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The Health Workers Union (HWU) welcomes the opportunity to contribute to this inquiry
by providing feedback to the Senate Standing Committee on Community Affairs on the
future of Australia’s aged care sector workforce.

The HWU commends the senate for

recognising the need to investigate Australia’s aged care sector and in particular its
workforce. We also applaud the senate’s efforts to expand the scope of this inquiry by
broadening the terms of reference.
Our submission has been informed by a review and examination of the aged care
literature within Australia and other Organisation for Economic Co-operation and
Development (OECD) countries. Feedback has been obtained via substantial
consultations with HWU employees and members (including the HWU survey of
Victoria’s aged care workforce conducted during 2015-2016), case studies that HWU
organisers obtained from HWU members and from aged care workers that were not
affiliated with a trade union.
In order to ensure that this submission represents the diversity of the HWU
membership, workers’ from a broad range of occupational backgrounds that work within
metropolitan, rural and remote areas of Victoria’s aged care sector were invited to
provide verbal or written feedback to the HWU. We have included their feedback in our
submission. These individuals are representative of residential and home and
community care aged care workers nationwide and we thank them for taking the time to
share their stories.
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Executive Summary
Twentieth century advances in medicine and improvements in public health, nutrition
and workplace health and safety have for many people increased their life expectancy!
Unfortunately, living longer is often associated with chronic illness, disability and other
difficulties that can place a burden on society- the last point being the current dominant
discourse within Australia.
During the late 1800’s, elderly Australian’s without income or significant support were
placed in ‘elderly asylums’ and given basic care that often amounted to the essentials;
shelter, food and water. These institutions relied on charities for financial support.
From 1891 to 1897 the so called ‘elderly asylums’ were inundated with abandoned older
Australians. In one instance, The Melbourne Benevolent asylum (a charity) was forced
to send many elderly Australians to Pentridge Prison, in Melbourne Victoria (for shelter
and care).
Australia’s treatment of its older citizens has improved significantly since the 1900’s.
Australia’s first national Old Age Pension payments were made in 1909. From 1909 to
1963 the Australian government made payments to Benevolent Asylums caring for older
Australians as a substitute for the Age pension. However, the costs of aged care
significantly increased during the aforementioned period forcing the Government to
directly fund aged care.
At present, the qualifying age for the aged pension is 65 years of age and it has been
progressively raised- those born after the 1st January 1957 must reach the age of 67
before qualifying for an Australian Age pension. Successive governments have used
statistics that predict the number of Australian’s reaching the age of 65 years will almost
double in the next 40 years (to about 25 per cent of the population) as a pretext for
increasing the age pension qualifying age and introducing new taxes or making
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changes to Medicare.
One of the key challenges for the aged care sector is in relation to dementia (a
neurocognitive disorder such as Alzheimer’s disease or Parkinson’s disease), which is
the main reason that people seek admission to residential aged care facilities. It has
been estimated that around half of aged care residents suffer from dementia and that
the number of people who develop the condition will increase from 220,000 currently, to
as many as 400,000 by 2020 and between 730,000 and 900,000 by 2050 (Australian
Institute of Health and Welfare (2016). As a result, the high-care proportion of
residential aged care is going to need to increase dramatically to keep up with demand,
requiring a skilled health workforce incorporating medical, nursing and allied health
professionals, carers and assistants. These facts are important reasons why as
Australians we should all be prepared to work together for the benefit of the nation.
Many analysts and government representatives have used the aforementioned statistics
to assert that our ageing population is a problem that needs to be dealt with to avoid our
health system and budget collapsing. As a consequence many elderly Australian’s feel
like they are a burden on society and our health system and in some instances have
become disinclined to seek medical advice for various conditions.
Having just stated that many Australian’s feel that older Australian’s are placing a
burden on our healthcare facilities, it is worth noting that older Australians perform a
significant proportion of volunteer and unpaid work. Indeed, between 30 and 40 per
cent of Australians aged over 65 are volunteers, and many support families as
caregivers, particularly those who look after grandchildren and great-grandchildren.
The HWU believes that it is important for the government, age care sector, unions,
families and other stake holders to work together to reform our aged care system.
Many OECD nations have taken the lead in restructuring their age care system and
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focused on training their current aged care workforce using best practise guidelines as
well as retaining staff and recruiting new workers into this very important healthcare
sector. In Australia, the Commonwealth government has a substantial role in national
policy making, but tends to fund rather than deliver health care services through
Medicare, the Pharmaceutical Benefits Scheme, aged care subsidies and subsidies for
private health insurance premiums (Department of Health & Human Services, 2015).
The Victorian Health 2040 Discussion paper stated that “Australia is missing an
opportunity to have a world-class health system due to the incremental, siloed approach
to national health reform that fails to look at the health system as a whole” (Department
of Health & Human Services, 2015, pg. 10).
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Summary of Recommendations
Recommendation 1
The federal government must develop a Workforce Development and Transitional
Working Group whose initial role would involve the establishment and implement of an
Aged Care Workforce Development Plan.
The Workforce Development and Transitional Working Group should concentrate on
proving solutions for the following issues that require attention and advancement:


The development of national and regional policies to deal with the aged care
staff shortages that have been predicted, including the direct care workforce and
non-direct care workers in managerial and support roles (including, coordinators,
managers, administrators, and ancillary workers involved in cleaning, catering or
maintenance);



Action plans for improving attraction, recruitment and retention in aged care;



Plans to increase the diversity and backgrounds of aged care workers;



Key partnerships and initiatives for building a skilled and ethnically diverse aged
care workforce; and



Allocation of a sizeable budget to be used to attract a younger workforce and to
retain the current workforce (improving pay and work conditions via Enterprise
Agreements).

Recommendation 2
That the Australian Government continues to provide funding to support joint initiatives
between sector peak bodies and the industry training bodies to develop leadership
competencies and capabilities in aged care. Future initiatives should include strategies
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for aged care leaders and managers to support a culturally diverse workforce and to
assist staff from culturally diverse backgrounds to move into leadership roles.
And that the federal government considers reinstating the significant funding that has
been cut from the aged care sector!
Recommendation 3
Given that care workers have been asked to administer medications without the
appropriate qualifications, aged care workers must be encouraged and supported by
management to acquire new skills via the completion of skill sets and Diploma and
higher qualifications (these qualifications must be created because they do not exist at
present).
Aged care providers must also work with government, Unions and Registered Training
Organisation’s to ensure that the deskilling of the workforce is reversed and that
workers are given professional development opportunities to enhance their
qualifications and employment options.
Recommendation 4
That the Australian Government joins with aged care providers and unions to review
and improve existing Enterprise Agreements and facilitate the negotiation of expired
agreements-with the focus on improving staff pay and other work conditions, Care
Worker to Patient Ratios and Professional Development opportunities.
Recommendation 5
We recommend mandatory minimum Resident to Care Worker ratios within public,
private and Not-for-profit residential aged care facilities. We believe that the following
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recommendations will substantially increase the quality of care that residents receive
and allow care workers to work within a safe environment where they are able to
practice their profession of caring without fear of injury or assault.

Morning Shift
One Care Worker for every six residents in addition to Nursing staff.

Afternoon Shift
One Care Worker for every seven residents in addition to Nursing staff.

Night Shift
One Care Worker for every fifteen residents in addition to Nursing staff.
Recommendation 6
For the government to intervene and prevent the proliferation of unqualified volunteers
being used by service providers to perform duties and functions associated with the
roles of qualified and experienced aged care workers.
The purpose of such an intervention is to reduce and prevent the increase of:


Occupational Health and Safety Hazards posed by untrained volunteers; and



To promote the training and supervision of Volunteers so that they can do no
harm; and



To substantially increase the number of volunteer coordinators and facilities must
formally acknowledge the supervision of Volunteers and as a consequence alter
the expected duties and functions of the supervisor to compensate for the time
taken to supervise the volunteers.
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Recommendation 7


To investigate the direct competition that the disability and other sectors pose to
the aged care sector-especially in regard to the poaching of employees, in
particular Home and Community Care workers; and



To develop a strategy to combat the threat posed by the disability and other
sectors when it comes to retaining the aged care workforce.

Recommendation 8
We appeal to aged care employers to respect current Occupational Health and Safety
laws and to make their workplaces safer by enforcing the following guidelines:


Identify and assess job-related Musculoskeletal Disorder (MSD) hazards;



Provide manual aids (to reduce workers' exposure to MSD hazards); and



Maintain the equipment;



Ensure adequate staffing numbers;



Advise and train workers on MSD hazards in their jobs and workplaces;



Encourage workers to participate in their workplace's Occupational health and
safety program;



Follow up to ensure preventative measures are working; and



Document MSD injuries and report them to the Victorian Work-Cover Authority.
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Our submission provides responses against each of the terms of reference
associated with this inquiry
a. the current composition of the aged care workforce
According to the Victorian Health 2040 Discussion paper (Department of Health &
Human Services, 2015), the Victorian government funds more than 500 healthcare
organisations within Victoria. This includes hospitals and emergency services,
residential aged care and services provided in the community and in people’s homes.
Many of these services require specialised buildings and equipment. Victoria’s public
health infrastructure is worth around $11.3 billion (Department of Health & Human
Services, 2015).
Australia currently has about 2,800 residential aged care facilities providing care to
more than 300,000 individuals, almost 8% of the Australian population (Australian
Institute of Health and Welfare, 2016). Over the next ten years, the number of residents
is projected to grow significantly and the highest area of growth will be among residents
aged 95 or over. About 6.1 million Australians are aged over 55, but only 6.0% live in
retirement villages or residential aged-care facilities (Aged Care Residential Services
Market Research, 2016 & King et al., 2013).
Australian Institute of Health and Welfare (2016) has estimated that around half of aged
care residents suffer from dementia and that the number of people who develop the
condition will increase from 220,000 currently, to as many as 400,000 by 2020 and
between 730,000 and 900,000 by 2050.

Notwithstanding, the diagnosis and treatment

of dementia can be significantly improved, providing the sufferer with a better quality of
life and their families with support. However, aged care staff are undertrained and
under resourced to care for people suffering from debilitating conditions such as
Alzheimer’s or Parkinson’s disease.
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Australia’s aged care sector is dominated by not-for-profit organisations (58% in
residential and 81% in home care). However, over the last decade or so, we have seen
an increasing number of for-profit providers enter the aged care market. The aged care
sector has also seen a large number of mergers occur within the last decade or so,
resulting in larger providers with substantial facilities.
Over the five years through 2015-16, Australia’s aged care industry revenue is expected
to grow at 4.5% annually and to reach $18.3 billion. In 2015-16, industry revenue is
projected to increase by 4.7% (Aged Care Residential Services Market Research, 2016
& King et al., 2013). The Australian aged care sector is projected to be the fifth largest
employer and is one of the largest growing service industries in Australia (Australian
Bureau of Statistics, 2013b).
In comparison, the Victorian Public Sector Residential Aged Care Services have shrunk
to a total of 80 agencies, as of 2016. Each of these agencies manages between one
and up to 10 aged care facilities. These numbers indicate that the public run aged care
facilities have been substantially reduced by successive governments over the last
decade or so. The main reason used by government for closing down these invaluable
facilities is that they are old and run down and government cannot afford to modernize
the facilities.
Aged care workers tend to be 50 years of age and above compared to a median age of
40 for other occupations (ABS, 2012). Aged care workers tend to be predominantly
female (80%-90%) and hold a Certificate III or IV in Aged care/Community Care
qualification (many TAFES offer dual qualifications in the above areas), work part time
(usually involuntary).
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In 2013 the aged care sector employed more than 365,000 workers with 150,000 in
community care (expected to increase to 600,000 by 2021) and 216,300 in residential
care (Australian Bureau of Statistics, 2013b). The Personal and Home and Community
Care workers, registered and enrolled nurses, allied health assistants, allied health
clinicians and diversional therapists make up the bulk of the direct aged care workforce
(CEPAR, 2014; Martin & King, 2008; National Aged Care Workforce Census and
Survey, 2012).
Aged care workers make an invaluable contribution to the daily lives of many thousands
of older people across Australia. Aged care is delivered in two major components;
within the confines of an aged care facility and within the homes and community of the
patient. Research conducted by CEPAR (2014) found that there were 60,000 Home
Care Package recipients and 170,000 Residential Care recipients.
Moreover, the direct care workers are also supported by other non-direct care workers
such as managerial and support roles (coordinators, managers, administrators, and
ancillary workers involved in cleaning, catering or maintenance). Australia’s aged care
workforce is expected to grow to around 827,100 in 2050 (Department of Social
Services, 2015).
Community care involves more non-direct care workers (38%) than residential care
(27%), split between coordination, management and administration. In residential care
most non-direct care workers (72%) are ancillary workers (CEPAR, 2014; Department
of Employment-Labour Market Research & Analysis Branch, Personal Care Worker
Survey, 2014; National Aged Care Workforce Census and Survey, 2012).
Staffing is the largest expenditure item for residential care providers (about 64%); while
the main component of income is generated from public funding (about 75% much of
which is based on the Aged Care Funding Instrument-ACFI). The remaining income
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comes from other subsidies and private fees. But funding sources are subject to
reform, which may affect providers that cater for patients with low and high care needs.
The following information about the Personal Care workforce was obtained from a
survey the Department of Employment-Labour Market Research & Analysis Branch
Personal Care Workers Survey, 2014 conducted with aged care employers. The focus

of the research was personal care workers, that is, non-nursing staff who provide
personal care, general assistance, emotional support and companionship for the
elderly and those with disability (or long-term health conditions). This coverage
loosely aligns to ANZSCO codes 4231 Aged and Disabled Carers and 4233 Nursing
Support and Personal Care Workers (excluding Hospital Orderlies and Therapy
Aides).
The personal care workforce is large (more than 230,000 employed as at November
2014). Employment growth is expected to be strong as Australia's population ages and
services continue to become more accessible. A number of employer respondents had
expanded their workforce, or expected to do so, as the National Disability Insurance
Scheme increases demand for services.
The turnover rate amongst Personal Care and Home and Community Care workers is at
25%. Even though most workers are not happy with their rates of pay, they are paid
significantly better than their counterparts that work within the Disability sector
(especially the non-governmental providers). Personal and Community care workers
pay rates range from $750 to $900 per week, depending on their experience and
qualifications.
Of those receiving home care packages, most receive Commonwealth Aged Care
Packages (CACP), a form of low-level care. The rest receive high care via Extended
Aged Care at Home (EACH) and the equivalent for those with dementia (EACH-D). The
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majority in permanent residential care receive high-level care. 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) and they are also more likely
to be women (60% in home care and 70% in residential care).
About 85% of HACC workers are engaged in Direct Care duties. Their basic duties
include:


Domestic support;



Personal hygiene and grooming support;



Emotional support, support toward independence, companionship; and



Basic clinical services – medication management, basic health support such as
wound care.

