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Summaryof brief

This is the second of two research briefs on aged care in Australia. It analyses the sectowuppttom
describing care recipients, providers, the workforce, and access and quality issues.

User characteristics?Vho uses which care services depends on meetkérence and design. Compared|to

residential care, home care package users tend to be younger, and have less complex needs, for shorter
periods. Use also differs by sex, language, and income. Some care recipients (i.e., Home & Community
Care) have lifeagle and health risks that could be targets for health interventions.

Provider characteristicsThe aged care industry is dominated by-fustprofits (58% in residential and
81% in home care) but farofit provision has grown in importance. Occupanciigser for notfor-
profits, highcare providers, and those just outside major cities; but until recently occupancy rates have
been declining. The industry has also seen a consolidation into larger facilities.

Provider financesProvider profitability vari® Four out of five report positive earnings, which are higher
among forprofit, high-care, citybased, singleservice providers. But these were not the only explanatory
factors¢ management and business practice must play a role.

Staffing is the largestx@enditure item, while the main component of income is the basic public supsidy;
other subsidies and private fees make up the balance. But funding sources are subject to reform, which
may affect providers with loware, extralevel places negatively. Cadiinvestment is lagging and may
affect future supplyNew strategies are needed to adapt to these as well as demand changes. Research
dadzaA3Sada GKIG WOtAYAOlIt fSIFIRSNAKALIQ OFy KStLE | a&

Workforce characteristicsThe sector employs about 350k staff and has seen a growth in lower skilled
workers in place of nurses. Care workers tend to be older, female, better educated than average, to work
part time, and to spend considerable work time doectly caring. There also tends to be lower staff
turnover than previously thought and high rates of satisfaction with work but not with pay, which for
personal and community care workers averages S0 per week.

Future workforceProjections fortie workers that will be needed by 2050 range from 830k to 1.3m. There

are various recruitment, retention and productivity responses. Action so far includes fragmented funding
for staffing innovations and training. But proposed funding of wage increasdseleasscrapped, leaving
the existing wage gap which is also a gender pay ggpnaddressed.

AccessData suggests access issues in the form of high stated unmet need (for home based services);
underrepresentation of disadvantaged groups in residem#k; declining average waiting times for care
admission when leaving hospital but no declines for some groups; and potentially long times between
approval for and admission to care. Increasing supply may improve access, as may cultural awareness
training programs and a new information gateway.

Quality: Improvementsn qualitywill depend on better measurement. In addition to regulating standards
from the top, greater customer choice is expected to raise quality via market discipline. Buiesipies
mayfind choice difficult anavill require guidance and information.




Summaryof featured CEPAR research

Home care usersCEPAR researchers have linkeldinistrative and survey data teeveal insights
about Home & Community Care servicersiséhey foundhat around five per centf respondentsised

HACC services; with higher use by older women, those with lower income, singles, people |with an
Indigenous background, and those living further from citi¢sving children or others to depend on
GAUKAY Ly K2dzZNR& RNAR OGS KMaRywerd abésé, 8ndeiveighy, 8moked;, &rf dzS y

experienced multiplélls chealth riskghat could be targeteds part of delivering home ca(box 1).

Provider managementstrategies Businesgractice and organisational leadership may have a str
influence on the success of aged cparevidersand on workforce and care quality outcom&EPAR
researchers are evaluating a prograaimedat improvingaged care mana§ NE Q f S| RS N
empower staff and dispeesdecisions. The trial is the first of its kind in the seatdth control groups
and a double blind proceds will show impacs on the work environment, care quality and safeand
staff turnover stress levels, and job satisfactifhox 2)

Technology:Some providers are considering how technology has the potential to improve age
quality and efficiency. CEPAR researchers have looked atatloels communication, enabling @
safety technologis available. They found that sorage more favouredthan others. For examplegad
care professionaldind electronic health recordsuseful while care recipients are most fond

WiGStSKSHEGKQ 6Sdad T2N JAHR SedearChay findx thakdésig? ghd
implementationobstacles need to be overcome, includingediciency in training and manageme
support(box 3).

Provider business model#gnother approach is to look at the business models of proviBersmany
years, there havébeen calls for developing integrated service delivery models to improve f
coordinated, complex and inefficiently delivered age care; yet few prevideve moved in thi
direction. @ily six per cent adopted formal shared management structures ajristied service deliver
in NSW Research shows that an integrated service delivery model has the potential to result in ¢
levels ofinnovatior® ¢ KS FAYRAY3I& Ff a2 akK2g¢ (KI integvatiof tad
be beneficial even in ¢thabsence of shared baokfice functiongbox 4)

Preventing fallsfalls are a major issue for individuals and the health and care sy&bemt 5 per cenof
falls lead to fractures, but even falls without obvious injury can lead to loss of confideheentual
institutionalisation. Posfall treatment also imposes substantial economic burden on the health &
aged care systems. CEPAR researchers have contributed to our knowledge on how to prevent
research shows thgtl) home modificatios and occupational therapists he(@) as doexercise programs
like Tai Chi(3) vitamin D supplementand (4) maintaining vitality and a positive outlo@dox 5)

Ageing well Aged care is fundamentally about ageing well, supporting people to remain indepe
andsociallyengaged. DifferenCEEPAIResearch strands explain how we age and how we can age be
These include findingbat (1) many who depend on assiste still @e Yh-placeQ at home (2) those
with chronic disease still have good gelported health (3) the younger lol have lower lifesatisfaction;
but (4) their living alone is a mortality risk facterhich (5) can be mitigated by welesigred programs
targeting isolation;and (6) by ensuring older people hawsecess totransport options (box 6)
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Population ageing
will put pressure on
the aged care system

This brief lools at the
challenges and
responses on the
ground

By preference, need,
and design, home
care package users
tend to be younger
and need less
complex care, unlike
with residential care

1. Introduction

Population ageirig likely taresult inmore peopleequiingcare A u s t ragedl daray8tems
thesetof public, private and commuriitgtitutions that offecare interventiorts older people
suffering chronic illnesses, disability, or physical and cognitivelteditse the subge of an
evolving reform agendsoa wide understanding of how it operates is critical.

This isthe secondf two researclbriefssurveyingaged care in Australide briefs combina
range oflata andatesinsightsas they seak captureghe ongoing conversation between policy
and academia, particularly relating to ressaestiating from CEPAR

The first brief took atopdowrapproach and coveredre demandnd the overall poli@nd
funding frameworKThis brief takesa bottorapapproachlooking at aged care the ground by

describingare recipientproviderstheworkforceandaccesandquality issues.

Aust r al i dastas ecasystewith ncanyrdiferent playeesd voicesTo orientate the
readertable Jresentsome of thest&keholders and their responsibilities.

