17%) 

63 (24%) 

>63 (34%) 

>63 (29%)* 

>63 (29%)*

234 (89%) 

220 (83%) 

171 (80%) 

179 (74%) 

198 (82%) 

201 (76%) 

220 (83%) 

201 (76%) 

123 (66%) 

152 (71%) 

152 (71%)

264 (100%) 

264 (100%) 

215 (100%) 

242 (100%) 

242 (100%) 

264 (100%) 

>264 (100%) 

>264 (100%) 

186 (100%) 

215 (100%) 

215 (100%)
5-3

+
-X
-X
-X
-X

5-4

max

min

max

>63 (26%) 

>63 (26%) 

>63 (24%)

179 (74%) 

179 (74%) 

201 (76%)

242 (100%) 

242 (100%) 

264 (100%)

cc.
u

min

5-5

max

ANMF
Recommendation

>63 (24%) 

>63 (24%) 

77 (30%)

*

*

52 (20%)

201 (76%) 

201 (76%)

129 (50%)

>264 (100%) 

>264 (100%) 

258 (100%)

Table Legend
* >63 minutes is the minimum NHC Rating System cut-off for RN RCHPD. Increasing this above the minimum results in a different 
proportion of RN time per resident and depends on the proportion of RCHPD provided by ENs and PCWs. Only one configuration (Cell 
5-2) meets/exceeds 30% RCHPD provided by RNs as a minimum requirement to achieve a four-Star NHC staffing rating.
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26. Table 3 above illustrates each of the four and five-Star NHC rating combinations with a 
breakdown of the minutes and percentage/ratio of RCHPD per staff category. Table 3 further 
illustrates:

• Cell 5-2 shows the only staffing configuration that would achieve a four-Star NHC 
rating where the minimum RN RCHPD exceeds 30% of total care time.

» None of the staffing configurations that would attract an NHC rating of five-Stars 
include at least 30% RCHPD from nurses where the minimum RN RCHPD is 63 minutes 
(see Cells 5-4 and 5-5).

• Thirty % RCHPD of RN time may be achieved within a five-Star rated staffing 
configuration if RN RCHPD is increased as a proportion of the overall RHCPD.

® No combination apart from staffing configurations attracting a five-Star staffing rating 
and one four-Star staffing combination where RNs provide at least 68 RCHPD are able 
to ensure that each resident receives a 30% share of RN RCHPD providing that the 
minimum RN RCHPD is exceeded.

• The last row in Table 3 illustrates the minimum staffing configuration recommended 
by the ANMF and highlights that this configuration would both attract a 5-Star NHC 
staffing rating and ensure a RN 30%: EN 20%: PCW 50% split of care provided to the 
'average' nursing home resident.

27. Staffing ratios that reflect the importance of RNs is emphasised not only by the ANMF's 
research but by the evidence referred to in Counsel Assisting's Workforce Submission.13

28. The ANMF is concerned that the NCH Rating System does not distinguish between EN and 
PCW time; but rather groups them in total care staff minutes. The ANMF submits that EN's 
care minutes should be identified and factored into any rating system. The risk otherwise is 
that this nursing care role is eroded, resulting in increased pressure on RNs and PCWs 
working beyond their scope. ENs work under RN supervision and are trained and registered 
health professionals. The ANMF advocates strongly for the important role that ENs play in the 
aged care sector and recommends that staffing requirements ensure that the care provided 
by ENs be clearly demarcated from that provided by PCWs.

29. The ANMF maintains that a ratio of RN 30%, EN 20%, and PCW 50% must be achieved. There 
is a risk that if EN staffing is not made explicitly subject to a mandated minimum, the benefit 
of a mandated minimum of RN hours will be diluted and the overall proportion of nursing 
hours per resident not increased. The ANMF submits that Recommendation 1 should also 
specify the total care minutes as a percentage of EN and PCW time, being 20% and 50% 
respectively.

30. The ANMF submits that if a rating system is adopted, achieving a four-star rating should be 
linked to providing a suitable proportion of care provided by RNs and ENs. Counsel Assisting's 
proposal, allows a four-star rating to be achieved in some instances with very low 
percentages of RN care- as little as 11%. The ANMF is concerned that particularly in the case 
of high care need residents, this would not be sufficient to provide high quality and safe care.

13 [42]-[57]
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31. The ANMF refers to previous submissions and the statements of Rob Bonner and Paul Gilbert 
and letter to Counsel Assisting.14 It is the ANMF's position that the first consideration in 
determining staffing numbers and skills mix must be to establish resident care need, by 
evidence based assessment of individual care needs. Staffing level and skills mix that provides 
quality and safe care that meets the care needs of residents, can then be calculated. The 
ANMF staffing methodology and staff calculator provides the means of doing this. A rating 
system can be used to show which nursing homes are most likely to provide service where 
those needs are likely to be met, but should not form the basis of determining staffing 
numbers and skills mix.