Part-time employment is the norm, with a number of providers commenting that the
nature of the work does not allow for set hours or regular shifts, noting that this can
make retention difficult. They also noted an increasing casualisation of the workforce.

Part-time is defined as working less than 35 hours per week (ABS, Labour Force
November, 2014).
For many, aged care can offer a favourable work-life balance, with extensive part-time
work, particularly in community care. Yet, some have multiple jobs and are willing to
increase their hours; 30 per cent of direct care workers in community care would like
between one and ten more hours of work per week (Department of Employment,
Personal Care Workers Survey, 2014).
The hours they do work are often devoted to administrative and managerial issues (23
per cent of direct care workers in community care) and (16 per cent in residential care)
spend less than a third of their time caring. Time spent caring differs by profession
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since nurses take on more managerial roles (Department of Employment, Personal
Care Workers Survey, 2014).
Unfortunately, in many aged care facilities, the Personal Care worker title has been
substituted or used interchangeable by various employers with the following titles;
Nursing Attendant, Assistant in Nursing, Personal Care Assistant, Personal Support
Attendant and Personal Care Attendant (HWU Aged Care Worker Survey, 2015-2016).
The array of personal care worker related job titles do not necessarily change the
associated duties and functions that come with the titles. In many instances, the above
job titles are created by aged care facility Human Resources workers/managers to avoid
the pay and work conditions associated with the classifications/job titles found within
Enterprise Agreements (HWU Aged Care Worker Survey, 2015-2016).
The following section of our submission will focus in detail on the employment status of
personal care workers (i.e. F/T, P/T, casual). The information has been obtained from
the Department of Employment, Personal Care Workers Survey, 2014; HWU Aged care
Worker survey, 2015-2016; ABS Labour Force November, 2014).


The majority of respondents employed personal care workers on part-time hours,
with 46 per cent employing their entire personal care workforce on this basis and
a further 46 percent employing at least half of their personal care workforce parttime. ABS data suggests that around 60 per cent of the personal care workforce
is employed part-time (ABS Labour Force November, 2014).



Personal care workers who were employed part-time worked an average of 22.2
hours per week, but the number of hours varied significantly across respondents
(ABS Labour Force November, 2014).



Most employers used both permanent/ongoing and casual employment
arrangements (89 percent and 90 per cent of respondents, respectively).
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Around15 per cent of respondents also hired contractors.



Some employers suggested that the nature of the work does not lend itself to fulltime hours and commented that there is increasing casualisation of this
workforce (ABS Labour Force November, 2014)

Table 1 below reveals the concentration of casual and part time labour hire within the
Community and Personal Service occupational streams in the companies tabled on
page 19 of this submission. This trend is representative of labour hire practices within
the aged care and disability sector, the health sector, retail, tourism and many other
industries throughout Australia. The information contained in table 1 was sourced from
the each company’s Annual Report (2014-2015) and other recent reports published by
them.
The below mentioned privately owned companies appear to be using their casual and
part time labour practices as a stop gap to preventing their workers attaining a full time
work status and the improved work and pay conditions that come with full time work. It
is also easier to fire workers that are on casual and part time contracts as compared to
Full Time Permanent workers.
The Health Workers Union has obtained concerning feedback from our members about
the below-mentioned companies (found within table 1) employment practices. In the
following section of our submission, we will attempt to describe how these and other
companies use the 457 and other Visa schemes to import aged care and other workers
to Australia and how they attempt to exploit their labour.
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Table 1: Community and Personal Service workers employment status
F/T
Perm.

F/T
Cont.

P/T
Perm.

P/T
Cont.

Casual

Spotless Holdings Aust.
(Labour hire company)

860

0

826

0

9,668

Aged Care Services
Australia Group

8

0

1,524

0

473

St John of God Health
Australia

45

28

1,986

84

493

DAC Finance Pty Ltd
(Opal Aged Care)

195

0

4,513

0

707

Wesley Mission Victoria
(Social Services)

72

14

288

70

166

Golden City Disability
Services Victoria

39

0

34

0

111

Able Australia Services
(Disability)

61

1

282

1

151

Yooralla (Disability) Vic.

127

0

583

0

561

Eva Tilley Residential
Aged Care Victoria

6

0

29

0

47

Allity Aged Care

68

0

1,261

0

367

Company Name

* F/T (Full Time), Perm. (Permanent), P/T (Part Time), Cont. (Contract)
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The use of Visa schemes to import aged care workers to Australia
The HWU believes that the 457 and other Visa schemes (187,189 Visa’s) that involve
the importation of labour (at least 180, 000 people a year and up to 240,000) have the
potential to cause more harm than good to the Australian industrial relations framework,
employment practices, the aged care sector and the community in general. Workers in
unstable employment arrangements are more likely to be disinclined to raise any
concerns over pay, conditions and workplace occupational health and safety hazards.
Although the Department of Immigration and Citizenship has the responsibility to
monitor employers’ compliance with industrial laws, they do not have capacity to fulfil
their responsibilities.
The remuneration of 457 visa holders presents a significant problem for employees and
local Australians competing for work in a similar field and increases the likelihood that
any particular employee will be exploited by their employer.

Basically, there are two

mechanisms that govern what a visa holder is paid. Both of these mechanisms need to
be adhered to in order to be compliant with immigration and workplace law.
In September 2009, the Department of Immigration and Border Protection introduced
the Temporary Skilled Migration Income Threshold (TSMIT). This threshold ($53,900)
sets the minimum guaranteed annual earnings for an employee nominated for a 457
visa. This amount is exclusive of superannuation.
In some instances, for certain classifications, the TSMIT threshold is greater than the
minimum wage, awards and EA that Australian citizens doing exactly the same job are
being paid. However, some employers pay the TSMIT to their employee only to have
the worker reimburse the employer a negotiated amount via cash payments (a common
arrangement used to exploit their workers).
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Alternatively, some employers that pay the TSMIT to their workers exploit them in other
ways to ensure that they can maximize their profits. Apparently, many employers force
their workers to illegally work up to 60, 70 or more hours a week and or make them take
on extra duties and functions not consistent with the positon description that
accompanied their work contract.
Workers in precarious employment are more likely to be reluctant to raise any concerns
over pay, conditions and health and safety. Although the Department of Immigration
and Citizenship has the responsibility to monitor employers’ compliance with industrial
laws, the HWU argues that they do not always have the capacity to fulfil this important
responsibility.
The HWU believes that the exploitation of 457 and other visa holders can be prevented
or minimized significantly if the government introduces compulsory trade union
membership! The employer or employee would be responsible for paying the
membership fee (to the relevant union) and the union can supplement the Department
of Immigration and Citizenship monitoring of employers’ compliance with industrial laws.
This proposal will significantly reduce the incidence of exploitation of 457 visa holders
and at the same time stimulate the Australian economy. We suggest that 457 visa
holders be required to hold a compulsory union membership for the duration of the visa
or until the visa holder becomes a permanent resident or Australian citizen.
The following sections of our submission will refer to certain employers and incidents
that have allegedly exploited their aged care 457 visa holders and other employees via
insecure labour hire practices (involuntary casual and part time employment contracts).
These examples are derived from the aged care sector.
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Aged Care Services Australia Group Pty Ltd (ACSAG)
ACSAG is a wholly-owned subsidiary of Japara Health and currently operates 39
residential aged care facilities at various locations throughout Victoria, New South
Wales, South Australia and Tasmania. ACSAG employs approximately 4,500
employees (information obtained from the 2013-2014 financial year report) including
registered nurses, allied health workers and support staff to work at its facilities.
Employees are employed in a mix of full time, part time and casual or temporary roles,
with the exception of their Community and Personal Service employees who are almost
exclusively employed on a part time-permanent basis (please refer to Table 1 above).
In late November 2014, the Health Workers Union conducted an audit in relation to
ACSAG payments to a number of our members that work within a number of their
Victorian aged care facilities. Allegedly, the HWU audit prompted ACSAG to undertake
a review of its processes for the payment of overtime rates of pay. This review
identified significant failings in the procedures associated with payment of overtime
entitlements.
An initial audit undertaken by Japara identified that between 1 November 2008 and 30
November 2014, 4,850 current and former employees were underpaid a staggering
$4,782,785 in overtime entitlements where they worked more than 8 hours on a day
shift, 10 hours on a night shift or more than 76 hours in a fortnight. The Overtime
Underpayments ranged from $100 or less impacting 1,730 employees, to up to more
than $5,000 per employee, impacting 212 employees (Fair Work Ombudsman
Investigation of ACSAG, 2014).
Japara and ACSAG acknowledged that the Overtime underpayments occurred due to a
failure on their part to implement adequate systems and processes, the size of its
workforce and the number of industrial instruments applying at ACSAG facilities. The
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effected employees worked for ACSAG across its residential aged care facilities in
South Australia, Victoria, NSW and Tasmania (Fair Work Ombudsman Investigation of
ACSAG, 2014).
The Fair Work Ombudsman found that ACSAG breached 24 separate industrial
instruments. ACSAG agreed to implement a range of new governance and reporting
systems by July and to complete the introduction of a new electronic time and
attendance system by the end of this year (Fair Work Ombudsman Investigation of
ACSAG, 2014).
St John of God Health Care
St John of God Health Care is a Catholic not-for-profit group that provides services
throughout Australia, New Zealand, and the wider Asia-Pacific region employing more
than 13,500 staff (St John of God Health Care Website, accessed on 01/12/2015).
They are the largest not-for-profit private health care group (including the provision of
aged care), the third largest private hospital operator and the fourth largest pathology
operator. They are the parent company of 18 other registered companies (St John of
God Health Care 2013-2014 financial year report).
Table 1 clearly demonstrates that St John of God Health almost entirely hires its
Community and Personal Service workers on permanent part time contracts. The
reason for this employment practice appears to relate to their preference of maintaining
control over their workforce, having the ability to reduce employee weekly hours and
ultimately terminate their employees.
Ballarat Health Services and the Geoffrey Cutter Centre (Aged Care facility)
Ballarat Health Services has been embroiled in a scandal surrounding the bullying and
harassment of its workforce. This scandal has led to the resignation of its Chief
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Executive Officer (Monday 30th October 2015). The culture of bullying and harassment
within Ballarat Health Services appears to have been an ongoing issue- apparently, for
more than 10 years.
The most recent crisis at Ballarat health seems to have been triggered by their Human
Resources department- that allegedly bullied and harassed a large number of
employees. The culture of bullying at Ballarat health Services was allegedly carried out
with the approval of the HR manager and the hospital CEO. In an attempt to deal with
the matter, Ballarat Health services hired a human resources company called the
“Peacemaker”, spending a lot of money to try and solve the problem that they
unnecessarily created.
Although the CEO of Ballarat Health has resigned, the alleged enforcers of the bullying
and harassment culture (HR employees and management) continue to work within the
HR department. Ballarat health spends about $700,000 a year to maintain their HR
department- a huge sum of money that has arguably been wasted and used to vilify and
harass employees that are struggling to cope with the challenges of raising a family and
surviving in a rapidly changing society.
The Geoffrey Cutter Centre in Ballarat is a large aged care facility operated by Ballarat
Health Services that offers 60 care places. This nursing home only offers high care
residential services and offers care for people who often need continuous nursing care.
Allegedly, the Geoffrey Cutter Centre has adopted an employment practice of
employing workers on the 457 Visa scheme. Employers are required to advertise
positons and make them available to Australian citizens before employing workers on
the 457 visa scheme. The facilities administrators appear to have hired a large number
of employees that are working under the 457 visa arrangement (information provided by
local residents and anonymous local staff).
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It is surprising that Ballarat Health has not been able to recruit aged care workers from
within the local and surrounding communities to work at the Geoffrey Cutter Centre.
Ballarat and surrounding areas have a high unemployment rate and many residents
report that given the opportunity, they would work at the Geoffrey Cutter Centre. The
youth unemployment rate (for 15-24 year olds) is currently 15.1 %, significantly higher
than the overall unemployment rate reported by the ABS (please refer to table 2 below).
Table 2: ABS Labour Force Survey, October 2015-Unemployment rate by region
Area (Victoria)
Ballarat
Melbourne South
Latrobe-Gippsland
Melbourne-West
North West
Bendigo

Unemployment rate (%)
6.9
7.4
7.4
7.8
7.9
9.9

As a result of the apparent hiring of 457 visa workers at the Geoffrey Cutter Centre,
many of the locals (Australian Citizens) that work at the Geoffrey Cutter Centre have
reportedly had their work hours reduced or rosters changed. We encourage Ballarat
Health to make an effort to advertise any future positons within their health service so
that the people living in the local community and surrounding areas have an opportunity
to secure work within Ballarat Health.
The HWU believes that hiring local staff will improve the quality of care provided to
patients. For example, 457 visa holders often struggle with communicating (poor
English skills compared to local residents) and are not accustomed to the Australian
cultural practices and norms. As a consequence, these workers would find it extremely
difficult to establish rapport with the patients and to empathise and relate to the patient
and their families.
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DAC Finance Pty Limited
DAC Finance Pty Limited is primarily an aged care provider and a parent company of 5
other registered companies that provide aged care services within Australia (including
Domain Aged care-Opal Aged care). DAC Finance Pty Limited employs 6,814 (figures
sourced from the 2013-2014 financial year report).
Table 1 confirms that DAC Finance Pty Limited hires most of its Community and
Personal Service workers on Part time permanent contracts. The figures speak for
themselves! In some instances workers may have elected to work part time. However,
the statistics indicate that DAC Finance Pty Limited has only hired 195 Full time
permanent workers out of 5416 employees.
According to an article published by Ferguson (2015) on the ABC website on 24 June
2015, aged care workers across Gippsland expressed their concerns over a new
standardised roster introduced by Opal across their aged care facilities. It appears that
Opal has been cutting casual positions and at the same time advertising new positons,
inviting 457 workers to apply for these positons.
The five Opal aged care homes located in Gippsland, Inverloch, Sale, Bairnsdale,
Paynesville and Lakes Entrance have a combined total of 442 beds and employ
approximately 570 staff. Opal introduced new rosters in July of this year that resulted
in Personal Care Workers losing the regular hours that they rely on and in some
instances casual workers were informed that their services were no longer required
(Ferguson, 2015).
A casual worker from a Victorian Opal aged care branch who requested to stay
anonymous (due to fear of retribution) stated that they were upset to hear of the
changes.