Main aged careindustry stakeholders

Governmentdepartments  Main Public @encies Stakeholder institutions Other
Department of Social Australian AgedCare Sectorwide advocacy Other Sectorg Agencies
Services Quality Agency (National Aged Care Alliance)  (Disability Health Workforceg e.g.
(Overall responsibility) (AACQAformer Age Care Health Workforce AustEducation
Standards & Accreditation Agefc Ge.g., Aust. Skills Quality Authojit
Depart ment o AgedCareFinancing Consumer Advocacy Research
Affairs Authority (ACFAPricingand 6 S®3® ! £ 1 KSA YS (e.g., AIHW, Productivity
(Veteran programs) financingadviceto governmen) COTA, Carers Australidational CommissionProductive Ageing
Seniors Australja Centre Academia)
Department of Human Aged Care Pricing Unions Age Discrimination
Services CommissionefACPC, (e.g., AustNursing& Midwifery Commissioner
(Processingf subsidiey Accommodation pricing) Federation, United dice)
Department of Health Aged Care Gateway Professional bodies
(formerly overall responsibility; (Information, assessment, (e.g., AustCollege of Nursing,
some responsibility via Health coordination) Aust.Assoc. of Gerontology)
Workforce Aust. andccreditatior)
Department of Industry Aged Care Reform Provider advocacy
(responsibility for workforce Implementation Council (e.g., ACSAnot for profit,
skills and training) (Monitoring reform progress)  ACIA; homecare
LASA; industry-wide)
Governments of Victoria ~ Aged Care Commissioner Providers
and Western Australia (Complaints) (e.g., Anglicare Australia, Bupa
(separate arrangements) local councils)

Source! dzii K2 NEQ O2YLAft | {

2. Care recipients

The first brief showed overall use of programs., Meredescribe the characteristics of the
roughly 60,008iomeCarePackageecipients and 170,08@sidenti@arerecipients. Figure 1
presentsthese in green fdnome care and red for residential .cad®litionally, bx 1
describes characteristicsemfipients oHome & Community Gareices

Of those receivingome care packagenostreceie Commonwealth Aged Care Re&kaggs

0 aform of lowlevelcae. Therestreceivehigh care vigxtended Aged Care at HohGH)

and the equivalent fanose withdementia (EACHD). The majorityn permanent residential
carereceive highevelcare Residential care recipients are older (with a majority aged 85 and
over) compared to those receiving home care packages (where the majority is under age 85
they also more likely to be women (60% in home care and 70% in residential care).



Recipientsof home care package and residential care by selected characteristics, June 2011

Low
care
0 24%
Care recipients Home care ° Permanent
: package residents bycare
by care type

recipients by

k complexity
package type

Residential 77% CACP (i.e. low c3 High care 76%

<65
4% 6574

15% Men
Home care Home care 30%
package package Residents
recipients by recipients by by sex

sex age

Women 69% Women 70%

Lives with other Lives with others

Married
Female home Female 21%
care package along residents by
recnﬁ)\l/?r?ts by relationship
arrangement status Single

%
Widowed65%

East Eu Oth
Other South El.

Private <
rental b

CACP

package Residentdy

S recipient by
recipients by usualresidential preferred
preferred status language
language
Homeowner : q
68% English 90
<26
3+years <26 Other Death weeks
13% we2e7l§7<» 19% 16% 15%
Home care” " CACP AOSD Existing 2651
package Other recipients by permanent  weeks
recipients by home  Separation residents by 129
length of stay care type length of stay
17%

Residential care

1-3 years 34%
45%

Other home care

Other o
home . Death
0,
care 4% 10% —
EACH EACHD
package package ‘p Permanent
recipients by recipients by residents by
separation separation separationtype,
type 'p type 201011
Residez;izg/!) care Residc;zgi/?l care Death91%

Respite 2%

Residents by
permanence

Permanent 98%

Residents by | 75-
84
30%

Div/Sep
14%

Male
residents by

relationship

Single status

15%

Married 45%

Self
fund
9%

Veteran
Pension Permanent
18%  residents by
mainincome
source

Centrelink pensio

ACFhssessed

residents by

mental health

26% diagnosis
Mental

illness

only

Other
12%

ieath 2%

Respite
residents by

separationtype,
201011

Resid.
Care
17%

Hosp.
5%
Return to
community 64%

Note: EACH, EAGBIand CACP denote Extended Adeeperation from a service refers to ceasing to receive the sesteece AIHW (2012a), AIHW (2012b




Data suggests major
differences in ways

different groups (e.g.
by sex, language, or
income) access care

We can also glean
how long care
recipients use and
how they transition
between care types

CEPAR researchers
have linkedHome &
Community Care and
survey data resulting
in useful insights

For example, it
reveakthat users of
home care could be
prime targets for
healthinterventions

Women in residential caaee more likely to be widowed (65#&@n men (26%)which is
consistent with their longer life expectalht®n receiving home caegemorelikely to live

alone $%%0) thanwomen 8%%), which may be due to care needs of men in the absence of
family Unfortunately the aggregate data is inaimfiir more meaningful comparisds.
discussed in the first bridiere is an indication thalder Australianseceiving careend to

be asset rich andsh poo® for example 68 per cenithome care gckage recipients own a
homeand91 per cent of residemtdy onapensionbut here too data is not fully comparable

Peoplereceiveesidential carfer longerperiodsthan thosavho receivlilome care packages.
Leaving permanent residential care was overwhelmingly due to death (91%). By contrast those
in respite care tend to go back to the community (64%). For those who left home care
packages, death was twiceamsmon a reason for EACH package recipients (32%) than for
those receiving lower care through CACP (16%), butdmipiient typewere more likely to

simply move to residential care when leaving home care (45 and 47%). A move to residential
care was evenore likely for the most complex type of packaged care,-BAT#%).

Box Who uses Home & Community Care (HACC)?

HACC hels individualskeep theiindependence by providing a range of services, from home
maintenance to mealProvision is increasingfyrovided viaa capacitybuilding, person
centred approacfe.g.,Active Service Modéhe state of Victorigyet dataabout useris
scarce CEPAR Chiefand Associativestigatay Hal Kendigand Julie Bylessought t
uncover some dhis information by combiniragiministrativélACC statistics with data that
samplesome 100,000 peoplged 45 in New South Wales

O

They found around 5% ttiemused HACGerviceswith higher usby older womenthose
with lower incomesinglespeople withan Indigenous backgroundndthoseliving furthef
from citiesLower usevas found among peopiern overseas avho spokdanguages other
than Englishathomelavi ng chi |l dren or others to
to no influence on usade appears thabnly a small proportion of oldpeople make very
intensive use of communiigsedealth and socialrs&es

depe

Particularly insightful were findirtgatHACC clients have high rates of modifiable me
healthrisk factorsincluding obesity and falls (see figure 2). It suggests that pre ive
programs could be effective in a HACC seftiag boe on fall prevention an area where
health and care progracasild be bettantegratedJorn et al., 20Hhd Kendy et. al. 2012)

30 A Adjusted relative risk of using HACC services by factors amenable to intervent
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Note: Adjusted for age, sex, income and marital status; relative to reference category; boxes comprise the 95% Confideneevialf lines|
are the point estimate. Source: Jorm et al. (2010)




The market is still
dominated by not
for-profits but for-
profit provision has
grown in importance

Occupancy is higher
for not-for-profits,
high-care providers,
and those just
outside major cities;
but overall rates
have declined

And consolidation
has seen growth in
larger facilities

Profitability tends to
be higher among for
profit, high-care, city
based, singleservice
providers, but not
always

3. Care providers

Market trends

In June 201Zherewere around 1,00@sidential aged care providers operagipgoximately
2,700aged cardacilities, witharound 180,000 aged care pladesfor-profit providers
dominateresidentiatare theyowned58 per cendf care places in 2012 the same year, there
were roughly®,000home cargackageroviderswho operated approximately 60,000 places.
Not-for-profits also dominate this ssictord 81 per cenbf providerswere noffor profit
(figures & andB). Theyinclude community (dedted to andentifiablecommunity based on
locality orethnicity),religiousand charity organisatiomsftfor-profits that are noreligious

and notlimited to a speciftommunity)Someare impadant incateingto the diversity among
care recipientfor examplea quarter of residential facilities cater to specific ethnic or cultural
groups (e.g. 8% for Polish and 3% for Aboriginal ethpidfesnt years haseen growtin

the number obverall residentiahre placebut thisis primarilydriven by agrowingprovision

by for-profit providersparticularly in motacrativenarkets such as major cities.

