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Summary of Recommendations

The QNU recommends that the federal government:

Conducts a survey of older Australians to determathat it means to age, the perceptions
and expectations about ageing, everyday life, andily relationships so that aged care
policy development recognises the real life expees of older Australians;

Engages the community in consultations about theegaunderpinning aged care and the
quality and quantity of care aged Australians vatjuire now and into the future;

In the first instance, establishes a tripartiteugr@onsisting of unions, government and
employers to consider the recommendations relatirtje sustainability of the aged care
workforce put forward by the Productivity Commigsi its final report on this inquiry;

Establishes an authority specifically to regulatee taged care sector, including
compliance with statutory obligations, accreditatio performance standards,
benchmarking, risk profiling and management, andiahfinancial reporting;

Continues to develop and improve efficiency andconrte indicators for aged care in
accordance with the priorities identified by thedRictivity Commission (2008);

Undertakes economic modeling to establish a robnancial reporting mechanism so
that there is greater transparency and accourttalofi expenditure of government
funding;

Introduces national licensing of all direct carafisunder the NMBA to ensure that aged
carers meet standards of practice that delivelitgulcare for older Australians;

Provides mechanisms to ensure minimum staffingl$eweall aged care facilities and an
appropriate skill mix of staff to deliver propewréds of care and address workloads;

Provides further research grants to investigatenéeds of the future aged Australian,
their families, palliative care, acuity and skilixn

Provides funding directly to care and wages rathan activity under ACFI;

As a priority, closes the wages gap for nurses eyepl in aged care (compared to their
counterparts in other sectors);

Addresses the barriers to attraction, recruitmeut i@tention in aged care — including
workloads and the wages gap — as a perquisitaitdrig/education reform;

Develops a high level evidence base to inform thmactres and organisational
arrangements that underpin clinical education edagare;

Develops a robust and transferable model to fatéliguality clinical placements in aged
care (Robinson et al, 2008);



Raises the training capability of the aged caréosdyy instituting or renewing, enlarging
and enhancing partnerships between the industrytten@ducation bodies (Robinson et
al, 2008);

Moves the clinical placement experience into tte#meof structured, planned, resourced,
education delivered through a collaborative arramg® underpinned by an evidence-
based model backed by careful planning and praparaaccountability mechanisms,
appropriate staff selection and recurrent traimggimes (Robinson et al, 2008);

Broadens the trial for expanding the role of NuPsactitioners in aged care to include
the role of Enrolled Nurse Advanced Practice (ENAPs

In conjunction with Workforce Australia and the teg develop and implement a
national nursing workforce plan based on best @adh any setting that will inform the
national health policy. The nursing workforce ptmould recognise the specific needs of
indigenous Australians and a culturally diversepation.
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"It is my firm belief that the ultimate test of ouorth as a democratic nation is how we treat oasm
disadvantaged and vulnerable.”

Sir William Deane
Opening of the Mission Australia National Conferenc

Newcastle 2 February 1998

1.0 Introduction

The QNU thanks the Productivity Commission (the @ossion) for providing this opportunity
to comment on the current aged care services anthke recommendations on how the federal
government can improve these services. Our sulomisgesponds to the questions the
Commission specifically posed in its issues pdpating for Older Australiangthe paper), and
includes some comments from individual members &Ggachment A). A number of our
members have also made individual submissionsttirecthe Commission.

Aged care relies on its dedicated workforce. Asade union we represent the industrial and
professional interests of our members who provite dare our older Australians expect and
deserve. We therefore begin our submission witlowrview of the QNU and the nursing
profession in order to bring to light the naturetlod work our members undertake when caring
for the community and in particular our older Aadins.

We ask the Commission to read this submission injuction with that of our federal
counterpart the Australian Nursing Federation (ANF)

2.0 About the QNU

Nurses and midwives are the largest occupatioralpgin Queensland Health and one of the
largest across the Queensland government. The @N&Junion for nurses and midwives - is the
principal health union in Queensland. The QNU cs\adl categories of workers that make up
the nursing and midwifery workforce in Queenslandluding registered nurses, registered
midwives, enrolled nurses and assistants in nunsimg are employed in the public, private and
not-for-profit health sectors including aged care.

Our more than 40,000 financial members work aceosariety of settings from single person
operations to large health and non-health institigj and in a full range of classifications from
entry level trainees to senior management. The wagority of nurses and midwives in
Queensland are members of the QNU.



The QNU promotes and defends the industrial, psidesl, social, political and democratic
values and interests of members. In practice ni@ians the QNU works to:

» Establish and promote standards for nursing pmctiursing education and nursing
service by taking any action deemed necessary teadancluding legal, industrial,
political, professional and social activities;

» Stimulate and promote research designed to widerknbwledge on which the practice
of nursing is based;

* Obtain and maintain desirable conditions of worll arst remuneration for all nurses and
midwives and for this purpose to obtain awards etedminations from industrial
tribunals and to enter into agreements or treatidfsemployers;

* Represent nurses and midwives and serve as thekesperson before any tribunal,
court, board, committee, or other authority angresent their cause;

« Obtain representation on boards, institutions arghrisations as may be considered
necessary to further the interests of nurses adw/ives;

» Establish special funds to endow scholarships, ptemesearch or conduct any activity
which may be of general benefit to the members; and

* Communicate effectively with members on all mattetating to nursing.

The QNU vision statement:

* Unites members to work together to achieve secarity fairness in the workplace and
fairness, equality and opportunity in the community

* Promotes the recognition and acceptance of thértegy of the core nursing values of
caring, professionalism, advocacy and holism astrakno the identity and social
contribution of nursing and midwifery;

* Advances our collective values in a health systeat supports the efforts of nurses and
midwives in providing high quality care, in workathis meaningful, and where their roles
are advanced and rewarded as a recognised prafakpartner within a social model of
health;

* Promotes the general health and wellbeing of nulaedsnidwives; and

» Seeks an environmentally sustainable future fomeeimbers, families and communities.

With the collective strength of our members the QiMarks with nurses and midwives to bridge
the gap between the real and the ideal of nurdiag kevels.



3.0 About Nursing

Nurses represent the single largest group of health providers and are in close proximity to
the delivery of care. Nurses are the most geograly dispersed health professionals in
Australia, working independently or collaborativétyprovide professional and holistic care in a
range of circumstances.

Nurses work to promote good health, prevent illnessl provide care for the ill, disabled and
dying. Most nurses and midwives work in an areeclofical practice such as medical and
surgical, aged care, critical care, perioperativ@dwifery, emergency, general practice,
community health, mental health, family and chi&hlth, rehabilitation and disability, rural and
remote health and occupational health and safidty:ses provide continuity of care for patients
24 hours a day, seven days a week.

Nurses advocate for the patient as a whole persitinva complex health system. At every site
and level of the nurse-patient relationship nufaesitate and mediate the competing demands
of patients, families, carers, the environmentahis of immediate care, the system and society
to achieve the best possible outcomes. They condgeiarch into nursing and health related
issues and participate in the development of heplthcy and systems of health care
management.