32. The ANMF's staffing and skills mix study determined that residents should receive an average 
of 4.3 hours RCHPD with a minimum staffing and skills mix requirement of 30% RN, 20% EN, 
and 50% PCW. When assessing this staffing level and skills mix under the NCH Rating System 
it achieves a five-star rating. None of the possible four-star ratings meet the ANMF's evidence 
based assessment of the time and skills mix needed to deliver safe and quality care to the 
average resident of a nursing home. If a rating system were to be adopted in line with the 
NCH Rating System, the ANMF submits that the appropriate and necessary rating to deliver 
quality and safe care to residents of nursing homes is a five-star rating.

A minimum of 30 minutes of registered nurse care per resident per day

33. The ANMF considers this is an important and very significant recommendation. For many 
residents of nursing homes, introduction of this recommendation would result in immediate 
improvement to care outcomes. However, for the reasons outlined above, the concern 
remains, that in many instances (indeed almost all) 30 minutes of RN care per resident per 
day will not be sufficient to provide high quality safe care.

34. The ANMF urges this recommendation be adopted without delay. Provision of 30 minutes of 
RN time per resident per day is, based on the evidence, less than is required to meet assessed 
needs but would set a basis for any further improvement. Critically, it must not be advanced 
as a complete response to the issue of RN staffing requirements.

At least 22 minutes of allied health care per resident per day

35. The ANMF welcomes Counsel Assisting's recommendation that all residents should receive at 
least 22 minutes of allied health care per day. It is the ANMF's understanding that this figure 
was originally drawn from recommendations from British Columbia, Canada and presented to 
the Royal Commission in Research Paper l.15 Many residents would benefit greatly from a 
mandated minimum RCHPD provided by allied healthcare professionals, however the ANMF 
does wish to note that we are unclear regarding the evidence base that supports the specific 
recommendation of 22 minutes. It would appear that a literature review commissioned by 
the British Columbia Ministry of Health led to the recommendation of 22 minutes, but further

14 WIT.0488.0001.0001; WIT.0430.0001.0001 and letter from the ANMF to Mr Rodger Prince dated 9 October 
2019
15 Eagar K, Westera A, Snoek M, Kobel C, toggle C, Gordon R. 2019. How Australian residential aged care staffing levels compare with 
international and national benchmarks. Centre for Health Service Development, Australian Health Services Research Institute, University 
of Wollongong.

9 I Page

ANM.0018.0001.0009



research and consultation may be necessary to ensure that 22 minutes is a sufficient 
minimum.

36. The ANMF submits that this time must be additional to the RCHPD provided by RNs ENs and 
PCWs.

Registered nurse present on each shift and available to direct or provide care subject to limited 
exceptions

37. The ANMF welcomes Counsel Assisting's recommendation that there be an RN present on 
each shift and available to direct or provide care subject to limited exceptions. As with other 
elements of this recommendation, this a definite step in the right direction and would 
represent a significant improvement in many nursing home settings.

38. The ANMF would however like to highlight that in larger nursing homes, in contexts with 
high-needs residents, and in facilities with multiple levels or buildings, a single RN in most 
situations will not be sufficient for providing safe, adequate care supporting and supervising 
other staff, and interacting with other healthcare staff such as GPs and paramedics or family 
members. The ANMF submits that there are many situations where one RN will not be 
enough and encourages the Royal Commission to consider enhancing this recommendation 
to ensure that a sufficient number of RNs are present each shift.

39. The ANMF recommended skills mix ratio of 30RN:20EN:50 PCW will address this concern.

40. The ANMF urges this recommendation be adopted without delay, where RNs are not 
currently present on every shift.

Recommendation 2: Increased transparency 

Publication of staffing levels and skills mix

41. The ANMF strongly agrees with Recommendation 2, which contains two components. The 
first is that providers must provide the Department with staffing levels data. The ANMF 
agrees that this is an important step to ensure accountability. As demonstrated by experience 
in the United States, staffing data should be gathered from payroll records, rather than be 
self-reported. This will ensure the data is accurate and captures all time paid, including use of 
casual employees and agency staff.

42. The second component is publication of staffing data in a form that enables the material to 
be understood and comparison of services to be easily made. The ANMF agrees that there is 
benefit in making staffing data available to the public and that this will inform decision 
making in relation to choice of care, where the market is able to sustain choice. It will also 
enable transparency for nurses and care workers who may be considering employment in a 
nursing home.
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Other measures

43. Counsel Assisting's submission makes the important point16 that mandatory minimum 
staffing levels should not encourage a 'race to the bottom' and therefore mechanisms that 
encourage continuous improvement must also be developed.

44. The ANMF agrees that continuous improvement must be encouraged through multiple 
mechanisms, including those identified of ratings, evaluation of staffing and funding. Aged 
care standards must embed continuous improvement and promote 'best practice'.

45. Mandated minimum staffing levels must be viewed as just that- minimums required to 
ensure quality and safe care, below which the risk of not meeting acceptable care standards 
is too high. The ANMF methodology and staffing tool makes the necessary provision for 
evaluating care needs over time and recalibrating staffing levels over time accordingly. It is 
agreed that evaluation and recalibration of the mandatory minimum staffing levels is 
something that must be incorporated.

