Chapter 6
(Part A)

DOMINANT DISCOURSE WITHIN AGED
CARE POLICY IN AUSTRALIA 1963-1993
Phases 1-3 (1963-1971)

The state is not simply e of the forms or specific situations of the
exercise of power ... in a certain way all forms of power relations
must refer to it ... not Lecause they are derived from it ... rather
because power relatior s have come more and more under state
control (although this s'ate control has not taken the same form in
pedagogical, judicial, ¢ conomic, or family systems) ... one could say
that power relations h«ave been progressively governmentalized, that
is to say, elaborated, rationalized, and centralized in the form of, or
under the auspices of, tate institutions.

(Foucault 1982:224)

INTRODUCTION

The major shifts in aged care policy in Australia over the past 30 years are a
reflection of both the political a1d economic systems in place during that time. This
chapter provides a brief overview of the political context within which provision of
nursing home care operated in Australia between 1963 and 1993. This chapter is
also concerned with the public discourse of aged care where priorities and values
are expressed in policy behav ours, in spoken language found in Parliamentary
debate and in the written word ‘ound in official policy documents. The presence of
the dominant medical discourst: is also highlighted owing to its powerful influence
over the bureaucratic process of government. Six major phases of aged care policy
are examined including a discussion of the dominant public discourse during each

phase.

Foucault (1980) describes how powerful professional groups are able to talk about
and define, sort, classify, categorise and label other groups within society. The

discourse reflects the major piiorities and values of a certain group and may be



expressed not only in their behaviours but also in their spoken language which may
subsequently appear in the written context of official documents. A professional
discourse is constructed by thz professional group conducting its practice in a
particular fashion. The discourse is formed through the legitimation of particular
organisations and then is defined through certain need. Professional groups such as
doctors, nurses, journalists, administrators and planners, through their various
forums, discuss and define the ¢lderly and present views of what they perceive are
the needs of the elderly. However, powerful and influential discourse can and
should be carefully examined a1d unpacked in order to uncover some of the social

interests which are characteristic of its make-up.

In 1962, the Commonwealth Government introduced the Nursing Home Benefits
Scheme which provided the sum of 20 shillings ($2.00) a day to nursing home
proprietors for each resident. T e Nursing Home Benefit was paid in respect of all
residents in all nursing homes throughout Australia, whether the residents were
insured or not insured, or wheter they were in voluntary, private or state nursing
homes. This nursing home sutsidy came to provide such a motivational force to
welfare organisations, compan es and businessmen alike that by 1984, the Senate
Select Committee reported there were 74 600 nursing home beds or some 140
beds for every 1000 population aged over 75 years (Senate Select Committee
1984:45). In 1986, the Nursing Homes and Hostels Review reported the number to
be 71 503 beds or some 67.2 beds per 1000 population aged over 70 years, and by
August 1986, its recommendations in the form of Stage 1 of the Commonwealth’s
Aged Care Reform Strategy (\ACRS) were introduced targeting the reduction of
nursing beds to 40 beds per 10 )) population aged over 70 years (Commonwealth
Department of Health, Housir g & Community Services 1991:181). We see by
June 1991, half way through the ACRS, the number of nursing home beds was
reduced to 73 291 beds or 56.¢ beds per 1000 population aged 70 years and over
(1991:95).
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In order to understand how and why this growth and later reduction of nursing
home bed provision occurred and to learn what the consequences were for the
quality of care provided to residnts living in nursing homes, we will now recall the
political and economic context of the period under study in order to explore the

major policy shifts which have mpacted on the nursing home bed provision.

AUSTRALIAN POLITICAL CONTEXT

Before considering the major policy shifts which have impacted on various aspects
of nursing home bed provision within Australia, it is essential to recall the character
of the Australian political system in which such provision was operating, in order
that the development, legitimation, implementation and evaluation of policy
decisions surrounding nursing homes may be understood. The main elements
which assist in understanding the major shifts in aged care policy that have
impacted on nursing homes in Awustralia are: firstly, the form of political leadership
in place at the time; secondly, the pattern of Commonwealth/State relationships;
thirdly, the characteristics of local government; and finally, the involvement of non-

government agencies in the sup > ly of welfare services (Parker 1987:5).

Political Leadership

Australia experienced a Labor Government during the period 1941 to the end of
1949, headed first by Curtin and then by Chifley. In 1950, under Menzies, the
Liberal coalition won government. Menzies headed five successive Liberal coalition
Governments until 1966, when the Liberal coalition Government continued under
Holt, then Gorton, and finally McMahon. Many of the aged care policy decisions
affecting nursing home provision ¢merged during this 23 year period of
conservative government. These policy decisions were made in the light of an
ideological commitment to the private sector, to a society where self-help was of
the utmost importance and where government intervention was considered only as

a last resort.
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During the late 1960s and early 1970s, concern was mounting about the increasing
amount of public expenditure surrounding health care provision and the unco-
ordinated manner in which the health services were being provided. By the end of
1972, the Labor Government was returned to power under Whitlam and as a
consequence extensive plans wzre formulated to undertake a major reorganisation
of the health and welfare servic :s. These plans concerned not only the organisation
and funding of health care serv ces but also outlined new developments for public
social services. Major increascs in public expenditure occurred during the early
1970s, but in November 1975, supply legislation was blocked by the Scnate. As a
consequence, an unprecedented constitutional and financial crisis occurred and, as a
result, the Governor General, ir John Kerr, dismissed the Whitlam Government.
The Governor General invited the leader of the Liberal party, Malcolm Fraser, to
form a temporary government and at the following election the Liberal coalition
party gained power. Australia experienced a conservative administration for the
following three elections until March 1983 when the Labor party under Hawke
regained power. Since 1983, Australia has experienced 11 years of a Labor
administration even though the leadership of the Labor party changed to Keating in

1993.

Therefore, the period prior to his study contained a 23 year period of a Liberal
coalition Government, which was only disturbed by three years of Labor
administration. This present study pertains to a period which is characterised by 11
years of a Labor Government which, in terms of social policy, has been criticised
in some quarters as proceeding more like a conservative government than its

Whitlam forerunner twenty yea s or so earlier.

Commonwealth/State Relationships
Australia has been a federation since 1901, with responsibilities for various areas of
government divided constitutionally between the Commonwealth and the six states.

The major responsibilities of the Commonwealth rest with areas such as defence,
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education, health, economic pclicy, foreign policy, and aspects of social welfare
such as Aboriginal affairs, repatriation affairs, and most social security payments to
individuals such as unemp oyment benefits, pensions, and so on. The
Commonwealth raises revenue 'hrough income tax and distributes this to the states.
The states also have the right 10 raise revenue through taxes and they do so to a
lesser extent through the levy of land tax, petrol tax, road tax, and so on. Local
governments are also allowed to raise income and do so through the land rating

system; however, their income s minor.

The Constitution allows the Commonwealth to make payments to individuals in
cases such as unemployment and sickress. However, state governments carry the
responsibility for the provisior of individual services such as hospitals, schools,
public housing, and local soci:1 services. The Commonwealth transfers funds to
the states to provide for such :ervices. However, the transfer of Commonwealth
funds to the states is generally undertaken in a global fashion and the states may
utilise the funds in any particular manner they choose. It is cnly when the
Commonwealth transfers funds via Special Purpose Grants that the states are

required to use the monies for specific purposes.

Often, the political party in go/ernment at the Commonwealth level can differ to
that at the state level and this leads to a situation where the Commonwealth
government frequently is requi ed to deal with a number of state governments that

are of the opposite political persuasion.

Local Government Involvement in Health and Welfare Services
As the Australian population s spread widely throughout the countryside, vast
distances are found between local government councils and, with relatively small
population bases in rural towans, the amount of revenue to be carned by local
governments is small. Therefore, local government councils have steered away
from any major involvement in provision of local health and welfare services, with

their major responsibilities ten ling to be in the maintenance of local roads. Local
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government councils are genera ly elected more upon a personality basis rather than
on their political party prefere ice and therefore local government councils have
tended to avoid increases in th2 taxes as it would bring bad publicity at the next

election.

Non-government Welfare Agencies

The practice of government adininistrations looking to non-government agencies,
such as churches and religiou; orders, to provide basic welfare services to the
community has a long history. Benevolent organisations have been given support
via capital grants and per capit:. payments for services provided to people in need.
The long history of Libera. Government up till 1983 saw conservative
administrations advocate payments to benevolent organisations rather than
supporting government run orginisations due to the self-help ethic. Vast networks
of volunteers would raise donations and provide a source of free labour to many
welfare services and this is still the case, with organisations raising vast sums of

money through donations in orcer to obtain matching government grants.

Therefore, all four of these clements of the Australian political context are
important to understand the major shifts in aged care policy that have impacted on
nursing homes. These major policy shifts are presented later in this chapter in a
series of policy phases exhibiting the different economic systems that reflected the

values and beliefs which were c:ntral tc the community at the time.

Australia’s Market Capitalist Economy

In the real world, economies lic between the extremities of pure capitalism on the
one hand and the dictates of a communist economy on the other. The Australian
economy while capitalist in ori:ntation, is generally referred to as a contemporary
market capitalist economy or a mixed economy. This acknowledges the fact that
government plays an active role in our economy by providing various goods and
services which, if the market were left alone, would otherwise be either under

produced or not produced at al . This promotes economic stability and growth for
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the country. The Australian economy cannot be a pure market economy in which
market forces of supply and dzmand determine the allocation of resources and
distribution of production because of the size of government intervention taking
place and also because of the establishment of economic power by not only
government but also private bucinesses, unions and various pressure groups within

society (Jackson & McConnell [987:27).