Nurses’ values

The values identified as central to nursing ardectfd universally in codes of ethics and
practice for nurses and represent the beliefs abasing held by nurses (Fawcett 1983, 2003;
Mohr, Deatrick, Richmond and Mahon 2001; InternagiocCouncil of Nurses 1953-2006 cited in
Volpe, 2006). Despite the profession being extrgnuiverse, nurses generally agree on the
values that guide their practice. These valuesstredards for action that are accepted by the
practitioner and the profession. They provide anrevork for evaluating the beliefs and attitudes
that influence what nurses do and how they do it.

Nursing’s unique capacity to claim these valuesuf@giue to nursing) is supported by the fact
that the nursing discipline takes direction froragé values. These values direct the development
and application of nursing theory, nursing knowkedgnd nursing practices. This differentiates
nursing from other groups who might claim the samalees, but where their disciplinary focus is
not nursing. This is important in clarifying theahe of nursing responsibility and accountability
(Volpe, 2006).

The core values of nursing adopted in the QNU MdaleNursing and Policy Framework are:-
* Caring
* Professionalism
» Advocacy
* Holism



The core values stem from the experience of nuaedswhat they value most in their practice.
These core values and the disciplinary focus orrdlaionship of nursing to health and healing
is what differentiates nursing’s unique concermsnfrother disciplines. The expression of these
values by nurses in their work distinguishes ngr$rom the work of other health professionals.
While no one value is proposed as the exclusiveadomf nursing, the distinction of nursing is
the enactment of all four in relationship with thteer — integrated, holistic and dynamic (Volpe,
2006).

These values form the basis of a social chartehich the QNU and the QNC (now the NMBA
QId Branch) is a signatory. A social charter ipiat statement by those who share common
views. TheSocial Charter for Nursing and Midwifery in Queearsd is a brief statement
recognising the broad expectations and mutual atitigs of nurses, midwives and the
community regarding their roles (See Attachment B).

The community and the nursing and midwifery profass are committed to the continuing
improvement of the health care system within a &ark of social justice and equity. The
Social Charter for Nursing and Midwifery in Queearsi reflects the commitment of the

community and the nursing and midwifery professitmghis framework. With the advent of a
national registration and accreditation scheme,QhNJ is now seeking to extend this charter
nationally.

Nursing in Aged care

Aged care is a critical issue facing our natiorurréntly, there are some 2.8 million Australians
— about 13 per cent of the population — aged 650aed Estimates indicate that this number will
triple in 40 years (Commonwealth of Australia, Depeent of Ageing, 2008). The rising
dependency on aged care that this forecast suggastsdes with a national shortage of nurses,
particularly in the aged care sector where thereld®en a significant decrease in the number of
qualified nurses in the last ten years.

In its recent (2008) research into aged care sesyithe Productivity Commission highlighted
that older people’s care needs can be thought afspectrum, depending on the degree to which
the ageing process has impaired their ability tee dar themselves. Older people will often
experience increasing support needs either gradaoalfollowing acute care episodes. Various
bundles of services are available to cater foraghs=eds, ranging from in home support with
some everyday and personal activities, throughiltetiie personal and nursing care provided in
a residential care facility (Productivity Commigssi@008).

Nurses provide the linchpin for these services.eyThre the care and service co-ordinators
across all sectors of aged care and the contindware. This gives nurses a unique perspective
that is invaluable to policy-makers. Health capéiqy makers are demanding improved quality,
reduced costs, and expanded access to care. Weebttlat the Commission’s inquiry provides
an opportunity to contextualise the ‘reform’ deblayeestablishing the dimensions of ‘aged care’
and the critical role of nursing within it.



4.0 The Nursing Workforce — Some recent data.

According to Australian Institute of Health and Véeé (AIHW) data (2010) in 2007/8 in

Queensland there were statewide shortages adtossrsing classifications including Nurse

Managers, Nurse Educator, Registered Nurse (REyisRered Midwife, Registered Mental

Health Nurse and Enrolled Nurse (EN). This conowith shortages across most specialty
nursing areas including accident and emergencyica/fintensive care, midwifery, mental

health, community care, aged care and indigenowdtth€Commonwealth Department of
Education, Employment and Workplace Relations, 2008he significant migration to this state
and its consequent demand on health services, iabpem the south east corner, has
exacerbated these shortages.

ABS Census (2006) figures on the rate of nurses1p8r000 population by state or territory

reveal Queensland is well below the Australian agerof 1107 nurses per 100,000 population
with just 1025.3 nurses per 100,000 population. tAs population continues to rise in

Queensland, the QNU’s data modeling indicates weesgect a shortfall of 14,000 nurses by
2014 across the public, private and aged-care rsectdhis is borne out by further data of

demand and supply projections until 2020 for graéelsiaf pre-registration nursing courses which
indicate that supply as a percentage of demand regth its lowest point in 2015 (78.2%)

(Preston, 2010).

In the aged care sector, where the average ageeofdrkforce was around 50 years in 2007
(Martin & King, 2008) recent projections suggesittehortages are even more acute due to the
poor wages and conditions on offer and the lacknoéntives (Access Economics, 2010). In
2003, personal carers comprised about 59% of ermaplayumbers and 57% of full time
equivalent (FTE) staff. By 2007, both these figunad risen to about 64%, indicating that nearly
two thirds of RAC direct care workers are now paedocarers. In absolute numbers,
employment of personal carers rose by 17,500 ¢nveefaur years, to approximately 85,000.

Projected total nursing workforce levels are deteett by the staffing level (FTE nurses per
100,000 population) and the population. Betweet02@Gnd 2020 the medium (Australian
Bureau of Statistics, Series B) is for an increais&5% in the total Australian population. The
projected increases for the older age ranges astegr

* 47.2% for the 65-74 age range;
» 33.2% for the 75-84 age range; and
» 36.4% for the 85 and over age range.

These older age ranges require higher levels dirggaby nurses (other things being equal).
Preston (2010) developed an estimate of the magivéithese higher levels of staffing for RNs
using AIHW data. Compared with the staffing lewedgquired by the 0-64 age range, the 65-74
age range requires around three times, the 75-84aamge requires around six times, and the 85
and over age range requires around eleven times. dpplication of these differential
requirements (a ‘population age profile factor’, PAPF) to the ABS population projections
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results in an increase in requirements for RNs28% (maintaining 2007 staffing levels for
each age range). The increase in requirements Nisr i& likely to be even greater because a
much higher proportion of ENs work in aged care.

In 2001, 2004 and 2067the QNU commissioned extensive exploratory stidiy the
University of QId and the University of Southern &@usland into the major factors impacting
upon nursing work in Queensland and nurses’ watikfaation (Hegney, Tuckett, Parker & Eley
2007) (See Attachment C). The study surveyed mesrdfehe QNU who were employed in the
public, private and aged care sectors. Some afgger findings relevant to the aged care sector
were:

» Ongoing differences among the sectors, particulselyveen the aged care and the public
and private sectors. For example, nurses employtek aged care sector were
o0 less likely to be able to complete their work ie time available,
more likely to say there were insufficient staff,
more likely to report their workload as ‘heavy’,
more likely to see work stress as high,
more likely to believe morale was poor and detatiag, and

O O O O ©o

less satisfied about their level of remuneratianthurses in the other sectors;

* Nurses in the aged care sector were the leasy likedtate that they could complete their
job satisfactorily and were most likely to beliebat there were sufficient staff employed
in their work unit;

Of significance to this inquiry, were the researsheomments on the aged care sector which
emerged as

. bleak; where nurses are time-starved, poorlyfedafpoorly paid,
overworked and more stressed than other sectoesurgVhilst targeted
attention needs to be given to aged care nursgis,work stress and load,
rising work hours, a remuneration-skill mismatcld @nursing workforce
morale that is less than robust also require attenith equal measure
across the nursing workforce generally (Hegney,&Q07).