Occupancy ratesthe proportion of available bed days being dsmh offer a useful insight

into the residential care market. Tagsreflect local and sectoral demand and supply. For
example, greater nbars of frail older people plaganard pressure on residentietupancy,

while the presence of substitutes, such as community care places in a given area, may reduce
Averageccupacy ratesleclinedver thdastdecade but saw an upturn in 20h&. rates tend

to be higher for nefor-profit, mostly high care, and innegional providers (figures, ®, and

E). While lower occupancy rates may suggest higher competition amadeis jprovilld also

reflect lower financial viabilitgr example amorthose in remote areas.

Another notabletrend is the consolidation of residential care providers into larger facilities
which reflects a pursuit of economies of scale in locatiens this is possikiigure3F). In

the late 1990s, providesth 1-40 beds were most common; newech providersre least
common.The trendowardlarger providers has also taken place in home care (AIHW, 2012).

Provider finances

The residential secr d s f i n an c il2a (ACFA,e2613)l saws marfiy gorovider® ds 1
profitable, with84 per centreporting positive earnings (Earnimgfore InterestTax,
Depreciationand Amortisatiod EBITDA). Average EBITDA has also grown since 2006

Yet thee is a variety in performance. b quartileof providers had earnings 1,000
per residenin 201112, while those ithe bottom quartileadnegativeearnngs of $3,64per
residentFigures 4A to D segmehiese quartiles by provider characteristics.

The analysis suggests thatpfofit, highcare, cipased, singlervice providers tend to
have highemprofitability Yet each providecategoryfeatures ineach quartile®d some
government or regional fidees do as well if not better than-foofit and city providers,
while some feprofit and higkcare providers find themselves among the worst performers.

It stands to reason that in addition to the above factors there are management practices that
can influence financial performance and requireefugblearch attention (see bpx 2



Not-for-profits dominate residential care, but Home care package providers are overwhelmingly

proportion of for-profit places have been growing not-for profit organisations
200k
Numberof residentialcare places by sector, Number and proportion of homeare package providers by
180K - 19972012 (#, % of total indicated) sector, June 2011 (#, %)
160k
140k ' _
120K 29% in Private for-profit
1997
100k
80k
-profi 58% in ;
60k 61% in Non-profit 5019 Non-proﬂto,
1997 1655, 81%
40k
20k

K 10% in 1997 Government 6% in2012

1997 2000 2003 2006 2009 2012

Residential occupancy is highest among fot- High care residential providers, who drive overall

profits and has declined mostmongfor-profits rates, have higher occupancy than low care providers
100%
0 Occupancy by sectof,9982012 (%) Occupancyy care level, 1992012 (%)
98%
98% Mostly high
care
] Mixed
96% Not-for profit 93%
Mostly
low care
94%
88%
92% Government
_ 83%
90% For profit
88% 78%
1998 2000 2002 2004 2006 2008 2010 2012 1998 2000 2002 2004 2006 2008 2010 2012

Residential occupancy has been historically higheA consolidation has taken place in residential care]
among regional providers and lowest in remote areas fewer small providers; more large providers

1,800 ; -
Number of providers by size (# teds), 1998011, (#)
Occupancy by remoteness, 192012
98% 1,600
Outer regional 1-40 41-80
Inner regional 1,400
93% 1,200
1,000
88% 800
80+
600
83% 400
200
78% 0
1998 2000 2002 2004 2006 2008 2010 2012 1998 2000 2002 2004 2006 2008 2010

Note: Occupancy denotegroportion of availle bed days that were used fogsidentialcare SourcePC Various years) AIHW (2012), DoHA (2010, 2011)



F For-profit residentialproviderstend to be more High careresidentialproviders tendbe more

profitable than governmentowned providers profitable than low care providers
30k - . . .
$ E’Qt%m quartile 2nd quartile 3rd quartile  Top quartile $30K Botiom quartile 2nd quartile  3rd quartile Top quartile
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Government Mixed
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Cityresidential providerstend to be more profitable There isno clearvariation based on sizehut
but some regional providers do just as well as singlehome operatorsappear tobe more profitable

$30k $30k
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Two thirds of residential care industry revenue is Home care package revenue is almost entirely

rom government subsidies and supplemen{2011-12) based on government fundin¢2011-12)
Retention Other Recipient
Income pgjﬁ]zr:{& amounts, sources, contrib.,
;%Sltgg:e;} $278m, 206, $217m, 2% _ $528m, 4% Supple  $80M, 7%
ments
Extra servic (viability,
fee, $493m, oxygen &
4% enteral
Basic dal Basic feeding),
fee, Subsidy $7m, 1%
$2,504m, (ACFI),
Accom $6,863m, Basic
supplement 53% Subsidy,
$526m, 4% $1,051m,
92%
Conditional
Adjustment S~ Other supp.
Payment, less
$646m, 5% reduction,
$704m, 5%

Source ACFA (2013)



Providers spend most Staffing makes up the largest cost component for residential care providers (64% of total

money on staffing
and gain most
revenue from public
funding

But reforms mean
greater uncertainty
for provider finances

Those with lowcare,
extra-level places
may lose out while
those with highcare
places may gain

New business models

are needed to adapt
to costs and revenue
changes as well as
trends in level and
nature of demand

expenses). Residential cgrerating revenues are made up primarily of public funding (67%),
much of which is based on the Aged Care Funding Instrument (ACFI) and related
supplements (see briebn the operation of public funding subsjdi@ther subsidies include

the Conditionahdjustment Payment which incentivises participation in staff training and data
collection, and the Aommodation Supplement (figuE.4Vlost of the remaining revenue is
obtained from residents, largely through the basic fee, but also through otherdat@mmmo
incometested, and extra service fees (see lloeddescription of aged caresfee

Future osts, revenue angrofit trajectories will depend not only on population health,
demand and allocated supply of care, but also new technologiegaataihtly, the structure

and indexation of subsidies and fessbject to considerable recent changes, many of which
do not come into effect until D14,

For example, a repdi€IE, 2012)commissioned blyeading Age Services Australia (LASA)
predicedthat ACFI funding and indexatichange$rom mid2012 will result in cumulative
revenue losses for residential care providexeo$1.1 billion over four years to 2065

More recent reforms mean significant changes to fees and subsididarlpaetiating to
accommodation (see briefappendixtablesA2 andA3). The impacts will be mixed. For
example, greater transparency, the removal of provider retention rights esamisithp

effect ofusinglump sums on the Age Pension meansaiestgreater consumer choice about
accommodation payment method will likely result in fewer lump sum payments and reduced
income for low and extra service placesmiayialso result in new lump sum payments for

high care places, reducing debt costs auglyrdhnd while providers have the chance to gain

from deregulated accommodation prices and a higher accommodation subsidy, some will miss
out if a request for the higher accommodation price level is not granted.