The worker stated the following: "I was very upset because you just don't
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know what's going to happen - a lot of people are unhappy and will leave under the
circumstances. I've gone from working five or six shifts a week down to three over 10
days - shifts and hours are being cut!"
The worker claimed that many roles in the homes are already understaffed. She went
on to say: "The new system will put us under more pressure than we are already under,
but we don't have much choice” (Ferguson, 2015). While casual worker hours and
shifts are being decreased, nursing jobs are being advertised online, stating 457 visa
holders are welcome to apply.
The Health Workers Union (HWU) represents workers from over a dozen Opal facilities,
including Inverloch, Paynesville, Sale, Lakes Entrance and Bairnsdale. The HWU is
concerned about Opal cutting back hours for local workers, and suspects that they have
a long term plan to flood their facilities with overseas 457 workers.
The 457 visa allows a skilled worker to travel to Australia to work in their nominated
occupation for their approved sponsor for up to four years. We believe that this type of
employment practice will hurt local communities in and around Inverloch, Paynesville,
Sale Lakes Entrance and Bairnsdale. There are Opal job ads for 457 workers
springing up all over the country. Opal management should come clean and be honest
with their workers about what their true intentions are!
One of our major concerns about the use of 457 visa labour relates to the fact that these
workers are vulnerable to being overworked and taken advantage of. The most recent
example of this occurring on a mass scale was the 7-Eleven scandal where oversees
workers were taken advantage of, used and abused on a mass scale throughout
Australia and it appears that 7-Eleven has been doing the same to its 457 visa
workforce all over the world. The ABC Four Corners program (2015) reported this
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scandal to the Fair Work Ombudsman. We are still awaiting the outcome and hope that
they deal with this matter swiftly.
In most instances, 457 visa holders do not speak up and report abuse and shams
because their very existence in Australia is directly linked to their employer-so they don't
speak up when they overworked or underpaid. The Health Workers Union will fight like
hell to protect each and every one of our member's jobs and calls on the government to
announce an amnesty to allow 457 visa workers to reveal the extent of the abuse of this
visa scheme by employers.
A number of sources have claimed that most of the 457 visa holders are put on
permeant part time contracts and given up to 50 to 60 hours work per fortnight. Many of
our members are apparently receiving fewer hours than the 457 visa holders
(approximately 30, 40 and up to 50 hours a fortnight). Many workers have claimed that
they are not able to increase their hours per fortnight, even after making several
requests.
b. future aged care workforce requirements, including the impacts of sector
growth, changes in how care is delivered, and increasing competition for
workers
Over the next 35 years it is expected that the aged care workforce will need to triple
from the current 352,145 (CEPAR, 2014; National Aged Care Workforce Census and
Survey, 2012; King et al., 2013) workers to between 827,100 to 1.3 million people by
2050 (Department of Health and Ageing, 2010). This will account for about 4.9 per cent
of all employees in Australia. Aged care expenditure will increase from $9.4b in 2012
to $69.4b in 2050. Hospital and health care expenditure for those over 65 is estimated
to increase seven fold and for those aged over 85, a twelvefold increase is estimated
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(CEPAR, 2014; National Aged Care Workforce Census and Survey, 2012; King et al.,
2013).
In the next 30 years Australia will see an unprecedented rate of growth of the over 85s
in our nation. In 2044 there will be 1.2 million more people aged over 85 than there are
today, and the average older Australian will live 5 years longer than today which
equates to adding 6 million more years of care just for the increased number of over 85s
and just to manage their increased life expectancy.
The Australian Institute of Health and Welfare (2014) and the Productivity Commission
(2011b) found that Australia’s aged care sector is beset by multiple problems and
requires significant changes to deal with future challenges associated with an ageing
population. Government and sector responses to these difficulties have involved
various recruitment, retention and productivity responses and fragmented funding for
staffing innovations and training. However, proposed funding of wage increases have
been met with significant resistance by employers and government, resulting in a
significant wage gap.
To make matters worse, many employers have substantially influenced the de-skilling of
the aged care workforce-the highest qualifications that care workers hold are the
Certificate III and IV in Aged Care/Home and Community Care. These lower skilled
workers seem to be preferred over nurses (Enrolled and Registered).
Moreover, the care workers have been asked and some cases forced to administer
medications, such as Psychotropic medication and antipsychotics, insulin and so on.
Unfortunately, the aged care workers are not adequately supervised or given the
opportunity to attain higher qualifications so that they can do the more complex job roles
that have appeared over the last decade or so.
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The same pattern is occurring within the Disability sector, but it is much worse.
Disability support workers have been given more and more complex roles (similar to the
abovementioned) without appropriate supervision or training. These patterns have
been observed mainly within the not-for-profit and for-profit disability facilities.
Inadequate patient management plans, untrained workers and incompetent facility
managers have contributed to the high rate of assault of disability workers by the
patients that they care for. In fact, the disability sector has recently lobbied government
and other organisations to remove important disability sector qualifications. During mid
2015 the Community Services & Health Industry Skills Council announced that the
Diploma and Advanced Diploma in Disability ceased to exist as an option for potential
students.
It appears that employers within the disability sector are attempting to avoid the wage
increases associated with a more highly qualified workforce. This is despite the fact
that the NGO and for-profit disability sector is using outdated Enterprise Agreements
and the Modern Award to pay their workers.
Our Aged Care Workforce is ageing
Along with our ageing population, we also have an ageing workforce. Today the
median age of an Australian is 37.3 and the median age of a worker is 40. However
this varies across sectors. For example, the median age in the retail sector is 33.4,
finance 37.3, construction 38.5, health 41.1 and 42.1 in education. However in the aged
care sector this ageing is even more pronounced – the median age for a residential
direct care and community direct care workers is about 50 years of age. The aged care
sector has the highest median in relation to employees (ABS Labour Force November,
2014; HWU Aged care Survey, 2015-2016; The Australian Institute of Health and
Welfare, 2014; The Productivity Commission, 2011b).
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Our aged care workforce is nearing retirement age
Due to the high median age of an aged care sector employee, half of the aged care
workforce will reach retirement age in 15 years. There are 350,000 workers in the aged
care sector, so this equates to an average of 11,500 retirements per year for the next 15
years, which averages to about 962 retirements per month.
If we are to keep the current ratio of aged care workers to patients aged over 85 in our
nation, we need to add 100,000 workers in the next 10 years, which equates to
recruiting about 833 new workers per month, in addition to replacing the 962 retiring
staff per month.
Our Registered and Enrolled Nurses are leaving the sector
According to an Access Economics report published late last year, in the four years
between 2003 and 2007, the number of registered nurses working within Australia aged
care system has dropped from 21 per cent to 17 per cent and the number of enrolled
nurses fell from 14 percent to 12.5 per cent. Allied health workers employed within
aged care also fell from 7.6 per cent to between 2 to 6.6 per cent (depends on area and
state). The average age of aged care nurses is now around 50 years.
We have a shortage of Doctors in Aged Care facilities
Aged-care residents, particularly those in high care, need ready access to a doctor,
possibly more than any other members of our society! However, the aged care sector
has a shortage of doctors who regularly visit the facilities.
Ideally there should be a team of doctors with an interest in aged care working under
the supervision of a geriatrician. They should be responsible for the care received and
supervise and intercede when problems occur. Furthermore, visiting clinicians need a
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suitable, private area to examine and treat patients-these amenities are absent in most
aged care facilities.
The Australian Medical Association has expressed their concerns about these
shortages and has been calling for an increase in the frequency of Doctor call-outs to
aged care facilities or even the on-going presence within aged care facilities. A recent
tragedy in a South Australian aged care facility emphasised the need for an on-going
Doctor presence at aged care facilities.
Aged care facilities need more access to Allied Health Clinicians and Assistants
For many older persons, a small functional gain can mean a significant improvement in
quality of life. Greater access to specialist clinicians such as psychologists,
physiotherapists, dieticians, social workers, speech pathologists and occupational
therapists must occur if we are serious about providing quality evidence based practise
care.
The need for Remuneration Parity
The lack of remuneration parity between public and private hospitals and the private
medical sector is another factor that must be addressed. On average, aged care
workers are receiving 10 to 20 percent less pay than their workmates in hospitals and
private clinics and nurses are receiving as much as 30% less than their counterparts hat
work within the acute sector. This inequity is one of the main reasons for the current
staff shortages in aged care as well as the reliance on agency and casual staff. The
impact of such staffing arrangements must not be understated-they are having a
negative effect on the quality of care dispensed to aged care recipients.
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c. the interaction of aged care workforce needs with employment by the
broader community services sector, including workforce needs in
disability, health and other areas, and increased employment as the
National Disability Insurance Scheme rolls out
All aged care residential facilities have been required to employ appropriately skilled
and qualified staff sufficient to ensure that services are delivered in accordance with
accreditation standards since 1997. Providers of home-based aged care need to
ensure that adequate numbers of appropriately skilled and trained staff/volunteers are
available for the safe delivery of care and services.
Providers in the disability support sector were less likely to employ qualified and
experienced carers and more likely to employ those who had extensive experience
(more than three years) but were not qualified. Under the National Disability Insurance
Scheme, launched in 2013, “anyone can register if they can prove that they have the
capacity and experience to provide the supports”.
Larger organisations (those with more than 100 employees) were more likely to hire
workers who were not qualified than their smaller counterparts (those with 50 or fewer
employees). Further, providers in non-metropolitan locations are more likely to hire
workers who were ‘newly qualified’ than those which operated only in metropolitan
locations (NDIS Senior Officials Working Group, Consultation Paper, 2015).
The aged care sector is in direct competition with the disability and other sectors for
suitable qualified staff. However, given the poor state of the disability sector due to
expired EA and the lack of government regulation, care workers are more likely to seek
employment within the aged care sector.
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Qualification requirements are stronger for aged care than disability support. Around
91% of aged care providers seek applicants who have a certificate III compared with 59
percent of those specialising in disability support.
A certificate III was often acceptable for disability support, with 24 per cent of those
specialising in disability support setting these qualifications as their minimum, compared
with 4 percent of those specialising in aged care.
d. challenges in attracting and retaining aged care workers
Australia’s aged care sector has struggled to attract and retain workers and is often
understaffed. This phenomenon can be attributed to low wages, high workloads, and a
lack of job security, training and career development opportunities (Australian Institute
of Health and Welfare, 2014; Nursing Careers Allied Health, 2014; Victorian Department
of Health, 2014; Australian Bureau of Statistics, 2013b; Productivity Commission, 2011).
Providers have obligations under the Aged Care Act 1997(incorporating changes from 1
July 2014 to the Aged Care Principles made under the Aged Care Act 1997 - April
2014) to ensure that there are adequate numbers of appropriately skilled staff to meet
the individual care needs of residents. Government, aged care peak organisations,
consumer groups and providers and services have a shared interest in the suitability
and quality of workforce education and training.
There have been multiple reports that have forecast critical staff shortages within the
Victorian and Australian health system (National Commission of Audit, 2014; Health
Workforce Australia, 2012a, 2012b; Productivity Commission, 2011; National Health
Workforce Taskforce, 2009). Specifically, they envisage a shortage of over 100,000
registered nurses, Doctors, aged and disability support workers and specialist staff
(allied health) by 2025. This situation is predicted to worsen and extend well into the
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coming decades. Reform to our health system is essential to maintain a sustainable
and affordable future health workforce.
High staff turnover is a well acknowledged challenge for Australian and indeed Victoria’s
health services, specifically within the aboriginal, aged, disability & home and
community care sectors (Health Workforce Australia, 2012a & 2012b). Despite
attempts by federal and state governments to redress this issue, the problem appears to
be getting worse.
One quarter of aged, disability and community and personal services workplaces
consistently experience high numbers of workers who have worked with the same
employer for less than one year. Furthermore, about 40% of workers continue working
for one to five years with the same employer (HWU Industrial Organiser’s, 2013 & 2014
& 2015; Australian Bureau of Statistics Labour Mobility Australia February, 2012 &
2013b).
Attracting and retaining a high quality and skilled workforce for Victoria’s health
services, including the pathology, aboriginal, aged, disability and home and community
care services sectors has been a long standing problem for service providers (National
Commission of Audit, 2014; Health Workforce Australia, 2012a &2012b). The factors
that contribute to the lack of staff within the abovementioned areas are multifactorial and
complex. Providing secure employment (Full time status) and access to Portable long
service leave entitlements are a key part of the solution.
Problems attracting and retaining workers can be attributed to the high incidence of
labour hire and the associated low wages, high workloads, and a lack of job security,
training and career development opportunities (Australian Institute of Health and
Welfare, 2014; Nursing Careers Allied Health, 2014; Victorian Department of Health,
2014; Australian Bureau of Statistics, 2013a; Productivity Commission, 2011).
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Our response to the workforce challenge
Most public and private sector responses to the forecast workforce shortage involve
plans to improve recruitment, retention, and productivity. Recruitment interventions
must pursue a younger workforce, women re-entering the workforce, aged care workers
wishing to work more hours, carers or family members of aged care recipients and menwho are currently make up less than 10 percent of the aged care workforce.
Aged care providers that want to retain their workforce must value their employees!
Employers that value their employees provide them with reasonable pay and work
conditions, training and professional development opportunities, adequate staffing
levels, supervision and last but not least, a safe work environment!
Productivity improvements in the aged care sector will be very difficult to achieve given
that current worker to resident ratios hover at about 30 to 1! However, technology,
improved training for facility managers and Human Resources workers, improved
workplace cultures and delegation to appropriate workers may help to improve
productivity.
Some aged care facilities have been experimenting with different business models that
better integrate care services. The Productivity Commission (2011) noted that
productivity improvements may not necessarily reduce costs or the need for staff, but
could instead be realised as quality improvements. Many of the abovementioned
workforce management tactics are not new. Most have been suggested by the
Productivity Commission (2011) and others in the past (CEPAR, 2014).
In December 2015 the Minister for Health and Aging announced that the Federal
government was spending $220m over 4 years from 2015 to 2019 in an attempt to
improve workforce development in the aged care sector. The Workforce Development
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Fund was created with the intention of improving service provision via workforce
development.
The federal health minister said “the Commonwealth provides 65 per% (other sources
state a figure closer to 75%) of all aged care funding in Australia and this is something
we want to get right for current and future generations” (The Hon. S. LEY MP and The
Hon. Ken Wyatt MP- Media Release December 11 2015).
The Residential Aged care and Home Care 2013-14 reports, released by the Australian
Institute of Health and Welfare in September, confirmed the increasing care needs of
aged care residents with 83% of people in permanent care needing high-level care,
compared to 76% in 2008.
Minister Ley and Assistant Minister Wyatt must acknowledge that best practise
treatment requires a suitably skilled and qualified workforce. Currently, the inadequacy
of the age care workforce is compromising the quality of care being provided to the
elderly, whether they reside in residential setting or at home.
On the 1st of July 2015 Australia’s aged care system made a significant shift in terms of
how Home and Community Care (HCC) services are delivered. The government refers
to this change as Consumer-Directed Care! Essentially, it means people will have
greater choice and flexibility, and care will be based on needs.
The aim of this change appears to be linked to reducing the number of people being
cared for in residential aged care settings. This change may be driven by government
due to the high costs associated with delivering or funding residential aged care
services and future aged care workforce challenges.