In a tighter labour market, workers’ experiencetwr jobs is likely to be of increasing concern

to employers seeking to recruit and retain a coemgetommitted workforce. In aged care, there
remain high levels of turnover of direct care staMartin and King (2008) found that some of

this turnover involves movement between aged can@ayers, rather than departure from aged
care altogether. Employers will therefore needptovide greater incentives, particularly

remuneration, in order to attract and retain s#iidlged care nurses.

! We will conduct the survey again later in 2010.
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The QNU believes that the future of aged care #naursing workforce relies on overcoming
the obstacles produced by poor remuneration andyhearkloads. These important issues
require immediate attention to enable nurses tuigeathe high level of quality care that they, as
professionals aspire to and that older Australdeserve.
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5.0 The Current System

There has been no shortage of reviews of the agedsector and its workforceYet challenges

in coping with the future increase in demand fawises, the range and flexibility of service
delivery and the cost of these services clearlyararhigh on the public agenda. We ask that
this inquiry address the 31 recommendations madeéhbySenate Standing Committee on
Finance and Public Administration in its 2009 Inguinto Residential and Community Aged
Care.

In its 2008 study, the Commission also highlightederal areas requiring further analysis to aid
the development of an improved framework for agae encluding:

» Assessing the potential for unbundling resideraeg;
* Examining the current dual gate-keeping systemtb@dcope to improve it;
» Considering the feasibility of introducing ‘consureentred’ care arrangements;

» Looking at ways of improving responsiveness indgdacating and training the aged care
workforce and extending scopes of practice (PraditeCommission (2008).

The QNU seeks further clarification of these argaaticularly the notion of ‘unbundling
residential care’ and ‘examining the current duastkeekeeping system’.

Nurses play a vital role in ensuring continuity astdordination of care across settings.  This
starts with community engagement to establish #s means of protecting and caring for older
Australians. It will require a wider concept ofealgcare as one element in the continuum of
health care in general, and a better understarafiffzging old’. A national U.S. study (Taylor,
Morin, Parker, Cohn, & Wang, 2009) on aspects @rgday life ranging from mental acuity to
physical dexterity to sexual activity to financisécurity found a sizable gap between the
expectations that young and middle-aged adults baeait old age and the actual experiences
reported by older Americans themselves.

The survey of a nationally representative samplapgroximately 3000 adults found that these
disparities came into sharpest focus when the gumasked about a series of negative
benchmarks often associated with ageing, sucHresd, memory loss, an inability to drive, an
end to sexual activity, a struggle with lonelinesgl depression, and difficulty paying bills. In

2 These include:

Australia’s future tax system: Report to the Treas(2010(Henry Review);
National Health and Hospitals Reform CommissiorD@® Healthier Future for All Australians;

Productivity Commission (2008jrends in Aged Care Servicasd 2009Annual Review of Regulatory
Burdens on Business: Social and Economic InfrastirecServices;

0 Senate Standing Committee on Finance and Publicidisimation Report ofResidential and Community
Aged Care in Australi#2009);

0 Hogan (2004Review of Pricing Arrangements in Residential AGade.
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every instance, older adults report experiencingmthat lower levels (often far lower) than
younger adults report expecting to encounter thémnathey grow old.

At the same time, however, older adults reportggeagncing fewer of the benefits of ageing
that younger adults expect to enjoy when they gotily such as spending more time with their
family, traveling more for pleasure, having moredi for hobbies, doing volunteer work or
starting a second career (Taylor et al, 2809)This type of research in an Australian context
could provide an important reference point for #atual experiences and expectations of the
coming generation of ageing adults.

Looking overseas again more broadly at the Canashgerience, the Romanow inquiry (2002)
into the future of health care in Canada found thlale Canada will be ‘greyer’ in the future
than it is now, that reality is neither a catast®pvaiting to happen nor an issue that can be
ignored. The Canadian baby boomers of today véllhealthier in old age than their parents
were, with fewer chronic health conditions, and déewealth problems caused by smoking and
other lifestyle factors. Even with this, howevdre tdemand for particular kinds of services will
increase. For example, with an ageing populati@nethwill likely be an increase in the number
of people who require joint replacement or suffemnf Alzheimer’'s disease and other types of
dementia. Recent Australian research (Access Ecimspra009) into the dimensions of care
provided to Australians with dementia indicated:tha

* Family carers may be the only source of care fappewith dementia (around 37% of
people with dementia received no formal care in8300

» The cost of replacing the family carers with pa@ders is estimated at $5.5 billion per
annum;

» The opportunity cost or lost productivity borne ibgividuals, business and Government
is estimated at $881 million.

The process of adjusting health programs and fingnshould begin to address the impact of
ageing, and in particular, the increase in demamd dervices linked to a decrease in

independence as people age (Hogan & Hogan, 20@®yeter, because it may be impossible to
accurately forecast the health needs of the pdpualdbo far in advance, flexible approaches

need to be taken to avoid investing in facilitiesl grograms that an ageing population may not
need. With foresight and appropriate planning, Aalist, can also adapt in a timely manner to
the new reality of an older population.

Like Canada, Australia’s health system has beemacherised by fractious debate between
federal and state governments over levels of ampestyof responsibility. However, where
Romanow (2002) sought community consultation taldsth common values — universality and
equity - on which to base a renewed Canadian rsydieere has not been the same type of
engagement here. The National Health and HospRarm Commission developed 15
principles to guide their processes but there waisthhe same level of consultation as the
Canadian experience. The QNU welcomes the Natidealth and Hospitals Network (NHHN)

% The 5% of older Americans who reside in nursinmbs were not interviewed for this study.
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reforms which will develop a nationally consistant integrated aged care system that provides
improved access to appropriate care to meet thesnefeolder Australians and their families.

Under the network the Commonwealth will take fudlipy and funding responsibility for aged
care services, including a transfer to the Commaittiveof current resourcing for aged care
services from the Home and Community Care (HAC@gpm, currently except in Victoria.
This will enable the development of a consistergdagare system covering basic care at home
through to high level care in aged care homes.illt emable the Commonwealth — as the
majority funder of Australia’s health and hospitistem — to drive increased integration
between acute care, public hospitals, GPs, prirhagjth care and aged care (Commonwealth of
Australia, 2010).

The QNU is concerned at the very short timeframdHese initiatives and the real potential for
unintended consequences. This change is occurriagvance of the Commission completing
its inquiry into aged care, so we believe that @emmission should be monitoring
developments carefully.

This should also mean that older people and tlzeers are better able to access information and
services close to where they live through one-stogps. We believe that these venues should
provide a holistic approach to aged care that detuadvice on housing, government benefits
and other related areas of retirement.