The effect of these reforms was analysead report by KPMG (2013) commissioned by
ACFA. The modelling suggestsoaitive impact on the sector at the aggregatebevéhe

report recognised that impacts ddpend om pr ovi der 0 sThebuncertaintg s s n
around financing may haveluehced recent declines in capital investment in the residential
care sector as providers and investeteymine the full impact of reforared as they prepare

to repay lumysums in the absence of new financkigFA (2013) suggests that at current
capitdspendingates there will kan investment gap of $ilion overthe next decade

One result may be new structures of cremgbsidisation between care costs and
accommodation paynteror between low and high hewadue regions. It could also mean an
acceleration of the trends noted above, from smalléorsofit providers toward larger
for-profits, focusing on highareableto raise the investment for necesisdirgstructure.

Changes to fees and subsidieanthat in the absence of a compredive cost of care study

these may be driven entirely dovernmentudget objectives and suffer from allocative
inefficiency. Some residential care costing analysis has been conducted in the past (Ansell et ¢
2012), but may require close attention byAA@cluding developing a better understanding

of cost and revenue structures among home care providers.

The structure of fees and public subsididsutisone areaof change facing aged care
businessesndustry wilheed to adapt tive various trends described in these research briefs,
includinggrowth indemandor and complexity of camhanginggmphasis towaiarevention

and enablement, home anmthsumer directazhire, while dealing with workfoshertages



Research is
uncowering the
effectiveness of
strategies that
empower staff and
disperse decisions

Demand for staff
differs by care type

Community care
employs more
support and
managerial staff

In directcare, most
are lower skilled
workers rather than
nurses,and their role
has grown over time

Care workers tend to

be ol

(1)

Box Aged care management strategies

Management practice and organisational leadership may have a strong influence

both on th

success ahdividual aged care operators and on workforce and care quality outcames. But

which models work well, and how can we evaluate these scientifically?

Some writers suggest that shared governance can be an effective principle for effective
management (e.glli&et al 2006 Buchanaet al.2007. Since the woref aged care staff
complex, involving them in planning, empowering them and encouraging autonomy| can mean
that staffing and quality issues are dealt with in a more flexible, dispersed, danmdaaffieien

This is the intention behind the Clinical Leadership in Aged Care (CLIAC) program, developed
to i mprove aged care managersodo | eadershinp

CEPAR Chief Investigatarial Kendig collaborated with colleaguesiésigna randomised
controlled trial of aged care operators in both residential and home care to test the effect of
implementing CLIAC. The trial is the first of its kind in the aged care sector and ensures that
treatment and amtrol groupsinclude operators ofimilar size, care staff to middle
management ratio, and geographical location; and thatssifbifeetstudy, data collectipn,

and data anal ysi s astuely désigis descdb@d in Jeon etfB@l3| p r o c
and results are forthcominighese will show impact avork environment, care quality and
safety, staff turnover rates, absenteeism, intention to leave, stress levels, and job sqtisfaction.

4. Care workforce

Aged care ia labour intensivactivity What happens witthe aged careorkforced the
number of available wers their levels of skjlland how they are managedffectshow
muchservicegsost anchowwell they are delivered

The airrent workforce

In 2012, aged cangroviders employed approximately 350,000 people, with 150,000 in
community care and 200,00€esidential carBoth groupsre segmented in figuire

Someare nordirect care workers witmeanagerial and support r@eordinators, managers,
adminigtators, and ancillary workers involved in cleacateringor maintenanggothers are

direct careworkers (registered and enrolled nurses, community care workers or personal care
assistants, and allied health professionals and as<xiamt®)nity ca& involves more nen

direct care workers (38%) than residential care Eplivdetween coordination, management

and administration. In residential caostnon-direct care workers (72&bgancillary workers.

While nurses are often in demamdhe aged care se¢titreir shortage and higher cost has
meant thatower skilled community care workers or (residential) peram@asisistantsiake

up avast majority of the direct care workforce (81% andr68&eh sulsectorrespectively).
Theimportanceof such care workehss increased over time. For exarttpteproportion of
personal care assistaimghe residentiairect carenvorkforce increased by 10 percentage
points since2003.While the proportion of nurses in aged care has dedired)dustry
remainghdr single biggest employgarticularly for urgisteredursegAIHW, 2013).

Direct care workers are overwhelmingly woénenly about 10 perent are men. With a
median age of 50 in commuratyd 48 in residential cardey tend to be older than the
overall Australian workforcerhichhasa median age of 4ABS 2012).In fact over a



.(2) be be guarterof residential and a third of community direct care workers are agédgbéater
proportion of community and residendiaéd care worker€86% and 88% respectivehgve
postschool qualifications than is the case for overall Australian employeéd8®294.3.

Howeverover half do not have a continuous development plan in place.

educated than
average..

For many, aged care can offdavourable wodife balance, with extensive game work,
..(3) wor k particularly in community caiet, some have multiple jobs and are willing to increase their
but may want more  hours 30 per centf direct care workers in community caoeld like between one and ten
hours and spend more fours of work.The hours they do worare oftendevoted to @ministrative and
managerial issud3 per cent of direct care workers in community care and 16 per cent in
residential caf@ot shownin figure6) spend less than a third of their time calfiimge spen
caringdiffers by profession since nurses takenore managerial rales

considerable time
not di rect

..(4) have Surprisingly, the level of turnoireaged canmmight not be as high as in the pastoonpared

turnover than to other industried 16 per cent of direct care workers have been injoheior less than 12

y months. This compares2&per cenin 2007 (Martin and King, 2008) and 20 per cent for all
women in the labour for¢ABS, 20119. Yet, comparisons should be made with caution since
timing of surveys does not match dyaand agetructures of care and overall workforce
differ. The levels and reasonstiomnoverof workers deserve further analysis since it can have
a large impact on costs. NACA (2012) estimated that with an annual turnover of 25 per cent,
the extra costs assoaiawéth recruiting and training could be @&billion in 2012 dollars.

previous|l

..and (5) h Rates of satisfactiovith worktend to behigh.Butas shown in the bottom panels of fidijre
rates of satisfaction  there is anuchlower satisfaction with pay. Except for allied health professionals, pay tends to
with work but not be lower in the community care -selstor.Part of this may be due to higher levels of part
with pay time work in community care, but it may also suggest that the sector witidneddifficult

to attract staff even as it takes on a greater role in caring for older Australians.