Having just made this

contentious point, many older people that are able to stay in their homes with the
support of their families and others would prefer the HCC option!
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However, the government makes use of the argument that many older people would like
to stay independent, remain in their home and connected to family and community for
much longer, to push their ultimate agenda which is to reduce funding. The
government has also introduced a “Red Tape Reduction Action Plan” to assist in
deregulating the aged care and disability sectors.
Of particular concern is the government’s starting point- the fundamental principle that
regulation should not be the default option for policy makers. The HWU believes that
the government must build in safe-guards into the system to prevent multinational
corporations abusing the system to ultimately achieve their organisations goal-which is
to maximize their profits-at the expense of delivering quality aged care services to older
Australians.
Recruitment and retention of nurses within the aged care workforce
In May 2014 it was estimated that there was a shortfall of 3,000 positions for graduate
registered nurses throughout Australia (Stewart, 2014). The lack of opportunities for
newly graduated registered nurses in the acute sector presents an opportunity for the
aged care sector to attract nurses at the beginning of their careers. However, it is likely
that this over-supply of graduate nurses will be a short-term measure so it is important
that aged care providers act quickly to implement programs to attract and provide
support to graduate nurses.
This fact is especially important due to the fact that the disability sector will be in direct
competition with the aged care sector for care workers and ancillary staff. Retaining
and attracting new workers to the sector can be achieved by improving pay and working
conditions, providing adequate support and supervision and professional development
opportunities for staff.
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e. factors impacting aged care workers, including remuneration, working
environment, staffing ratios, education and training, skills development
and career paths
Insecure work
One factor impacting aged care workers is insecure work. Most aged care workers and
H&CC workers are employed on a casual or part time basis! Stone (2015) reported that
since the late 1970s, the standard model of employment has been declining throughout
the industrialized world. She added that very few workers’ have long term full time jobs,
reliable pay increases, promotional opportunities or an adequate package of social
insurance benefits.
She adds that these changes in employment practices are undermining the average
workers security throughout the industrialized world. Insecure work practices are
increasing rapidly causing instability, insecurity, and frustration for individuals, and
threatening disruption in the social fabric.
The ABS supports the notion that there has been a significant change in employment
security for Australian workers. The ABS has found that casual and part time
employment rates have been increasing over the last several decades in Australia. For
example, in 1978 the ratio of part time to total employment was 15%. By 1982, workers
employed in casual labour amounted to 13% of the total workforce. In 2010, the figure
increased to 28% and in 2011, 50% of Australia’s part time workforce was engaged for
less than 20 hours per week.
The percentage grew in 2011 to 29% (ABS, Forms of Employment, Australia November,
2013b). In the last few years, official unemployment in Australia has ranged between
5% and 5.4%. The trend unemployment rate has been at 6.1 per cent since March
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2015 and as of October 2015 remains at the same percentage (ABS, Labour Force
Australia October 2015b).
Furthermore, the most recent ABS, Labour Force Australia October 2015 report found
that Full-time employment increased 40,000 to 8,171,600 and part-time employment
increased 18,600 to 3,666,600. However under-employment, the number of workers
looking for more hours of work, has remained at about 7% meaning that over 12% of
workers at any one time are either unemployed or underemployed.
Markey, Ferris, McIvor, Thornthwaite, Wright, Muhidin, O’Neill and Parr (2015)
acknowledge the significant growth of casual, contract and short-term employment
trends within Australia and argue that these employment patterns reduce access to LSL
for many workers. They support the creation of a National PLSL scheme that would go
some way towards redressing the impact of casual, part time and insecure work
practices.
Some would argue that casual and part-time employment suits women with
responsibilities of child rearing and bearing, students’ and others. However, there is a
serious concern that precarious, or flexible types of employment are inferior and
workers would not choose them if they had reasonable alternatives. The inferior
dimensions of flexible work terms are argued to include job insecurity, variability in
earnings, reduced on-the-job training, increased exposure to sexual harassment and
workplace bullying, and a reduced capacity to exercise autonomy in how the work is
done, which is damaging to health (Richardson, 2014).
During the last 20-30 years we have witnessed the growth of insecure work while
successive governments have stood by-very little effort has been made to redress this
trend! Increasing numbers of workers are employed in work that is unpredictable,
uncertain and that undermines a basic persons need to feel secure in their lives and
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communities. The rise in insecure work appears to stem from the shift from standard
full-time contracts to ever more non-standard arrangements- in the form of casual work,
irregular hours, short-term contracts or the use of labour hire companies (Richardson,
2014).
Buchanan (2004) reported that casual employment can deliver short run gains for
employers by being able to deploy labour in ways which reduce the obligations they
owe to their workers. He breaks down the reasoning for this preferred employment
trend in terms of reduced unit labour costs (that is, the labour cost per unit of output).
He reports that this can be achieved without necessarily reducing nominal labour costs
or hourly wage rates.
However, he refers to a field of growing evidence that these short term gains
compromise training and safety standards. For example, reducing the number of
adequately trained workers per shift may lead to mistakes with patient’s medicine
regimes and a reduction in the quality of care. Ultimately, this pattern of deployment of
labour will undermine its longer term development. The International Labour
Organization (2015), Stone (2015) and the HWU concur with Buchanan’s attestations
In order to change these employment practices the HWU recommends that aged care
administrators be mandated to perform regular reviews of workers contracted hours to
confirm if they correspond to their actual hours and alter the contracts accordingly. The
HWU recommends that relevant government departments play a greater role in
regulating the employment practices of dishonest companies and that the Fair-Work
Ombudsman performs a much more active role!
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Patient to care worker Ratios
At present, in Victoria, we have a confusing status quo when it comes to worker to
patient ratios within the aged care sector. According to The Aged Care Act 1997,
Private and Not for Profit aged care providers are not required to meet a Care worker to
Resident ratio. In fact, the Act is rather ambiguous when it comes to this important
area, merely mentioning that there must be "an adequate number of appropriately
trained staff".
Aged care providers appear to have taken advantage of this ‘loophole’ in the Aged care
Act 1997- managers, mainly hired by ‘For Profit’ facilities try to reduce expenditure by
reducing staff. This attempt to maximize profits places vulnerable residents at risk and
reduces the likelihood of retaining good staff.
It is astounding that neither the government to date, nor the recent Productivity
Commission's Inquiry into Caring for Older Australians Draft Report have not
recommended a mandated staff to patient ratio. In contrast, the public aged care sector
does have mandated Nurse to Resident ratios.
The lack of mandated minimum staff/patient ratios has resulted in experienced nursing
and care staff leaving the aged-care sector, in particular the private-for-profit facilities.
The remaining staff discovers that they can no longer meet their responsibilities to
residents in the available time and as a consequence resident care is compromised
The Health Workers Union believes that one of the most significant factors in providing
quality residential aged care is to ensure that there are sufficiently skilled care workers
on hand to provide that care. We recommend uniformity across the aged care sector in
relation to Resident to Care worker ratios that apply to both public and private (including
Not for profit) residential aged care facilities.
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Hospitals and child care centers operate within a mandated staff/person ratio.
Therefore it begs the question, why have we left the most disadvantaged, disabled frail
elderly without proper care that can be achieved via mandated worker to patient ratios
within residential aged care facilities.
For example, Victoria introduced patient to staff ratios in the public hospital sector in
2001, normally 4 to 1. Although Victoria’s public aged care sector has in place a Nurse
to Resident ratio, these ratios do not apply to other care staff such as patient services
attendants. Aged care workers have frequently reported that due to the lack of Care
worker to Resident ratios both residents and workers have struggled to cope. That is,
residents are not receiving adequate attention from staff members and staff members
are experiencing high workloads and inadequate support and supervision (ABC
Lateline, 2013 & Nursing Careers Allied Health, 2014).
Specifically, care workers frequently report that they are not able to adequately care for
residents due the conditions and time restraints imposed on them by private aged care
administrators. Care workers from the private aged care sector have been quoted as
saying:
“Even when we try our hardest to make sure every patient is fed during lunch, we
fail. This means that many patients do not get to have their cold lunch until after
2pm!” (Appendix A, LE2, pg. 85).
Over the last two decades we have witnessed extremely unwell patients being admitted
into high care aged care facilities that require palliative care treatment (McAnelly, 2014;
National Aged Care Alliance, 2012; Giles, Cameron & Crotty, 2003). Further, during the
same period, the proportion of people dying in high care residential aged care facilities
within six months of admission has increased substantially (McAnelly, 2014; National
Aged Care Alliance, 2012; Department of Health and Ageing, 2006).
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Many aged care patients suffer from chronic conditions such as terminal cancer and
require significant care and resources to treat and manage their symptoms. Conditions
such as constipation, nausea, pain, shortness of breath, emotional and psychological
distress require a range of health professions, medication and other resources to be
treated effectively and in line with evidence based practice.
The HWU believes that elderly Australians admitted to high care aged care facilities that
suffer from the aforementioned conditions should be considered as palliative care
patients and be afforded the proper care and dignity that they deserve! In order for this
to occur, Patient to Care worker ratios need to be substantially increased!
That is, high care aged care facilities should aim to improve the overall quality of life of
their patient’s by applying evidence based practice treatment. This process would entail
early assessment and treatment of pain, the provision of appropriate physical, mental,
and emotional comfort, as well as social support. We appeal to the administrators of
these facilities to hire more Care workers belonging to all the relevant occupations!
Health Workers Union Proposal: Resident to Aged Care Worker Ratios
The Health Workers Union believes that good quality residential aged care services
should have:


Mandated Resident to Care Worker ratios



Appropriately trained employees



Career development opportunities for their employees



Appropriate equipment, facilities and programs

We recommend mandatory minimum Resident to Care Worker ratios within public and
private or Not-for-Profit residential aged care facilities. We believe that the following
recommendations will substantially increase the quality of care that residents receive
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and allow care workers to work within a safe environment where they are able to
practice their profession of caring without fear of injury or assault.

Morning Shift
One Care Worker for every six residents in addition to Nursing staff.

Afternoon Shift
One Care Worker for every seven residents in addition to Nursing staff.

