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minimum staffing standards that are higher than the federal minimum.12 That review also states 
that higher State-standards than the federal standards have been demonstrated to have 
significant positive effects on staffing levels and quality outcomes.

96. One possible outcome of adopting a rating system for RACFs is to drive increased market 
competition between residential aged care providers.13 On one hand, providers may compete in 
order to attain higher staffing ratings and thus greater consumer confidence and custom.14 On 
the other, if the rating system does not truly represent or relate to the delivery of safe, quality 
care (i.e. the NHC rating system does not report actual care received by residents and the 
brackets between ratings are not based upon actual care required), consumers will still not be 
adequately informed of the real-world care being provided in RACFs.15 Furthermore the 
significance of market competition and consumer choice is heavily constrained by the lack of 
availability in the real world of choice particularly in regional and remote communities. As 
reported in a recent study by Ryskina and colleagues, improvements in RACF star ratings after 
the release of the NHC Rating System were not accompanied by improvements in potentially 
preventable hospitalisations—a broader measure of outcomes for post-acute care patients.16

97. Further, according to the NHC rating system, there are multiple avenues to achieve higher 
ratings (i.e. increasing RN employment hours and/or increasing total staff hours). Indeed, while 
there are five overall star ratings (one to five stars) there are in-fact 25 possible ratings (see 
Table 2 above). This may result in residents not getting the kind of care they need from the right 
kind of staff as, for example, there are six possible four-star combinations each with different RN 
and total staff time brackets.

98. Another potential problem that has been noted in the US is inequitable market differentiation; 
providers located in higher income areas tend to be more likely to have higher star-ratings and 
residents from more vulnerable populations are more likely to access lower-rated RACFs.17 This 
could mean that providers that can attract greater funding from prospective residents and their 
families will be able to afford to sustain higher-ranked RACFs relative to RACFs in other areas

12 Harrington C, Schnelle J, McGregor M, Simmons S. 2016. The need for higher minimum staffing standards in 
US Nursing Homes [Internet]. Health Services Insights. 9:13-19. Available online: 
https://doi.org/10.4137/HSI.S38994
13 Perraillon MC, Konetzka RT, He D, Werner RM. 2019. Consumer response to composite ratings of nursing 
home quality [Internet]. American Journal of Health Economics. 5(2):165-190. Available online: 
https://doi.org/10.1162/aihe a 00115
14 Werner RM, Konetzka RT, Polsky D. 2016. Changes in consumer demand following public reporting of 
summary quality ratings: an evaluation in nursing homes [Internet]. Health Services Research. 51(2):1291-309. 
Available online: https://doi.org/10.llll/1475-6773.12459
15 Grabowski DC, Town RJ. 2011. Does information matter? Competition, quality, and impact of nursing home 
report cards [Internet], Health Services Research. 46(6ptl):1698-719. Available online: 
https://doi.Org/10.llll/i.1475-6773.2011.01298.x
16 Ryskina KL, Konetzka RT, Werner RM. 2018. Association between 5-star nursing home report card ratings 
and potentially preventable hospitalisations [Internet]. 7ourno/o/Heo/t/i Care Organization, Provision, and 
Financing. 55:1-14. Available online: https://doi.org/10.1177/0046958018787323
17 Konetzka RT, Grabowski DC, Perraillon MC, Werner RM. 2015. Nursing home 5-star rating system 
exacerbates disparities in quality, by payer source [Internet], Health Affairs. 34(5):819-27. Available online: 
https://doi.org/10.1377/hlthaff.2014.1084
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that may not be able to achieve better staff rankings due to their more vulnerable consumers' 
inability to pay.

99. The ANMF has provided substantial feedback on the University of Wollongong's (UoW) report 
'How Austrolion residential staffing levels compare with international and national benchmarks' 
where the same research group from AHSRI have outlined several international examples of 
RACF staffing with a considerable focus on the NHC Rating System. The ANMF's commentary on 
the UoW Report (Exhibit 11-1 (Tab 167) RCD.9999.0231.0011) directed particular attention to 
the fact that the UoW report failed to recommend changes that would fully address current 
staffing inadequacies. Instead, the report concluded that the NHC Rating System would be the 
most appropriate system available on which to build an Australian system to ensure reporting on 
quality of care and to build a contemporary Australian aged care staffing model. This conclusion 
is of particular concern because, as is outlined below, the NHC Rating System does not provide a 
sound basis for a staffing model.