Image of the Aged in a Capitalist Society

Gibb (1990:14) undertook a su-vey of certain print media from 1986 to 1989 and
argues ‘the themes which dorr inated news coverage of aged people represent a
prevailing model of ageing wi hin modern capitalist technocratic societies.” She
continues: ‘These images can te gathered together as concatenations of dominant
discourses within this society, that do much to shape the social reality of old people
within it’ (1990:14). The doriinant medical discourse, for example, revolves
around disecases and disorders in the clderly person and the doctor, rather than
being responsible for old peopl:, is characterised as having responsibility over old
people. The dominant bureaucratic discourse more recently has concentrated on
economic priorities in service planning. Gibb believes that the contributions of
these two discourses form a d yminant social or ‘market place’ discourse where
elderly people are not to be trusted with the economic responsibility of their own
lives, and where relatives take responsibility for the elderly person. Gibb (1990:15)
continues:

The discourse also states that physical welfare is paramount. Hence it is
considered preferable tha: physical conditions of living be maintained,
even at the cost of the qu:lity of psychological wellbeing. The mindset
of a technocratic society. where material indicators of wellbeing take
precedence over other criteria, fits well the view that nursing-home
institutions are the final sanctuary for people no longer economically
productive — as defined ‘vithin the labor market.

Understanding the Australian political and economic system during the period of
study allows us to turn to an examination of five major phases of aged care policy

within Australia over the last 3(* years.
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MAJOR PHASES OF ACED CARE POLICY

The history and evolution of aged care policy formation and implementation may
be described in major policy phases which may be linked with the ideological
approach favoured by the Cominonwealth Government in power at the time. These
phases of aged care policy ar: defined by major shifts in policy directions by
governments which in turn have impacted on nursing home bed provision (Howe
1990). Laver (1983:110) argue; that health as a policy area will tend to be among
the things that will change with a change of government. This is true in the
Australian nursing home indus ry where major shifts in policy directions over the
last 30 years have impacted 01 several aspects of nursing home bed provision.
There are at least five factors which may be considered. They concern: firstly, the
changes in patterns of utilisation; secondly, the rate of growth; thirdly, the balance
between public, private and vol intary provision; fourthly, the cost of services; and,

finally, the level of quality of ca e.

The six phases to be considered in discussing the major changes to aged care policy

are:
Phase 1 Insurance-based Jealth Service—

Laissez-faire Ay proach (Prior to 1962)
Phase 2 Minor Subsidy Initervention Approach (1962 to 1968)
Phase 3 Major Cost-sharing Subsidies,

Minor Regulations, Minor Inquiries (1969 to 1971)
Phase 4 Minor Regulator y Approach (1972 10 1981)
Phase 5 Major Public Inquiries and Reports (1981 to 1985)
Phase 6 Major Regulator’ Approach—

Aged Care Reform Strategy (1986 to 1993)

Phase 1—Insurance-based Health Service—
Laissez-faire Approach (Prior to 1962)

Prior to 1962, private voluntary insurance was the linchpin of health services in

Australia. Those who could nct afford health insurance or were ‘bad risks’ were
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unable to gain access to such tenefits. Therefore, during the Second World War,
attempts were made by Labor Governments to introduce a free national health
service. In 1944, endeavours to introduce the Pharmaceutical Benefits Act were
opposed by the medical profession such that a later High Court declared that parts
of the new scheme were unconstitutional. The Government held a national
referendum seeking to amend the Constitution to allow the Commonwealth to
possess power to legislate on various kinds of health and welfare payments.
However, the Government faile d to achieve a majority of support from the public.
In 1946, some two years later, the Government held a further national referendum.
However this time included the condition that such benefits be paid to individuals.
This referendum was won. New endeavours were put into action to establish a
national health scheme and although opposition from the medical profession was
still forthcoming, Chifley’s I abor Government introduced a National Health
Service Act in 1948. Intense opposition continued and very little of the Act was
implemented as in December 1949, Menzies’ Liberal and Country party coalition

won power at the election polls.

In 1950, an editorial in the Aust ‘alian Medical Journal stated that the council of the
British Medical Association (Australia) faced not only a new government but also:

a new minister who is @ highly trained medical man with years of

experience of practice. T e minister says plainly that he wishes to see

the point of view of the medical profession (18 February, 1950:235).
The new Liberal coalition’s minister was Earle Page, an eminent surgeon, who, not
surprisingly, adopted the principle of voluntary private health insurance although he
had been a longstanding advccate for compulsory health insurance. Insurance
companies constituted the mect anism by which the Government’s health insurance
scheme would operate. However, the previous problems of the uninsured not being

covered for medical and hospit:1 costs were still present.

The first part of the insurance-based health service concentrated on hospitals. Since

1948, the Government had becn paying eight shillings (80 cents) a day towards
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patients in public wards and approved private hospitals. This was to continue as the
‘ordinary benefit’ and a further additional ‘incentive benefit’ of 4 shillings a day
was payable for those privately insured patients who received a private benefit of
six shillings a day (Commonw:alth Department of Health, Annual Reports of the
Director-General of Health, 1954-1956). The combination of these benefits
almost met the normal cost of a public ward. The second part of the insurance-
based health service concerned medical service costs. The National Health Act of
1953 provided an extensive list of Commonwealth subsidisation that would cover
the costs of general practitioner services. In 1954, the Commonwealth enacted the
Aged Persons’ Home Act which allowzd religious and charitable organisations to

build nursing homes.

Overall, this insurance-based 1ealth service had not overcome the problem for
those who could not afford heclth insurance, for those who were considered ‘bad
risks’, the elderly and the mentally ill. Hence, in 1951, the Pensioner Medical
Service (PMS) was introduced which specifically provided the elderly with free
medical services in the community but did not provide them with any benefit for
care received in hospitals. Even though those who received the PMS benefit were
eligible for the ‘ordinary hospital benefit’ and the ‘incentive benefit’, because they
were not privately insured, the’ did not receive the ‘private benefit’ and therefore

still did not have sufficient funds to cover the full costs of hospitalisation.

The distress and suffering of th: elderly and the chronically ill who were excluded
from full hospital insurance cover were frequently raised not only by journalists but
also in Parliamentary Debate and finally in 1959 the Government introduced
arrangements which allowed tte costs of hospital care for the chronically 11l to be
paid from a ‘special accouni’ by the Commonwealth. However, these new
arrangements still did not provide sufficient funding for two other groups, namely,
uninsured elderly who were not chronically ill but required hospitalisation and

uninsured elderly people who vere being cared for in convalescent and rest homes
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as well as nursing homes. Thesc institutions were not eligible for even the hospital
benefits as they were not classified as hospitals. Therefore, elderly people living in
these institutions often relied upon their savings or assistance from their families in
order to meet their costs. Even for the elderly who were privately insured, the
benefits would cease after 84 cays of long-term care. Another cause for concern
was the increasing numbers of chronically ill pensioners who were being cared for

in hospital beds rather than in more appropriate environments (Parker 1987).

Hence, the arrangements during this period proved increasingly unsatisfactory and
the grounds for policy change may be summarised as follows:
(i) Many people who did not qualify for the Pensioner Medical Scheme (PMS)

benefit faced increasing co:ts when requiring lengthy stays in hospitals, if they
had not taken out private insurance, or could not afford to.

(i) Many conditions were rcquired by the health insurance funds such as
maximum periods of payiaent and maximum payments such that extended

stays even for insured patients were overly costly.

(iii) People who could not af ‘ord long-term hospital care were discharged to
convalescent and rest hcmes which were not recognised for insurance

purposes and provided enomously varying standards of care.

(iv) Increasing numbers of ctronically ill pensioners were being cared for in
hospitals beds rather than i1 more appropriate environments.

In 1962, these problems cam: to a head and the Liberal Government finally
introduced a nursing home susidy of 20 shillings ($2) a day for each resident
living in a nursing home. This issue is taken up in the next phase of aged care

policy.

Dominant Public Discourse of Self-help and Private Enterprise
Throughout this period, the theies which dominated the public discourse revolved
around self-help and private enierprise. Prior to 1962, the conservative laissez-faire

approach of administrations of the Liberal coalition, with their ideology grounded
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in self-help, encouraged peop e to obtain their entitlements to Commonwealth
benefits ‘by their own efforts’ (Cornmonwealth of Australia, Parliamentary
Debates (Representatives) 1962). The Government relied heavily on the private
insurance-based funding mech:inism for hospital and medical services. However,
the major problem for the Government was finding a means of encouraging people
to take out health insurance vol intarily rather than requiring them to do so through
compulsion. Uninsured people who were deemed ‘bad risks’ by insurers or who
were unable to afford private health insurance experienced many cases of extreme
hardship. The uninsured elderly and chronically ill who were excluded from full
hospital insurance cover relied heavily on their own savings or called for help from

their families if they required loag-term care as the full cost was not covered.

During this period, the quest on of how disadvantaged clderly groups within
society could achieve benefit entitlement for long-term care was the principal
concern to administrators rather than a concern for the quality of services provided.
The concern for the funding of services was paramount. The quality of care which
was provided within institutions was not an issue. The mystique held for the
technical knowledge of the medical professional prohibited any questioning of the

quality of services.

Dominant Medical Discourse of Choice

Sax (1984) explains how the ‘strife of interests’ in Australia arose as discussion
around national health insurance emerged and Dewdney (1984) discusses the long
history of obstructionism on the part of the medical profession. During this period,
the Australian medical profession had close links with the British Medical
Association (BMA). Britain h:d recently moved to a new national health service
and the BMA were very keen not to sec¢ Australia go the same way. The influential
and powerful medical profession was ardently opposed to the introduction of a free
national health service becaus: of perceived threats to control over their private

provision of medical services. The Liberal coalition party had provided support to
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the medical profession’s ideol gy because of the strong similarities to its own

emphasis on deservingness and choice (Crichton 1990:42).

Hence, in 1949, the Labor Government having outlined its plans for a
comprehensive national health service was subsequently defeated at the polls. The
political power of the medical profession reached its peak between 1946 and 1953
when it not only caused the enacting of the Constitutional Amendment, Section
xxiii (A) but also steered the ntroduction of the conservative Earle Page Plan
(Parker 1987). It was seen that doctors were the ‘experts’ and they had the technical

knowledge.