Recommendations
The QNU recommends that the federal government:

e Conducts a survey of older Australians to determifeat it means to age, and the
perceptions and expectations about ageing, evetifdagnd family relationships so that
aged care policy development recognises the ffleadXiperiences of older Australians;

» Engages the community in consultations about theegaunderpinning aged care and the
quality and quantity of care aged Australians valjuire now and into the future.
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6.0 What Role for regulation?
The Aged Care Act 1997 (Commonwealifthe Act) regulates the aged care sector. In its
Objects, the Act aims to:

... encourage diverse, flexible and responsive ageslservices that:

(i) Are appropriate to meet the needs of the reais of those services and the carers of
those recipients; and

(if) Facilitate the independence of, and choicelalste to, those recipients and carers.

The Act introduced a new system of funding, themfieatures of which were:

* A single classification instrument for determinihgnding for nursing home and hostel
residents;

* The introduction ofAgeing in Placea system where resident as they become more frail
did not have to move to a dedicated high care esing home facility. It meant a high
level of service where the resident lived,;

* The introduction of accreditation;

* The removal of the requirement of aged care prapseto acquit funding from the
commonwealth.

A net effect of the 1997 changes has been to dixtegine staffing aspect of aged care funding
by reducing the level of government in regulating anonitoring the way providers deliver care.

Since 1997, there has been no distinction betwidfing and infrastructure costs, which means
that some providers can use the opportunity ettheeduce staffing hours or to replace qualified
nurses with less expensive personal carers. It uradermined the capacity to match
appropriately residents to the skill mix of caraeffsthey require as they age and become more
frail and dependent.

We have therefore seen a reduction in the numbergiktered nurses and an increase in
Assistants in Nursing (AIN) A comparison of the residential aged care waddan 2007
with 2003 shows a total workforce growth from 7&Q0 78,849 FTE:

* Personal carers (AINs) increased most, from 57@#86 of FTE;
* RNSs fell from 21% to 17%;
e ENs fell from 14% to 12%:%; and
* The remainder (allied health workers) fell from%.60 6.6%.
Analysis of newly hired staff suggests these trewdkcontinue, yet the exit of nurses from

residential aged care is in stark contrast to ttevth in the acute care nursing workforce
(Martin & King, 2008)°

* Also referred to in other states as Personal 64REs).
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Transparency of Funding

The QNU believes that residential aged care isgdrof major reform of financing. This should

cover the excessive array of ways in which the gawent disburses funding as well as the non-
transparent manner in which it is acquitted. On&oopto achieve this could be the removal of
government legislated fee caps. Residential agee fezilities would then also have greater
capacity to fund accommodation costs from accommmua&harges, thereby reducing the need
to cross subsidise with funds nominally allocatedperational costs (Access Economics, 2010).

Prior to 1997, the Care Aggregated Model/Standagdrégated Model (CAM/SAM) was the
funding mechanism introduced in 1987 for nursingnkse in the non-government sector as part
of a broad strategy of reform of aged care servidédge state-based CAM/SAM funding system
incorporated wage costs under relevant award igesee&n the funding formulaA significant
implication of removing the CAM/SAM funding systemas the loss of protection of the nursing
staff wages component of the nursing home budgleé CAM system allocated funds to nursing
homes for the provision of nursing and personat.céhe system allocated funds on the basis of
a formula which assumed a certain number of nurismgs for identified categories of resident.
There was a requirement to roster a certain nurabéamurse hours’. This model guaranteed
residents with the greatest need for nursing ansbpal care received the most resources.

The purpose of CAM acquittal was to ensure thasingr homes spent the funds that they
received from the Commonwealth for the purposewhich it was allocated. This meant that
the nursing home proprietors were to provide aruahreport for the Commonwealth on how
they spent CAM money. Providers calculated thisbgwing how many nursing and personal
care hours a resident was funded for and thengjaidetailed statement on the number and cost
of nursing care hours provided. Providers werspgend funds on direct resident nursing care
and not used on SAM work such as dedicated domeasks, gardening, laundry or
administration work not related to resident care.

Funding in residential aged care should includeaasparent and accountable allocation of the
health and aged care component with a separataata of funds for accommodation and other
services accounted for independently. At preseatk lof information makes it difficult to
determine how both providers and government accéamspending in these areas. Many
companies are not publicly listed. In particultme ‘for profit’ sector displays extreme
reluctance to QNU requests for review of their prand loss statements. The federal
government would greatly improve the regulatoryiemment by implementing a more detailed
and transparent acquittal process where resideaiedl care providers clearly account for how
they spend capital and recurrent funding. The QMNliebes that ‘transparency’ should take into
account the following:

» Accreditation of auditors for the aged care indgstr
» The authority regulating the aged sector (see rewemdations below) must ensure the
highest standard of independence of its auditors.

® We discuss this more fully under section 4.
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While provisions of thé-air Work Act, 201(have assisted workers to re-engage with employers
through union representation, there remain majstamtes in achieving real consistency in pay
and conditions across the health sector wheretareuwf non-disclosure remains. Funding in the
aged care sector should be contingent on openmessll iareas, including the financial
management of the organisation. Clearly regulating monitoring care standards are vital for
the industry. Equally important, however, is tlradential management and proper use of scare
public resources by providers.

We believe that there is merit in a single, intégraassessment approach for care needs. There
also needs to be more choice within the resideagield care sector and better information on
how individuals use aged care services. This wouldlve lifting the current restrictions on the
number of aged care places within an aged caréityadnformation on the performance of
residential aged care providers should help ensesalents are able to choose the better
providers (Access Economics, 2010). This would ssitate more rigorous performance
standards that are publicly available to consumers.

Regulation can have significant implications foe t#hged care workforce. However, it is worth
noting here that regulation can affect the abitifythe aged care industry to attract and retain
staff and adapt work practices in response to dhgnigbour market conditions. For example,
some argue that excessive government regulaticesislting in registered nurses having to
spend more time on administration and less timgrowiding care, which is undermining job
satisfaction in the industty

The QNU believes that quality and safety underflinspects of aged care. In its 2010 report on
government services the PC commented that for gkaspects of aged care services, indicators
are not fully developed and there is little perfarmoe reporting available. We concur with the

Commission’s priorities for the future which inckud

« Continued improvement of efficiency indicators, luding for HACC services and
assessment services;

» Improved reporting of waiting times for residentaged care;
* Improved reporting of long term aged care in pubbespitals;

* Further development of outcome indicators (Stee@ammittee for the Review of
Government Service Provision, 2010).

® See, for example, Venturato, Kellett & Windsor@2pcited in Productivity Commission, (2008).
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Recommendations

The QNU recommends that the federal government:

In the first instance, establishes a tripartiteugr@onsisting of unions, government and
employers to consider the recommendations relatirtbe sustainability of the aged care
workforce put forward by the Productivity Commigsi its final report on this inquiry;

Establishes an authority specifically to regulatee taged care sector, including
compliance with statutory obligations, accreditatio performance standards,
benchmarking, risk profiing and management, anduah financial reporting and
auditing;

Continues to develop and improve equity, effectegmnand efficiency indicators for aged
care in accordance with the priorities identifigdtbe Productivity Commission (2010);

Undertakes economic modeling to establish a rolmstistry specific financial reporting
mechanism in addition to statutory financial repaytstandards so that there is greater
transparency and accountability of expenditureavegnment funding.
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7.0 A workforce to care for the elderly

In March, 2009, the ANF launched tBecause We Careampaign for quality aged care. The
key objectives of this campaign seek to improve itidustry for aged care nurses and the
residents in their care. Here we reiterate thedspects of our campaign:

* Wage parity;

* National licensing of all direct care staff;

* Minimum staffing levels and appropriate skill maqd
 Transparency of fundirig

The 2010 federal budget delivered a total packéd@d82 million of new spending on aged care.
However, we believe the federal government need®mnomit much more funding and attention
towards this sector to meet the needs of the agmipglation.