The split between care workersaicommunity settingnd ininstitutiors relates to the
prevalence of different modes of care and staffing arrang@mentsrnational comparison
shows thaiustralia is close to the OECD average in hagppximately 2.8 community
and 4.5 residential workers for every one hundred people aged 65 and o%gr (figure

Directcare workers as share of population agé® and over(%) 2011 (or nearest year)
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E Aged care workforce in community and residential care by selected characteristics, 2012
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Projections for
workers needed by
2050 range from
830k to 1.3m

Responses must
address recruitment,
retention and
productivity

Futureworkforce challenge

Government estimates, basedaa@onstantatio of aged camgorkers to people aged 70 and
over, suggest that thsector would requiraround 830,000 workers by 2050, more than
double the current numb@oHA, 2010)Similarestimate®y the Productivity Commission
(201} put the number &80,000 workers by 2080th an average annual growth rate of 2.6
per cenbetweer2008and 2050, employment growth in the sector is expeardeedhe

rest of theeconomy(similar growth results, but for the direct care workfartye were
obtained by the OECD (Colombo ef2011)

But the numbeiof workersneededvould be higher still if weught to keep constathie
currentratio of aged care workerghe population aged 85 and a¥eetto grow faster than
younger age groupBhe calculation (based on series B of ABS 2013c), results in a figure
closer to 1.3 million workergquiringan average annual growth rate of 3.5 per @ént
course such a mechanical calculation takes no account of productivity improvements.

Any rate b increase above employment growilh pose a considerable challenge for the
sector and for policy makensore sajivenincreasing competti fromhealth carewhich is

itself affected bsn ageingopulation, and disability care, whsgcbeeing increes in funding

in AustraliaStaff shortages are a risk to quality in aged care, but may also pose a fiscal risk for
government as the main care funder.

Overall esponsego the workforce challenge

Most public and private sector responses to the challenge of workforce management comprise
measures to improve recruitment, retention, and produ®iisuitmeninterventionscan

target specifigroups with programs for young peoptapse who previaly worked in the
sectorwomen reenteringthe labour marketagel care workers wishing to work more hours,

family members of care recipients, fore@n workers through targeted migratjaich

Australia is well placed to expl@itjdmen who are auentlyunderrepresenteith aged care

Retentionmeasures often relai® valuing workers, not only financially, but also through
quality training, career prospesigpportive, safe and weakourcedworkplacesflexible
work pattens,job status and recognitiovialuing existing workers also includes helping those
who are older to stay on rather than retire too early.

Productivity improvements incbua labouintensive field are difficult (Davidson, 2009), but
technology (sdeox 3), a earning culture, better management (seg)bdelegation and staff

mix may help (e.g., Hodgkinson et al.,;284rtis and McGillis Hall, 2Q12nother approach

could be a different business model that better integrates care(seevim®d). As noed by

the Productivity Commission (2011) such productivity improvements may not necessarily reduce
costs or need for staff, but could instead be realised as quality improvements.

Unpublished ABS dataased on th€01112 Business Characteristicss&gmesys thad
(statistically significant) greater proportiaesifiential aged care businesses undestake
innovative activitf79%)relaing to services, organisational, or operatiooaésseshan the
Australian avera@é7%)or the rest oftte healthcare and social services inqG6&4)

Few of the described workforce management tactics are new: most have been suggested by tf

Productivity Commission (2011) and others in thedgastexample, in 2002 for recruiting
and retaining nurs@earson et al., 2002).

11



There are various
communication,
enabling and safety
technologies

availabl e ..

Some are favoured
by aged care
professionals (e.g.,
electronic records);
others by care
recipients (e.g.,
tel eheal't

But design and
implementation
needs to overcome
deficiency in training
and management
support

Box Aged care technologyo raise productivity

Robots are an egatching example afpotentialfuture of aged care. Butanyinnovative
andcheaper technologies can help transform aged caies e t he sect aor ds
and improve the independence and quality of life of older people. These rapnge from
communication and enabling technologies to those assisting with safety and nffmnjtoring
organisatioandprocess innovation skex4). Butwhat are the technologgioption issu@s

A team led by CEPAR Associate Investigatoxgeep Rayconducted a large study to
understand both the benefits and problems with aged care technologies (Kapadia et al.
forthcoming).The team, which included CEPAR Masters StudediResearch Assistant,
Aishwarya BaksandVasvi Kapadjsifted through ove2,500 relevant papers from Australia

and elsewhertocusing in omround 100 witenoughempiricakubstance.

They discovered (seble 2 that of the main technology innovations, aged care professionals
find electronic health documentation and requadscularly usefulvhile careecipientsare
mo st fond of 6tel eheal thd (e.g. f orargvi dec
prescient. The Australiano@rnment is in the process of implementing an integrated
electronic health record systbut asin other countries, this has suffered from technical and
practical problems. And there are financial subsidies for pligitidiersusing telehealth, but

these are only made availabtbose outside major cities.

RETEF: Technology sefulness and adoption issues in aged care

I 3SR OFINB LINPTFS&aaA] /' NB NBOALASYGQZ
Issues Issues
IT Profession: Human Social
experience Age Privacy autonomy Useful | Privacyinteractior stigma Cost | Useful
Telehealth - - SOZE 8 259649% 25% 497NV AN 25%649% - 1-25%
Electronic hea'j 25%49% - 125% - 1250 - - - 1.25%
record

Wireless sensd

- monitor
Electronic [V | -, - A 1-25% - - - 1-25%
documentation|

Artificial intel. - - - 1-25%  1-25% 1-25% - - 25%499

Adoptionissuedor care providereelate to inexperience with #id a lack of support from
managemeniegativeviewsof technologyften changetbllowing use and trainingrivacy,
cost and feaof losing human interaction wemajor concersfor care recipients.

Someof those concerns can be addressed in the design stage. The team has recently
incorporated the insights when designing a monitoring system that includes social éngagemen
Targeted at older users living at home, the systeamseidiround a multimedismessaging
seviceto stimulate interactions widmilybut includes ad |  a nmbutfontmaéedgo be
presseance a dayProlonged inactivity triggers an alert to the care provithersolution
not new, butidded interactivitpeans an improvexkperiencéor the user

n

Public responses tthe workforce challenge

An OECD survey of policy makers in 20@09showed that more limited number of
measures were bentgployedn Australighan insome countries (teb3. Since thevarious
policy frameworks and measunase beemput in place or are in developmdnt not in
what would appear to becoherent and coordinated fashion

12



Public responses For example, atrategy was developed for the overall health workforce, initiated by the
include (1) a health ~ Council of Australian Governments and managed by Health Workforce Australia (HWA,
2010), an ageno¥the Department of HealthlWA offers funding for innovative workforce
models inresidential care. In parallel, the Department of Industry runs services to improve
leadership and regional innovatietworks among providefescusngon staffing models.

wor kf or ce

..(2) fragnm
funding for staffing

novations and Providers caget funding foiservice improvements (includirig staffing modélghrough

the Aged Care Service Improvement and Healthy Ageing Bratesdfapmment of learning
research p cultures in aged care settings is the focus of a sgiletstfiroughTeaching and Research Aged
Care Servjoghich combine caring for older peopith teaching, research, and clinical care.
Organisations and programs that supporgsaips of aged care workers, mentor or provide
training for them are publicly funded through several departments (e.g., schemes for older
workers and Indigenous Awadians as well as those engagiGglinirally Appropriate)Care