46. The ANMF does not agree with the LASA proposal of 'if not, why not' as a method of ensuring 
compliance with standards.17 Such an approach mitigates against transparency and 
accountability and provides an avenue to simply meeting minimum standards, rather than 
continuous improvement.

47. The ANMF acknowledges the need for significant additional funding that is tied to care to 
achieve minimum staffing levels and skills mix. In addition to the research referenced18the 
ANMF points to the Financial and Cost Benefit Implications of the Recommendations of the 
National Aged Care Staffing and Skills Mix Final Report19 and the cost benefits identified in 
that report. The increase to funding of staffing in aged care is justified.

48. It is acknowledged that minimum staffing levels and skills mix may be more challenging to 
achieve in rural and remote settings. We reiterate that this should not be a barrier to 
achieving those minimum standards- Australia should not be a two-tiered aged care system. 
People receiving care in a rural or remote setting should have the same evidenced based 
staffing level that meets their individual care needs as someone who lives in other settings. 
To overcome this challenge, will require additional funding and ongoing commitment to 
innovation in delivery of care services to ensure there is no disadvantage experienced in 
delivery of services based on location.

Lessons from the early childhood sector

49. The ANMF agrees there is much to be learned from the introduction of staffing ratios in the 
early childhood sector. The concern identified, that if calls for improving the professional

is [229]
17 [233]
18 [243]-[246]
19 Burgan, B., Spoehr J. and Moretti, C. 2017. Financial and Cost Benefit Implications of the Recommendations 
of the National Aged Care Staffing and Skills Mix Final Report. Adelaide: Australian Industrial Transformation 
Institute, Flinders University of South Australia.
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status of a workforce are not matched by tangible benefits to workers such as improved 
remuneration, their undervaluation is perpetuated is pertinent to the aged care workforce 
and linked to a number of other recommendations.

50. The ANMF has submitted that introducing staffing ratios would increase staff satisfaction and 
overall improve the attraction and retention of the workforce, with the outcome of providing 
improved quality care. We could not agree more with the contention that employment and 
rostering decisions made by providers must be solely focused on providing care to the 
appropriate level.20

TRANSFORMING AGED CARE EDUCATION AND TRAINING 

Recommendation 3:

Minimum qualifications for personal care workers

51. The ANMF agrees that a Certificate III in Individual Support must become the mandatory 
minimum qualification for personal care workers.

52. Around two thirds of PCWs already have a Certificate III qualification21. For those who don't 
currently hold a minimum qualification a period of transition should be allowed. This would 
entail allowing workers time to enrol in appropriate courses and would be assisted by 
employers providing paid leave, technology to support study and mentoring within the 
workplace.

53. Workers should be recognised in levels of remuneration and classification purposes if they 
are actively engaged in a course of study. Recognition of prior learning should also contribute 
towards obtaining the qualification.

54. With appropriate support and transitional provisions, introduction of a mandatory minimum 
qualification for personal care workers will not operate as a barrier to entering the aged care 
workforce. Setting a minimum standard will raise the quality of care provided and contribute 
to improving attraction and retention of the workforce. It is appropriate to recognise the 
workforce as requiring a minimum level of skill and training.

55. The current Certificate III initial review has been completed and it is expected to be revised 
and issued in April 2020. The broader review is commencing and will consider future content 
of relevant courses which will include consideration of demand for greater provision of 
training in areas including dementia, mental health, palliative and end of life care.

56. Counsel Assisting puts forward the idea of a portable training scheme which would allow 
workers to accumulate entitlements to paid training by earning credits for hours worked. A 
system of greater recognition of prior learning and/or competency gained from work 
placements operates within the existing system. However, it is often underutilised due to

20 Pp269
21 [313]
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cost or the burden of administration. Provisions that would facilitate recognition would be 
supported but these must be subject to validated assessment of competence rather than 
simply time spent in work.

57. The Workforce Submission explores various options to improve the training, career pathways 
and employment opportunities for PCWs with reference to the Aged Care Workforce 
Strategy. The ANMF agrees that training and career development for PCW's is important for 
both attraction and retention of the aged care workforce and will improve care outcomes.

Recommendation 4:

General Practitioners and aged care

58. The ANMF agrees with the proposals in Recommendation 4 to establish a working group that 
looks at measures to ensuring GPs skills, capacity and education are adequate to meet 
clinical needs and meet the anticipated demand for geriatric medicine.

59. The ANMF submits as a corollary to this recommendation, a similar working group could be 
established to assess the future skills, training and demand for nurses and nurse practitioners 
in providing geriatric care- across all sectors of health and aged care, general practice, and 
primary health. This is based upon the clear value and demand for nursing and nurse 
practitioner care within and beyond aged care.

Recommendation 5:

Undergraduate medical curricula

60. The ANMF agrees with Recommendation 5, but does not seek to elaborate in relation to the 
recommendation.

Recommendation 6:

Demand for geriatric services

61. The ANMF agrees with Recommendation 6 that the Commonwealth should fund and 
collaborate with medical peak bodies to conduct an ongoing research program designed to 
estimate the short, medium and long term demand for geriatric services for older Australians.