Closing the wages gap and maintaining wage parityof nurses working in aged care with
their colleagues in other sectors;

Pay is an important symbolic indicator of the valplaced on work by employers and the
community. It is understandable that nurses feallegmaid and undervalued when their
colleagues in acute settings earn significantlyean®ersonal carers who legitimately view their
work as of great social value feel slighted whezytkee their children earning similar wages to
themselves in check-outs at the local supermaMattin & King, 2008). Indeed, the symbolic
value of increased pay is likely to be substanéiatj to have direct effects on job satisfaction and
commitment.

Prior to 1996 when there was centralised wage ifiratthere was generally parity between
nursing wages in the public acute hospital seatdrrasidential care establishments. Since that
time, the gap has widened considerably as nurséseimprivate and public acute sectors have
obtained more favourable outcomes through entergsergaining. Currently the wages gap
stands at $393.77 per week national average undekward or $168.52 per week national
average under an Enterprise Bargaining AgreemeNf(A010} Such a significant disparity
makes it virtually impossible to attract adequaienbers of nursing staff to aged care.

In late 2009, the Australian Industrial Relationen@nission made th&urses Award 2010
which in part set pay rates at levels significamtow those contained in tiNurses Aged care
Award State — 200%the Notional Agreement Preserving State Awardsicviapplied at the
time. The new award provided challenges for thedQ@iNour quest to maintain and improve the

" We address this topic under section 6.0

8 Based on rates for RN level 1 at the top of theesc
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terms and conditions of employment our aged carenlees who are award-reliant for the
following reasons:

« It required award-reliant employers not to redu@ges for nursing employees but gave
no certainty as to how this would occur or whett@re would be future increases in
their actual rates of pay through safety net adjasts;

» Award-reliant Queensland aged care employers havistary of minimal and sporadic
engagement with the QNU. It is unclear how mang arembers of Aged Care
Queensland (ACQ), but we understand the numbenadl;s

* There is minimal engagement between ACQ and the @NUhdustrial matters. ACQ
appears to rely on advice from external advisers;

* There appears to be no industrial organisatiomf@d care providers in Queensland who
do not have the benefit of in-house expertise. Ware small providers in terms of
industry representation and have limited expert BluResources advice;

 In our view, many of these award-reliant employare likely to lack adequate
information in order to make decisions related Hleirt obligations under th&lurses
Award 2010;

* In recent years, aged care providers have emplsigrdficant numbers of employees
from Non-English Speaking Backgrounds (NESB). Ehesrkers are not always aware
of their award entitlements or remedies and araarable to award breaches.

In Queensland, approximately 60% of aged care empdohave, over time, negotiated
enterprise agreements with the QNU. There are digpautcomes among these agreements
where some provide wages that are only marginatyatgr than those set out in thged care
Award 2010(the award) and others have significantly reduged not closed) the gap with the
public sector rates (See Attachment D - Union Neged Agreements Compared with the
Nurses Award 2010

In our experience, it is common for aged care eggkoto argue that any significant increase in
wages will require a reduction in care hours. Tapproach has a number of effects on
recruitment and retention of the workforce. In @us&and, staff turnover rates of between 20-
30% are not uncommon, particularly among new réstoi aged care nursing. As the workforce
in predominantly part-time (Martin & King, 2008)hdre are significant levels of ‘under-
employment’ where many nurses have more than oreipee nursing job.

There are limited career opportunities in aged camsing compared with other sectors and a
sense of professional isolatlon As well as lower wages, aged care agreementspats/ide
lesser entitlements in long service leave, anremld and parental leave. The overall package
leaves aged care nurses severely disadvantagexnipacison to their counterparts in the public
and private sectors.

% Discussed further under ‘Education’
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The federal government’s commitment to provide &oidal funding for aged care initiatives is
of course very welcome, however, lack of wage pavith other areas of nursing remains for the
QNU the most significant issue in addressing ther&uof aged care. While employers continue
to pay aged care staff on relatively poor wages, ittability to recruit and retain appropriate
numbers of aged care nurses will continue. Waageb conditions must improve to attract
nurses into the sector. Productivity improvemeais help to fill the wages gap realised through
better technology and restructuring activities engre sophisticated monitoring and scheduling
systems which can also allow staff to spend mane tivith residents and increase the quality of
care provided. More fundamentally, since thereni@@dence base to show that more nurses in
the skill mix lead to better health outcomes, thiensity of nursing care requirement could be
linked to the Aged Care Funding Instrument (ACRiple and this may assist in achieving
adequate provisioning for wages (Access Econon2ige8). We refer the Commission to the
ANF submission for further information on our slthposition regarding funding arrangements.

For some time, the QNU has been concerned thabfwloe most significant reform agendas of
the federal government (the reform of the induktakations system and health reform) could be
working at cross purposes. The support and pramodf enterprise based bargaining and
rejection of the concept of industry wide bargainthrough the industrial relations framework
contributes to the development of significant pag @ondition differentials across the health
and aged care systems (within states and betwatsskst This is occurring at a time when it is
critical for our health and aged care systems toaacone system without significant labour
market distortions. The QNU has consistently adgiog some time now that this discrepancy
needs further closer examination.

Recommendation
The QNU recommends that the federal government:

» As a priority, closes the wages gap for nurses eyepl in aged care (compared to their
counterparts in other sectors);

* Provides funding directly to care and wages ratihan activity under ACFI.
National licensing of all direct care staff;

We appreciate the federal budget commitment of $3lkon to explore a national regulation
system for personal care work€rsThe QNU is concerned that the rapid increas@émumber

of unlicensed workers giving direct nursing carerésidents will impact on the aged care
workforce and the quality of care it is able toidl. While we accept that unlicensed nursing
and personal carers may be competent at providibgséc range of services and are valued

9In Queensland, personal carers are referred tasaistants in Nursing (AINs). The Nursing and Mitbry
Board Australia does not currently licence AINs.iyiadINs hold a Certificate 11l or IV qualificatiobut this is not
a mandatory requirement. The AIN assists with mgrsiare and works under the direction and supeivisif a
registered nurse.
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members of the team providing care to residentsdlstaff may not be able to recognise more
serious issues that require supervision and sunoont RNs.

The QNU has consistently argued that anyone urideganursing should be designated as such
and operate within a regulated framework. Whenme @nd support includes nursing, then a
nurse should undertake this work whether it ishia home or a facility. This will require
consistent, transparent criteria on the naturaiofing in order to make a judgment.