100. In relation to the NHC Rating System, the ANMF submits that while a rating system (which 
could operate in a similar fashion to the NHC Rating System) would be an appropriate approach 
for informing consumers regarding RACF staffing, the NHC Rating System should not be adopted 
whole-scale in Australia due to noted deficiencies. As we have outlined in our response, 
according to the NHC Rating System, staffing that would receive a star-rating of less than five 
stars would not provide safe, quality care for residents. The ANMF disagrees with Professor 
Eagar that a RACF with a three star rating has an "acceptable" level of staffing. Rostering staff at 
a three star level would mean that (at least) the most needy half of the resident profile would 
receive inadequate care (Bonner Transcript P-6046:37-44). The skills mix derived from the NHC 
Rating System is grossly inadequate (Bonner Transcript P-6047:9).

101. Based upon the evidence underpinning the ANMF's recommendation of mandated minimum 
staffing levels and skills mix, a rating system in Australia should transparently inform consumers 
how well a facility is performing in relation to the provision of the best-practice care that 
residents deserve and require where anything less than what would achieve a 5-star rating 
according to the NHC Rating System would be deemed inadequate.

102. In the appendix to these submissions (marked ANM.0015.0002.0001), each of the ANMF 
staffing model, the AN-ACC funding system and the NHC rating system have been brought 
together to demonstrate how each has been designed and performs different functions. A 
potential relationship between the three models is also considered.

How do minimum staffing levels and skills mix ensure safe, quality care?

103. Based on the ANMF Staffing and Skills mix study and wider evidence including the 
effectiveness of particularly RN-delivered care, the ANMF argues that without mandated 
minimum staffing levels and skills mix, safe, quality care cannot be ensured. In short, mandated 
minimum staffing levels and skills mix helps to guarantee the right number of the right people
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present to successfully deliver person-centred, best-practice care plans to all residents 
regardless of their level of need.

[E - Education, A - Attitude, C - Consistency, 0 - Other] - 'the right people' 

□ - Appropriate care - Inappropriate care

Figure 1: Mandated minimum staffing levels and skills mix ('the right number') ensures safe, quality 
care.

104. Figure 1 above illustrates how mandated minimum staffing levels and skills mix ensures the 
provision of safe, quality care by setting a 'baseline' to ensure that there are always the right 
number of the right kinds of staff to provide the care that residents need. It is important to 
highlight too, that mandated minimum staffing levels and skills mix alone cannot be successful in 
ensuring best-practice care, but that without these, best practice care cannot be guaranteed and 
other approaches may not be effective.

105. As well as mandated minimum staffing levels and skills mix, other factors are integral, these 
include but are not limited to;

i) Education - appropriately qualified, trained, and educated staff to provide clinical 
and personal care;

ii) Attitude - staff with the right attitude and personal conviction to provide 
compassionate, empathetic care;

iii) Consistency - care that is provided by a consistent group of staff who are able to 
work together effectively and build personal relationships and rapport with 
residents and their families,18 and;

18 While temporary and agency staff may be required on occasion, it is important that residents and their 
families are able to build genuine relationships with familiar staff. The flexibility of mandated ratios must 
therefore also be built on ensuring that a provider has an adequately sized workforce to draw upon and not 
simply rely on temporary staff when residents' care needs change.
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iv) Other - factors such as involvement of families and loved ones, RACF health and 
safety standards, quality diets and nutrition, sufficient and transparently utilised 
funding, a sector that is respected and attractive to work in etc.

106. The ANMF argues that all these factors and more must receive considerable attention and 
improvement, but without mandated minimum staff levels and skills mix, only modest 
improvements in the overall quality and safety of the care provided to residents may be realised. 
Without of least the right number of the right staff to provide care, each of the other factors, 
even combined cannot be expected to guarantee best-practice care.

107. In Figure 2 below, several alternative examples are provided to illustrate that while different 
factors can be improved, it is mandated minimum staffing levels and skills mix that ensures that 
best-practice care is possible.

108. Further, Figure 2 also illustrates how implementation of a rating system would not ensure 
safe, quality care as a rating system is designed to convey information to the public not underpin 
staffing and care planning or delivery. Safe, quality care can only be achieved through the 
implementation of mandated staffing levels and skills mix.

109. In the top row where mandated minimum staffing levels and skills mix has been 
implemented, the right number of the right staff are guaranteed. Each of these facilities could 
achieve five-star care if five-star care meant that every resident would receive the required 
RCHPD (on average 4.3 RCHPD) from a mandated staffing level and skills mix of nurses and 
carers, plus all care required from other staff (e.g. allied health and doctors etc), and that care 
plans and staffing flexes as residents' needs change. The other factors that influence the safety 
and quality of care would also operate in an additive and complementary fashion, enhancing the 
overall effectiveness and appropriateness of care and ensuring respect.
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Staff Ratios Implemented

Staff Ratios Not Implemented

Figure 2: Providing safe, quality care - ratios ensure the right number of the right kind of 
staff, without ratios, this is challenging.