62. Subject to existing research and data it may be appropriate to expand this recommendation 
to include both the input of other health professionals and the scope of the research to 
assess the demand for geriatric services provided by those other health professionals.

Recommendation 7:

Education and training for registered and enrolled nurses

63. The ANMF agrees there is scope to improve the theory and practice on geriatric medicine and 
gerontology care that could be incorporated into the EN and RN Accreditation Standards. This 
recommendation needs to be considered in the context of current Accreditation Standards 
and course content.
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64. The ANMF acknowledges the evidence before the Royal Commission that some nurses, 
particularly graduates, feel they could be better equipped to work in the complex setting of 
aged care, particularly with respect to dementia care. This can be addressed in multiple ways, 
including through placements, ongoing clinical experience, ongoing professional 
development and workplace support.

65. The ANMF made an extensive submission to the Independent Review of Nursing Education, 
Educating the Nurse of the Future. This submission has previously been provided to the Royal 
Commission (Exhibit number).

66. The ANMF submission put forward the following recommendation:
'That the undergraduate program re-evaluate the importance of educating students about 
the provision of aged care, emphasising the skill and expertise needed to provide safe, 
quality care to this population.'

67. The outcome of the Independent Review was a recommendation that standards should 
specify core knowledge, skills and procedural competence of newly registered ENs and RNs to 
function in any workplace setting.

68. Increased focus on geriatric nursing would be beneficial across all parts of the health system, 
acute, primary and aged care. It is important to remember that the vast majority of elderly 
people who access health services do so through primary and acute health care services. To 
this end, it is critical to improve overall knowledge of the conditions of aging, dementia and 
care delivery.

Placements and continuing professional development

69. Improved undergraduate education for nurses (and other health professionals) must also be 
supported by quality placements. Counsel Assisting's submission points to evidence before 
the Commission of the deficiencies in aged care placements, in particular the need for 
placements to be supported by clinical supervision, which is a challenge with the existing 
demand on registered nurses.22

70. In its submission to the Independent Review, the ANMF agreed that increasing aged care 
placements, allowing students to appreciate the complex nature of the speciality, would 
increase the attractiveness of working in aged care.23

71. The Royal Commission heard evidence from the Council of Deans of Nursing and Midwifery 
proposed that undergraduate placements in aged care should be undertaken in facilities with 
good accreditation histories and with staff to ensure adequate supervision.24

72. A positive experience of placement is a key component of attracting graduates to the aged 
care sector. To provide high quality placements, students must have the appropriate clinical

22 [435]
23 Independent Review of Nursing Education, ANMF p50
24 [436]
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supervision, mentoring and a supportive environment. These cannot be successfully offered 
in nursing homes that are understaffed, both in staffing levels and skills mix.

73. In addition, providers must offer continuing professional development and education 
opportunities for existing staff. This area requires investment from providers to ensure 
workforce are continually upgrading and refreshing skills and knowledge. In turn, this will 
enhance the experience of graduate placements.

74. Provision of quality clinical placements in aged care is dependent on improving staffing levels 
and skills mix. In particular, supervising RNs must be given rostered time to provide high 
quality clinical supervision to students.

75. This is key to attracting graduates to the aged care workforce and changing the negative 
perceptions of aged care as a career choice.

Recommendation 8:

Nursing practitioners in aged care

76. The ANMF agrees with Counsel Assisting's submission that there is a strong case to support 
the nurse practitioner model, alongside the medical workforce, to improve access to quality 
primary care in residential aged care.25

77. Not only will the nurse practitioner model improve access to primary care, it will support the 
development of RNs and ENs in their roles in residential aged care. This again supports 
attraction and retention of staff in aged care.

78. The ANMF has made submissions to the Royal Commission outlining the role nurse 
practitioners can play in delivery of aged care, particularly in rural and remote areas, (see 
subs and ref p29-30 Educating nurse of future) The ANMF agrees that measures to increase 
the number of nurse practitioners working in aged care should be implemented.

79. In the Independent Review of Nursing Education the ANMF submission recommended:
That federal, state and territory governments offer financial incentives to health care 
providers to employ and utilise nurse practitioners in health services, with additional 
incentives to nurse practitioners who work in districts of workforce shortage.

80. Recommendation 8 proposes that to increase the supply of nurse practitioners, the 
Australian Government should introduce scholarship programs (with aged care return of 
service obligations) for nurse practitioner training and advance skill nursing.

81. The ANMF supports measures that will increase the number of nurse practitioners overall 
and in aged care specifically. The cost of obtaining a qualification and limited employment 
opportunities for nurse practitioners has been identified by the ANMF as a barrier to 
increasing numbers of nurse practitioners

25 [427]
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82. To increase the numbers of nurse practitioners overall, noting many will work with elderly 
people regardless of area of speciality, workforce planning is required. Governments need to 
identify potential workforce gaps through workforce planning projections and provide 
funding models that will sustain the employment of nurse practitioners in the workforce. This 
is necessary to increase overall nurse practitioner numbers working in aged care.

83. In aged care, providers and health networks should be funded to support employees to enter 
and gain nurse practitioner qualifications. Once qualified, there must be increased funding to 
employ nurse practitioners in aged care and commitment from providers to utilise that 
funding for that purpose.