The QNU contends that the Nursing and Midwifery BoAustralia (NMBA) as the regulating
body for registered nurses, enrolled nurses anaviveé$ should also regulate AINs. Through a
licensing regime, AINs will require a minimum leved formal education and accountability in
their practice. Competency standards should bedbas those currently governing the regulated
nursing workforce. Attachment E sets out the NMBIWrsing Practice Decisions Summary
Guidethat could form a useful guide to developing ailsinframework including AINs.

We refer to recommendation 2 of the ANF submissi@t recommends there is recognition of
the professional skills of AINs through a natioheénsing system. The QNU believes that the
development of competency standards for AINs reguiurther discussion between government,
employers, unions, the regulator and other keyestaklers. We are keen to take part in any
future discussions in this regard.

Recommendation
The QNU recommends that the federal government:

» Introduces national licensing of all direct caraffsuinder the NMBA to ensure that aged
carers meet standards of practice that deliveiitgualcare for older Australians.

Minimum nursing staff levels and an appropriate skil mix of carers (however titled) and
enrolled and registered nurses throughout the ageand community care workforce.

The Aged Care Act 199@xplicitly aims to encourage and facilitate ‘aggin place’. The Act
does not define ‘ageing in place’, but one useéfirgtion is ‘the provision of a responsive and
flexible care service in line with the person’s mbimg needs in a familiar environment’. In
effect, ‘ageing in place’ refers to a resident rammg in the same residential aged care service as
his or her care needs increase from low level gt hevel. This is changing the profile of people
in services (Steering Committee for the Review&fvi®e Provision, 2010).

The Aged Care Act 199does not establish any ‘program’ or require arsidential aged care
service to offer ‘Ageing in Place’. Rather, it desthe opportunity for providers to choose to
provide the full continuum of care, by removing tkgislative and administrative barriers that
prevented this outcome in the past. The concefatgefing in place’ is linked to the outcomes of
increasing choice and flexibility in residentialegigcare service provision. These are difficult
outcomes to measure. Data on ‘Ageing in Placegported for the indicator ‘intensity of care’
(Steering Committee for the Review of Governmenvige Provision, 2010).

The ‘Ageing in Place’ policy has had implicationsr fthose providing care in residential
facilities. Age, dependency and acuity of peoplaursing homes have increased and as a direct
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result of the policy, there are an increasing nundehigh care residents in low care facilities

(Hogan, 2004). The result of ‘Ageing in place’ leeen to deregulate the nursing labour market
with the substitution of registered nurses with i8ssits in Nursing and other types of home
carers:t

Between 1995 and 2007, the number of registeredeanalled nurses employed in residential
aged cared declined by almost 8000 (Martin & Ki2@08). During the same time the number of
residents and their acuity increased. Increasgi@ni acuity and shortened lengths of stay in
facilities as well as a renewed focus on primarg preventative health care, have changed the
way in which individual nurses practice and thesmg profession. It is therefore likely that
more acutely ill patients requiring more completementions and treatment regimens in shorter
periods of time will have a significant impact orpected nursing workloads, and create the
need for more rather than less skilled staff (Ailenal. 2002, Duffield and O’Brien-Pallas,
2002).

There are significant risks to patients from untidfing and inadequate skill mix, including
compromised safety and diminished quality of carereasing morbidity (incidence of disease)
and mortality (death rate); and an increased oeoag of adverse or sentinel events (injury or
death resulting from a health care interventiont the underlying condition of the patient)
(Armstrong, 2009). Efforts to cut costs and ackiéwancial savings in aged care through
constraints on nurse staffing are actually drivigeconomic costs, affecting service delivery
and health care practice, and compromising pasigiety (Heggen & Wellard, 2004).

Skill mix is a significant predictor of patient @otmes. Skill mix refers to the balance between
trained and untrained, qualified and unqualifiedd &upervisory and operative staff within a
service area, as well as between staff groups. offtinum skill mix is consistent with the
efficient deployment of trained, qualified and siyisory personnel and the maximisation of
contributions of all staff (Nessling, 1990).

The increase of unlicensed aged care workers Baspédced extra demands on ENs and RNs to
support and supervise less qualified staff whileeasing and caring for more patients with
complex needs, and carrying out lengthy adminiseatasks. Work intensity for residential
aged care nurses has increased with 6.7 residentsipse in 2007 up from 5.2 in just four years
and projected almost to double to 12.1 in the wedade on current trends (Access economics,
2009). This means that each nurse is requiredgersise more residents as well as more staff
sometimes across multiple locations. As the pdjmureof residents becomes older with more
chronic needs, there will be growing complexity cdre and this will impact on nursing
workloads unless there is a suitable model devedldpeaddress this. We attach a summary of
the Minimum Care Hours model applied in public eeatesidential aged care facilities in
Queensland to projeciare hours and guide resource allocations. Whéderacognise that the
circumstances in the public sector are unique a the certified agreement establishes clinical
judgment as a valid criterion for determining saferkloads, the QNU believes that this is a

1 We discuss the regulation of AINs under sectidh 7.
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useful basis for developing workload managemenistoo aged care across all facilities (See
Attachment F).

Skill mix issues in the aged care sector include itrability to ensure adequate staffing and
preparation of staff for their roles. A particufaoblem is the limited availability of specialised
nursing care and thus clinical care limitationsjolihcan have serious adverse consequences for
the frail aged (Access Economics, 2010). In th&esesector there is evidence that more nursing
hours for patients bring quality of care and ecoiedmenefits (Duffield, 2007; Aiken et al, 2003)
through decreased complications, higher care stda@ad improved outcomes, measured using
various indicators (e.g. behavioral and pain mamege, sleep, infection control, emotional
support and so on). Studies similarly show thaé aglivered by RNs in residential aged care
settings is strongly related to better residentaues (Horn et al, 2005). An implication is that
future residents should be made aware of a fasilgkill mix when considering a place.

There is currently little evidence available nasithy or internationally to make any
recommendations concerning implementation of aiBpewrsing model into residential aged
care facilities and the Department of Health an@iAg has limited standards for skill mix with
no consistency across states. While the $500/@®@teral government allocated in the budget
for a research study on staffing levels, skills rmand resident care needs is a worthwhile start,
this area needs further research to take into at¢ba characteristics of a future aged Australian
and their family, palliative care, acuity and skilix.

The acute and aged care systems are interdepenifi¢éim. federal government is genuine about
its stated commitment to promoting seamless cakishin the most appropriate location then
this will mean improving the skill mix in aged car§Ve have attached a comparison of service
profiles between two employers in high care fae#itin Queensland — Queensland Health in
State Government Nursing Homes and a private peovidhis table shows the number and type
of nursing staff and the number of beds at eachitioc (See Attachment G).

Where the number of beds may differ slightly, thee@nsland Health facilities utilise advanced
nursing positions and more registered nurses thamtivate facilities. The QNU believes, and
indeed evidence supports (Horn et al, 2005) thatheer skill mix results in better outcomes for
residents and an enhanced career path for AIN&E&isd

We attach a suite of three QNU policies that seétoom position on Models of Care, Workloads
and Skill Mix (See Attachment H).