According to Foucault (1972:51) ‘medical statements cannot be dissociated from
the statutorily defined person "vho has the right to make them, and to claim for
them the power to overcome suffering and death.” A Foucauldian perspective
would suggest that the medical profession, while being qualified to make
statements about medicine, used their medical status as ‘experts’ to achieve their
own political agenda of suppo ting private practice rather than a national health
service which may have led to i reduction in their independent status and possibly

their income capabilities.

The medical profession recognised the plight of the elderly and chronically ill, as in
May 1950, the editor of the Australian Medical Journal wrote:

... we plead for special institutions, which are more than hostels, where
they may be nursed and treated ... it is right that we should do this,
especially when we find that they occupy beds in which acutely ill
patients should be placed (Editorial 1950:601).
Doctors were not concerned with the hardship of the old and chronically ill who did
not have entitlements to benelits to cover their long-term care requirements but

rather were more concerned with insufficient access for their other patients to acute

beds in hospitals.
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The medical discourse was extiemely influential and powerful during this period.
Within the medical discourse, a preference for private interests and choice by
doctors resulted in the elderly being used as pawns in an ideological battle. Doctors
wanted to be able to choose who they would and would not treat. They did not
want to treat the elderly or chrcnically ill in hospitals. They would not co-operate
with the implementation of the National Health Act, 1948 and gave support to the
Liberal party move to gain powcr in order that their own private practices would not

be altered.

Phase 2—Minor Subsidy Intervention Approach (1962-1968)

In 1962, the Commonwealth introduced the Nursing Home Benefits Scheme which
ensured payment of benefits tc the elderly and chronically ill regardless of their
pension status or their participation in private health insurance. The introduction of
this benefit had a dramatic inipact on the pattern of nursing home provision,
particularly in the private secto . Between 1963 and 1968, there was a 24 per cent
growth in the number of approved nursing home beds with the private sector
accounting for 95 per cent of the growth. During the same period, the cost of
nursing home benefits rose by 37 per cent. A steady increase in the proportion of
expenditure was directed to the private sector which made up nearly 70 per cent of
the bed numbers by 1968 (Commonwealth Department of Health, Annual Reports

of the Director-General of Heal h, 1963 1o 1986).

Earlier private nursing homes wzre established along the lines of cottage industries.
Large older homes were used as convalescent or rest homes and were owned and
managed by retired nurses and matrons. With the introduction of the Nursing
Home Benefit, the actual size of nursing homes increased as more entrepreneurs
entered the market. Only residcnts in facilities that were specifically approved as
nursing homes were paid benerits. The subsequent variation in types of facilities
that fell into the nursing home c itegory was due to two major factors. Firstly, many

long stay wards of public hospitals and many small private hospitals which really
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provided long-term care rather than acute care changed from hospital funding to
nursing home funding. Secondly, approval of the facilities was the responsibility of
State Governments which allowed for enormous variation from state to state in the

definition and types of staffing levels (Howe 1990).

The introduction of the Nursing Home Benefits Scheme impacted on both the
supply of and demand for nursing homes throughout Australia. The supply of
nursing homes was assured wi h the introduction of the Nursing Home Benefits
Scheme. The nursing home industry came to be viewed by entrepreneurs as a
lucrative low risk industry. Thzre was very little risk of bad debts with income
assured as Commonwealth benefits were paid directly to nursing homes and,
together with the residents’ age pension supplementation, proprietors were ensured
of a recady supply of applicants who all had the ability to cover the costs of care.
There were no conditions, regulations or limitations placed upon proprietors who
entered the market and, therefo ¢, if a resident’s condition improved there was no
incentive for the nursing hom? to transfer the resident home. Therefore, large
waiting lists appeared. During the Parliamentary debate of the 1962 Bill, the
opposition spokesman on Health, Allan Fraser, had raised such concerns and
argued that: ‘the person who mn ost needs attention ... will not get into a nursing
home ... because the person wt o needs the most attention will cost the proprietor
... the most in nursing care’ (Commonwealth of Australia, Parliamentary Debates
(Representatives) 1962). The availability of Commonwealth benefits also
encouraged benevolent groups 1o enter the market and the number of religious and

charitable nursing homes also giew.

With regard to the demand side, Parker (1987:16) provides a number of
explanations for the increase in demand for nursing home places during this period.
Firstly, between 1961 and 1966, the number of people aged 65 years or more rose
by 10 per cent and those of 7% years and over grew by 22 per cent (Australian

Bureau of Statistics 1982:5) Secondly, large numbers of patients from State funded
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hospitals and mental institutions were moved to the Commonwealth funded
nursing homes, thereby transfer ing responsibility of funding from the States to the
Commonwealth. Evidence from the McLeay committee in 1982, reported on the:

... concerted action by some states to move busloads of people out of

their mental institutions into big boarding houses. They immediately

approved these as nursiig homes ... this added thousands to the

nursing home field (McLeay 1982:13).
Thirdly, increase in demand came frora a lack of suitable alternatives within the
community which would have enabled some of the elderly to stay in their own
homes or be cared for by their fimilies. Other than the home nursing support, little
Commonwealth provision was riade to encourage the provision of other alternative
forms of provision. Fourthly the establishment of ‘private’ nursing homes
lessened the stigma of sending one’s relatives to a public nursing home and
therefore more people chose tc place relatives in nursing homes than previously
was the case. Lastly, many doc ors had financial interests in nursing homes which
may have increased the demand for places in nursing homes. The later McLeay
Report (1982:81) viewed doctors who owned nursing homes as having a ‘conflict

of interest’ and recommended:

Each non-governmental wursing home be required to make publicly
available and provide to potential patients the names and addresses and
occupations of all substaatial beneficial owners of the home and the
proportion owned.
As fees in private nursing hones increased, many residents found themselves
unable to meet the widenin; gap between the combined amount of their
Commonwealth benefits/pensions and the actual fee charged by proprietors. The
arrangements during this period proved increasingly unsatisfactory and the grounds
for policy change may be summarised as follows:
(1) Some highly dependent residents were being asked to leave nursing homes

when they required more intensive care. Nursing home proprietors found it
too costly to provide intensive care as it would reduce their profitability.
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(ii)

(iii)

(iv)

)

(vi)

(vii)

Those residents with limited resources were strongly disadvantaged as they
were unable to meet the widening gap between the Commonwealth benefits
and pensions paid and the fees charged by the nursing home proprietors.

There was no control o the amount of fees that could be charged and
residents were increasingly being required to rely on their own private
savings or the help of families.

There was a problem of how to prevent the variability of standards of care in
differently funded nursing; homes. There was no incentive or requirement for
proprietors to be concern:d with the standards or quality of care provided to
residents.

There was also no incentive for rehabilitation as full occupancy of a nursing
home was required to ma ntain a steady flow of income.

Both residents and proprietors believed the health insurance system to be
unjust as those who had »aid into hospital health insurance funds for many
years were unable to reap the benefits when they required nursing home care

as the additional Commonwealth benefits were only paid whilst in hospital.

Large multi-level aged :are complexes were developed which provided
accommodation in the form of supervised housing, hostel beds and nursing
home beds. Many elderly and chronically ill were required to make
substantial donations to t1ese organisations in order to gain entry. Residents
would progress through the different levels and therefore the nursing home
beds could be accessed ¢nly by those who were already part of the overall
complex (McLeay 1982:£5, 63).

(viii) The need for policy change became increasingly evident due to the pressure

of rapidly rising health ccsts for the Commonwealth.

Dominant Public Discourse:
The Elderly as Private Sectar Revenue Earners

Within the public discourse, funding priorities to provide health services for the

uninsured old and chronically ill resulted in the Government relying on private

enterprise to provide long-term care for the aged and thus the elderly and

chronically ill came to be regarded by the Government as revenue earners for

private enterprise. With the assurance of Commonwealth benefits from a Liberal
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Government who was opposcd to a comprehensive national health service,
entrepreneurs as well as religious/charitable organisations flooded into the nursing

home industry.

After the introduction of the Nursing Home Benefits Scheme in 1962, the
Government took very little part in other policy development. The Government
believed that the self-interest of profit-seeking private entrepreneurs, together with
the benevolence of religious/charitable organisations who were entering the nursing
home industry, would unconsciously provide sufficient provision of nursing home
beds to the community. Thi: laissez-faire approach proved increasingly
unsatisfactory as it allowed the number of facilities to grow without any control
over distribution of facilities or (uality and standards of care provision.

Dominant Medical Discourse:

The Elderly as Threats to Hcspital Bed Availability

In general, doctors primarily provide medical and surgical services for our society.
However, they are also businessmen and businesswomen who are interested in
eaming an income. The Liberal Government policy which encouraged growth of
nursing home provision through the private sector fitted well with the private

enterprise basis of the medical profession.

During this period, within the m:dical discourse, the major priorities of the medical
profession were access to hospi.al beds and the elderly and chronically ill posed a
threat to such bed supply. Incomr e was to be made by admitting patients to hospital,
and clogging up hospital beds with the clderly and chronically ill who the medical

profession could no longer ‘cure’ meant a threat to doctors’ income.

Therefore, doctors became entrepreneurial and moved into partnerships to establish
nursing homes. This meant they’ could move their patients out of hospital to their
own nursing homes and be assured of further income because of the flow of
Commonwealth benefits to nursing homes. Public perception of private nursing

homes was high and they were assured of a steady flow of applicants to keep the
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beds and bank accounts filled. There was little public concern for the type of
facilities available or where they were situated, or the quality or standard of care

provided.

Phase 3—Major Cost-sharing Subsidies, Minor Regulation,
Minor Inquir es (1969-1971)

In 1967, the Labor opposition had argued fiercely for a Senate Select Committee to
investigate the hospital and madical insurance industry. During a Senate Debate
Murphy argued ‘it appears that again the burden will fall on the ordinary citizen in a
way which is quite contrary to what was envisaged when the scheme was set up’

(Commonwealth of Australia, Farliamentary Debates (Senate) 1967).