REGULATION OF PERSONAL CARE WORKERS

Recommendation 9:

Regulation of personal care workers

84. The ANMF supports Recommendation 9 which proposes that a registration scheme be 
established for personal care workers. Further, the ANMF agrees that the proposed key 
features of the scheme are appropriate. We refer to our previous submission
ANM.0006.0001.0010-13 and ANM.0015.0001.0029-31 with respect to regulation of care 
workers.

85. We reiterate that if a registration scheme is introduced, it must provide sufficient transition 
time. This would enable PCW's to gain qualifications and/or be assessed and recognised for 
prior learning and experience. Over the period of transition, the workforce can be educated 
about the requirements and expectations of registration.

86. Registration should not present as an unreasonable barrier to PCWs working in aged care; 
fees should be commensurate with salary, providers should be funded to offer paid time for 
study, and make provision for in-house support.

TERMS AND CONDITIONS OF EMPLOYMENT

87. Counsel Assisting's submission does not make any specific recommendations with respect to 
terms of conditions of employment and possible industrial solutions. The ANMF fully agrees, 
however, with the comment that poor terms and conditions of employment, exacerbated by 
low staffing levels and poor training opportunities and career paths are a disincentive for 
people to want to work in aged care.26

88. The Workforce Submission identifies the numerous ways in which Australia's industrial 
relations legislation and the aged care sector more generally27 has failed to deliver system 
wide mechanisms for improvement to wages and conditions.28

89. We refer to ANM.0015.0001.0031-0035 which outlines options to resolve low remuneration 
and poor working conditions in aged care.

26 [617]
27 Fair Work Act 2009
28 [554]-[593]
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90. We reiterate to attract and retain staff in aged care it is essential wages match those of 
nurses and care workers in the public sector health system. Wage parity for workers in aged 
care will address the poor wages that are associated with gender based inequality, difficulty 
in obtaining enterprise agreements due to low density and issues of insecure work.

91. In relation to the evidence given about the range of risks to health and safety that are 
common in aged care. Counsel Assisting concluded 'It is clear that each of these occupational 
health and safety issues are exacerbated by a lack of staff and contribute to the reasons the 
aged care sector is not seen as an employer of choice.29 30 31

92. The ANMF agrees that addressing staffing levels as outlined above and improving regulation, 
such as the introduction of psychosocial hazard standards is vital. More work needs to be 
done to identify hazards in workplaces, improve standards and address issues as they arise as 
a result of unsafe work practices. The culture that accepts that assault is a normal part of 
work must be challenged.

93. In Counsel Assisting's Submissions on Program Redesign it has been proposed that an 
independent pricing authority be established. The ANMF will respond to this proposal in 
more detail in response to that submission, however, suggests that an independent pricing 
authority could have a role in setting wages and ensuring funds are acquitted in line with 
funding provided for direct care.

LEADERSHIP OF THE AGED CARE WORKFORCE 

Recommendation 10:

Aged care workforce planning

94. The ANMF supports Counsel Assisting's recommendation (Recommendation 10) that:

'[t]he Commonwealth Government should lead workforce planning for the aged 
care sector, and should identify an agency or body that has overall responsibility for 
aged care workforce planning...'30(pp l50!

95. Counsel Assisting went on to provide a list of key actions recommended to be the 
responsibility of the agency/body:31<pp l50)

a) [L]ong-term workforce modelling on the supply and demand of health professionals 
and care workers (however described), to inform the development of workforce 
strategies for aged care.

b) overall management of the training pipeline for health professionals and care 
workers, in partnership with the States and Territories, universities, Registered 
Training Organisations, National Boards, professional associations, specialist colleges 
and other key stakeholders.

c) Driving improvements in labour productivity across the health professions and care

29 [616]
30 RCD.0012.0061.0144
31 RCD.0012.0061.0144

17 | P a g e

ANM.0018.0001.0017



workforce (however described).
d) Ensuring an appropriate distribution of the health professional and care workforce 

to meet the needs of population across the aged care sector, particularly in rural and 
regional Australia.

e) Facilitating the migration of health professionals and care workers to Australia to 
address identified health, aged care and disability workforce needs.

96. The ANMF considers nurses should be represented in any agency or body that is established 
to have responsibility for aged care workforce planning.

Leadership at the provider level

97. As Counsel Assisting recognises; while foundational to the provision of safe, quality care, 
mandated minimum staffing levels must also be implemented and supported by 
simultaneous improvements in the way the aged care workforce is led. Indeed, a culture of 
safety, quality, and respect must come from the top. Strong leadership that is focused on the 
health, wellbeing, and safety of older people as well as the aged care workforce is critical.
This is necessary at all levels - from providers to the industry - and as noted by Counsel 
Assisting, is crucial at the level of government.

98. The ANMF supports the statements that Counsel Assisting has made in reference to the 
importance of strong leadership and the connections between good governance, leadership, 
and culture upon staff attraction, retention, and the workforce's capacity to deliver safe, 
quality, person-centred care.