Recommendations

The QNU recommends that the federal government proside:

* Minimum staffing levels in all aged care facilitiead an appropriate skill mix of staff to
deliver proper levels of care and reduce workloads;

» Further research grants to investigate the needtheffuture aged Australian, their
families, palliative care, acuity and skill mix.
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8.0 Other workforce issues

Education

While it is clear that inequitable wage rates dré¢ha forefront of recruitment and retention of
aged care staff, there are several other causdhifodeclining trajectory. Equally certain is a
widespread rejection of the actual or anticipatgeldacare clinical experience by student nurses
(Robinson et al, 2008).

Training and education have been found in acuterasidential aged care contexts to enhance
quality of care and health outcomes (measured gfrandicators such as resident satisfaction,
functionality, ulcers, infections, bleeding, weidb$s and death) (Duffield, 2008). Better quality
of care and health outcomes reflect the level afcaton, training and ongoing professional
development invested in skilling and equipping earséo meet the challenging and changing
needs of aged care, particularly for the high propo of residents with dementia (Access
Economics, 2009).

It is important to view nursing education as anestment, with failure to invest in adequate
training and education resulting in patient, ecolroand social costs. Cost effectiveness of
residential aged care training programs can be umedsn terms of workload (efficiency before
and after the training), work quality and numbeipebple trained. It will be vital to continue to
monitor and evaluate the cost effectiveness ofssiiining and key performance indicators of
guality through the sector.

We note that the federal government will offer sappo establish teaching nursing homes and
will provide up to 400 nursing graduate placemerftsr the first time, the federal government
will offer support for:

* The establishment of Teaching Nursing Homes taogtheen the links between the aged
care sector, research and training institutionslaooél Hospital Networks;

* Up to 400 nursing graduate placements to providdugtes with support from
experienced staff, mentoring, access to clinicapsut and additional training to support
graduates as they become fully functioning nursiadf;

» Existing aged care nurses and personal care waidkeysgrade their qualifications
through further training;

* 900 new nursing scholarships - 600 for ENs andf80&Ns (Commonwealth of
Australia, 2010).

These measures recognise the importance of upsklNs and AINs in order to respond to the

greater needs of those entering aged care. Hoywnese initiatives are not likely to work if the
wages gap is not addressed — that is a preregjtosisuccessful reform in these areas.
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Ongoing education and training will need to commeatma well developed career structure and
appropriate remuneration scheme to ensure nursegneavithin the aged care sector and do not
leave to work in higher paying sectors having gaitieir qualification.

The perception of a gap between academic preparatid clinical preparedness is now being
recognised as a matter of concern to members opubéc, government, the professions and
students themselves. In the sphere of nursirgynarst especially residential aged care nursing,
the raising of the intellectual/educational captbg of student nurses has outstripped the quality
of the clinical education and training availablettem, not due to any failure of will or lack of
commitment on the part of those involved. The @fahe problem appears to lie at the strategic
level. The scope of coordination between the edwutanstitutions and the sector has not risen
sufficiently to match the magnitude of what is icegzably a joint task; and the training
capability of the residential aged care sector hais been able to expand to meet the new
responsibilities placed upon it (Robinson et aD&0

Professional isolation poses a risk of reduced emess of current practice and a performance
gap can develop between individuals without regatartact with and the influence of practice
peers. Aged care nurses need to have regularatavith other professionals and peers in day to
day practice for professional development and sugien (Coleman and Lynch, 2006).

The federal government and employers can grow awkldp the aged care workforce by
focusing on student clinical placements and suppprexcellence in training and learning for
students. Teaching nursing homes will provide a emstimulating and fulfilling clinical
experience in a fully attuned, educative and supmohigh quality aged care setting (Robinson,
et al, 2008). We believe that curriculum design intalse into account community needs, not just
those of service providers.

Recommendations
The QNU recommends that the federal governmentigesvfunding to:

» Address the barriers to attraction, recruitment i@teintion in aged care — including the
wages gap — as a perquisite to training/educaétorm;

 Develop a high level evidence base to inform thacfices and organisational
arrangements that underpin clinical education edagare;

» Develop a robust and transferable model to fatditpuality clinical placements in aged
care (Robinson et al, 2008);

* Raise the training capability of the aged caremduy instituting or renewing, enlarging
and enhancing partnerships between the industryreneducation bodies (Robinson et
al, 2008);

* Move the clinical placement experience into thdmeaf structured, planned, resourced,
education delivered through a collaborative arramgg underpinned by an evidence-
based model backed by careful planning and praparaaccountability mechanisms,
appropriate staff selection and recurrent traimegymes (Robinson et al, 2008).
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Extended Roles

One way of facilitating workplace change and inrtra in job design is by extending the

training and scope of practice of certain groupsvofkers (such as registered and enrolled
nurses). This primarily involves making the mosttioé skills and experience of workers in

relation to the broad range of functions associatitk the delivery of aged care services, while
still ensuring the safety and quality of care pded to clients (Productivity Commission 2008 p.
XXiii).

The aged care workforce structure is predominambly-RN, overwhelmingly part-time/casual,
and suffers from professional isolation (Robinsorale 2008). This is likely to impose some
limitations on the staff's training capacity, a itation, which may be magnified by a lack of
training in the skills of preceptorship and, oftenfailure to define teaching and supervision as
falling within the scope of duties (Robinson et24108).

The QNU supports the role of Nurse Practitione8gNand Enrolled Nurse (Advanced Practice)
(ENAPS) in aged care. The federal government bastted $19 million to trial new models
that expand the role of nurse practitioners in agg@, improving career pathways and nursing
care. We believe that the federal government shexgpand this trial to include the ENAP role.

NPs provide a high level of care and the abilityirtterface with General Practitioners (GPSs).
U.S. research indicates that nursing homes thalogmpPs make a significant investment in
quality of care for their residents. NPs have bieereasingly included in care teams in nursing
homes patrticularly those with higher managed chateator et al, 2005). Further, NPs working
in Australian aged care treating the elderly inrthemes and in residential aged care facilities
have saved $1.5 million in hospital admissionstlierover 65 years aged group (ANF, 2009).

In similar fashion, the QNU believes that the ENAdRe could work effectively in aged care
facilities. Since 2004, Queensland Health ha®thiced these positions into almost all Health
Service Districts in the State, and in many clihim@eas including: outpatient clinics, inpatient
wards, operating theatres, mental health units emmimunity health facilities. Their role
includes leadership, clinical competencies relatedhe clinical specialty of the unit, and an
ability to practice more autonomously - with supgion by the RN being more often indirect
rather than direct. Some areas require the ENARave medication endorsement and other areas
may not (Queensland Health, 2010).

On the following page we highlight tiéospital in the Nursing Hom@HINH) service offered by
the Royal Brisbane and Women’s Hospital (RBWH). isTis an example of a successful,
alternative for the acute management of residentsged care facilities that utilises advanced
nursing roles (Clinical nurses and Clinical Nursen€ultant) in conjunction with GPs and aged
care nursing staff.
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Hospital in the Nursing Home

The HINH service is a team of nurses working intpenship with general practitioners (GH
and aged care facility staff to provide an altaksabption for the acute management of resids
in aged care facilities. The service provides atlon, support and advice to preve
unnecessary presentations to the RBWH so thatemsicare cared for in the most appropr
environment.

o

The service operates 7 days per week and is sthjfddfull time Clinical Nurse Consultar
1 full time Clinical Nurse and 1 part-time Cliniddurse (0.8 FTE).