The Liberal Government responded by setting up an independent review over
which Mr Justice Nimmo presided. However, during the third discussion of the
health insurance issue in the Senate, the Labor Government was finally successful
in winning the motion to establish the Senate Select Committee and it was
subsequently established with Dame Ivy Wedgewood, a Liberal member, as its
chair. Therefore, during 1963 and 1969 two major inquiries to specifically
investigate the hospital and medical insurance industry were undertaken though

reported only briefly on issues 1egarding nursing home provision.

The rapid growth in the number of nursing home beds and the difficulty with
nomenclature were major concerns of both the Nimmo (1969) and Wedgewood
(1969) committees. In March 1969, the Nimmo committee report extended its
comments to include difficult es with the varying standards of nursing homes.
Comments included: ‘the accommodation is poor, the food unattractive and
monotonous, the treatment almost wholly confined to the administration of drugs
and a large proportion of patiznts become prematurely ... bedridden’ (Nimmo

1969:57).

Regarding the confusion of nomenclature surrounding nursing homes, some

nursing homes were registered by Staie Governments as hospitals, and therefore
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the term ‘hospital’ took on seve -al different meanings for the various states and the
Commonwealth. The Nimmo committee recommended that ‘joint remedial action’
be undertaken between the Corimonwealth/States in order to end the variation of

standards of facilities and the cc nfusion with nomenclature (Nimmo 1969:57).

In 1970, the Wedgewood comniittee although concerned with the rapid growth of
nursing home beds continued 10 support the need to transfer nursing home type
patients out of high cost hospitals to lower-cost nursing homes. The committee
recommended that Commonwzalth grants to the states be expanded to further
facilitate the availability of nursing home beds. They also recommended that a
nursing home insurance systeni be established in order to allow people to insure

for nursing home cover (Commonwealth of Australia 1970).

Private nursing home proprieto 's were able to charge whatever fees they liked and
the difference between the bencfits and pensions residents received and the actual
cost of care provided was becoming increasingly wider. Private nursing home
proprietors and health insurance funds complained to the Wedgewood committee
that many residents were unable to pay their accounts as they could not claim
nursing home care from their Fospital benefits fund. The Wedgewood committee
heard evidence from many pressure groups including the Hospital Benefit Fund of
Western Australia, Private Hospitals’ Association of South Australia and the
Australian Association of Social Workers. Two nursing home matrons provided
evidence about the difficulty of accessing beds for pensioners with limited
resources and the refusal of some nursing homes to take residents unless they were
sufficiently ambulant and indef endent. Further, the Annual Report of the Director-
General of the Commonwealti Department of Health, 1968-69 reported on the
‘shortage of low-cost nursing; home accommodation of acceptable standard’

(Commonwealth Department o "Health 1968-69:15).

In 1968, the Liberal Government identified both residential care and community-

based care solutions to the protlems surrounding nursing home bed provision. The
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residential care solutions were >mbodicd in two separate pieces of legislation: the
National Health (Amendment) Act, 1968 which commenced in 1969 and the
States’ Grants (Nursing Homes) Act, 1969. The National Health (Amendment)
Act, 1968 provided a supplen entary nursing home benefit of $3 a day (to the
existing $2) for ‘intensive’ ca e residents and required a medical practitioner’s
certificate in support of claims. Lawson (1972), describing the difficulty with
estimating the nursing home bzd requirements, calculated approximately 25 per
cent of nursing home residents at the time did not actually require nursing home
care. It was very difficult for th: highly dependent to obtain admission to a nursing
home bed. Therefore, in order to gain entry, many people sought admission far
earlier than was actually necessary. As Parker (1987) pointed out, it was thought
that providing an increased subsidy for the elderly requiring ‘intensive’ care might
delay their admission into a nursing home until they were sufficiently dependent to

qualify for the extra benefit.

The States’ Grants (Nursing Hcmes) Act, 1969 provided $5 million to the states to
encourage additional state-provided nursing home beds. Commonwealth grants
were provided over five years on a 50-50 matching basis and contributed to the
subsidisation of the capital cysts of State nursing homes. During the second
reading debate of the Act, Forb:s, the then Minister for Health, argued the need for
such state-provided places because the sick aged ‘were unable to afford the charges
made by the more expensive jrivately run nursing homes’ (Commonwealth of
Australia, Parliamentary Debates (Representatives) 1969). Thus, these state-
provided beds were to be earmarked for those with few financial resources and in
genuine need of nursing home care. The Commonwealth believed that the States,
by taking up the capital grant.. would solve the difficult access problems of the
highly dependent gaining entr into nursing homes. The 1000 bed target for bed
provision was achieved in ju:t three years; however, it did not require the $5

million as earmarked. Only $2.7 million was taken up by the States
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(Commonwealth Department o “ Health, Annual Reports of the Director-Generall

of Health, 1971-75).

The second part of the Liberals™ policy strategy was to focus on community-based
services through the introduction of both the States’ Grants (Home Care) Act, 1969
and the States’ Grants (Parame lical Services) Act, 1969. The former Home Care
Act provided for housekeeper ind horne-help services for the frail aged in their
own homes, as well as for the development of senior citizens’ centres where
trained Welfare Officers were available. The States were asked to match the
Commonwealth payments by two-thirds for capital with operating funds matched
50-50. The later Paramedical Services Act provided for certain paramedical
services such as physiotherap/, chiropody and occupational therapy and were
matched 50-50 with Commonwealth funds. Kewley (1973) pointed out that the
States were very slow in taking up these Grants. Queensland and South Australia
were the first to accept the States’ Grants (Home Care) in 1969, with Victoria, New
South Wales and Western Aust -alia following in 1970. The States were far slower
in taking up the States’ Grants (Paramedical Services) as only South Australia and

Tasmania took up these Grants.

In 1969, the Liberal Government also introduced the Delivered Meals subsidy
which was to assist in the provision of the Meals on Wheels service; however,
rather than providing funding to the States, the Government delivered the subsidy
directly to the voluntary organisations because it ‘must have foreseen that the
progress of its cost-sharing hcme-care programme would be uneven and slow’
(Parker 1987:27). Brennan (19&3) argued that the matched funding incentives were
all in the wrong direction. Sti.te Governments were discouraged from funding
community service projects as the Commonwealth provided too strong a

disincentive by fully funding in: titutional care.

Between the years 1964 and 1968, the number of private nursing home beds rose

by 53 per cent. Following policy changes in July 1969, the rate of growth of
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nursing home beds increased a _urther 36 per cent by 1972. The mean annual rate
of growth of private nursing hoines between 1964-1968 and 1969-1972 rose from
10.6 per cent to 12.1 per cent respectively (Commonwealth Department of Health,
Annual Reports of the Directc r-General of Health, 1969-1972). Even though
uneven standards of care we-e a problem for the Liberal Government, the
Commonwealth’s funding of nu:sing homes would prove a far greater problem and
so the energies of the Govern nent were directed towards reigning in the cost
provision at the expense of qual ty provision. Kewley (1973:537-8) comments:
The number of nursing } ome beds per 1000 of the population rose
from 2.3 in 1963 to 3.7 by 1971. A consequence was that Australia
had the greatest number of people in nursing home beds per head of
population in the world. ""he increase in the number of beds cccurred
mainly in the private or profit sector and especially in New South
yl%t:lfj was probably no expectation at the time this benefit was
introduced that by 1972 Commonwealth expenditure upon nursing
home benefits would be :Imost three times as much as ... on hospital
benefits for insured patients.
By 30 June 1972, there were 47.5 nursing home beds per 1000 population aged 65
years and over, and, more alar ningly, 138.5 nursing home beds for every 1000
people aged 75 years and over. McMahon’s Liberal Government remained firmly
committed to the private and vcluntary sector provision of nursing home beds and
was reluctant to move away f-om that stance. However, the Government was
alarmed at the enormous fundin;; implications to them if they were to continue with
such a stance. The centre of McMahon's difficulties lay with the unwillingness of
the State Governments to take up grants to improve community-based services
which would have eased the de nand for nursing home places. State Governments
were afraid that insufficiert funding would be forthcoming from the
Commonwealth if they were to undertake such community-based projects as were
being encouraged by the several new Acts of 1969. In 1972, these problems came
to a head and the Liberal Government finally announced new legislation which

endeavoured to bring the escali.tion of costs and provision of nursing home beds

under control.
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Dominant Public Discourse:
Economic Incentives to Prevent a Private Sector Retreat

The Nimmo committee (1969:57) specifically alerted the Liberal Government to
problems surrounding the vary ng standards and poor quality of care provided to
nursing home residents. Howe ver, the Government was reluctant to undertake
major intervention into the operation and management of nursing homes,
preferring to concentrate on thce: broader issues of providing capital infrastructure
and increasing subsidies. Throughout this period, the themes which dominated the
public discourse revolved arou1d economic incentives to prevent a private sector
retreat from nursing home bed jrovision. Funding priorities were the key focus of
the Government and resulted in the Liberals relying on increased subsidies and
grants to entice proprietors to improve the standard and quality of nursing care

within nursing homes rather tha1 initiating regulatory control measures.

The establishment of the two tier system through the ‘intensive’ nursing care
subsidy, gave the Government some breathing space as they were not required to
provide increased subsidies to all residents but, rather, only to those who were
categorised as requiring ‘intensive’ care. By making two levels of funding, the
Government would only need to increase benefits for a small proportion of the
population rather than increase enefits for all residents. Parker (1987) suggests the
new $3 per day subsidy to ‘intcnsive’ care nursing home residents cost about $15
million per year, whereas if the Government had increased the $3 per day subsidy
to all nursing home residents th: cost incurred would have been in the order of $35

million per year.