110. In the bottom row of Figure 2, facilities are illustrated where mandated minimum staffing 
levels and skills mix has not been implemented. Here, residents fall through the cracks when a 
rating system is implemented without the support of the right number of the right kinds of staff 
are not assured. This is where residents experience neglect - which is sadly the current situation 
for many people in Australian RACFs.

111. In this bottom row, even with the 'right people' with adequate education, attitudes, 
consistency of care, and all the other factors necessary to provide safe, quality care (i.e. 'Facility 
E'), there is simply no way of ensuring even a baseline of the right number of the right kind of 
staff to provide the care that residents require. A workforce, regardless of their expertise, 
training, experience, and attitude cannot deliver appropriate care if they do not have the time or 
co-worker support to physically meet the needs of residents.

28



ANM.0015.0001.0029

PART 2: Who should be covered by a registration scheme for non-clinical staff and, how such a
scheme might be implemented, administered and funded

Personal care workers should be covered by a registration scheme

112. To ensure that people receive safe, quality care, regardless of the place they receive care or 
the care delivery model, minimum standards must be in place. In particular, the vulnerability of 
the people who are cared for in the aged care sector and the inherent potential for harm in 
delivering their care demand appropriate regulation.

113. However, as the evidence before the Commission has made clear, while nurses, doctors and 
some allied health workers are regulated health professionals with clear minimum standards in 
place, personal care workers (PCWs) (however-titled) currently do not have effective regulatory 
requirements in place. They are not required to work in accordance with any professional 
standards and there is no effective process for managing complaints against them. PCWs do not 
have a minimum education requirement to work in the sector, do not have to maintain regular 
professional development or need to have professional indemnity insurance.

114. In addition, as there is no national registering or licensing scheme in place for PCWs, 
consumers, families or employers cannot check to ensure the PCW is appropriate to be looking 
after them or their loved one, or working for them. This is compounded where PCWs are 
working independently, such as in the home care environment. Currently, if a care worker is 
found to be unsafe in the care they provide and is dismissed from their employment, they can 
move onto another employer with a minimal checking process occurring or, on many occasions, 
without any process at all.

115. This presents a significant and real risk of harm to the public. As has been presented to the 
Commission, several incidents detrimental to the aged care resident have already occurred due 
to poor and inadequate staffing levels and skills mix.

116. A suitable registration scheme for PCWs, who are responsible for direct care of elderly 
people, must be developed and implemented to reduce and manage this risk.

How a registration scheme for PCWs should be implemented, administered and funded

117. The key purpose of registration of health professionals is to protect the safety of the public, 
that is, the safety of those in their care wherever the health professional practises and works. 
The key purpose of any registration scheme for personal care workers (PCWs) should be the 
same, to protect the safety of the public, in this case, the safety of older Australians receiving 
care from PCWs wherever that occurs across the aged care system.

118. Benefits of a registration scheme for PCWs would include certainty of the suitability of the 
worker for the care recipient, their family and the employer, increased credibility for recognition 
of the PCW's work and role, increased potential for improved career progression, and facilitation 
of workforce planning.

119. The features of a registration scheme must include as a minimum:

o Oversight by an appropriate, independent national regulatory body 

o Minimum education standards provided by accredited training/education organisations
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o Minimum communication standards, including English language skills

o Processes for criminal/police history check (and working with vulnerable people check)

o A notifications scheme that manages complaints and concerns and records any
conditions, suspensions or cancellations of registration that is available to the public and 
to employers

o Support through codes of conduct, ethics and standards commensurate with the 
expectations of the public and the role

o Requirements for continuing education and training commensurate with the role 

o A fee structure that reflects the nature of the employee covered by the scheme.

120. The ANMF submits that the most effective mechanism for a registration scheme for personal 
care workers, which achieves the above, would be via:

The establishment of a separate register for personal care workers on the Nursing and 
Midwifery Board of Australia (NMBA) within the existing national health practitioner 
regulation scheme and under the auspices of AHPRA.

121. The benefits to this option include:

o The legislative framework and administrative arrangements for a national registration 
scheme are already in place, making it a cost effective option;

o Registration would be linked to the quality and standard of training required to be 
undertaken to enter the workforce via accreditation requirements under the scheme;

o The scheme has existing mechanisms for notification and management of complaints 
and concerns, and for administering and maintaining a public register;

o The scheme has existing administrative structures to enable the functions listed above;

o The scheme has consistent core standards across all registered professions but allows 
for individual professional customisation of the standards related to the nature of the 
role.