Commonwealth Longer Stay Older Patients (LSOP) ingptias enabled enhancement of
HINH. The most significant enhancement was themsibn of HINH into the inpatient uni
of RBWH. This enabled comprehensive assessmentrarthgement of inpatients fro
residential aged care facilities and establishdl@giate working relationships with inpatie
nursing and medical teams with the following result

Residents present to the HINH service or the EnmgeDepartment at the

request/agreement of the resident’s GP.

The resident remains under the medical managenfetitew GP. The facility nursing
staff and HINH provide nursing support.

)S)
ents
Nt
ate

HINH nurses provide assistance and support to eatizl aged care staff to care for the

resident at home.

HINH offers GPs access to management protocolsefsidents with conditions such
urinary sepsis, cellulitis and pneumonia;

HINH conducts an annual conference and workshopsegponse to the needs f

or

residential aged care staff and other stakeholdemsaintain and refresh their knowledge

and skills in a range of relevant nursing managénm@erventions, including nursin
management of palliative symptoms, management agnaeption of complications In
Dwelling Catheters (IDCs) and Percutaneous Endasagastrostomies (PEGS), care
tracheostomies and stomas, infectious diseasescptetand wound management.

» Reviewed over 40 admitted residents per month

» Case managed complex cases throughout admitte@&aatients per month)

* Prevented unnecessary use of sub-acute care opyofegilitating transfer back t
the RACF with follow-up support

» Facilitated early discharge from acute care (2009shved 365 days with potent
cost saving of $255,500)
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This funding also allowed the HINH service to sg#ren its existing profile in th
community and the Emergency Department such thedstable to:

1.

2.

Over the period of LSOP funding there has beenmsistent reduction over 3 years in {
annual hospital separation rate of residents aoorr@sponding reduction in total Occupi
Bed Days (OBD) , (34% reduction between 2007-8201D-10)

Although there has been no notable reduction iresponding length of stay (LOS) over ti
same period it would be reasonable to suggestthieaenhancement of the HINH has b¢
able to prevent avoidable admissions of those eessdwith conditions able to be manag
within the aged care facility (such as urinary tradections, wound management, ch
infections and chronic anemia) through intensivacation of clinicians and an effecti
phone liaison service.

A survey of internal and external stakeholders gtbithat the enhanced role of HINH h
made a significant contribution in raising the asveass of the needs of the long stay o
patient and improving the patient journey by acimgvan earlier and potentially mo
complex discharge for this cohort from aged cacdifies.

Maintain a consistent ambulatory service to outndacfacilities for clinical care an
education of facility staff to undertake more actaee on-site

Establish work processes, orientation manuals andce profiling for the longe
term

Participate on local, state-wide and national agade forums to advocate f
improvements for residents presenting to acute feaitties

Establish a comprehensive database to capture Hilviital activity and enabls
benchmarking internally, and possibly externally
Organise annual Aged care Conferences with natioretognised experts with th
aim of closing the gap between aged and acute care

Participate in a research project with the local BiRision to improve clinica
handover between the two care environments fodeess of aged care facilities.

Year Separations OBDs
2007-2008 1430 12 157
2008-2009 1185 10 294
2009-2010 945 8431
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Recommendation
The QNU recommends that the federal government:

» Broadens the trial for expanding the role of NUPsactitioners in aged care to include
the role of ENAPs.

Workforce Planning

The QNU has consistently argued for a nationalingra/orkforce plan to provide a systematic
assessment of state and facility staffing needstl@dictions necessary to address these needs
through a consultative process involving key stakddrs. Although there is already some
interface between stakeholders such as healthgettiaare service providers and those involved
in the educational preparation of the nursing andwifery workforce, this needs to be
strengthened considerably to ensure that Univessiind TAFES prepare candidates who are
‘work ready’ and providers ensure there are enoalhical placements to accommodate
students.

Investing in nursing and midwifery care through tegsatic planning of the workforce will
provide returns of better care outcomes and lestiexpensive health care resources. Supply
must meet demand by recognising that nurses andiwgd have sound professional judgment
to identify the resources required to build andivéel models of nursing tailored to specific
community needs in a safe and valuable way. Modketsre are dependent on the availability
and sustainability of the appropriate and releskiit mix and the recruitment of appropriately
gualified nurses.

Governments and employers must not regard recrottnoé overseas trained nurses and
midwives as the solution to Australia’s aged cawesimg shortage. Although we acknowledge
the international mobility of the nursing workforais must occur within the context of an

ethical migration framework. The fundamental premfer health workforce planning must

continue to be one of national self sufficiency.ghdition from those countries that are already
experiencing crisis in their health workforce willrther weaken their already fragile health

systems. Comprehensive workforce planning thdudes the education sector will provide the
most effective and sustainable solution to Ausdrslhealth care needs.

Planning the aged care workforces requires estsrate

* The total size of that workforce through the pefB@E and persons). From this can be
calculated the number of additional workers reglfor growth;

* The net numbers leaving the workforce requirindaegment;

* Net arrivals into the jurisdiction which contribute the supply of new recruits to meet
growth and replacement needs;

* The number of recent graduates who are availaldesamable for positions;

» Any accumulating shortages or surpluses (Pres@in)2
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In April, 2010, the QNU co-sponsored the Nursind dfidwifery Workforce Summit, a meeting
of key stakeholders to discuss the future of thesing workforce in Queensland. The summit
identified the following priority issues:

* Increasing the supply of nurses and midwives;

* Increasing new graduate employment;

* Improving educational articulation;

* Promoting advanced and independent practice;

* Improving retention of targeted cohorts of nursed midwives.

As a result of the summit, the Office of the Chiefrse (OCNO) has prepared a drdfirsing
and Midwifery Workforce Strategy 2010-202Mich sets out the priorities and strategies for
addressing the key workforce challenges faced iee@sland. The QNU will be working with
OCNO to refine this document and implement itststees.

In 2008, the Council of Australian Governments (G&Announced the establishment of Health
Workforce Australia (HWA), a statutory body thatke to produce more effective, streamlined
and integrated clinical training arrangements andupport workforce reform initiatives. HWA
will develop policy and deliver programs acrossrfowain areas - workforce planning, policy
and research; clinical education; innovation antbrre of the health workforce; and the
recruitment and retention of international healtiof@gssionals. HWA will also consider the
adequacy and availability of workforce data (He&Mbrkforce Australia 2010). We believe that
HWA can benefit from a similar approach to workirplanning that we have adopted in
Queensland. This will involve putting in place ranisms for gathering reliable workforce data
across all health sectors.

Recommendations

The QNU recommends that the federal governmendmjuaction with Workforce Australia and
the states:

» Develops and implements a national nursing worldgan based on best practice in any
setting that will inform the national health policyThe nursing workforce plan should
recognise the specific needs of indigenous Austnaliand a culturally diverse
population.

9.0 Conclusion

If the federal government is serious about refogmiustralia’s aged care system it calls for a
new paradigm, one that recognises and rewardsetiieated nursing workforce upon which the
system relies so heavily. The future of aged da@ends on community input and appropriate
funding and staffing strategies that will deliveradjty outcomes for residents and their families.
The QNU is keen to assist the Commission with mpartant deliberations in the coming

months.
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