Night Shift
One Care Worker for every fifteen residents in addition to Nursing staff.
The literature, clinical and anecdotal evidence suggest that unreasonable workloads
within the residential aged care sector, such as 30 residents to 1 aged care worker are
having an adverse impact on staff retention rates and quality of care. We believe that in
order to turn this trend around, aged care facilities need to adopt the aforementioned
recommendations and provide on-going on the job training and supervision,
professional development opportunities and a career path for their workforce.
Working Environment-Occupational Health & Safety matters
Furthermore, feedback from HWU members and a survey conducted by Nursing
Careers Allied Health (2014) revealed that aged care workers were exposed to
significant Occupational Health and Safety risks whilst carrying out their day to day
duties and functions. Many of our members have reported that residents and their
families often become irritable and can be verbally and physically abusive toward care
staff (Please refer to Appendix A of this report-letters from aged care workers).
The HWU has noticed that an increasing number of care staff have been sustaining
injuries due to the lifting and transportation of residents. Even though many aged care
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facilities possess manual handling aids-designed to reduce the incidence of injury to
workers-staff are not able to use these devices due to the inadequate number of
workers rostered for any particular shift. For example, one member reported that slide
sheets/boards are not being used because two staff members are required to carry out
the procedure and that finding two staff members in the same place to complete this
process was not always possible.
Aged care workers frequently sustain musculoskeletal disorders (MSD) due to the
nature of their work that can be repetitive and involve lifting, pushing and dragging. The
HWU has represented members that have sustained injuries and disorders of the
muscles, nerves, spinal discs, joints, ligaments and other soft tissues. Unfortunately,
many aged and disability care workers are forced into early retirement due to ongoing
pain and loss of function associated with MSD.
The HWU cannot sit by and watch our members and other health workers sustain
unnecessary workplace injuries and accept that MSD’s come with the job! MSD are the
most common workplace injury and the HWU believes that preventing MSD should be a
key part of every workplace health and safety program. We are concerned that as a
result of federal government funding cuts, employers will attempt to circumvent costly
occupational health and safety procedures in an attempt to recover lost funding.
We appeal to aged care employers to respect current occupational health and safety
laws and to make their workplaces safer by enforcing the following guidelines:


Identify and assess job-related MSD hazards;



Provide manual aids (to reduce workers' exposure to MSD hazards); and



Maintain the equipment;



Ensure adequate staffing numbers;



Advise and train workers on MSD hazards in their jobs and workplaces;
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Encourage workers to participate in their workplace's Occupational health and
safety program;



Follow up to ensure preventative measures are working; and



MSD injuries must be documented and reported to the Victorian Work-Cover
Authority.

Another vexing issue that we need to establish a clear direction in relates to the role of
Work-Safe investigating OH&S breaches within residential aged care facilities and the
homes of aged care patients. That is, we tend to get contradictory advice in relation to
whether Work-Safe are able to access private supported accommodation residences or
homes of aged care patients and investigate breaches of the OH&S Act.
We need some clarity around the rights of Work-Safe to investigate OH&S breaches in
the workplace that may or may not include the residence of a Patient or consumer. As
far as we are concerned, manual handling, showering, carrying patients out of bed,
washing their cloths, putting their clothes on the clothes line in their backyards are all
examples of potential OH&S issues for our members.
f. the role and regulation of registered training organisations, including work
placements, and the quality and consistency of qualifications awarded;
The community services and health industry is increasing at twice the average rate of all
other industries and will generate one in 4 of all new jobs by 2015-16 (ABS, Labour
Force Australia October, 2015; Nursing Careers Allied Health, 2014 & Ferguson, 2015).
The sector most in demand is Aged Care!

The Victorian Department of Health (2014) has implemented a range of projects and
approaches to facilitate pathways or careers in the health sector. Of particular interest
to the HWU is the positive approach adopted by the Victorian Department of Health
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(VDOH) to facilitate partnerships within rural and remote regions of Victoria and to
attract secondary school students to the aged care sector.

The following links to the Victorian Department of Health website provides more
information about the variety of initiatives developed by the VDOH:





Northeast Health Wangaratta VET in Schools and VCAL Program - Innovation Story
Northeast Health Wangaratta - A Student's Journey
Central Gippsland Health Service - AHA Traineeship Program - Innovation Story
Central Gippsland Health Service - A Student's Journey

The HWU acknowledges the importance of the Allied Health Assistant workforce in
Australia and supported the work that the Victorian Department of Health (DOH) and the
Alfred Hospital undertook during 2009-2011 to improve the utilisation of the allied health
workforce. The project developed guidelines to facilitate the introduction of new Allied
Health Assistant (AHA) roles.

During 2012-2013 the Victorian DOH rolled out the first stage of the Allied Health
Assistant Implementation Program. The aim of the Program was to support Victorian
health and community services (including aged care services) in their attempt to better
shape their AHA and allied health workforce and to identify new roles for AHA’s.

Additionally, the program focused on the efficient and productive utilisation of the AHA
workforce to maximise their skillset and to expand their scope of practise to encompass
a variety of duties and functions that would better position the workforce for future
demands. This was achieved by providing direct supervision and delegating duties and
functions. The HWU believes that the allied health assistant workforce is being
increased to substitute for the Allied health workforce. This is occurring too quickly and
should be slowed to make sure that AHA get the appropriate supervision they require
and that adequate allied health clinicians are employed by health care facilities.

Health Workers Union-Victoria

Page 48

Submission to the Senate Inquiry into the: Future of Australia’s Aged
Care Sector Workforce 2016

Health workforce planning is essential for safeguarding an adequate and qualified aged
care workforce. It is also crucial to help deliver a cost effective and productive health
service. It is important for the Australian government to continue to fund the Health
Workforce Agency, Registered Training Organisations and other health workforce
planning organisations that manage and oversee major reforms to the Australian health
workforce.
One area in particular that requires government attention is the training of the aged care
workforce. Many Registered Training Provider’s do not appear to have the best trainers
or lecturers (with the essential skill and knowledge base) to churn out competent and
skilled aged care workers!
LASA was disappointed with the funding cuts made this year that directly and indirectly
impact aged service providers. Their spokesperson stated that while a tightened federal
budget affects all industries, it’s critical that Treasury and other departments understand
the flow-on effect to aged care and older Australians when they cut training funds, fringe
benefit tax exemptions and specific subsidies.
In their submission to the CHSP Consultation, the National Aged Care Alliance (2015a)
strongly recommended that the aged care workforce receive training and education in
wellness and reablement. Currently, these areas are not covered or barely mentioned
in most of the aged care courses offered by RTO.
The NACA refers to the experiences of Western Australia and Victoria in embedding a
reablement and wellness approach within their HACC services. They reported that
these programs were able to successfully and comprehensive train and educate the
HACC workers in the principles and practices of reablement (NATA submission to the
CHSP Consultation, 2015a).
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Further, NACA believes that a workforce development strategy must be articulated to
support the roll out of wellness, reablement and restorative care across the aged care
sector. Such a strategy should include training in cross cultural competencies and the
use of interpreters. This strategy should be supported by a Commonwealth funded
program to train the existing workforce (NATA submission to the CHSP Consultation,
2015b).
National Aged Care Alliance (NACA) also believe that it is import to update the
qualifications that may be received by new or potential aged care staff to include the
wellness and reablement agenda, coupled with actively ensuring RTO’s appropriately
embed practical changes in their delivery of the qualifications (NATA submission to the
CHSP Consultation, 2015a).
g. government policies at the state, territory and Commonwealth level which
have a significant impact on the aged care workforce;
The Australian government provides accreditation and funding to residential aged care
facilities through the Aged Care Funding Instrument (ACFI). Aged care facilities hire an
administration consultant to complete the necessary paperwork. The ACFI instrument
ensures that patients ADL’s have been attended to in order for the facility to receive its
fair share of funding.
Some providers complain that the ACFI funding procedures place a burden on the
facility and negatively impact clinical service delivery. However, in reality, most facilities
hire an administrative worker on a part time basis to complete the paperwork and care
work is not significantly impacted by this necessary safe guard to ensure quality care is
delivered.
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ACFI funding ensures that daily care tasks are performed and residents receive the full
spectrum of quality care. Perhaps the ACFI instrument can be streamlined and care
staff can be given the ability to deliver care on a case by case basis.
Australia’s aged care system is run at a federal level. However, the Aged Care Act
1997 asserts that aged care providers must comply with both state and Commonwealth
law. Some aged care facilities report that when they attempt to operationally apply or
adhere to the Aged care act 1997, there are significant discrepancies.
Enterprise agreements within a particular state may vary when it comes to pay and work
conditions. The variance grows when Enterprise Agreements are compared between
states’. As a consequence, aged care human resources administrators find it difficult to
interpret and comply with the Aged Care Act 1997 when read in conjunction with
individual enterprise agreements. The complexities of the abovementioned industrial
relations issues have led to confusion about the interface between State based health
and hospital services and aged care.
Recent changes to the classification of low and high care aged care facilities further
complicate this complicated area. That is, the removal of the ‘high care facility’ title has
ramifications when it comes to workforce management, in particular with the rostering of
registered nurses. The HWU recommends that the high and low care distinction be
restabilised. Certain providers have ceased to provide a qualified registered nurse in
their facilities at all times and have resorted to an on-call system. Given that most
facilities have patients with high care needs, and with ageing in place occurring as we
speak, it is important for aged care facilities to roster a registered nurse 24 hours a day.
The HWU also recommends that the Aged Care Act 1997 introduce care worker to
patient ratio for all states to ensure that workers are not overworked to the point where
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they burn out or are forced to provide a substandard service to residents due to the high
care worker to patient ratios that currently exist (at times 30 to 1).
h. relevant parallels or strategies in an international context;
Australia is not the only country facing the challenges associated with an ageing
population. Population ageing is a global phenomenon. Declining fertility and mortality
rates and increased life expectancy have led to a common trend of ageing populations
in OECD and other developed nations, as well as across most developing nations.
In 1950, less than 1 per cent of the global population was aged over 80 years. That
figure has grown 10 fold to one out of every ten persons being 60 years or above. By
2050, one out of five will be 60 years of age or older. Internationally, most of the
expected increases in age are expected to occur with the OECD countries, where by
2050, almost 10 per cent of their populations will be aged 80 years and over (Colombo
et al. 2011 & OECD, 2011).
United Nations Member States see this growth among the elderly as a tremendous
economic and social challenge for their countries and the world. In fact, population
ageing in other countries has prompted many of the same debates as those taking
place in Australia, including about how to best deliver and fund care for older people.
The rate of population aging varies across countries. In comparison with many other
OECD countries, Australia has a relatively young population and is not experiencing
population ageing as quickly as many others. This fact brings the dominant discourse
in Australia, which is that the ageing population is and will continue to be a burden on
our health system, pensions and the budget into perspective. It appears that other
OECD countries have to deal with a far greater challenge in this area.
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Colombo et al. (2011) reported that Japan, Germany, Korea and Italy have the highest
percentage of people aged 80 years and above in their population (about 15%). They
also singled out South Korea as the nation that will experience the largest total change
in its population of people aged from 60 to 80 years-increasing from about 2% in 2010
to about 15% in 2050.
For many other countries, their rate of population ageing will occur at a slower rate.
These countries include: Sweden, Luxembourg, Norway, Iceland, Ireland and Denmark.
Between 2010 and 2050 less than 5% to 8% of their population is expected to reach 60
to 80 years of age (CEPAR, 2014 & Colombo et al. 2011).
At present Japan has the oldest population in the world with around 23 % of its
population currently aged 65 years and over. By 2050 this figure will increase to almost
40 % of the total population. In Europe, Italy has the oldest population and is expected
to have more than 33 % of its population aged above 65 by 2050 (CEPAR, 2014 &
OECD, 2011). By comparison, Australia is predicted to have slightly over 25 % of its
population aged 65 years or above by 2050 (CEPAR, 2014 & OECD, 2011).
The above comparisons should be read with care, given the differing definitions
associated with each countries aged care services, especially in terms of expenditure,
usage and other markers. Each country’s aged care system is distinct and has evolved
from complex histories, unique cultures, and institutional legacies. However, some
common components are apparent across OECD countries, particularly in terms of
coverage and funding arrangements.
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The OECD has identified three broad categories of aged care systems:
The Universal System:
This type of aged care system entitles the majority of the population to publicly funded
long term aged care without the need for private contributions. These systems include
tax-based (such as Denmark, Sweden and Scotland) and insurance centred systems
(notably Germany, Japan and the Netherlands). This type of system focuses on need
rather than a resident’s ability to pay or cover care costs. Residents and families have
given positive feedback and cannot imagine other types of aged care systems such as
those present in the United States or the Australian (CEPAR, 2014).
Mixed or progressive:
The mixed or progressive care system is generally means tested and/or income-related
aged care assistance. This system involves governments subsidising aged care for
those that cannot pay and at the same time can place the burden of cost on the patient
and their families. As a consequence this system usually results in patients having to
sell their homes to afford the care provided by aged care facilities. France, Australia
and Austria are examples of countries that have such age care systems (CEPAR,
2014).
The Safety net system:
This type of aged care system involves minimal state intervention. Individuals that lack
the financial resources to pay for services may qualify for public funding. The United
Kingdom (UK) and the United States (US) are included in this category. This type of
system is similar to the US style two tier health systems-where inequities and unmet
need in these schemes may leave people vulnerable to catastrophic spending on aged
care needs (CEPAR, 2014).
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The World Health Organisation (WHO) addresses the notion of accessibility in
recognising the critical role of Primary Health Centres (PHC’s) in maintaining the health
of older people worldwide. PHC are the principle vehicles for the delivery of health care
services at the most local level of a country's health system (World Health Organisation,
2002).
PHC should provide age, gender and culturally appropriate education and information
on health promotion, disease management and medications for older persons as well as
their carers/family in order to promote empowerment for health (World Health
Organisation, 2002).
The WHO report called for a well-considered and responsible approach to the then
emerging public /private mix of funding to meet the demand for quality health care. This
applies to all rapidly developing services as they compete for funding. All the European
countries mentioned below are responding to the inadequacy of publicly available
funding in this quest. The WHO found that many countries (including well off European
nations) have not made available adequate public funding to meet the above aims.
Some of the countries include Austria, Denmark, Finland, Germany, Norway, Hong
Kong, United States of America, New Zealand, United Kingdom and Canada.
Closer to home, the New Zealand Aged Care Workforce Survey 2014 provides an
update about their aged care workforce – across both residential and home/community
care settings. Similar to Australia, the last decade or so has seen a significant rise in
Care worker to Patient ratios, resulting in increasing workloads for care workers.
Callister et al. (2014) reported that the New Zealand (NZ) residential aged care
workforce mainly comprises of women aged over 45, with approximately 31% born
overseas.
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Due to the fact that people are living longer, older people have been presenting to
residential aged care facilities with multiple physical and emotional illnesses. As a
consequence, workers have reported that their workloads have gone up and that they
are feeling emotionally drained and feel as though they do not have the necessary
training required to do the work. To further complicate matters, care workers in NZ and
Australia appear to have started to carry out the work that Enrolled Nurses. And
Enrolled nurses are carrying out the work of Registered nurses and Registered nurses
have taken on additional managerial and clinical responsibilities.
This trend is similar to other OECD countries and appears to be driven by the lowest
common denominator-wages and cost savings (The New Zealand Aged Care
Workforce Survey, 2014). Again, similarly to Australia and other OECD countries, aged
care workers in New Zealand do not have secure employment. That is, many workers
in residential and HACC aged care have been given casual and part time hours (The
New Zealand Aged Care Workforce Survey, 2014).
Wages and other work conditions are poor in residential and HACC facilities! Workers
in NZ receive no more than the minimum wage which in 2016 was set at $15.25 per
hour. As a comparison point, the New Zealand Living Wage for 2014 was set at $19.80.
In residential aged care, care workers are paid less in comparison to other occupations
within residential aged care (The New Zealand Aged Care Workforce Survey, 2014).
New Zealand’s aged care personal care workers have lagged behind when it comes to
qualifications and skill sets. However, recently, a significant proportion of the workforce
has been seeking to attain qualifications in aged care such as the Certificate III in aged
care (The New Zealand Aged Care Workforce Survey, 2014).
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Care worker to patient ratios in other countries
In other countries, for example, the US (New Jersey), nursing home owners are
required by law to report information on the number of staff involved in direct patient
care, and are required by law to publicly post information that details direct resident care
staffing levels within their facilities.
Additionally, they are also required to report daily staffing levels via a web-based
system to the Department of health. The law also requires that the Department of
Health makes this information available to the public on a quarterly basis.
Armed with this and other information, family members and residents are better able to
make informed decisions about the quality of care within a particular facility. There are
no such levels of transparency or accountability here in Australia or many other
countries. The HWU recommends that the Australian government develop a similar
reporting system so that older Australians have the opportunity to make an informed
decision about where they chose to spend the rest of their years.
i. the role of government in providing a coordinated strategic approach for
the sector
An OECD survey of policy makers in 2009-10 found that Australia has implemented a
limited number of policies to reform the aged care sector in comparison to some other
OECD countries. Since then, both state and federal governments have put in place a
number of policy frameworks and measures to reform the aged care sector-many of
these reforms are on-going (CEPAR, 2014).
The aged care sector covers a broad spectrum of organisations providing different
levels of care (high care, mixed care and low care) and services. Commonwealth
expenditure of around $13 billion is delivered through payments to the providers of
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services in residential care, home care, community care or flexible care. The
government estimates that by 2023-24 the Commonwealth government will spend over
$26 billion on aged care.
Residential aged care places and Home Care Packages are allocated to approved
providers through an annual aged care approvals round. The sector is regulated by the
Commonwealth government, including caps on the number of places in residential care
(National Commission of Audit, 2014).
Last year saw the beginning of significant reform to the aged care sector.