122. Establishment of a register for personal care workers would need to develop standards that 
reflect the scope of the work required of the role (however titled) and the education and 
training level assessed as required to perform the role. For example, the education standard 
required for registration should be set at certificate rather than diploma or degree level. English 
language skills requirements should not operate to unreasonably exclude workers from CALD 
backgrounds.

123. If a registration scheme is established for personal care workers there will also need to be a 
sufficient transition time to gain qualifications and/or assess and recognise prior learning and 
experience, and educate the workforce about the requirements and expectations of registration.

30



ANM.0015.0001.0031

Fees for registration must be set at a level commensurate with salary ranges for this part of the 
workforce and at a level that does not impose a barrier to registration.

124. The evidence of Mr Gilbert to the Commission on this question was, it is submitted, 
compelling. In that evidence he referred to the need for a registration scheme as proposed 
above (Gilbert Exhibit 11-21 WIT.0430.0001.0001 at 0032-0036). The ANMF's earlier submission 
to the Commission on regulation referred to by Mr Gilbert canvassed regulation options and 
proposals (ANM.0006.0001.0001 referred to at Exhibit 11-21 WIT.0430.0001.0001 at 0036).

PART 3: Options to resolve low remuneration and poor working conditions, including how the 
remuneration and working conditions of aged care workers can be aligned with their counterparts 
in the health and disability sectors

125. The provision of safe and quality care cannot be separated from the people who deliver that 
care. It is therefore essential to address a range of areas - from entry to the sector through to 
maintaining a career that is satisfying, appropriately rewarded, secure and comparable to 
working in the public health sector.

126. The ANMF points out that there are many broader industrial relations reforms that could 
occur that would, for example, make bargaining in aged care more effective. We do not seek to 
address the detail of broader industrial reforms in this submission, on the basis that these 
impact many industries and nursing and care work performed across all sectors. The need for 
improvement in wages and conditions in aged care is urgent and must be progressed in a 
targeted industry based manner.

127. The question posed by the Royal Commission asks how aged care workers can be aligned 
with their counterparts in the health and disability sectors. The ANMF considers the appropriate 
alignment is with public sector health as in each state and territory public sector enterprise 
agreements set employment standards. Many of the issues in aged care employment, such as 
low wages, insecure work and a fragmented workforce are also to be found in the disability 
sector. The ANMF considers that improvements in aged care that align it with the health sector 
will also benefit disability workers.

128. Options to resolve low remuneration and poor working conditions must be viewed as 
components of overall solutions to improve the aged care sector. To improve wages and 
conditions the primary requirement is to have funding and staffing models in place that ensure:

• Mandated minimum staffing levels and skills mix that meet care needs
• The size and composition of the workforce is appropriate to meet demand both now and 

into the future and funding meets workforce demand
• There are sufficient funds available to meet the required standard of pay and conditions set 

by reference to public health sector standards
• The funding is provided with a sufficient level of accountability that ensures money granted 

for wages and conditions for direct care workers is used for that purpose
• The funding is transparent at both Government and provider levels
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Wages

129. Wages in aged care have consistently remained below comparable wages in the public and 
acute health sectors.19

130. 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. This will address the entrenched disparity between 
aged care and other parts of the health system that results in workers in aged care being 
regarded as 'second class' and as not performing work that is as valued as other work.

131. For example, nationally and on average, the rates of pay for a Registered Nurse (RN) level 1 
sitting at the top of the aged care classification structure earns 15% less in aged care compared 
to public sector wages. Mr Gilbert gave evidence that, in Victoria, a grade 5 nurse in a public 
RACF earns 19% more than that same nurse doing that same job in a private RACF.20 To reach 
parity with the public sector, aged care wages would have to be increased substantially with 
amounts varying based on location of work, job classification and relevant public sector rates.

132. Award rates under the Nurses Award 2010 are also low. For an RN at the top of level, the 
average difference between rates of pay in the public sector and the award rate is 50% and 
between the aged care sector and the award rate, 29%. The difference for an Assistant in 
Nursing (AIN) at both the entry level and top level between the public sector and award rates is 
19% and between aged care and award rates around 6%.

133. This disparity supports the proposition that award rates are too low and that the base rate 
of pay should be increased. For the lowest paid workers in aged care an increase to the base rate 
of pay under the award would have an impact, however, it is evident this would potentially still 
leave many workers well behind public sector rates.

134. For the majority of aged care workers, in particular RNs and Enrolled Nurses (ENs), greater 
impact would be achieved if wages were brought into alignment with public sector rates. This 
would improve both attraction and retention to the aged care sector.