The question of how to ensure that private providers of nursing home beds would
remain in the industry was of ‘oremost concern to the Government rather than a
concern for the quality and standard of care provided within the nursing homes. If

the private sector withdrew its investment in the nursing home industry, the
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Government would have required a massive amount of capital funding to inject

into the States to establish furthcr nursing homes.

The Government remained focused on providing economic incentives to the private
sector to continue nursing hom: bed provision while leaving the provision of the
quality and standards of such provision to the individual proprietors to determine. It
was thought that providing the : dditional supplementary benefits to nursing homes
for ‘intensive’ care residents would give the Commonwealth Government stronger
leverage to require nursing horie proprietors to employ more highly skilled staff
and improve the standard and quality of care. It was hoped that the increase in
funding for ‘intensive’ care residents would stimulate proprietors to increase the
overall standards and quality of care provided in nursing homes. However, the
major difficulty concerned the lick of control or regulation to ensure this happened.
There were no requirements tfor proprietors to use the money to improve the
quality or standards of care and consequently little improvement in the standards or

quality occurred.

It was thought that providing capital grants to the States to establish new public
nursing home beds for the poor and rhe needy would improve the quality and
standard of facilities availab ¢. However, the capital grants encouraged the
establishment of a class based :ystem of nursing home bed provision: private and
voluntary nursing homes for t1e rich and state-provided nursing homes for the
poor. Therefore, the energies of the Government which were primarily directed
towards reigning in the cost o " providing care were expended at the expense of
adequately ensuring quality car¢ provision.

Dominant Medical Discourso:

Fee for Service

Within the medical discourse, financial priorities to ensure residents of private
nursing homes were able to mcet the cost of fees charged by proprietors, resulted

in the medical profession supporting the policy directions of the Government. The
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medical profession was reluctar t to come under scrutiny through the imposition of

regulatory standards in the nursing home area.

Once entering the nursing home, the destiny of the resident was placed in the hands
of the nursing staff and, therefore, both residents and their families were reluctant
to complain about the quality or standard of care given by the nursing staff for fear
that their stay may be made mcre difficult or that they may be asked to leave the
nursing home. Residents who bccame too ill were often asked to leave and relatives
feared if they complained about the care provided they may also be asked to move
their relative to another home This posed an enormous problem for relatives,
firstly, because of the initial difficulty in finding a nursing home bed, and,
secondly, in the case of a volun ary nursing home, the initial large donation paid to

gain entry would be lost.
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Chapter 6
(Part B)

DOMINANT DISCOURSE WITHIN AGED
CARE POLICY IN AUSTRALIA 1963-1993
Phases 4-6 (1972-1993)

Phase 4—Minor Regulation Approach (1972-1981)

This period commenced with the Liberal Commonwealth Government turning to
regulation to curb the difficu:it problems of rapid growth of beds, escalating
expenditure, lack of control over admissions to nursing homes and the dilemma of
interstate variations in fees and benefit levels that had developed. In October 1972,
with the support of the opposition, McMahon’s Liberal Government passed the
National Health (Amendment, Act, 1972 which focused on three new areas of
supervision to bring the industiy under control. Firstly, to lessen the gap between
Commonwealth subsidies and ‘ees charged to residents, proprietors were offered
increased subsidies only if the s agreed to fix the fees charged to residents at the
amounts charged at the end of June 1972. Secondly, regulation of the admission of
residents into nursing homes w.s undertaken by requiring a medical practitioner to
certify the need for placement. "Thirdly, regulation of the approval of the location of
new nursing homes was undcrtaken to provide a better distribution of places
throughout the nation (Crichton, 1990). However, in November 1972, the Liberal
Government was defeated at the polls and the incoming Whitlam Labor

Government was left to implerr ent the Act.

Whitlam’s Labor Government was presented with not only an escalating nursing
home subsidy bill but also faced a nursing home industry which lacked control

over its activities and location. There was no accountability of service providers for
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use of Government funds and no responsibility to provide services to local
consumers as there was a lack of controls over standards or quality of care
provided to residents and a la:k of regulations to stipulate where new nursing
homes should be established. The average weekly cost of nursing home bed
provision differed markedly froin state to state; for example, Victorian fees were 28
per cent higher than the averag: of the other states (Commonwealth of Australia,

Parliamentary Debates (Represeatatives) 1972).

The change to Labor ideology brought with it growing fears amongst private
nursing home propriectors anc the medical profession of the introduction of
increased regulations and contrcls. The medical profession was especially not keen
to have Labor bureaucrats altering their Earle Page Plan. They feared Labor might
try to re-introduce nationalised medicine and, in particular, nationalise private
nursing homes. During the 196()s, the medical profession had established a strong
history of deliberate non co-operation with any Government which tried to
implement any policy which wa; not acceptable to it. Mathews (1974) described the
manner in which the medical jrofession had devised an energetic plan, during

1962, to fight against nationalisc d medicine.

The new Labor Government tad attracted, as Graycar (1976) calls them, ‘the
conscience lobby’ who were largely intellectuals frustrated by the previous
ineffective Liberal policies which had failed to solve the many problems of need
within the Australian community. Through social research projects, academics
proved linkages between roverty, poor education, poor housing, and
unemployment with illness and chronic disease as there were still vast numbers of
the Australian population in nced (Crichton 1990). These Labor organisational
reformers were mainly frustrated academics as well as administrators who had been
hindered in their attempts to chinge the organisational design of health and social
services in an effort to improve unding and service delivery. The reformers did not

belief that the Liberal strategy of reliance on market forces would achieve the
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the necessary redistribution requ ired to provide services equitably and efficiently to
neglected minorities. The new I abor reform strategy emphasised more universality

of service provision while encot raging public administration of facilities.

In an era of reform, the Labor (iovernment sought to encourage community-based
services in an attempt to keep the elderly out of nursing homes. However, the
States were reluctant to assume responsibility for community-based service
provision, and were slow to take up grants. During their three years in power, the
Labor Government introduced additional grants under the States’ Grants (Home
Care) Act, 1973. The former $1 for $1 matched funding was made far more
attractive to the States by being increased to a $2 for $1 arrangement and was later
raised to $4 for $1. Also, the new Community Health Program was introduced,

providing 100 per cent funding for community projects.

The Labor Government endeavoured to shift the balance of nursing home bed
provision away from the private sector towards the voluntary sector. In 1974, the
Government introduced the Nusing Homes’ Assistance Act, 1974 which provided
funding for the deficits incuried by voluntary non-profit nursing homes. This
deficit-funding also included tte costs of transporting the elderly to nursing home
centres where physiotherapy, occupational therapy and chiropody were made
available. All these services we ¢ deficit-financed and, therefore, voluntary nursing
homes also became sites for cornmunity service provision. Thus, the
Commonwealth, by providing funding directly to voluntary nursing homes to
supply community services, was able to bypass the states who had been slow 10
assume responsibility for proviling community-based services. Voluntary nursing
homes increasingly were able 10 provide a range of services to those who gained
entry, whereas the private sector who only received the Commonwealth subsidy
were more restricted in their se1vice provision. Many private proprietors moved out
of nursing home provision as they were unable to increase their fees and sustain

sufficient profits. The Nursing Homes’ Assistance Act, 1974 had freed the
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voluntary sector from former rcquirements under the Aged Persons’ Homes Act,
1953 to provide hostel accomriodation wherever they provided nursing homes.
This left the way open for voluntary crganisations to apply for capital grants to
purchase these private nursing; homes and together with the deficit-financing

arrangements were able to provide a range of services to their residents.

The Labor Government though the voluntary sector with an ethos of benevolence
would provide more beds to the poor and needy and would be more conscious of
the quality and standard of ca-e provided to residents than their profit-seeking
private sector colleagues. Unfortunately, this was not to be the case, as the
voluntary sector, with an increased ability to provide extra paramedical services
through deficit-funding, continued to attract middle class people of the religious
inclination of the organisation who could afford to make an initial sizeable donation

upon entry into the nursing hormre.

Indeed, between 1972 and 1975, the new attempts at regulatory control resulted in a
decrease in private sector provision. However, the new arrangements did not have
the desired affect of controlling: expenditure and growth as intended because they
lacked the strong cost controls needed. The new arrangements, when combined
with the capital subsidies whicl: were opened up to the voluntary sector, saw more
of an increase in provision of beds and payments to the voluntary sector rather than

to the private sector (Howe, 19¢2).

During 1973-1975, the Austr:lian Medical Association (AMA) fought hard to
prevent the Labor Medibank pi1oposal {from becoming established (Glasner 1978).
Glasner (1978) suggests that the AMA was pressured into resistance of the
Medibank plan by their right-'ving activists who feared that AMA’s negotiators
were becoming ‘too close’ to the government’s negotiators and would not fully

represent their interests. Crichtcn (199(:74) comments:
The authority of the core group of the AMA had been challenged by

the breakaway of the General Practitioners’ Society in Australia when
the Nimmo Report was iinplemented in 1968. In 1973, that agreement
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was up for review and while it was a completely separate issue from

Medibank, the two issues >oinciding put pressure on the negotiators.
Interestingly, two per cent of the right-wing ‘radicals’ supported the Community
Health Program which most doctors opposed and, therefore, there was a rift even
within the right-wing arm of the medical profession. This placed the AMA
negotiators in an awkward position. The AMA subsequently renewed old ties with
their Liberal party colleagues who held power in the Senate in order to block any

legislation that looked to threaten their private enterprise ideology.