On the 1st of

July 2015 Australia’s aged care system made a significant shift in terms of how Home
and Community Care (HCC) services are delivered. The government refers to this
change as Consumer-Directed Care! The reforms will continue throughout 2016 and
from February 2017 the federal government is changing the aged care funding
arrangements- attaching the package to the individual rather than the provider. This
change will have a significant impact of the HCC sector and its workforce! The budget
measure, costing $73.7 million over four years, advances the government’s plans for a
more market-based, consumer-driven aged care system.
The government also revealed its plan to change the existing and future home care
place allocations being granted to eligible consumers from February 2017 and not to
providers, thus making the 2014 ACAR round the last. However, as part of the Living
Longer, Living Better reforms, significant changes to the means testing arrangements
for both residential and home care services came into effect on the 1st July 2014.
This year is a particularly important one because the aged care sector will need to grasp
the challenges and changes that February 2017 will bring to their home care business
models. The sector will also learn more about how the merging of home care and home
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support rollout from 1 July 2018. These changes will have a significant impact on how
they manage their workforce.
The governments coordinated strategic approaches for the age care sector are currently
being implemented over five years, with a major review scheduled in 2016-17. The
Living Longer, Living Better reform package is largely based on the recommendations of
the Productivity Commission’s 2011 report Caring for Older Australians. The aims of
the recommended reforms include containing growth in expenditure, strengthening price
signals and increasing incentives for self-provision by reforming funding arrangements.
The government is considering several other options for reform (National Commission
of Audit, Volume 1, 2014).
The Living Longer, Living Better reforms have not yet been fully implemented. A review
scheduled in 2016-17 will help to identify any further adjustments or improvements
required.
It is important for government to intervene and assist in providing a coordinated
strategic approach for the sector to ensure equity in access to care, and also to
overcome information gaps and ensure the protection of vulnerable consumers
(Productivity Commission, 2011).
The key issues to be addressed as identified by the Productivity Commission and
reflected in the Living Longer, Living Better package are to:


“simplify the current system;



contain growth in expenditure and improve sustainability;



strengthen price signals and increase incentives for self-provision by reforming
funding arrangements;
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build the sector’s capacity to move to a less regulated, more competitive
environment; and



improve service quality and access” (National Commission of Audit, 2014).

Many aged care providers report that the sector is characterised by a relatively high
level of regulation, which applies to price, quantity and quality. A submission to the
National Commission of Audit from Aged and Community Services Australia notes that
the government can implement reforms to reduce the reporting burden on aged care
providers. They cite the example of the need for a 39-page application form which is
required when an approved place is transferred to another provider and also the need
for separate auditing of financial information.
Finally, there may be growing interactions between the aged care sector and the
National Disability Insurance Scheme (NDIS). These interactions have not yet been
fully explored or considered and may present opportunities for reforms to enhance care,
increase efficiency and address workforce challenges.
The Australian government in partnership with relevant stakeholders has implemented
the following policies that have a significant impact on Australia’s aged care system and
workforce. The following information was sourced from the Department of Social
Services, Ageing and Aged Care, Australian Government (2016):


Streamlined access to entry-level support services for older people and their
carers through the Commonwealth Home Support Programme and the
establishment of the Regional Assessment Service.



More support for older people to stay independent and in their own home through
more home care packages to meet their needs.



People have greater choice and flexibility for how they pay for accommodation
and services, with 28 days to decide how they would like to pay.
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Transparent accommodation prices and services, with all residential aged care
providers required to publish the maximum amount they charge for
accommodation and extra services.



A new means test in residential care to help determine a person’s fair
contribution, if any, to their care and accommodation. New means test
arrangements also apply to home care.



New capping arrangements help make the system more affordable overall for
individuals.



National Aged Care Reform Roadshow visited each state and territory in May
and June 2014, and again in March and April 2015, to talk about the changes.



A range of other activities has been conducted to provide further information to
the sector, including presentations and fact sheets.



Removal of the distinction between high and low care in residential care.



Expansion of the National Aboriginal and Torres Strait Islander Flexible Care
Program.



Expansion of the National Care Advocacy Program.



Expansion of the Community Visitors Scheme.



Expansion of the National Respite for Carers Program and streamlined access
through the CHSP.



Expansion of the Assistance with Care and Housing for the Aged Program and
streamlined access through the CHSP.



All Home Care Packages delivered on a Consumer Directed Care basis – the
Home Care Packages Program Guidelines are now available.



New dementia and Veterans’ supplements – the Dementia and Veterans'
Supplements Eligibility Guidelines are now available.



Introduction of the Homelessness supplement.
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Introduction and expansion of the My Aged Care website and contact centre, with
increased functionality including central client records and portals for service
providers, assessors and clients.



Establishment and expansion of the Australian Aged Care Quality Agency.



Establishment of the Aged Care Pricing Commissioner.



Strengthened powers of the Aged Care Commissioner.



The Aged Care Act 1997 and the Aged Care (Transitional Provisions) Act 1997
and supporting subordinate legislation came into effect on 1 July 2014.

j. challenges of creating a culturally competent and inclusive aged care
workforce to cater for the different care needs of Aboriginal and Torres
Strait Islander peoples, culturally and linguistically diverse groups and
lesbian, gay, bisexual, transgender and intersex people
The term ‘cultural and linguistic diversity’ refers to the range of different cultures and
language groups represented in the population. In popular usage, culturally and
linguistically diverse communities are those whose members identify as having nonmainstream cultural or linguistic affiliations by virtue of their place of birth, ancestry or
ethnic origin, religion, preferred language or language spoken at home. Aboriginal
organisations prefer that the needs of Australian Aborigines be considered separately,
rather than under the framework of cultural and linguistic diversity (Department of
Human Services, 2007 pp. 43).
Culturally and linguistically diverse groups
Australia’s most recent Census in 2011 (Australian Bureau of Statistics, 2012) revealed
that Victoria is the most Culturally and Linguistically Diverse (CALD) state in Australia,
comprising of people that have immigrated from over 200 countries and that speak
more than 400 languages and follow more than 120 religions. Although this diversity
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makes Victoria one of the most culturally rich in the world, it also presents many
challenges, especially in regard to the provision of health services.
For many people from culturally and linguistically diverse backgrounds, accessing
health care can be problematic (Henderson & Kendall, 2011). The average Australian
can struggle to navigate the health system and to access relevant information about
health services. This can be especially true for frail elderly people from non-English
speaking backgrounds as well as socially isolated people.

To further complicate matters, very few bi-lingual health workers exist and many health
workers struggle with cross cultural issues and the delivery of culturally sensitive
services (Henderson & Kendall, 2011). Interpreters can play an important role in linking
people from CALD communities to the health care system and informing them about
certain procedures that they may need to undergo.
However, hospital based interpreters and translators are often overworked and
understaffed and struggle to keep up with the demands placed on their services. The
following quote was made by a HWU member that worked as an Interpreter and
translator for a Victorian metropolitan hospital:
“I cannot imagine how much more can be squeezed out of us. If the areas of
Interpreting/Translating are in any way reduced because of further funding cuts, it
will have a very adverse impact on the running of the Hospital” (Letter from
Metropolitan Healthcare Worker, KB-02/10/2014, pg.92).
In a report published by the Ethnic Communities’ Council of Victoria (2012) the author
emphasised the importance of health promotion and prevention initiatives targeted at
Australia’s diverse multicultural society. Specifically, they reported that such
interventions need to focus on the key factors that prevent culturally and linguistic
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communities accessing and fully utilising current health services.
People who find themselves in the difficult situation of being disabled and or frail aged
enough to need services in their home to prevent untimely admission to aged care
residential facilities already face the difficulty of negotiating for a service(s). But to have
that ability compromised by language or cultural barriers often makes the task even
more difficult. Around 20 per cent of people aged over 65 years were born outside
Australia which equates to more than 600,000 people and it is estimated that by 2021,
more than 30% of Australia’s older population will have been born outside Australia
(Multicultural Aged Care CALD Communities Reference Group, 2013).
Given the above, the HWU believes that it is important for the government to establish a
strategy that breaks down the barriers to accessing aged care services for people from
Non-English speaking backgrounds. Part of this strategy may involve putting in place
workplace programs aimed at educating the workforce, recruiting bilingual staff and
producing materials about accessing the aged care sector in multiple languages.
The Australian Government has stated that it is committed to ensuring equitable access
to high quality, culturally appropriate aged care for people from CALD backgrounds. In
order to make this a reality, the federal government initiated the National Ageing and
Aged Care Strategy for people from CALD backgrounds policy framework for CALD
older people.
Barriers to accessible, culturally appropriate aged care still exist in Australia. The
Strategy will assist the DOH in implementing the activities outlined in the Living Longer
Living Better aged care reform package and guide future funding priorities.
The federal government has introduced the concept of “Culturally and Linguistically
Appropriate Care”. This approach of care uses cultural and linguistic characteristics,
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experiences and perspectives of ethnically diverse people to deliver aged care services
more effectively. Nonetheless, most Australians do not even know what the term CALD
stands for! The government much continue and even improve their community
education camping.
A formal review of the strategy will feed into the broader review of the Living Longer
Living Better aged care reform implementation to be undertaken in 2017. The principles
underlying this approach are: Inclusion, Empowerment, Access and Equity, Quality and
Capacity Building.
We believe that it is important for aged care leaders and managers to support a
multicultural workforce. This may require cultural change in many organisations and
outside assistance with educational programs and so on. Furthermore, development
must include a dual focus on managing diverse workforces and encourage bi-lingual
workers into the aged care sector. Ultimately, this strategy will need to involve the
hiring of staff from a diverse range of backgrounds that will ultimately progress into
leadership positions within the aged care sector.
The federal government aims to achieve six goals by implementing the above program:
1) “CALD input positively affects the development of ageing and aged care policies
and programs that are appropriate and responsive;
2) achieve a level of knowledge, systems capacity and confidence for older people
from CALD backgrounds, their families and carers to exercise informed choice in
aged care;
3) older people from CALD backgrounds are able and have the confidence to
access and use the full range of ageing and aged care services;
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4) monitor and evaluate the delivery of ageing and aged care services to ensure
that they meet the care needs of older people from CALD backgrounds, their
families and carers;
5) enhance the CALD sector’s capacity to provide ageing and aged care services;
and
6) to achieve better practice through improving research and data collection
mechanisms that are inclusive of cultural and linguistic diversity in the ageing
population” (Multicultural Aged Care CALD Communities Reference Group,
2013).
The WA Government in partnership with various stakeholders have designed and
developed a program that aims to foster cultural competence and engagement across
its culturally diverse workforce. The Culture, Communication and Relationships at Work
(CCRW) program was piloted in 2012-13. Feedback suggests that the program has
assisted in strengthening the skills of workers and their supervisors across a number of
aged care facilities.
The CCRW program includes 12 training modules aimed at a range of classifications
within the workplace, including frontline workers, supervisors and managers. The
program is enhanced by online resources, including an organisational guide that
provides practical considerations in getting started.
The CCRW program aims to improve relationship building skills in an attempt to reduce
the communication barriers posed by cultural and language differences.
Reported benefits include the following:


Recruitment and Retention: reducing turnover rates and recruiting staff.
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Engagement: building a harmonious, culturally diverse workforce where cultural
diversity is viewed positively and individual contributions are valued.