135. Any increase to base wages in aged care, whether by enterprise bargaining, award reform or 
industry agreement, must not be at the cost of staffing levels and skills mix. As expressed by Mr 
Gilbert "our membership understands - is that if they get a high wage increase, then their hours 
will be reduced"21.

136. The government must commit to a substantial reform package that achieves both increases 
in wages, increases in staffing levels and skills mix and secure, attractive working conditions. The 
base rate of pay must be improved in order to improve attraction and retention to the sector.

Conditions

137. In order to improve wages and conditions across providers and state and territory 
jurisdictions, there would be considerable benefit to establishing minimum standards for wages 
and conditions. In essence a nurse or care worker doing the same job should receive the same 
wages and conditions regardless of location and sector. This is of course premised on raising 
wages and conditions for all workers via a mechanism of agreed and enforceable conditions.

19 Exhibit 11-1 (Tab 174) RCD.9999.0233.0001 at 0025-0026
20 Gilbert Transcript P-5978:47 and P-6005:7
21 Gilbert Transcript P-5985
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138. Many working conditions are linked to salary, such as shift penalties, overtime payments, 
the calculation of payment for leave, long service leave and superannuation. If an agreed base 
rate of salary were established, then salary related conditions would also be raised. This would 
avoid bargaining at the enterprise level being used to reduce conditions in exchange for offering 
modest salary increases.

139. In areas with low levels of bargaining, such as in home and community care, agreed 
minimum wages and conditions would provide an employment basis for workers who are 
usually excluded from bargaining.

140. The ANMF submits that core conditions should be applicable to all aged care workers 
regardless of employment status or work site. Baseline conditions that ensure work is properly 
remunerated and not subject to trade-off is essential for attraction and retention of the aged 
care workforce. Minimum conditions should address key factors that influence attraction and 
retention in the aged care workforce including:

• Wages that are comparable to the relevant state or territory public sector rates
• Minimum staffing levels and skills mix
• Provision for transition into the workforce that provides adequate time for training, 

supervision and mentoring
• Provision for ongoing training and skills development
• Conditions that address workload
• Conditions that support secure work
• Dispute resolution capacity that gives the Fair Work Commission power to deal with and 

resolve disputes at the request of one of the parties
• Preservation of superior pre-modern award conditions on a state and territory basis

141. Development of minimum conditions must be done with the input of all relevant 
stakeholders with unions being key stakeholders. The possibility of achieving minimum wages 
and conditions through industry bargaining is discussed below.

Secure work

142. The Royal Commission has heard evidence about the negative effects of high staff turnover, 
and the excessive use of casual staff on the quality of care in residential and home care.

143. Care standards for aged care recipients, particularly those with dementia, are improved with 
consistent and familiar staff. The benefits of consistent and familiar staff include the opportunity 
to develop relationships, to understand recipients care needs and personal stories, to reduce the 
risk of medication errors and to be more attuned to changes in health.

144. In addition to the negative impact on quality of care, insecure work has a significant impact 
on workers in aged care. Job satisfaction, income, skills and knowledge and career opportunities 
are all decreased with insecure work.

145. The issue of underemployment of part-time workers or offering minimum hours contracts 
places part-time employees in a particularly vulnerable position. The fear of losing shifts impacts 
on both the quality of work and the ability to participate and speak up in the workplace. Ongoing 
part-time employees are utilised by providers as de facto casual or 'on demand' workers.
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146. Casual workers, despite doing regular work, may opt to remain casual due to the low base 
rate of pay making the 25% casual loading necessary to earn a viable wage.

147. ANMF submits providers should be encouraged to maximise the potential of the existing 
part-time workforce. Workers who wish to increase hours should be offered contracts that 
reflect the work done, rather than offer a minimum number of hours on the basis of providing 
employer flexibility. The benefits include offering secure and reliable work and maximising the 
experience of the existing workforce which will also improve quality of care.

148. Improved base rates of pay would reduce the reliance on casual loadings to make the work 
viable for low paid employees.

149. Workers engaged under temporary visa arrangements should be encouraged to apply for 
and be granted permanent status. These workers are particularly vulnerable to exploitation due 
to their insecure status.

150. Enterprise agreements should promote secure work by encouraging part-time work that 
reflects the level of regular work actually performed and discourages low contract hours by 
ensuring additional hours are paid as overtime.

151. Provision of secure work that meets the needs of both workers and care recipients is core to 
improving attraction and retention in the aged care sector.