During the period 1972 to 197¢, the Labor Government, by simply not approving
new nursing home applications, reduced the number of beds to a considerable
extent, but with the Constitutior al crisis, the Liberals were returned to Government
in late 1975, and consequen:ly nursing home approvals recommenced and
uncontrolled growth resumed. Farker (1987:4) suggests:

On the face of it, the halt to the growth of the private sector could be
attributed entirely to the imposition of the regulations; but there was
also a good deal of fear ir the private enterprise field that the Whitlam
government would take m atters further. The nursing home industry felt
insecure and unsettled; the future seemed uncertain. Some sold out, and
others hesitated to venture new investments. In this respect it is
noticeable that, although the controls continued unchanged during the
Fraser administration, af er 1976, the return of the Liberals heralded
renewed growth in private enterprise nursing homes.
In November 1975, the retu'n of the Liberals to power saw the return of
conservatism and an ideologicil commitment to private enterprise and self-help.
The Liberals’ major objective was to encourage people to take out private health
insurance so payment for health care services would come from the health
insurance funds rather than from the public purse (Scotton & Ferber 1980:190).
The Liberals were vehemently against any form of compulsory national health
insurance, such as Labor’s Mec ibank scheme, and, soon after they gained power, a
review of Medibank was undertaken. By modifying Medibank, the Liberals

allowed people to move out of the scheme if they preferred to be covered by private

health insurance; thereby the cost of the health service provision would be paid for
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by the health insurance fund rather than from public funds. The medical profession
was strongly in favour of dismantling Medibank also, as they believed it worked

against the fee-for-service systeia on which they based their private practice.

In June 1976, Austin Holmes was appointed chair of a committee to examine the
co-ordination and integration of programs for the elderly. The Report of the
Committee on Care of the Aged and the Infirm was published in January 1977 and,
not surprisingly, strongly reccmmended the ‘insurance industry’ as the major
solution to all the problems coicerning the aged and infirm (Holmes 1977). The
Holmes Committee (1977:102) provided the following four reasons for choosing
such a solution:

(1) Insurance was perceived 1s the only practical way of reducing the overall
Commonwealth expenditu e on nursing homes.

(i) The Government’s positio 1 to negotiate with the states on cost-sharing would
improve.

(iii) Private health insurance would encourage self-help and self-reliance.

(iv) Private health insurance was believed to be a popular solution especially with
the medical profession.

It is not surprising that the Holmes Committee’s recommendations were strongly
supported by a Liberal government possessed by a strong ideological commitment
to self-reliance. Subsequently, the National Health (Amendment) Act, 1977 was
passed requiring private insur:.nce funds to pay a benefit to any insured elderly
resident living in a nursing home. The benefit paid to residents was to be the
equivalent of that paid to residents by the Commonwealth nursing home subsidy
including the supplementary ‘ntensive’ care benefit. As well, the Act included
provision to rename the ‘intens ve’ care benefit to ‘extensive’ care benefit and also
fixed the contribution residents were required to make towards their care at 87.5%

of a single person’s pension.

166



The 1977 Act was not well received by the health insurance funds as providing
insurance cover for the elderly and infirm proved extremely costly. A sizeable
campaign was waged in the mecia and in Parliament concerning the difficulties the

new scheme posed for the elderly. Cass, for the Labor opposition, questioned:

Why should patients tak > out private insurance when their nursing

home benefits are paid by’ the government anyway? (Commonwealth

of Australia, Parliamentar Debates (Representatives) 1977)
Combined with this, even whe residents were insured, there were disincentives
for private nursing home propr etors to actually seek reimbursements from health
insurance funds for their insured residents. It was claimed that the Commonwealth
was unnecessarily paying bencfits for residents who were actually insured and
should have had their costs paid for from the insurance funds (Ministerial
Statement 1981:157). The Auditor-General (1981:90) confirmed this when
reporting on an efficiency audit of the Commonwealth administration of nursing

home programs:

There is little incentive for nursing home patients to contribute to

hospital insurance funds. There is a disadvantage to the proprietor of

the non-Government nursing home if patients are insured as it involves

extra administrative effort to claim for the fund for that patient and

there is usually a longer delay in receiving payment from funds than

from the Department of E ealth.
Even though there were diffic 1lties with the implementation of insurance-based
cover for the elderly and intirm, the Commonwealth Government achieved
considerable savings from hea th insurance funds being involved as the Auditor-
General reported that only o1e per cent of residents in nursing homes were

incorrectly classified as uninsured and thus paid by the Commonwealth instead of

the insurance funds (Auditor-G :neral 1981:91).

The Government experienced considerable pressure from the media, health
insurance funds and the opposition. Firstly, the media criticised the inequitable
liability placed on the majori.y of people with health insurance to support the

increasing payment of benefits to the elderly; secondly, the health insurance funds
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threatened the Government with the need for increases to insurance premiums to
pay for the growing demand; aad, thirdly, the opposition in Parliarent criticised
the very need for people to take out health insurance to cover the nursing home care

when the Commonwealth would provide the very same service.

Eventually, in September 1981. the Fraser Government was forced to return to the
former policy of the Commonwealth, providing nursing home benefits to all
residents in nursing homes. /s Parker (1987:53) puts it, the Commonwealth
Government’s ‘flirtation with the hospital benefit funds was short-lived’. Parker
believes the principal reason fo: the willingness of the Commonwealth to agree to
resume full responsibility for nursing home benefits was not due to pressure group
activity as mentioned earlier hut rather was the ‘price exacted by the hospital
insurance funds for collaboration on ... other fronts’ (1987:53) as several months
earlier the Health Acts Amendment Act, 1981 was introduced rather painlessly.
The Act contained a strong commitment to private health insurance and gave
increased support to private hospitals. Also, it required private health insurance
funds to accept people with ‘pre -existing illness’ which was previously not the case

(Parker 1987:53).

The increased share the Commonwealth was taking in the provision of health
services compared with the contribution made by the States and private sector
alarmed the Government (Commonwealth Department of Health 1980:18) whose
overall objective was to reduc: public spending. Therefore, in August 1979, the
Fraser Government set up a commission headed by Jamison, to investigate the
efficiency and administration of hospitals (Jamison 1981). In 1981, the Jamison
Committee reported and found there had been an overall increase in the proportion
of expenditure on institutionil services. General hospitals accounted for the
majority of institutional outlay (64 per cent); however, nursing homes were the
second highest proportion (15..5 per cent), then mental hospitals (9 per cent),

private hospitals (8.5 per cert) and finally repatriation hospitals (3 per cent)
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(Jamison 1981:15). Thus, nursing homes remained high on the Commonwealth

agenda. Sax (1993:88) believes:

Government policy guicelines were too few and too imprecise to
influence the implementation of what could have been a carefully
specified program. The absence of an integrated approach to long-term
care resulted in increasing Commonwealth support being directed
towards one limb only ¢ f what should have been a comprehensive
system of care.

Thus, the major grounds for policy change can be summarised as follows:

(1)  Uncontrolled growth of nursing home beds.

(i)  Uncontrolled escalation ¢ f costs through deficit-funding.

(i) Voluntary homes caterin : for the rich rather than the poor and needy.

(iv)  Lack of adequate distribt tion of nursing homes through the nation.

(v)  Varying levels of staffiny: and nursing standards between States.

(vi) Varying levels of commu nity service support for the elderly between States.
(vii) Varying levels of charge; between nursing homes providers.

(viii) Varying levels of charge: between States.

Dominant Public Discourse:

Provision Based on ldeologi:al Inclination of the Political Party in Power
Within this discourse, the chenge in political ideology of the incoming Labor
Government in 1972 saw a strcng shift away from private sector provision. Labor
did not wish to encourage privale sector provision of health services and, therefore,
in order to increase the stock of nursing home beds, rather than increasing funding
to the states to provide further sublic nursing home beds (which would have been
extremely costly to the public purse), Labor chose to subsidise the voluntary sector
who were capable of raising Jonations through their organisational structures.
Great priority was given to finding solutions to the funding problems of nursing
homes and each political party' in power utilised their own ideologically driven
funding mechanisms. Ensurinz an acceptable quality and standard of care was
provided to the aged and infirm within nursing homes did not enter into the

ideological equation at the time. The standard and quality of care provided was not
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questioned — only the ideology upon which the funding mechanisms provided the

care was questioned.

In 1975, with Labor’s defeat, th: discourse reverted to one of reduced Government
spending and an increased comriitment to self-reliance via private health insurance
funds. Interestingly, the deficit funding o the voluntary sector continued; however,
this provision was not afforded to hostels or self-contained accommodation which
would have encouraged people to remain in their homes as long as possible.
Therefore, we see during this period between 1972 and 1981, even with changes in
Government, quality and standards of care were still not an issue. Both political
parties avoided the issues of quality and standards of care. They avoided
questioning the technical proticiency of the medical profession who were an

extremely strong and forceful political lobbying force.

Phase 5—Major Public Inquiries and Reports (1981-1985)

In the early eighties, nursing homes received a barrage of bad publicity and were
accused of creating ‘misery’ and ‘horror’. Little, if any, documentation was
maintained on residents and the quality of care for residents was finally called into
question. A series of inquiries and research projects highlighted the need for change
and direction in provision for azed care services. Four major inquiries and reports

during this period included:

Feb 1981 Report of the Auditor-General on an Efficiency Audit: Commonwealth
Administration of Nursing Home Programs
(chaired by D.R. Stcel Craike);

Oct 1982 In a Home or at Hc me: Accommodation and Home Care for the Aged
(known as the McL:ay Report);

Oct 1984  Senate Select Comniittee on Private Hospitals and Nursing Homes
(known as the Giles Report); and

July 1985 Cost of Nursing Home and Hostel Care Services
(known as the Coopers & Lybrand WD Scott Report).