99. Strong, quality leadership is also necessary from the nursing workforce itself. Registered 
nurses, as clinical leaders and supervisors of enrolled nurses and care workers, must be on
site at all times to detect early signs and symptoms of changes in health status, make 
assessment of appropriate intervention strategies, plan care, initiate treatment measures in a 
timely manner and evaluate health outcomes. This will often mean that more than one 
registered nurse is required across a single facility at any one time. A full-time director of 
nursing (or equivalent classification), who is a registered nurse, should be employed in each 
nursing home employing nurses to provide clinical governance. This person has a 
management role and must be available for consultation by nursing staff on clinical and other 
nursing issues with cover provided out of hours. Registered nurses should be encouraged and 
supported to take a leadership role and be care-coordinator across their span of duty. There 
should be systems in place for the enablement of evidence-based practice and for all staff to 
contribute to the body of nursing knowledge through research.

100. Nursing mangers and registered nurses are frequently in supervisory and leadership roles in 
aged care and must themselves be supported by executive management, providers, industry, 
and government to manage other members of the aged care workforce. Supporting nurses 
and the workforce at large means ensuring that there is both enough of the right kind of staff 
to provide care and support one another, and sustaining a culture where staff are respected 
and valued. This contributes much to ensuring good staff attraction and retention and to 
fostering a culture that in turn respects, values, and cares for older people. To echo the 
comments originally made by Mr Brian Lipmann, Chief Executive Officer of Wintringham 
and referred to Counsel Assisting;
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'New staff do not have to work in isolation with little or no support in situations that 
can be intimidating. Staff are supported, respected, and admired. They in turn train 
new workers.'32(pp l46i

Industry Leadership and the role of the Commonwealth

101. Turning to industry leadership and the role of the Commonwealth, Counsel Assisting 
highlighted that through its role in setting and implementing regulatory frameworks and 
policy and as provider of the majority of funding (from tax-payer revenue), the 
Commonwealth Government has a vital role in aged care workforce planning.

102. This should begin, as Counsel Assisting has noted, with the Commonwealth Government 
recognising itself as a leader within the context of aged care rather than a facilitator as it has 
done in the past.

Long-term workforce modelling

103. The ANMF is in strong agreement that the Australian Government must engage long-term 
workforce modelling on the supply and demand of health professionals and care workers 
(however described), to inform the development of workforce strategies for aged care.

104. As the single largest health and aged care workforce in Australia, workforce planning is vital 
to ensuring alignment between supply and demand for nursing and care workers. It is 
expected that demand for nurses and care workers in Australia and around the world will 
continue to increase, with expected shortfalls in the range of around 85,000 by 2025 and 
123,000 by 2030.32 33 As noted above, there is a pressing need to focus upon attracting and 
retaining nurses and care workers in aged care (and healthcare more generally). Attention on 
improving attraction and retention of nurses and care workers must begin during education 
and training and continue throughout well-supported and remunerated careers.

105. The Royal Commission has seen evidence that shows that providers are conspicuously 
reducing the number of nurses, both RNs and ENs working in aged care facilities. With the 
overwhelming evidence demonstrating the positive impact of nurses on patient and resident 
outcomes, this must cease and in turn be replaced by proactive measures to build a strong 
and supported nursing workforce in aged care to work together with well supported care 
workers.

Overall management of the training pipeline

106. The ANMF is pleased to see that Counsel Assisting has recommended that the 
Commonwealth Government engage in the overall management of the training pipeline for 
health professionals and care workers, in partnership with the States and Territories, 
universities, Registered Training Organisations, National Boards, professional associations, 
specialist colleges and other key stakeholders.

107. By leading and working collaboratively with these other stakeholder groups, the 
Government should ensure increased funding and support for the education and training of

32 RCD.0012.0061.0144
33 Health Workforce Australia 2014: Australia's Future Health Workforce - Nurses [Internet]. Commonwealth 
Department of Health. Canberra. Available online:
https://wwwl.health.gov.au/internet/main/publishing.nsf/Content/34AA7E6FDB8C16AACA257D9500112F25/
$File/AFHW%20-%20Nurses%20detailed%20report.pdf
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the current and future aged care workforce.

Driving improvements in labour productivity

108. The ANMF is pleased to see the recommendation from Counsel Assisting that the 
Commonwealth Government, through an appointed agency or body, take overall 
responsibility for driving improvements in labour productivity in aged care. Improving health 
and aged care workers' performance and productivity through necessary support and 
leadership is vital to improving the delivery of safe, quality aged care. Critical human 
resources shortages, particularly in low-resource settings (e.g. regional and remote aged 
care), require not only long-term strategies for increased production and retention of staff, 
but that we strengthen the productivity and performance of the workforce we have so as to 
get the best possible results and the highest impact with existing resources.

109. The ANMF highlights that performance barriers such as unclear roles and expectations, 
unclear guidelines, poor processes of work, skills mix within the work setting, competency 
gaps, lack of feedback, difficult work environments, and unsuitable incentives mean that 
even where without critical workforce shortages such as those in aged care, staff may still fail 
to provide quality care.