There is also funding for individuals themselves thtbeghe Aged Care WorkforceThend
..(3) fundi fund, now run by the DepartmenftSocial Services, provides training grants and scholarships
for personal care wars and enrolled nurs&eparately, funding for training for individuals

training of workers : _ I _
is also available through #geed Cakducation and Training Incentive Program

directly..

bl ER) Public measures to support aged care workforce in Australia @D, 20020

Recruitmen| V vV V vV V. V V V vV V V vV V
Funded training v/ \VJ V V V VvV V vV Vv
Wages / benefit vV vV Vv vV vV vV VvV Vv
Work condition V V V V Vv
Raising job statt Vv vV V V \% Vv
Managemen vV V \ \% vV V
Career creatio] V | V \Y \Y, vV Vv
Certificatio vV V \% vV Vv
Workforce plannin vV Vv Vv vV V V vV V V
Other retentior] V \% vV Vv

Source: Adapted from Colombo (2011)

.(4) fundi The previ ou sefognagerda inclodedotmajar initiatives: thged Care Workforce
Supplemeand theAged Care Workforce DevelopmiEm: Rdamer was $1.1 billion initiative

to fund wage increasdmit has been scrappéidwasto act as théirst stepto raise wages,
with subsequent wage changes to comecgemmendations (e.g., from ACFA oPAT.

increases, which
have now been
scrapped..

Some claim that the prograad flaws in excludisgnaller employers acausinglifficulties in
industrialnegotiationgACSA, 2013)But rappingit leaveshe issue ofow wags largely
unaddressedPerhaps future subsidy reviews should include wage costs with appropriate
remuneration in mindHow long carthe sector continue to rely on roonetary motivations

to recruit and retain workers when younger, increasingly educated women have more
remunerative options elsewhénefeed, pay is low in aged dargelybecause it reliéggavily

on femée employees, who face an unremitting gender payirgagelf the subject of policy
attention Someworkers in the widesocial and community sector Wwéhefit froma recent

equal remuneration order under the Fair Work bAttit excludes many agedreworkers
(Layton, et al 2013Jhe dynamics ofvageslabour demandndsupply and turnovein the

sectoris not well understood (hay benefit from minimum wagsearche.g., Schmitt, 2013).
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and (5)
improvements to the
supply of training

There are advantages
to business models
with a diversity of
services, but few
attempt it

Those that do, can
achieve a culture of
innovation

And the integration
can be beneficial
even in the absence
of shared bacloffice
functions

Financial incentivedsoneed tdbe considered aartof a package of measyessnotecbove

and found in the literature (e.g., Misfeldt et al., 2014). Perhaps a versiohged tGare

Workforce DevelopmentilPlaim for this basket of coordinated actions. Training is one
shouldtackle. A rece review by thédustralian Skills Quality Authori8013) found that of th

area it
e

382 organisations registeredfier aged care qualifications, 88 per cent were not compliant

with required standar@sginsufficientime spent training in a workplaédenoted by NACA
(2012), initiatives should also look at the extent to which increasingly important topics
are delivered (e.g., those relateetabilitation, renablemenpreventionand dementia).

Improving qualifications and professional frameworks for the increasing number of
carersmakes sensk may be timeto bringtheini nt o t he real m of
that guide and protect
hand,6 pr of essi onalisingb®o

flexibilitydcurrently itds not wuncommon for r
to ask only for

Oprmssi ond as a job el

Integrated service deliverynodel

servicesanother is to encourage integration among service prostd#rat more of the
offer a range ohome and residential servidést many years, there have bealis fo
developingintegrateztrvice delivery modets improve poorly coordinatedcomplex and
inefficiently delivereayecare; yefiew providerfiave moved in this direction.

Laurel Hixon a CEPAR affiliated researcher, found thatew South WalgdlSW) of the
619 aged care service providers studied, only senpadopted formal shared manage
structures of integrated service delivery; althemmgleothers created alternative infial
structures or brokeragerangement® offer a continuum of carAustralia i;ow poised t
create new opportunities fotdgrated carmllowing investment imechanisms nessary t
support it(i.e.,consolidated financing, care coordination and information ystems

In Hixon et al (2012), she looked thte formation of integrated structureShe foundhat
careproviders thatar part of a ¢ o mmowno asemopnostoand hge
greater capacity HACC services, package size and, to a lesser extent, residential b
more likely to offer integrated care across the full array of sarailzdse in NSW.

In another paper (Hixon a@henoweth2013), she conductadurveyooking at the cultu
of innovation in aubsebf integrated aged care orgatmssand foundhatsenior leadersh
playsthe key rolén promoting innovatioard thatdirect supervisor suppavas necessdaior
trying new ideas regardless of whether the idea succeeds or fails.

Finally,in Hixon andChenoweth{2012), sheought focus grouipsighs aboutpathstoward
integrated structureSome providers und@ppreciated certainmtegration mechanisnvghile
an organggtion offering the full array of care under a shared management structur
cgpacity to offer integrated camithout other integrating rtiganisms (consolidated fing|
care coordinationnd IT), this capacity is perceitedelimited ago its true innovativene
So shared management structures (e.g. shared risk and infrastructure) are less
providers than the advantages associated with the other three integrating méctathis
finding was thadifferent kinds of provideedtributesuccesses to different things-profits
perceivethis to bethe ability tocrosssubsidisdrom certain programs (especiallykage
care) The opportunities for this distribution of riglow with the size of the organizat
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Access can be
measured by looking
at (1) surveys of
unmet need, which is
high for h

..(2) care
disadvantaged

groups, which is low
in residential care...

L(3) wai ti
hospital, which have
declined but not for

all groups

..and (4) t
between approval
and admission, which
is high for some

5. Access

Care demand and supjalsues werdiscussed in the first brief in this series. On the ground,
the extent to which supply fails to meet demand can be ggugeusndicators of access
including the extent to whiclmeedsare expresslymet; the patterns of use of different
disadvantaged groypsd the implied waiting times for admission to(seesfigure 7)

In 2012, almost half of older Australians living irs¢fmlds, with profound or severe core
activity limitatior® whichroughlycorresponds to needing high d@asay that their care need

are not fully met. Justunderatirdt h moderate to mild | imitaf
met. The reasons fanmet needs are varied and complex, and require detailed analysis, but it
helps to learn thahighest rates of unmeeedrelate tohome maintenan@nd mobility (e.g.,

picking up objects or walking up stéitssks that HACGervices amesigned to gwith.

Not all groups access care services to the same extent. It may not necessarily indicate that the:
groups are excluded Istitl offersinsights. For example, adjusting for population size, people in
more remote locations are unAdmresented in residential high care, but have similar levels of
use of low care and make more use of both packadeHACC services.sAcare needs

become more complex, peapl@gymove to where there are more high care facilities.

Indigenous Australiarmd those born in neBnglish speaking countries tend to use fewer
residential servicemrmallevels of HACC services, and slightly more packaged cdhethan
averageThe gap is greatest for indigenous Australians, however, some of this may relate to
how age groupare comparedsome groupmay cloose to receive care at home since it is
where they are more likely to also receiterally antinguistically appropriatgormal care.

But this could beaffecting negativeigformal carerfrom alreadylisadvantaged groufzee

brief 1) and does not address situations where care needsnheEmomplex.