Each of these reports will now >e discussed in turn.
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Report of the Auditor-Gener:zl on an Efficiency Audit:
Commonwealth Administration of Nursing Home Programs (1981)

Because of growing concern ¢bout the efficiency and cost of Commonwealth
outlays, the Government called upon the Auditor-General to undertake efficiency
audits. In 1979, the nursing hone industry became the focus of the second such
audit and by 1981, the Report of the Auditor-General on an Efficiency Audit:
Commonwealth Administration of Nursing Home Programs (Auditor-General
1981) was published. It reporied extremely critically on the fragmentation of
Commonwealth programs which were poorly conceived and lacking in defined
guidelines. The report commerted on the poor management of the nursing home
program and pointed to the ‘uniecessary expenditure and a lack of consistency in
the distribution of Commonwe alth assistance to the aged and infirm’ (Auditor-
General 1981:v). Several major aspects were of concern to the Auditor-General
(1981:v-vi) who stated that a lack of an integrated approach to care of the aged
appeared to be leading to:

* increasing Commonwealth financial support to high cost
institutional nursing ciare and to a mismatch between the real care
requirements of indivic ual patients and the type of care provided,;

* weaknesses in nursing home benefit admission controls and control
over classification of jatients requiring extensive care and hence,
additional benefits;

* inadequacies in Comr monwealth guidelines leading to lack of
economy in aspects of nursing home care including the number of
nursing, paramedical : nd domestic staff and the size and design of
homes;

* weaknesses in control: over expansion in numbers of nursing home
beds; and

* looseness in departmental systems for containing Commonwealth
expenditure through fees control and deficit financing budget
controls.

The Auditor-General examine 1 the following range of problem areas within the
nursing home program: central management and evaluation; patient admission and

classification; standards of nursing home care; control of numbers of nursing

home beds; fees control; deterniining of benefits; and deficit-financing.
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The Auditor-General (1981:7) was cognisant of the difficulties associated with

Commonwealth/State responsibilities, arguing:

Effective interaction betwveen Commonwealth departments (Health,
Social Security and Veter:ns’ Affairs) in the planning and evaluation of
related programs of care :or the aged and the infirm is largely absent,
although informal liaison >ccurs. Commonwealth administration is not
adequately integrated. Better value for the Commonwealth's health and
welfare expenditure on the aged and the infirm could be obtained if
related services were planned for and evaluated jointly.

When suggesting the ‘use of assessment teams to establish more accurately

patients’ nursing requirements’ (1981:10) the Auditor-General noted:

A successtul Commonw zalth strategy would take account of State
priorities and planning processes. Incentives to the States (e.g. part
financing of assessment tcams) could be considered. The co-operation
of State Governments and other Commonwealth departments would
be essential, perhaps through the forum provided by the present
Commonwealth-State Co-ordinating Committees with a suitable
broadened charter (Auditc r-General 1981:17).
The Auditor-General (1981:20) also drew attention to the problems of financing
the various types of nursing hoines:

Present arrangements focr controlling nursing hour costs in deficit
financed homes led to a higher level of Commonwealth expenditure
and inequity between their patients and those in non-Government
participating homes. Furthermore, there are no incentives for operators
of deficit financed homes to encourage economies in staffing or
penalties to discourage ex essive staff levels.
However, the report lacked str2ngth in its suggestions for change, merely saying
‘there would be merit in a comprehensive policy review of the strategy implicit in

the existing framework of Commonwealth funding of nursing home care’

(Auditor-General 1981:24).

When examining standards of nursing home care, the Auditor-General reported on
the following issues: nursing care and supervision hours; physical facilities;
paramedical services; domestic support services; and inspections; however, only a

small six page chapter was cevoted to all of these issues. The problem of a
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standard number of nursing care hours between States featured highly in the report

and a number of major problems were discussed:
(i) the varying levels of funding provided by the Commonwealth to the States;

(i1)) the lack of uniformity of 10urs of nursing care provided in non-government
participating (private, National Health Act) homes;

(iii) the higher level of funding provided to deficit financed (Nursing Homes
Assistance Act) homes compared to non-government homes;

(vi) the lack of State standarcs for the numbers on non-registered nursing staff
hours per patient althcugh this category of nursing staff made up
approximately two-thirds of the nursing staff within nursing homes; and

(v) the lack of guidelines to indicat¢ maximum standards to be funded by the
Commonwealth (Auditor-General 1981:11).

The report recommended that he Commonwealth Government should ‘establish
maximum standards for us: by assessors in determining the extent of
Commonwealth funding of nursing hours above State minimum requirements’
(Auditor-General 1981:12). It turther recommended that guidelines and standards
should be developed for allied health professionals as well as domestic staff. The
Auditor-General noted that the implementation of the suggestions outlined above
would ‘require some re-ordering of priorities and perhaps staff effort from the
Department involving additional assistance at least in the short term when

standards are being developed’ (1981:12).

The Auditor-General’s report was referred to the House of Representatives’
Standing Committee on Expenditure (1982b). Efficiency audits were
comparatively new to Parlianient and during the presentation of the House of
Representatives’ Standing Committee’s Review on Expenditure Review of the
Auditor-General's Efficiency swudit (1982b) to Parliament, Leo McLeay advised

that they should ‘ensure that an officer who is a statutory office holder does not

173



start to exercise more power than this Parliament’ (Commonwealth of Australia,
Parliamentary Debates (Representatives) 1982).

In a Home or at Home:

Accommodation and Home Care for the Aged (1982)

In late 1982, the House of Representatives’ Standing Committee on Expenditure
released the report In a Home or at Home: Accommodation and Home Care for
the Aged (known as the McLeas Report) which formed the foundation for policies
adopted by the incoming Lator Government in 1983. The McLeay Report’s
recommendations fell into two najor categories. The first category was concerned
with the changes to aged care programs based on their financial arrangements and
functional responsibilities be.ween the Commonwealth and the States. The
recommendations were focused ‘at removing major problems and anomalies in the
administration and delivery of programs, shifting the imbalance between
institutional and home care anc. directing Commonwealth Government assistance
for health and welfare to thosc in greatest need” (McLeay 1982:ix). The second
category of recommendations r:volved around the Committee’s recommendations
concerning transferring the responsibility for the administration, delivery and
financing of accommodation and home care programs of the aged from the

Commonwealth to the States.

The McLeay Report may be criticised for devoting minimal attention to aspects of
quality of care for residents living in nursing homes because its major focus, in
relation to nursing homes, concentrated on trying to solve the problem of
quantifying the number of nurs ng hours required to deliver a standardised level of
care to residents. However, McLeay did report on the difficulties in relation to
staffing standards already established by Hospital and Allied Services Advisory
Council (HASAC) specifications because of their relationship to nursing hours
only, and because of the absence of the mention of any other paramedical staff,

domestic staff or other support staff. The report noted:
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The quality of nursing ca e is considerably affected by the time spent

by nurses in non-nursing tasks and the availability of other therapists. It

is possible that a greatcr provision of nursing staff may be less

effective in improving care than attention to support staff. The report

noted "a high ratio of nurses to patients but with nurses performing

domestic tasks is most inefficient and may result in a lower standard of

care than a lower nurse patient ratio with additional support staff

(McLeay 1982:72).
The McLeay Report commentcd, ‘the standard of care in private nursing homes
will inevitably depend on the fies charged, the level of subsidy, the profits of the
proprietors, costs and managerial efficiency.” The report continued, ‘in the long
run, the return on funds must hbe similar to the return on funds elsewhere in the
economy and costs will reflec. managerial views of efficiency and the price of
inputs particularly wages’ (Mcl.eay 1932:70). Therefore, the report recommended

that ‘the Commonwealth should fund the number of nursing hours per patient to a

uniform standard set by the Cornmonwealth’ (1982:70).

The McLeay Report, while paying little specific attention to quality of care in
nursing homes, did make links to quality of care provision and devoted two pages
of the 111 page report to the issue of complaints against proprietors. The
committee made specific conment that although there were organisations
representing the proprietors of nursing homes, there were ‘not any specific
organisations representing the interests of patients’ (McLeay 1982:73). The
Department of Health, in evider ce to the committee, reported that while there was a
number of community organisations that might be expected to become involved in
this area, and indeed the Pensioners’ Federation had picked up the concern of
nursing home residents, it had, 1s yet, not been done on an effective basis (McLeay

1982:73).

While the Department of Health reported to the committee that the number of
complaints to health authorities on standards of care, patient care and quality of care
was fairly small, evidence from a representative from the Australian Council on the

Ageing suggested that indeed many grievances were never articulated and the
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committee was given evidence ‘that the management of institutions have very
effective ways of containing coinplaining residents by isolation, by restraint and by
just ignoring them’ (McLeay 1982:73). The report did not provide any specific
recommendations about how the quality of care could be improved. It did,
however, articulate well the lacl: of avenues available to residents or their relatives
to make complaints about th¢ way a nursing home was being conducted or
operated and subsequently reco nmended that ‘to overcome the lack of channels of
complaint against low standard 1ursing homes, hostels and domiciliary services, an
Aged Care Tribunal should be established in each State, to which aged people
receiving care or their relativies can take complaints about services’ (McLeay

1982:74).

The McLeay Report gave the Fcderal Government a reprieve by not recommending
any strengthening of standards monitoring in nursing homes. It concurred with a
submission from the Australian Nursing Homes’ Association that self-regulation
be on trial on the basis that ‘un ess the industry delivers the goods within a period
of, say, five years of giving it control, this power would be taken away’ (McLeay

1982:76).

The Senate Select Committze on Private Hospitals and Nursing Homes
(1985)

On 24 September 1981, the Senate appointed a Select Committee on Private
Hospitals and Nursing Homes to enquire into and report on a range of issues in
profit and non-profit private ho;pitals and nursing homes. The establishment of the
committee reflected the growir g concern for the general lack of knowledge about
the private health sector and, nore specifically, with regard to the nursing homes
sector, it reflected concern wi h the standard of care being received by nursing
home residents (which had received considerable attention in the media at the time)
(Giles 1985:xiv). The major terns of reference for the committee concerned:

(i) the extent of Government subsidy of such institutions;

(i) the financial organisation and motivation;
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(iii) the type and frequency of services provided;

(iv) variations by State, regior, size and type of hospital in relation to bed usage,
surgery undertaken and length of patient stay;

(v) staffing arrangements;

(vi) recording, accounting and referral procedures;

(vii) composition of boards em >hasising any potential conflicts of interests; and

(viii) present and future roles ‘vithin the health care delivery system as a whole
(Giles 1985:xiii).