Ensuring appropriate distribution of health professional and care workforce

110. The ANMF is pleased to see that Counsel Assisting has recommended that the 
Commonwealth Government, through an appointed agency or body, take overall 
responsibility for ensuring an appropriate distribution of the health professional and care 
workforce to meet the needs of the population across the aged care sector with a particular 
focus on rural and regional Australia.

111. Residents or nursing homes and/or older people who require aged care services have a right 
to receive evidence-based care provided by appropriately skilled, competent and qualified 
staff which is matched to their assessed care needs regardless of geographic location. As the 
Royal Commission has heard, and as recommended by Counsel Assisting, staffing and skills 
mix ratios should be set in legislation to provide consistency in the delivery of quality aged 
care across Australia, thereby ensuring certainty for residents and their families that the right 
numbers of staff, and the right skills mix of qualified staff and carers are available in all 
facilities and across home-based care services.

112. The Royal Commission has heard considerable evidence regarding the experiences and 
challenges faced by people engaging with and working within aged care in rural, regional, and 
remote areas and a focus on ensuring adequate distribution to provide safe, effective aged 
care is clearly warranted.

113. In tandem with the recommended overall Government focus on ensuring appropriate 
distribution of health professional and care workforce for aged care in rural, regional, and 
remote areas should be consideration of older people and aged care for Aboriginal and 
Torres Strait Islander people. The Australian Government should commit to further incentives 
and assistance to attract Aboriginal and Torres Strait Islander peoples to a career in nursing 
and aged care to ensure the provision of safe, quality, and appropriate aged care for 
Aboriginal and Torres Strait Islander people delivered by a health professional and carer 
workforce that is itself comprised of a representative proportion of Aboriginal and Torres 
Strait Islander staff across all levels.
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114. Elsewhere, the Royal Commission has heard recommendations regarding the establishment 
of 'care finder' or 'aged care navigator' roles. The ANMF has articulated its support for this 
and again highlights that nurses would be best placed to do this in a multi-disciplinary but 
person-centred way. The physical presence of the navigator would preferably be in the 
person's home as outreach support, or, available in physical hubs, where older Australians 
can get the help they need to engage effectively with the aged care system. Regardless of 
geographical location, the older person and their family, loved ones, and informal carers 
should be able to access the relevant navigator in their local area. Funding therefore must be 
available to enable navigators to travel and/or be based in rural, regional, remote areas 
allowing local access.

Facilitating migration of health professionals and care workers to Australia

115. The ANMF is pleased to see that Counsel Assisting has made recommendations to the Royal 
Commission that the Commonwealth Government, through an appointed agency or body, 
take overall responsibility for facilitating the migration of health professionals and care 
workers to Australia to address identified health, aged care and disability workforce needs. 
The ANMF recognises that health care professionals including nurses and care workers are in 
high demand in Australia.

116. In addressing workforce shortages in health and aged care it is important that there is a clear 
focus on ensuring that locally educated and trained nursing graduates and care workers are 
attracted and retained in the domestic nursing and care worker workforces. As above, 
rigorous workforce modelling is required within (and beyond) aged care to ensure that health 
care immigration numbers are well-balanced against domestic graduate numbers and that 
Governments must commit more resources for workforce planning, education and improving 
pay and conditions in order to attract and retain health professionals and workers in aged 
care.

117. The ANMF recognises that the movement of nurses and other members of the health and 
aged care workforce between countries is an international phenomenon that can contribute 
to the personal and professional development of individuals and the provision of nursing and 
midwifery care. The ANMF further highlights that while international mobility of nurses and 
health professionals is nothing new, there now exists large scale, targeted, international 
recruitment by developed countries to address domestic shortages. Recruitment of nurses 
and other health professionals from less resourced countries to meet the health and aged 
care needs of well-resourced nations is of such growing concern, the World Health 
Organization declared that active recruitment of healthcare workers and its related migration 
as one of the greatest global health threats in the 21st century.34

118. Governments must acknowledge the issue at a local level by implementing strategies that 
properly plan and manage the domestic nursing and midwifery workforce. The implication of 
global competition for nurses and other health and aged care professionals and workers 
necessitates ethical consideration, as aggressive recruitment from developing countries may 
have potentially unwanted consequences for the health systems of the source country(ies).

119. The ANMF warns that international recruitment programs must not be used as a primary 
strategy to overcome health and aged care shortages in Australia and internationally, or as an 
alternative to educational opportunities for the existing health and aged care workforce.

34 Shaffer FA, Bakhshi M, To Dutka J, Phillips J. Code for ethical international recruitment practices: the CGFNS 
alliance case study. Human Resource Health. 2016; 14(Suppl 1):31. DOI 10.1186/sl2960-016-0127-6
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Working visa programs should not be utilised by Australian Governments of any level as a 
solution to the underemployment or unemployment of domestically trained health care 
professionals and workers. Prior to the recruitment of international staff, employers must 
exhaust all avenues to domestic staff. The employer must demonstrate that they have 
undertaken appropriate market testing, by all available means, to ensure that any local staff 
who may be potential candidates are aware of the employment opportunity.