Methods to improve wages and conditions

152. There are a range of industrial means to improve wages and conditions. The primary method 
under current arrangements is through enterprise bargaining, however, it should be noted there 
are a number of shortcomings in relying on bargaining outcomes to improve wages and 
conditions across the sector.22,23

153. Award reform provides a method of improving wages and conditions, but again this has 
many shortcomings, including being time consuming, costly and not aged care specific.

154. Industry agreement and consensus on improving wages and conditions could be effective 
but would require significant buy-in from government, providers, unions and aged care bodies to 
be truly successful. Funding commitment and accountability would be the first principles to 
address.

Industry or sub-industry level collective bargaining

155. The ANMF considers that industry or sub-industry bargaining could improve wages and 
conditions if the relevant state or territory public health sector agreement is used as the 
standard. If base salary rates are set against the relevant state or territory public sector 
jurisdiction this would avert the risk of industry level bargaining being a vehicle for lowest 
common denominator outcomes. Conditions that are linked to salary could also be subject to 
industry level enterprise agreements and again, if the base rate is established at an appropriate 
level, salary related conditions would not be eroded. 22 23

22 Exhibit 11-1 (Tab 174) RCD.9999.0233.0001 at 0029-0032; Gilbert Exhibit 11-21 WIT.0430.0001.0001 at 
0009-0020 [44]-[120]
23 Charlesworth Transcript P-6086
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156. For any industry level bargaining to be effective it must be enforceable. Enterprise 
agreements registered at the Fair Work Commission can be enforced.

157. Industry or sub-industry level bargaining would need to be supported by Government and 
providers. The Fair Work Commission could play a role in assisting parties to identify suitable 
workplaces for bargaining, conciliation and where agreement cannot be reached arbitration. 
There would be merit in providing for minimum wages and conditions to be negotiated for self- 
employed and contract workers who would not otherwise be capable of entering negotiations 
for an enterprise agreement, such as in the home and community sector.

158. Enterprise bargaining at the provider level could be encouraged via funding incentives to 
mirror industry enterprise agreements. The scope for workplace specific agreements could 
operate in conjunction with industry level bargaining.

159. Improved bargaining outcomes, whether achieved at the local or industry level, would be a 
significant factor in improving wages and conditions and hence attraction and retention of the 
aged care workforce.

Transparency and accountability in funding

160. The ANMF submits that both the Government and providers must be required to be 
transparent and accountable in relation to direct care funding. This requires Government to 
provide a breakdown of components of funding that identifies funds intended for direct care 
wages and conditions.

161. Providers must be required to have a level of accountability for the government funding 
received. Funding intended for wage costs must be demonstrated to have been used for that 
purpose and a failure to account for the use of tax-payer funds must have consequences. For 
example, any funds allocated to direct care not spent should be returned to government or 
deducted from the next round of funding.

162. Transparency and accountability in funding would improve bargaining outcomes as the level 
of funding available for wages and conditions would be clear to the bargaining parties. The 
Commission heard Mr Gilbert's evidence about the failure of providers to pass on funding 
following questioning by the Commissioners (Gilbert Transcript P-5997:7 - P-5998:12). He also 
provided evidence about quarantining funding for direct care providers and the consequences of 
not doing so (Gilbert Exhibit 11-27 WIT.0430.0001.0001 at 0021-0026 [128]-[142]).

Conclusion

163. Any industrial based improvements must be designed to make aged care an attractive sector 
to work in and offer a career that retains staff and builds on skills, training and experience. The 
sector requires both depth and growth.

164. It is essential that wages and conditions improve and move towards matching those 
available in the public and acute health sectors. It must be acknowledged that wage and 
condition cost increases need to be funded and that the funding provided is transparent and 
accountable. Most importantly any increase in wages should not be at the expense of staffing 
levels and conversely any staffing level increase must not be at the expense of wages and 
conditions. Provision of mandated minimum staffing levels and skills mix will ensure both that
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appropriate safe and quality care is provided and that funding cannot be eroded or diverted 
away from the provision of direct care.

PART 4: How to raise the overall skill, knowledge and competencies of all care staff (existing and 
new entrants) in working with vulnerable people, especially those with age related conditions and 
illnesses

165. The ANMF refers to its aged care workforce submission24 in relation to educational 
preparation and training pathways for the aged care workforce and to its submission to the 
current Independent Review of Nursing Education - 'Educating the Nurse of the Future',25 which 
provides a detailed overview and analysis of the education of registered and enrolled nurses, 
and nurse practitioners.

166. In relation to raising the overall skill, knowledge and competencies of care workers, the 
ANMF submits the following should be implemented or addressed:

(i) There should be a regulated minimum education requirement for care workers. A Certificate 
III in Individual Support provides baseline training which is suitable for the role of care 
worker.