Skills: enhancing staff and supervisor skills to build a successful culturally diverse
workforce.



Productivity: improving productivity and optimising client care and satisfaction.



Culture: creating a positive, culturally competent and engaged workforce.

The aged care sector, with the assistance of state and federal governments must
partner with Registered Training Organisations to assist interested individuals from NonEnglish’s speaking backgrounds to complete a certificate III in Aged and or Home and
community care, disability care, and other growth qualifications including- Allied Health
Assistants, Allied Health, Aboriginal and Torres Strait Islander aged care and health
workers, Nursing Support Workers and Personal Care Assistants.
Additionally, the government, service providers and others must produce materials;
brochures, fact sheets and information packs in multiple languages to make it easier for
older Australians from Non-English backgrounds and their carers to access the aged
care system and to educate the aged care workforce. This aspect of improving the
aged care system has been occurring for some time.
For example, The Federation of Ethnic Communities’ Councils of Australia (FECCA)
has released a new series of factsheets aimed at fostering greater awareness and
appreciation of cultural diversity in Australian workplaces (CALD Employee
Engagement & Cross Cultural Resources List - October 2014). The factsheets called
Harmony in the Workplace: Delivering the Diversity Dividend, funded and supported by
DIAC’s Diversity and Social Cohesion Program comprise of a series of ten factsheets in
total and cover a diverse range of issues including:


exploring cultural diversity in the context of Australia’s broader workforce;
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legal frameworks concerning workplace discrimination;



myths and commonly held misperceptions about cultural diversity in the
workplace; and



tips on maximising cultural diversity for the benefit of organisations and their
employees.

Furthermore, the entire aged care workforce needs to be trained in cultural sensitivity!
That is, to be aware that people from different cultural backgrounds may have different
belief systems to the majority Anglo/Celtic culture in Australia. The abovementioned
programs have been relatively successful in assisting the CALD elderly community to
access information and support.

Over the last decade or so, Australia’s aged care workforce has started to be
representative of the population. King et al. (2013) reported that 23% of direct care
workers in residential aged care and 16% of direct care workers in the community speak
a language other than English. They also found that more than 50% of the bilingual
workforce had lived in Australia for more than 10 years.
The HWU believes that the state and federal governments, in partnership with other
stakeholders have genuinely been working to improve access to the aged care system
for older Australian’s from Non-English speaking backgrounds. We recommend that the
government and its partners continue this important work that appears to have improved
the delivery of aged care services for older Australians from Non-English speaking
backgrounds.
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Aboriginal and Torres Strait islander issues
Overall, people from Indigenous backgrounds are more likely to experience health
complications and die earlier when compared to the rest of the Australian population
and have higher rates of newborn mortality and child death compared to non-Aboriginal
Victorians, as well as higher rates of hospitalisation (National Commission of Audit,
2014; Australian Bureau of Statistics, 2013a; National Strategic Framework for Rural
and Remote Health, 2012; Commonwealth of Australia, 2010). The factors contributing
to these tragic facts are complex and multifactorial.
The Australian Institute of Health and Welfare (2013) and the Productivity Commission
(2011a) suggest that a combination of factors such as education, employment, housing,
income and socioeconomic status and access to appropriate health services contribute
to the current status of Indigenous health in Australia. Significant funding and resources
are required to address the above factors.
Over 75 per cent of Indigenous Australians reside in urban and regional locations
(Australian Bureau of Statistics, 2011). The Australian Institute of Health and Welfare
(2011, 2013) reported that Australia’s Indigenous community do not fully utilise existing
primary healthcare services, including aged care services.
Overall, about 1.6 per cent of all Australians die by suicide (Australian Bureau of
Statistics, 2014b). In contrast, more than 4.2% of Aboriginal and Torres Strait Islander
peoples die as a result of suicide. Still, the Australian Aboriginal and Torres Strait
Islander youth suicide rate is the highest in the world (Australian Bureau of Statistics,
2010, 2012b, 2013a, 2014).
Essentially, this means that most Aboriginal families are affected by suicide. But not
enough has been done to tackle this problem and to support the families of victims of
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suicide. Moreover, people aged over the age of 85 and over have one of the highest
suicide rates in the world (this includes both ATSI and non- ATSI persons).
In relation to improving the health and welfare of elderly Indigenous Australians, we
recommend focusing on the overall goals of increasing life expectancy and quality of
life. We believe that Indigenous health can be improved if state and federal
governments work collaboratively with Indigenous groups and attempt to promote better
access to health and support services, work and educational opportunities.
Given the above statistics about Aboriginal and Torres Strait Islander (ATSI) mortality, it
comes as no surprise that significantly fewer (ATSI) reach the age of 65 when
compared to the rest of the Australian population. ATSI that do manage to reach the
ages of 65 and above usually present with a spectrum of health complications and are
less likely to seek medical attention when compared to the rest of the Australian
population (Australian Bureau of Statistics, 2010, 2012b, 2013a, 2014).
The HWU recommends that both state and federal governments adopt the strategies
outlined in the framework of the Closing the Gap initiative agreed by the Council of
Australian Governments (COAG). We believe that it is essential for government to
develop a working relationship with the indigenous community and its community elders
and not to unilaterally apply policies.
Waker et al. (2012) asserted that retaining the right workforce is essential. That is,
Aboriginal healthcare workers must be able to work with particular cultural norms and
be responsive to the needs of elderly indigenous Australians. Ideally, successive
Australian governments should promote programs that involve the training of indigenous
people (with or without relevant work experience) in specialist areas such as
psychogeriatric medicine, social work and personal care workers. After graduation,
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these individuals would return to their communities with skills that would slowly enable
them to change the health landscape for their communities.
Through the federal government Australian Apprenticeships Pathways scheme people
from ABTI backgrounds have been encouraged to apply for training in a number of
areas listed below. The apprenticeship scheme aims to assist ABTI to develop
qualifications and skills to work in the following areas:


Aged Care Worker



Allied Health Assistant



Dental Health Assistant



Disabilities Worker



Male Community Worker

The Health Industry Skills Council has responsibility for the development of training in
this sector. However, the Community Services & Health Industry Skills Council has
been defunded and ceased to trade on 31 December 2015. Skills-IQ Limited will
attempt to take over and assume the work that the Health Industry Skills Council was
responsible for.
In addition to the aforementioned plans that aim to redress the problems that ATSI who
live in rural and remote communities are facing, a National or even State Portable Long
Service Leave scheme may provide an incentive for the essential aged care
professionals to live and work within rural and remote communities for a period of time
before returning to their homes within major cities (where they can usually be found)
without losing their LSL entitlements.
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k. the particular aged care workforce challenges in regional towns and remote
communities;
Over the last decade or so it has become increasingly obvious that rural and remote
Australia’s cultural complexity and dispersed settlement pattern requires a dedicated
policy and service delivery response (National Commission of Audit, 2014; National
Strategic Framework for Rural and Remote Health, 2012; Commonwealth of Australia,
2010).
The National Strategic Framework for Rural and Remote Health has been developed
through collaboration between the Commonwealth, and State and the Northern Territory
governments by the Rural Health Standing Committee. It presents a national strategic
vision for health care for Australians living in regional, rural and remote areas.
The Framework is designed to encompass the full range of health-related services
provided in rural and remote settings. This includes prevention and screening, early
intervention, treatment and aged care services, and the delivery of specific health
services including primary health care, hospital and emergency care, mental health,
dental health, maternity health and preventative health.
Issues such as redressing the geographic inequitable distribution of healthcare
professionals, poor workforce retention and service coordination need to be tackled in
order to improve service delivery. People living in rural and remote areas often need to
travel great distances to access health services. It is important for government to
acknowledge the strain that long distance travel places on patients and family alike and
to increase the availability of accommodation facilities and financial support for patients
and their families within rural and remote aged care facilities (National Strategic
Framework for Rural and Remote Health, 2012).
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Furthermore, rural and remote communities are generally more dependent on the roles
performed by local General practitioners, who often work with little or no support from
specialist practitioners (National Strategic Framework for Rural and Remote Health,
2012; Health Workforce Australia, 2012b). It is important that the rural and remote
General practitioner be supported by local, state and federal governments, in multiple
areas (see below).
Rural and remote communities throughout Australia urgently require additional care
workers and clinicians in multiple areas, including the following:


Aged care-HCC and residential facilities;



drug and alcohol rehabilitation and support programs;



Dialysis;



antenatal and post-natal health;



dental facilities;



significant investment in psychogeriatric health workforce (clinical area mental
health services and other Not for profit/NGO’s and community support groups);



significant investment in inpatient facilities, respite and carer resources;



diagnostic and pathology services;



chronic disease management (to assist rural and remote patients suffering from
the following common difficulties-high blood pressure, diabetes, and obesity);



Chemotherapy services; and



Allied health services in the following areas- clinical psychology, social work,
physiotherapy, occupational therapy, dietetics, speech therapy, podiatry,
optometry, orthotics audiology and prosthetics).

Even though multi-skilled health worker roles often lead to longer working days and
more complex roles for the average health worker, unfortunately, in many instances,
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workers have not been compensated for their efforts. We believe that hospital
administrators need to recognise, commend and reward their workforce via
remuneration and supporting training and career development opportunities.
It is important for health administrators to fund more senior positions within aged care
classifications. Ideally, the senior health worker’s role would involve the provision of
comprehensive supervision to aged care workers within their classification, facilitating
access to further study, including assistance with arranging time off work to attend
class/seminars and support with associated course costs.
The Victorian Government has developed a number of Innovative and important
projects that aim to increase and retain health employees working within rural and
remote Australia. We believe that the federal and state governments need to ensure
additional funding for the projects that they have been conducting in partnership with
secondary schools and tertiary institutes (National Strategic Framework for Rural and
Remote Health, 2012).
The following projects need ongoing funding:


Region Health Pathways Project



VET in Schools Allied Health Pathways Program



Central Gippsland Health Service Allied Health Traineeship Program

We believe that by making aged care classifications/occupations more attractive to
prospective employees, (refer to previous recommendations) health administrators
would be able to make inroads with the constant struggle to attract and retain rural and
remote health workers. The HWU acknowledges that Commonwealth and state
governments have been attempting to address these issues.
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A Victorian Portable Long Service Leave (PLSL) scheme would go some way towards
retaining and attracting a rural and remote aged care workforce. It would also
encourage professional development and career advancement by facilitating movement
across the sector, without workers suffering the penalty of losing accrued long service
leave entitlements.
Moreover, it would also give greater flexibility to workers that wish to move between
employers or leave the workforce for short periods of time (i.e. more than three months)
in order to care for family members, or to take time out and other reasons, without
having to void their LSL entitlement.
A Victorian PLSL scheme doesn’t provide the complete solution to staff retention issues
but it certainly increases the viability of the sector by improving its capacity to attract
and retain workers, and retaining their knowledge and experience. It would also prevent
or reduce the likelihood of employers terminating employees before they reach the LSL
qualifying period. Some employers do this so they can avoid their obligations under
existing LSL provisions.
L. impact of the Government’s cuts to the Aged Care Workforce Fund;
During May 2015 the federal government announced $40.2 million worth of cuts to the
Aged care sector’s workforce fund and announced tax changes that would negatively
impact the ability of not-for-profit aged care provider’s ability to attract and retain staff.
Essentially, the government’s budget savings amount to a 15 per cent funding cut from
the industry’s workforce fund over four years ($220 million over four years – down from
$260 million). The government claimed that the ‘Aged Care Workforce Development
Fund’ was geared to better target training and skilling opportunities within the aged care
sector!
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Many of the industries stakeholders were quick to criticise the cuts and pointed out the
numerous dire projections of the sector’s impending workforce shortage. CEO of Aged
and Community Services Australia, Professor John Kelly, stated “To wipe $40 million off
workforce strategy forward estimates seems like poor policy when 55,770 additional
employees are required over the next eight years”.
Similarly, Leading Age Services Australia CEO Patrick Reid noted the sector’s
workforce needed to triple in size by 2042, and that almost half of the current aged care
workforce would retire in the next 15 years. He said the cut to the workforce fund could
put quality and innovation at risk.
Alzheimer’s Australia CEO Carol Bennett said her organisation did not want to see a
reduction in the quality of life for people impacted by dementia through poor training of
staff.
HammondCare CEO Stephen Judd said his support for the redesigned workforce fund
was conditional on the government recognising that it would need to continue funding
this vital area and not put training costs back on to providers, while caps on recurrent
income and over-regulation continued.
Other cuts to funding that will have a negative effect of the aged care sector
In addition to the May Budgets funding cuts to the Aged Care Workforce Fund, the
Federal Government also announced a $5,000 cap on the Fringe Benefits Tax (FBT)
exemption on salary sacrificed meal and entertainment expenses.
Currently, employees of public benevolent institutions and charities have a standard
$30,000 FBT exemption cap and employees of public and not-for-profit hospitals and
public ambulance services have a $17,000 FBT exemption cap. Mortgage repayments,