120. The ANMF propose that employers wishing to recruit nurses and other health professionals 
and/or workers internationally must:

o Have introduced a range of strategies aimed at attracting, recruiting and retaining 
staff residing in Australia.

» Provide internationally recruited staff with employment conditions the same as 
those offered to the domestic workforce.

* Meet the Australian Department of Immigration requirements.

121. Further, the ANMF recommends that employers seeking to recruit and employ nurses and 
other health professionals and/or workers from other countries must provide:

® Transparency and fairness in recruitment practice.
8 Effective human resource planning and development including mentoring and 

orientation.
8 Full access to employment opportunities and flexible environments.
o Standards, Terms, and Conditions consistent with the domestic workforce.
» Freedom from discrimination.
* The right to be informed regarding freedom of association.
® Assistance to meet the necessary relevant Registration Standards (e.g. Nursing and 

Midwifery Board of Australia (NMBA) Registration Standards) including the 'English 
Language Skills Standard' as well as the requirements for recognition of overseas 
qualifications as determined by the relevant body.

122. The ANMF recommend that employers who recruit nurses and other health professionals 
and/or workers internationally must not;

* Charge prospective staff excessive costs for transport and accommodation 
associated with recruitment (or allow agents acting on their behalf to do so).

* Charge prospective staff for recruitment agency costs incurred in the country of 
origin.

e Dismiss a internationally recruited staff on a work visa without providing them with 
due process or adequate warning and an opportunity to find other employment 
before reporting the termination of employment to the Department of Immigration.

123. In the employment of internationally trained health care professionals and workers, 
employers in Australia must be required to recognise experience gained overseas which is 
assessed at a comparable standard for the purpose of experience and incremental payments. 
The ANMF also suggests that procedures for the assessment of applications from other 
countries must be equitable and fair, be based on nationally agreed proficiency in English 
language, determine that all other relevant heath care professional Registration Standards 
have been met, and recognise previous experience and prior formal educational 
qualifications.
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Recommendation 11:

Implementation of the Workforce Taskforce Report recommendations

124. "The Australian Government should work in partnership with the Aged Care Workforce 
Industry Council, and provide the financial and practical support necessary to implement the 
Aged Care Workforce Strategy Taskforce Report recommendations."

125. The ANMF broadly supports the recommendation made by counsel assisting in that the 
Australian Government should work in partnership with the Aged Care Workforce Industry 
Council and provide the financial and practical support necessary to implement the Aged 
Care Workforce Strategy Taskforce Report recommendations.

126. The ANMF would however like to highlight that following the release of the Workforce 
Taskforce Report Professor John Pollaers has publicly admitted to some shortcomings of the 
report. Most notably to the absence of recommendations within the report for legislated 
minimum staffing ratios. Professor Pollaers has since provided a joint statement with the 
ANMF calling for the "Australian parliament to legislate and fund minimum staffing ratios 
that deliver the holistic care plans required to ensure safe and best practice care for all 
elderly Australians". This position was further supported by Professor Pollaers in his response 
to Mr Paul Versteege's commentary witnessed in Adelaide Hearing 1. Professor Pollaers 
reinforced the notion that to ensure every elderly Australian has access to safe and best 
practice care, minimum staff ratios that deliver holistic care plans in aged care must be 
legislated.35 We acknowledge that these ratios must be inclusive of all skills required to 
deliver holistic care and a living well model of care.

127. The ANMF would also like to acknowledge support for the implementation of an industry 
code of practice, however recommendations made within the workforce taskforce report 
propose that adherence to this code of conduct be voluntary. The ANMF does not support 
voluntary adherence to an industry code of conduct and as such, where implemented, 
require adherence to the code of conduct be mandatory. Adherence to this code by industry 
should be regulated and assured.

128. The ANMF are pleased that Counsel Assisting is supporting the Workforce Taskforce 
recommendation that acknowledges a requirement to close the existing wage gap between 
staff working in aged care and those working in public hospitals. Care staff in aged care 
(inclusive of nurses and PCWs) are considerably undervalued and under-remunerated in 
comparison to colleagues of similar qualifications in other areas of healthcare and care 
delivery. These pay deficiencies are linked to workforce attraction, retention and summarily 
higher costs due to high staff turnover and should be addressed as a priority.

129. Further to supporting efforts to close the wage gap between aged care and other care 
worker staff. The ANMF supports further calls within the workforce taskforce report for the 
licensing and regulation of the PCW workforce. Licensing and regulation of the PCW 
workforce should include a minimum standard of qualification that is agreed upon between

35 Exhibit 1-64 ACW.9999.0001.0001
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industry and education providers. A regulating body would provide opportunity to develop 
systems of support and encourage further development of the PCW role.

130. The ANMF suggests that the recommendations within the Workforce Taskforce Report be 
considered holistically when considering their implementation, rather than as single elements 
to be implemented ad hoc. The intrinsic and far-reaching requirement for reform within 
aged care sees changes made to any one element having significant and wide reaching 
impact within the sector. Selecting and implementing individual solutions introduces 
significant opportunity for unintended, or inefficient outcomes to be realised.
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