(ii) The quality of delivery of the Certificate III qualification is variable and needs to be reviewed 
and regulated. There are many instances of the program not meeting the requirements for 
the role of a care worker due to poor delivery. Certificate III trained care workers do not 
always have the skills necessary for entry to the aged care sector due to poor quality or non­
aged care specific training. There should be a national accreditation scheme for 
qualifications leading to working in aged care for care workers.

(iii) Training for care workers, supported by an accreditation scheme, must provide programs 
that prepare care workers for aged care work. Recognition of program units identified as 
desirable in aged care should be made core units rather than elective, for example dementia 
care, palliative care, diversity training and how to recognise and report elder abuse and 
issues of concern.

(iv) Care workers must be subject to a registration scheme as proposed above.

(v) Regulation through registration of care workers will provide greater opportunity for care 
workers to articulate into nursing and other health professional qualifications as well as into 
higher level certificate qualifications and relevant training packages

(vi) Care workers should have clearly identified competencies and vocational pathways that 
lead to certificate III qualifications and thereafter higher level certificates and the 
opportunity to move to a Graduate Diploma (EN) and Bachelor Degree (RN).

Transition to the workforce and ongoing professional development

167. All direct care workers in aged care should be supported during training via work 
placements. Registered Training Organisations should develop relationships with providers that 
ensure quality placements. Once in employment, providers should be required to offer

24 Exhibit 11-1 (Tab 174) RCD.9999.0233.0001 at 0017-0019
25 Exhibit 11-1 (Tab 176) RCD.9999.0233.0059
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continuing professional development to ensure currency of knowledge and ongoing 
development, relevant to care and worker needs.

168. Workplace training and development would be enhanced with the following:

(i) Workforce development should be required across the sector with options including a 
training levy of 1.5% of payroll to be allocated to training and professional development 
activity of the workforce (excluding executive staff) which if unallocated/expended 
would be used to support industry wide training initiatives.

(ii) Mandatory induction for all staff

(iii) Nurse Practitioners should be key providers of CRD with the capacity to empower RNs to 
improve clinical practice. This would be likely to have a 'knock on' effect for all 
residential care staff.

(iv) Ongoing CPD would address concerns about de-skilling in the aged care sector

(v) Scholarships could be used as an incentive to attract suitable applicants into the aged 
care workforce.

(vi) Localised on-site education, closer links to primary health and clinical supervision will 
assist in raising skills and knowledge

(vii) Data collected through reporting mechanisms should be analysed to identify targeted 
training and development needs

(viii) Annual performance and development reviews linked with CPD and professional 
development actions

(ix) Obtaining additional, relevant aged care related qualifications should be recognised in 
classification and salary structures

(x) Developing an educational culture of continuous improvement

169. In order for work placements, transition to the workforce and ongoing professional 
development to be successful and meaningful for the participants, staffing levels and skills mix 
must be appropriate. Resources must be dedicated to ensure staff have reasonable workloads, 
can work within the scope of their training and practice and are appropriately supported in 
delegation, supervision and mentoring. There must be time and funding allowed for all direct 
care workers both to access training and development and to offer training and development 
support where required.

PART 5: How to ensure service providers develop a culture of strong governance and workforce
leadership

170. The evidence before the Royal Commission paints a picture that suggests that it is not 
uncommon for providers to operate on the basis of assuming there will be little scrutiny of their 
governance practices. This was illustrated very clearly with the failure and closure of Earle Haven 
in Queensland. The report Inquiry into Events ot Eorle Haven26 makes 23 recommendations

26 Exhibit 13-1 (Tab 4) RCD.9999.0266.0003
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focused on improving governance of RACF providers and ensuring there is appropriate 
government and regulatory body oversight of RACF operations. The ANMF supports the 
implementation of these recommendations.

171. Aged care providers must have expertise in governance, clinical governance and workforce 
management at the Board level.

172. Clinical governance should be embedded in all levels of management, including at Board 
level. Nurses with clinical governance skills should be promoted and supported into 
management roles to ensure there is appropriate clinical oversight and that problems are 
identified from a clinical perspective and acted upon.

173. Boards and all providers should have clinical governance structures in place with direct 
reporting accountability. Both corporate and clinical governance could be enhanced with 
compulsory features of workforce support such as:

• reportable workforce climate surveys across the sector delivered by an independent agency
• transparent work consultative processes locally involving workers and their unions

174. Standards for accreditation should include demonstrating Board capacity and ongoing 
development. The accreditation process must become more robust with respect to management 
practices and driving cultural change. Regulatory frameworks which emphasise development of 
strong governance processes are also needed.