Access issues with residential care can manifest in longer waiting times in hospital and result i
greater public costs via the health system, plaess are more expensive than in aged care.
People transitioning from community to residential care via hospital had the longest stays, with
singleepisode slys averaging 28 days comparsidays overall (AIHW, 204)3

The rationing of aged care edfect public costs via the health systgmaple are eligible
and waiting for admission to residential care but do not leave hospital. Waitlnggénes
than 35 days hadeclined since 2006, from 22% to 13%.

But waiting time# hospitavaried bygroup:Indigenous Australians and people in terap
very remote locatiorexperiencéonger waiting times on average andisawasgin time
spentwaiting for admission to caféose with greater soe@conomidisadvantagasowait
longerbut saw declines in wait time

The cost of inadequate supply is mostly borne privately, as families look for adequate care.
The elapsed time between approval for care and admission into care This cad be

for personal reasons, particulariy riélates to admission into less urgent]doel careFor

more complexarethea ppar ent O6wai ti ngo oaroundehaltf thase d p o
approved for residential high care were not admitted into a facility for over a month.
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AccessSome needs are unmet, some minorities use less care, and some people take longer to en
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In addition to supply
target changes,
government funds
cultural awareness
training..

..and 1is b
information gateway

To improve quality
we must measure it

One approach is to
regul at e

u

q

Responding taccess issues

Restrictions in the supply of caral recent attempts to increasarét discussed in the first
brief of this seriesSuch reforms may address wider access ASsuast rAgdd iCared Act
1997defines groups thaheed tdbetaken into account when providing careludingoeople
from IndigenousnonEnglish speakingural and remote, amtisadvantaged communities
(more recently these also include lthebian,Gay, Bi-sexual, Transgender and Intersex
community) The mainpublicresponsédias beero fund advisory and trainingrganisations
through thePartners in Culturally Appropriate Care Program

Waiting times at hospitals are being addressed by fundingrisiion Care Progwerch
providesshortterm care tolder Australians followingospitadischarge

Accesanay well relate tmformation and coordinatiaghneeds will remaimnmet if people
dondt know about Toghisendeaam®rmitienggatewayl knownMgo x 4 )
Aged Cagreith an expandg online presence, was introduced in 2012. The gateway will also
unify care assessment and coordination, but details alelivélsy and operational model
arestill under development (NACA, 2013).

6. Quality

Along with access, the quality of aged care senddesyigbjective for a wdésigned aged
care systeniPolicy makers can affect quality lelgldirectly regulating quality standards or
creating a framework for the operation of incentives and miadigline.

But measuremenof quality is deficient in Australia and elsewhere (OECD/European
Commission, 2013). Some indicators, such as compliance statistics, are reported regularly, whi
others, such as client appraisal of service standards, have been under development for over
decade (P@arious yearsNhat older peoplesend userthink andhow satisfied they angth

services and outcomes (see boaré)mportant and should be part of the human rights
approach to aged care (AHRC, 2012).

Therealsoa range of clinical quality measures, fromsbesbs to depression and féisg.,
AIHW, 2013y, which have an enormous impact on the lives of older femmleox 55uch
statisticare notusedas regular performance indicators os#utor, thoughaw indicators are
understood to be in development as a redihlé oécent reform agenda

Regulating standards

Standards caelate tanputs (e.gstaffor buildings)processe(g, improvemenprograms

or governance)r outcomes (e.dall ratey In practice, standards for Australian residential
facilities comprisé4 indicators covering management, health & personal caret residen
lifestyle, and safetyoi@munity care providers must comply with 18 indicators (and expected
@utcomed coveringmaage ment , access and service del.

The standardare enforced by initial accreditation, subsequaotmeditation, sakporting,
preannounced visits (rather than sgodcks) and by way admplaintgsee figurd). The

review process for community care compriseassglfsment, @ite visits, a review report

and improvement plan. Appropriate compliance checks are important, but some of the related
reporting requirements may result in excessive réAGH&,2013)
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.Anot her

is to use market
incentives by giving
care recipients more
choice

But what if some
peopl e can
or make detrimental
choices?

Some will need

better gui

..ot her s wi

better information

E Quality control mechanisms via accreditation reviews and complaints scheme

Sig Significante

Some
concern
19% HACC servicé
reviewsof
processes &
systems in placg
201112

reviewsof
processes &
systems in plag

Effective processes 4

systems 73% systems 73%

10 Complaints resulting in 25
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201011, 7

10

©
[0o)
N
N
o
o
N

200910, 6
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Complaints resulting in breach of Act, per 1000 residents, 2007
N
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Note: Greater number of years for which accreditation is gramepliesgreaterlevel of care and serviceuglity. Source: PC (2013)

Market mechanismg Consumer Directe@€are

d Regulation is important to protect some subsections of the communibotBert approach

is to harness maitkimcentivesThe Australian @&ernmentalreadyprovides incentives for
participationin surveys and staff training. This approach has besdezk elsewheren |

Korea, a program for aged care hospitals
(OECD/European Commission, 2013).

Ipdformance with fee payments

A commonmarket mechanisia to let care recipients make choicefgrred toasConsumer
Directed C4f@DC) Thechoicecan beabouthow, when, and by whonoare is delivereahd

involves a tailored budget for the purpose of maintaining independence.béemas

introduced in two thirds of OECD countries (OE®EW, 2013. Choice and control catso,
in themselvegenhance quality of life of older people (Browning and Thomas,A20h8)v
home care packages in Australia are being offeee@D@basis and current packagl

need to be CDC compliant by 2015.

The advantagesf the approach come with practmahcernsKPMG, 2012). These include
the tension betweerbnsumer choice and providkrty of care and differences between

providersaboutacceptable spendif budgets (gdelinesare a potential soluti@DoHA,
2013)Concerns are compounded by potential lack of capacity to make cheicesdlfor

care often stesfrom impaired cognitive functioA sizable proportion of services requested

do not align with services assessed as n&sdethilansfield an&rank 2008)

ltds stildl

un c | easily mdkeoohoicesiwill seguidechl®theybe ledrby t

the My Aged Cagateway, providers, or somiermediate brokerage servidésstemayalso
be funding implicationsto ensure some communities are not disadvantagednbyket

outcomege.g.remotecommunities)One subtle alternative to CDCs

6pensopad

inclusive of choice brequiringcollaboratiorbetween the persdamily,carersand providers

cal

As new quality indicators are develgpea gateway will be able to provide a greater level of
information and beihenarking to inform choice.hig is seen elsewhefethe Netherlands

developed aimdex to measure the experiencesad residentsased on the national quality
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Fallsare a major
issue for individuals
and the health and
care system. So how
to prevent them?

(1) Home
modifications and
occupational
therapists help

(2) As do exercise
programs, like
Tai Chi

vita

(3)

supplements

...a n d mdintaining
vitality and a positive
outlook

frameworkand makeg avai abl e t o t he
UK was scrapped because it was not transparent and was seldom used QOHEQR)E

As with many other
quality care is undergoing considerable claauoges the subject of an ongodepate (e.g
see recent literatuirem NACA, 2018, andA| z hei mer 6 s Austral.