Health Workers Union-Victoria

Page 76

Submission to the Senate Inquiry into the: Future of Australia’s Aged
Care Sector Workforce 2016
rent and school fees are common expenses currently salary sacrificed from their pre-tax
income under the capped limit.
The cap of (FBT) was apparently made without consulting the not-for-profit aged care
sector and is expected to have a negative impact on the sector’s ability to attract and
retain staff. The (FBT) was mainly accessed by the low income workers in the aged
care sector and the benefit has only been utilised in small amounts. Therefore, the
neediest workers will be negatively affected by the governments cost cutting measure.
The (FBT) incentive was introduced as an incentive to attract workers into the aged care
sector-as a supplement to the poor wages and work conditions. Given the need to
significantly increase the aged care workforce over the next decade the decision to
remove this concession is a poor one and will hurt the aged care sector, especially
given that they are directly competing with the disability sector for workers.
David Crosbie, CEO of the Community Council for Australia (CCA), said that over 90
per cent of NFP workers do not utilise the meal entertainment benefit and of those that
do, most claim back relatively small amounts.
CCA, which represents a broad range of charities and not-for-profits, argue that the
concessions should be capped at $15,000 per annum, and the money saved should be
used to enable all charities and not-for-profit organisations to offer tax deductibility for
donations made by their communities.
The Health Workers Union is disappointed with the aforementioned funding cuts to a
sector whose workforce is poorly paid and finds it difficult to access quality training and
professional development opportunities. We believe that this decision is tantamount to
an act of sabotage and will make it even more difficult to retain and attract workers to
the sector. We urge the government to reconsider their destructive decisions.
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We cannot afford cuts of this magnitude to the aged care sector given the previous cuts
imposed on the sector. That is, in 2013, the Federal Government introduced a
Dementia and Severe Behaviours Supplement to assist residential aged care provider’s
better care for their residents. This supplement provided additional financial assistance
to approved providers in recognition of the additional costs associated with caring for
people with severe behavioural and psychological symptoms attributed to dementia and
other conditions.
Unfortunately, the Federal Government cut the dementia and severe behaviours
supplement on the 31st July 2014. Aged and Community Services Australia, an
independent community based peak body representing Not for Profit residential care
providers, stated that the loss of the supplement has adversely impacted most aged
care service providers and has resulted in reduced staffing levels.
To make matters worse, the Federal Government terminated the Payroll Tax
Supplement (paid to some residential aged care providers) on the 1st of January 2015
(2014-014 Budget). Aged care facilities were forced to factor in the effect of the loss of
the Payroll Tax supplement on their operating budgets.
To add to the above cuts to the aged care sector, the Turnball government recently
released its Mid-Year Economic and Fiscal Outlook (MYEFO) 2015-2016 on 15th
December 2015. The MYEFO document revealed over half a billion dollars’ worth of
cuts to health and aged care workforce development programs. In total, $595.1 million
has been removed from programs that were addressing the looming workforce crisis
facing the sector.
The HWU is concerned that aged care providers will attempt to reconcile their budgets
and endeavour to lower their operating costs. We fear that this will result in a reduction
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in the number of aged care workers, a deterioration of workplace conditions, rates of
pay and ultimately poor service provision to aged care recipients.
Over 70 per cent of aged care residents require a high level of care for a spectrum of
multifaceted medical conditions such as dementia, chronic conditions such as diabetes,
blood pressure complications and so on (National Aged Care Alliance, 2012;
Productivity Commission 2011b; Department of Health and Ageing, 2006). The HWU
urges the federal government to reinstate the abovementioned funding cuts so that
people suffering from the above disorders receive adequate treatment.
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(Address and name Censored for Confidential purposes)

Letter from Aged Care Worker (LE1)
To
Members of the Senate
And HWU
Dear Representatives,
Having worked in the Aged Care Sector for over 12 years I have witnessed a
huge increase in resident needs with only minimal increase in staff hours. In fact,
despite the increase in resident care needs and introduction of more paper
work, in the last year Lifestyle hours have been cut by 10 hours a week and
reception by 5 hours. Being an ‘Aging in Place’ facility our residents often
come in as low care but as time progresses their needs become greater as does
the time and assistance required to deliver quality care. However, staffing levels
are not matched accordingly. This deficit, prevalent throughout the industry could
be rectified by having resident to staff ratios with greater staffing levels for high
care residents.
Please consider introducing ratios to the aged care sector to enable better care
and respect for our frail elderly, and enable workers the time necessary to
address care requirements in a manner that is dignified and appropriate for all.
Yours Sincerely,
(Worksite Censored due to contractual obligations and fear of retribution from
management)
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(Address and name Censored for Confidential purposes)

Letter from Aged Care Worker (LE2)
To
Members of the Senate
And HWU
Dear Representatives,
Thank you for giving us (Metropolitan Aged Care Workers) an opportunity to voice our
concerns to your committee.
The care staff are working too hard as we are understaffed mainly due to our
employer not hiring enough Aged Care workers.
Even when we are fully staffed, it is hard to find Care staff when they are on their tea
and lunch breaks.
Worker to Patients ratios, at the best of times are 30 Patients to 1 worker.
The dementia ward is always understaffed, in particular when it comes to feeding the
patients. Workers need to rush from one patient to another to make sure that they don’t
go hungry. Even when we try our hardest to make sure every patient is fed during
lunch, we fail. This means that many patients do not get to have their cold lunch until
after 2pm!
Care staffs are also struggling to keep up with laundry demands. That is, dirty laundry
piles up in the facility (smells quite bad) because we do not have enough care staff to
transport dirty laundry to the laundry.
We hope that the Senate hears us and recommends to the Government not to cut
funding to the health sector and to reduce the Worker to Patient ratios from 30 to 1 to a
more manageable 15 Patients to 1 worker.
Thank you.
(Worksite Censored due to contractual obligations and fear of retribution by
management)
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(Address and name Censored for Confidential purposes)

Letter from Aged Care Worker (LE3)
To
Members of the Senate
And HWU
Dear Representatives,
We are a 60 bed High Care Aged Care facility located within Metropolitan Melbourne,
Victoria, Australia.
The current Resident to Staff ratios are not working properly and too high!
It is not fair on our residents and our staff!
In our facility, residents need to have a shower before 06:15 hours and breakfast is not
served until 08:00 hrs. This is not fair on the residents!
The AM shift does not have enough time shower the residents due to a shortage
of workers. This has resulted in some residents needing to wait until the afternoon
shift starts before they can have their shower.
This scenario is not fair on the afternoon shift staff because they need to do work that
should have been completed prior to starting their shift. To further complicate matters,
management put on fewer staff in the afternoon shift.
Many residents require staff to feed them. However, due to the lack of employed staff,
some residents need to wait their turn and end up eating their food cold.
This is not fair on the residents and staff members feel rushed because we know that
many residents are waiting to be fed. We don’t like to have a hot meal served cold, so
why should residents be forced to eat a hot meal after it becomes cold? Management
need to hire more staff to solve this and other issues!
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Letter from Aged Care Worker (LE3) continued
Due to staff shortages and high resident to worker ratios, staff members do not have the
time to attend to the individual needs of the resident. This is not fair! We would like to
spend more time with the residents but cannot due to the fact that not enough staff is
employed!
We have experienced a significant increase of resident falling and injuring themselves.
We believe that this is occurring because there is not enough staff around to supervise
and assist residents. This is not fair!
Residents hygiene cannot be done properly in a reasonable time frame due to lack of
staff. The process is usually rushed or not done at all! Teeth cleaning and proper
showering and drying often get missed because staff members are in such a hurry to
get to the next resident and fear being disciplined by management if they do not keep to
the schedule outlined by management.
Manual handling aids ( slide sheets/boards and so on) are not being used because two
staff members are required and finding two staff members in the same place to
complete this process is not always possible. This results in increased injury to staff
members.
A ‘no lifting’ approach is employed in health facilities to reduce the risk of workers being
physically injured. Workers are not asked to physically support the weight of those that
they are assisting to transfer or move. Mechanical and other aids, such as slide boards,
are used instead.
I have noticed a significant increase of Verbal and Physical abuse from residents and
their family members. I believe that this has occurred because residents are inpatient
(having to wait for staff members to get to them) and their families become upset when
they notice that their loved ones are left alone for considerable periods of time or
required to wait for staff to assist.
We believe that this has occurred because management refuse to employ enough
workers and get away with it because of the lack of government enforced ratios in
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Letter from Aged Care Worker (LE3) continued
the Aged Care sector. Some Aged care facilities have a 30:1 patient ratio. By that I
mean, 30 residents to one staff member.
We, cop the abuse from residents and family because we are understaffed and
management is allowed to get away with high resident to worker ratios!
Finally, we have many residents being put to bed in their day cloths because there is
not enough staff on duty to get them into their night wear.
Things have to change!
Yours Truly,
(Worksite Censored due to contractual obligations and fear of retribution by
management)
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(Address and name Censored for Confidential purposes)
Letter from Aged Care Worker (LE4)

To
Members of the Senate
And HWU
Dear Representatives,
As a worker in a large company nursing home, I’m disgusted and angry about how
these nursing homes treat the staff and foremost the residents.
These residents have worked all their lives, paid taxes and in some cases have served
this country in war.
To run nursing homes that are short staffed and having staff pick up 2 or 3 extra
residents than they should, how can management expect proper care to be given in
regards to showering, toileting and feeding?
Even though these aged care private companies are making huge profits, not to
mention the massive bonds that are now required just to enter a nursing home, they are
leaving aged residents with sub-standard care.
On a daily basis, management are asking care workers to perform duties that they are
not qualified to do, especially in regards to medication dispensing and supervision,
activities and tea rounds in addition to their quota of residents.
With 80% of residents requiring full assistance (high care) with their meals, how much
do you think they get fed with the poultry staff on the floor? I can tell you that residents
are not being fed enough! Consequently residents are experiencing significant weight
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Letter from Aged Care Worker (LE4) continued
loss. Management’s response to this issue is to order care workers to dispense
supplements (almost 6 doses a day) to residents. This takes time and reduces the
amount of time spent with residents doing other important tasks.
The new thing to hit nursing homes is to limit or abolish drawer sheets in an attempt to
reduce linen costs and allocate 3 to 4 pads per residents per day. It’s cheaper to allow
residents to urinate in their pads!
How can you call this care?
Have nursing homes and government departments lost sight of quality care? Have they
lost sight of the fact that everyone should have the chance to live their life with dignity,
or that elderly people be able to live their last days in a style which is their right,
especially given that they have paid top dollar for their nursing home beds!
We have become an assembly line of carers that don’t have the time to fulfil a role that
we were keen to take on when we were training.
There is no time to take a resident out for a walk or to see and feel the sun’s rays,
instead we just pop them (residents) a Vitamin D tablet and according to management,
the problem is solved!
Maybe if you were left in a bed with no interaction except for the quick lick and promise
at shower time with staff and to lead your existence in a nursing home, things might
change.

Yours Sincerely,
(Worksite Censored due to contractual obligations and fear of retribution by
management)
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(Address and name Censored for Confidential purposes)
Letter from Metropolitan Healthcare Worker (KB-02/10/2014)
To
Members of the Senate
State and Federal
And HWU
Dear Representatives,
I have worked as a Translator /Interpreter in this major hospital for more than
twenty years. What irks me most about my job is that I have had no opportunities
in all these years to develop a career or to advance in any way. This is a deadend job! Although all Interpreters/Translators are tertiary qualified, our job has no
prestige, standing, or recognition whatsoever within the organisation, and we are
also underpaid. Progressively over the years more and more demands have
been placed upon us, most likely as a result of funding cuts.
It is normal for us to have to cope with back- to - back appointments,
appointments that overlap in time, or being double-booked for two patients at the
same time. The hope is that one of these patients might not turn up, or might not
require an interpreter….bad luck if both turn up and can’t cope without our help!
It costs money to book a free-lance interpreter to help us, so the organisation
tries to get as much as possible out of permanent staff. The appointments are for
half an hour but it takes up to 10 minutes to get from one end of the hospital to
another, and no walking time is included in the appointment time. We are
constantly running and feeling stressed and harried. In these instances, if we are
late, the interpreter is blamed by both staff and patient. There is no recognition
that interpreting requires regular breaks for the interpreter to recover mentally,
and sometimes emotionally, and we are required to keep working, even
after demanding two-hour appointments.
There is no scope for debriefing after demanding appointments. We just have to
move on to the next one. As Clinics are held in the mornings and
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Letter from Metropolitan Healthcare Worker (KB-02/10/2014) continued
Afternoon’s, we simply never get allocated tea breaks, although, theoretically,
this is an entitlement! We get our lunch breaks when we can, there is no such
thing as a regular lunch break. Often, because of delays to our schedule (which
might look good on paper, but appointments regularly run overtime) we do not
get a break at all, neither tea breaks, nor a lunch break.
I cannot imagine how much more can be squeezed out of us. If the areas of
Interpreting/ Translating are in any way reduced because of further funding cuts,
it will have a very adverse impact on the running of the Hospital…imagine if an
operation cannot go ahead because a patient has not been consented due to
lack of understanding. Or, even worse, if consent is obtained without the help of
a professional translator/interpreter and something goes wrong. That would result
in serious legal ramifications.
We work in a risky environment, just like the medical staff, often dealing with very
sick, infectious patients, e.g. working face to face with patients for weeks and
months, only to discover they have TB and are in isolation, whilst no precautions
were taken to protect the interpreter. We work with dangerous psychiatrically-ill
patients, we go on home-visits but have not even been given a phone to check in
and check out from appointments away from the hospital so there is little or no
consideration for our safety. I have been in the home of a mentally-ill patient who
ended up being dragged out by the Police fighting. No one warned me to expect
a violent ending to the visit. We visit areas which have been black-listed by the
Royal District Nursing service as too dangerous, but they’re not too dangerous
for interpreters.
We don’t get any “Danger Money”. We work in areas with radiation so are
required to wear leads, but do not get any allowance, like other staff.
I hope that the senate can understand the pressures facing works within the
health system and prevent the government from cutting funding to the
Regards
(Worksite Censored due to contractual obligations and fear of retribution from
management)
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