175. It must be acknowledged that for the aged care industry it will require time and resources to 
build Board and management capacity. Data collection and analysis is necessary to identify 
problems and tailor training and where necessary regulatory oversight to ensure overall 
management capacity is developed.

176. The Government needs to support the work of the Aged Services Industry Reference 
Committee in its role as a peak body for workforce planning. Data collection and analysis must 
inform workforce planning.

177. A strong leadership culture that supports good governance practice must be developed and 
implemented. Good governance and leadership must move from a 'tick a box' approach to 
periodical accreditation processes to ongoing continual improvement. This will require change, 
which creates a culture that is open to reporting and acting on issues of concern, continual 
review and improvement to corporate, clinical and care practices and clear lines of 
accountability.

178. Cultural change will not be achieved without a secure, well-trained and well-remunerated 
workforce with appropriate staffing levels and skills mix. It is submitted that attention to 
addressing shortcomings in RACFs governance and leadership should not become a vehicle to 
divert attention from the pressing and immediate need for mandated staffing and skills mix.

PART 6: Any institutional changes needed to ensure that the Commonwealth fulfils its role as the
system steward and exercises leadership in workforce planning, development and remuneration

179. More than 95% of residential aged care facilities are operated by either not for profit (55%) 
or for profit (41%) providers. The role of state, territory or local government in the operation of
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aged care facilities is therefore minimal.27 It is a predominately privatised industry, with over 
40% being present in the industry for the purpose of making profit. In this environment it is 
essential to have independent regulatory oversight of the sector that is robust and highly 
capable of performing its regulatory functions. The industry cannot be relied upon to self- 
regulate.

180. As a system steward, the Commonwealth must:

• Have explicit accountabilities around public reporting of data, funding and aged care 
outcomes.

• Prioritise workforce mapping, planning and how to meet future workforce demand, 
including collecting and maintaining data to inform workforce demand and supply

• Ensure funding mechanisms are geared to deliver sufficient funds for workforce composition 
(adequate numbers and skills mix) that are comparable across industry sectors for work of 
equal and comparable value

• Resource and support functions of the regulatory bodies with oversight of the aged care 
sector - in particular the Aged Care Quality and Safety Commission

• Commit to implementing the recommendations of the Royal Commission in consultation 
with key stakeholders

181. The Commonwealth must provide leadership that sets expectations and provides incentives 
for industry to improve workforce planning, development and remuneration. Improvement must 
be measured against care outcomes.

Government co-operation

182. The Commonwealth as the primary funder of the sector has significant capacity to influence 
industrial efforts to improve remuneration and workforce composition. Too often, unions seek 
to improve wages and conditions in poorly paid sectors via applications under provisions of the 
Fair Work Act 2009 only to be defeated by technical arguments and highly adversarial responses. 
Where there is merit to claims for equal remuneration, work value, low paid bargaining and 
award review, the Commonwealth should exert appropriate influence to avoid protracted 
proceedings and commit to funding outcomes.

183. The ANMF submits that the Government should adopt a policy of working to achieve 
industrial outcomes that minimises cost and time for applicants (unions) and that addresses the 
merits of applications with a minimum level of adversarial approach.

CONCLUSION

184. As is becoming increasing clear from the evidence before the Commission, the aged care 
sector is one requiring significant and whole-scale reform, particularly with regard to workforce 
matters. Older Australians, those who cared for us as we grew, are entitled to affordable, 
accessible and high-quality aged care services delivered by a professionally trained, accredited 
and dedicated workforce. They do not deserve the current, chronic understaffing that leads to 
unnecessary pain and suffering.

27 Australian Government, Department of Health, 2018-19 Report on the Operation of the Aged Care Act 1997, 
45
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185. Caring for elderly people, especially those with behavioral and psychological symptoms of 
dementia and other disabling health conditions, is a stressful occupation requiring the right 
people with the right knowledge and skills to develop and implement holistic care plans 
customised to individual needs.

186. Multidisciplinary teams of general practitioners, geriatricians, palliative care specialists, 
nurse practitioners, dietitians, speech pathologists and allied health workers providing clinical 
guidance, which enables registered nurses to deliver effective care with dedicated, qualified 
care-workers, will result in safe and best practice care for our elderly.

187. But the only way we can be sure that every elderly Australian has access to the safe and best 
practice care they deserve is to legislate minimum staffing ratios in aged care.

188. Staffing ratios need not stifle innovation. Instead, they can lay the foundation on which 
better quality standards can be built. And while mandated staffing ratios alone are not the only 
indicator of high quality aged care services, it is certain that high quality care cannot be achieved 
without them.
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