Box Preventing falls

Falls are one of the five-sca |l | ed oO0geriatric giantsd
incontinence and polypharmacy. Studies in Europe, Nimethica ad Australia show th
about 30 per cenf people aged 65 years and over living in the community fall at leg
year. Fall frequency is even higher among older people living in tesigehtare faciliti
About five per centf fallslead to fractures, but even falls without obvious injury can
loss of confidence and eventual institutionalisaflostfall treatmentalso imposesa
substantial economic burdemthe health and aged care systems.

p ar ttre evalfiatioA of and pussuitiofehighs

p ubl @acstar rating indhee s n 6

ag

a, 2

, a l
at
st once a
es.
lead to

CEPAR Chief Investigatdf,ob Cumming has spent much of his career researching ways of

preventing falls in older people. Home hazards such as loose rugs and electrical cor

ds have lor

beenknown to increase the rishk Cumming et al. (1999), he published the first study evaluating

the effectiveness of home modifications. He studied people discharged from hospital
that a home visit by an occupational therapist (OT), with subsequent home modif
required, could redutal riskby 40 per cent. Unfortunately, mostitisged older patients

and found
cations, if
still

do not get an OT home visit. (Note that there is no evidence that simply giving older people a
home safety chetikt and expecting them to arrange their own modifications prevents falls.)

Cumming has also been involved idistushowing that Tai Chi and other exercise pra
aimed at improving balance can prevent (fallekelatoset al., 2007Sherrington 2008,

However, many older people are unwilling to join a formal exercise pro@amson et al.

grams

(2012),CEPARAsxciate Investigatorindy Clemsonand colleagues, including Cumming,

recently demonstrated that incorporation of exercise into daily life can reduce
Examples of exercises include standing on one leg while washing the dishes and
washing basket on the ground, rather than in a trolley, and squatting down and then
clothes from basket to clothesline.

Up to 20 per centf older people admitted to hospital, fall during their stay. Unfortuna
best way to prevent thdalisis unclear. Between 2003 and 2006, Cumming led a study
4000 patients evaluating the effect of additionalirparinursing and physiotherapy sta
hospital wards. The extra staff haéhmuact at all on risk of falSumming et al., 2008)

Falls occur frequently in nursing homes and hostels. Cumming was part of a team thag
a systematic review of all 43 randomised trials of falls prevention interventions for ol
living in aged care facilities (CGameet al., 2012). The best evidence was for the use of
D supplements. The review found some evidence that exercise programs might

among more robust older people but might increase falls among more frail older peop

There are sewarrisk factors associated with falls, inclddltgghistory, grip strength, seda
use, stroke, cognititmpairment, and mentathikalth Butin a recent study, Chief CER
Investigatori{aarin Ansteyand Associate Investigatorlie Byleawith other colleagues, h
found that o6vitalityd is also a risk

found thato f iegdull o f  Bniddhaviag a lot of energps opposed to felmgwom out

and ofeeling tired had a protecte effect against fallalthough the size dfffect was

substantially explained by its covariance with mental and physi¢BLinesit al., 2012)

falls risk.
placing th
up to take

tely, the
of nearly
ff in

t conducte!
der people
vitamin
educe falls
e.

ative

AR

ave
facto
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Ageing wellresearch
shows that (1) many
who depend on
assistance still age in
place, ath o me ...

(2) thos
chronic disease still
have good seH
reported h

..(3) the vy
have lower life
sati sfactdi
..(4) but t
alone is a mortality
ri sk facto
which (5

mitigated by welt
designed programs
targetingi s ol at

..and (6) b
older people have
access to transport
options

7. Conclusion

This second of tweesearclriefs onaged care in Australsked at thesystenbottorap It

provided a snapshot of care recipients, providers, and \asriweis aperformance outcomes

related taaccess amguality Importantly, the briefs capture a system in transitientypes of

research insights highlighted in these briefs can guide decision makers in aged care as the syst
evolves into one thatnsoreconsumecentred, communiyased, independeroeusedand
costefficient. For providers, the changing landscape means needing to adapt with new
management strategies and busimexielsMore generally, hen looking abreakdowns of

those that livéonger and requireare those that act as informal, and unpaid carers, and those
that works in the sector, it becomes apparent that aged care is a gehder@ssue.t her ef or
keeping in mind that any changes that do take place will disproptyrtadfest women.

Box 6 Aged care and geing well

Aged care is fundamentally alamging well, by supporting pedpleemain independent gnd
engaged in socieBjifferent research strands explain how we age and huam age better

For examplenia forthcoming pap&EPAR Chief and Associate Investigatoss,Kendig
andColette Brownindook atlongitudinadata tostudyageing in pladesy find thaB0% of
people65+ remainedit homeo within two years befodeatheven though they were likely to
dependn assistande daily livindKendig et al., forthcomihg

The team also studiegperiences ahronic disease. In the base year, 72% reported having at
least one chronic disease (most often, arthiigs)chronic disease does not necessarily

translate to poor wellbeing: 8%8ére ageing well in termsirdependence withstrumental
activities (e.gshoppingor managing moneyand goodselfratedhealthand psychological
wellbeing Still, those with cbnic diseases were more likely to have depressidie aadlie
(Kendig et al., forthcomir

=

CEPAR Associate Investigatéfeather Booth(Crawford & Booth, 2013) looked at |life
satisfactionthose aged 789 had higher satisfaction than thiaseaeir 50swho had morge
demands on their time and cited lack of companionship more frequently than oldersage group

Lack of social support and engagement, whether measured subjectively (feelings df lonelines
or objectively (living arrangements), has a negative impact on health. This is the canclusion o
CEPAR Chief InvestigatoKaarin Ansteywho, with other colleagg, looked at a cohprt

study for a population of older people in the Blue Mountains. Her study also found that the
effect of living alone on risk of mortality was greater for the younger old (below 75). This could
be because the older old (75+) who limeeainay have less social support, but are morg likely

to have good functional staf@opinath et al., 2013)

In practical terms, how can authorities design, implement and assess effective
engagement programs? In Bartlett et al (2012), CE$5bRiate Investigatoiclen Bartle]
writes about three Queensland pilots that sought to reduce social isolation of older g
team found no robust evidence of succlessthe work fed into best practice guidang
implementing and evaluatingls projects (Department of Communities, 2009). For ex
interventions that occur soon after a critical event or early during life tramsitidrest

Separately, Bartlett also lookedraing among older Australians and found that thos
retired from driving had lower life satisfactod had significantly fewer social interac
The research suggests tilder nondriversrequiremoresupportand that access to trans

community
[
eople. Her
te on
ample,

e who
tions.
port

isimportant for maintaining social activities and independence (Liddle et al. 2012).
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Excellence program. It is a globesearch centre witlinternationaluniversity partners, and is supported

by the Australian Government, the NSW Government and industry leaders. Our mission is to produce
research that will transform thinking about population ageing, inform private praetntepublic policy,
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We acknowledge financial support under project number CE110001029 and from our corporate and
government partners. Views expressed herein are those of the authors and not nelgetsase of
CEPAR or its affiliated organisations.

Contact

CEPAR, Australian School of Business, Kensington Campus, The University of New South Wales, Sydney
NSW 2052 | cepar@unsw.edu.au | +61 (2) 99319202 wWw.cepar.edu.au
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http://www.cepar.edu.au/
