By November 1984, the six feinale Senators of the Select Committee chaired by
Senator Patricia Giles presented their report to the President of the Senate,
concluding that the rapid growt1 in numbers of nursing home beds since 1963 had
not so much been caused by pc pulation change or socioeconomic factors (as was
thought to be the case) but rather was a direct result of the specific funding policies
of previous successive govenments. The Senate Select Committee report
specifically rejected the notion of nursing home funding grants being paid directly
to the States as recommended earlier by the McLeay Report and concluded in
favour of ‘program grants’ adriinistercd by the Commonwealth which would be

paid by the Commonwealth dirc ctly to individual nursing homes.

Compared to the earlier McLcay Report (1982), the Giles Report (1985) paid
serious attention to the standards and quality of care in nursing homes, devoting
some 30 pages to the issuc and recommended the development of new
Commonwealth standards for nursing homes and the establishment of a
Commonwealth nursing homes inspectorate. Both of the major areas of standards

of care and quality of care will now be discussed in turn.

Standards of care

The Committee focused its ¢ttention on nursing care provision, paramedical
services, diversional therapy ind the physical facilitiecs of nursing homes. The
arrangements at the time allowed each State to establish its own standard for

nursing hours and consequertly the States, by developing different levels of
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nursing hours, lacked any uniformity. As a consequence, the Commonwealth,
being required to finance the level of care that was decided upon by the individual
State, was left funding differen . States at different levels. The 1975 working party
formed by the Hospitals and Allied Services Advisory Council (HASAC) to study
the issue of uniform minimum nursing hours provided a uniform minimum
number of nursing hours for caie to be provided by each State; however, the States
were reluctant to adopt the guilelines recommended by the HASAC. The Senate
Committee was told that very few nurses employed in nursing homes had
appropriate qualifications. A 1978 survey found that only two per cent of registered
nurses who worked in geriatric units possessed a postgraduate qualification in the
area (Senate Select Commitiee on Private Hospitals and Nursing Homes,
1985:753). Also, evidence fromn the Organiser of the New South Wales Nurses’
Association outlined the paucity of in-service education available to nurses in

nursing homes. Therefore, the Giiles Report recommended that:

more postgraduate courscs in geriatric nursing be made available with
appropriate accreditation and awards to promote improved and
acceptable geriatric nursing care and to develop career path options ...
that each State promote the introduction of in-service and training
programs in nursing homes ... [and] that program grants be designed
to introduce uniform minimum staffing levels progressively
throughout Australia (Senate Select Committee 1985:114-118).

With regard to paramedical services, diversional therapy and physical facilities,
deficit-financed homes proviled a considerably higher level of provision of
paramedical services to residents at no additional cost to the resident, whereas very
few participating homes or private homes provided such services. Also, each State
was able to establish its owr. standards for physical facilities and enormous
variations were evident. Thus, the Giles Report recommended that:

the Commonwealth devzlop guidelines to enable a consistent and
equitable approach to tte availability and cost of paramedical and
diversional therapy services ... [and] that the Commonwealth
Department of Health intioduce a code of physical standards as quickly
as possible (Senate Select Committee 1985:119).
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Quality of care and quality of life

A comprehensive coverage of the quality of care and quality of life of residents
living in nursing homes was provided by the Senate Select Committee who found
extensive evidence of sub-standard carz in some nursing homes. Graphic pictorial
accounts of mistreatment were provided as evidence. Evidence of the difficulty of
the inspection system was provided by Mrs R. Oates, a member of the Royal
Australian Nursing Federation, who explained that:

the level of patient care it all-important and that the present system of
emphasising physical asoects is very frustrating for those who run
good patient care facilities but have to be concerned with the width of
doorways and the heighi of beds. She added that there are nursing
homes with very good iccommodation facilities that give terrible
patient care (Senate Select Committee 1985:120).

The Senate Select Committee (1985:120) reported that ‘the ideal nursing home
acknowledges the dignity of e: ch individual, and the right to privacy. It provides
good physical care, the patien's are well nourished, comfortably accommodated
and treated with respect. It also provides opportunities to socialise.” The main
recommendations of the Senate Sclect Committee (1985:xxii—xxv) were

summarised by the Nursing Hcmes and Hostels Review :

* that the Commonweiulth fund pilot studies to examine quality
indicators with a vicw to introducing these indicators in the
assessment of quality of patient care and to provide a basis for
thorough nursing home: inspections;

* that Commonwealth Medical Officers be empowered to carry out
full physical examinations of nursing home patients and have access
to medical records; anc.

* that a Commonweal h nursing homes inspectorate section be
established within the central office of the Standards and
Development Branch of the Commonwealth Department of Health,
with regional sections situated in each State's regional office. Some
of the proposed functicns of the central office section were to:

(i) formulate uniform guidelines on inspection procedures, and
define clearly the role to be undertaken by Commonwealth,
State and local government authorities;

(i) co-ordinate the Commonwealth's inspection system;

(ii1) prosecute breaches of all standards including quality of patient
care; and
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(iv) liaise with State :nd local government authorities concerning
the inspection systems and the quality of patient care (Rees

1986:71-73).

Cost of Nursing Home and tostel Care Services (1985)

The Senate Select Committee recommended the replacement of the existing
nursing home benefits system ind deficit funding arrangements with a series of
‘program grants’. Rather than ‘unds being distributed on a per capita basis, the
program grants would be distributed to residents in nursing homes via ‘annual
grants’ based on the amount of care provided to various levels of resident as was
agreed to by Government. However, difficulties of not having sufficient
information about nursing home costs caused the Government considerable
concern and led to the commis;sioning of Coopers and Lybrand to undertake a
study on the Cost of Nursing ome and Hostel Care Services (1985). The study
was commissioned and underta cen between July and December 1984 (around the
same period that the Senate Selc ct Committee Report was being finalised) with the
consultants’ final report publist ed in July 1985. The overall aim of the study was
‘to obtain validated information on the costs of Nursing Homes to enable standards
of funding to be set which recognise the different roles and levels of services

provided by different nursing homes’ (Coopers & Lybrand 1985:3).

Traditionally, two quite distinct methods for calculating standard costs may be
used. Either a survey of existin 1 practices may be undertaken with standard costs
being attached to the existing practices or, alternatively, a separate standards system
may be developed quite independently of existing practices. The fundamental
requirement of the former mehod is the need for consistency of service level
across all the providers. Any two providers, having a similar number of residents
of similar dependency in a similar location should have strong similarities in their
operating costs and therefore, any variance from the expected costs should be

easily identifiable.
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Coopers and Lybrand commented on the various interpretations and
inconsistencies Australia wide ¢ f what constituted an adequate level of service and
suggested that the Commonwe alth Government define what was meant by ‘an
adequate quality of care, either in terms of the services (inputs) required to achieve
this or in terms of an output neasure (e.g. comfort and quality of life of the
patient)’ (Coopers & Lybrand 1985:20). The consultants described the differences
in the types of homes and variety and range of homes. They stated:

If a grants system is to >e “per capita” then each home should be
treated equally, with the rumber of beds (or bed-days) and the degree
of need of the patients beirg the only factors influencing the level of the
funds provided. Howevei, nursing homes are a mixed group, with a
variety of individual characteristics and operating situations which
means that they tend to de selop individual cost patterns ... The concept
of “equal funding” is thereby complicated (Coopers & Lybrand
1985:20).
The consultants were unable to establish a relationship between the extensive care
ratio of nursing home residents and costs. They explained ‘we are not suggesting
that in any one home extensive care patients do not receive more care, we are
suggesting that the cost structi res of the homes in the sample do not show that
extensive care requirements aifect costs’ (Coopers & Lybrand 1985:71). Their

report was summarised as follo ws:

It is our strong conclusion that the high variability of costs of individual
nursing homes exists because the past system of individual approval of
nursing home costs has allowed each nursing home to set its own cost
level based on its costs ir 1972 and separate annual assessment since
then (Coopers & Lybrand 1985:9).

The consultants found that an i1dependently determined model which they called
an ‘independent point of refercnce’ was more appropriate for the nursing home
industry than one based on the current costs (Coopers & Lybrand 1985:67). The
‘independent point of reference’ model incorporated standards for all nursing home
operations and defined the level of inputs required to meet a pre-determined level

of output. Where a particular nursing home chose to operate above the level of

inputs then that nursing home would bear the subsequent cost themselves. Extra
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funds would not be made available frora the public purse to cover extra costs. The
consultants were quick to point out that such a model of funding would need to be
defensible in terms of the adequicy of the level and quality of patient care provided
as some nursing home proprietors may be tempted to provide a level of service

that required a lower level of inputs in order to achieve higher profit margins.

Coopers and Lybrand (1985:24) recommended the independent approach because
throughout their exhaustive search they were unable to substantiate that costs in the
nursing home industry showed sufficient consistency for generating standards
costs which formed the pre requisite to ‘program grants’. As well, they
recommended that future move ment in nursing home costs should be monitored
against a number of independent indices, namely, various State nursing awards;
award rates of ancillary staff an1 serviczs; and the consumer price indices for food

(Coopers & Lybrand 1985:9).

Dominant public discourse

The task of achieving equity of funding between the States as well as between the
various types of nursing homes has been a major priority within the public
discourse and this is well displiyed in the Auditor-General’s Report (1981). The
Auditor-General’s Report saw fanding and equity priorities as central to the public
discourse on nursing homes vith the Government concerned mainly with the
problem of equity of nursing hcurs across the various States rather than looking at
the quality and standards of c:re being provided with these nursing hours. The
McLeay Report (1982) also focused centrally on funding priorities, devoting very
little attention to the area of quality and standards of care and preferring to
concentrate on the issue of tr: nsferring the responsibility of funding from the

Commonwealth to the States.

The release of the Senate Selec: Committee (1985) report saw the emergence of a
fuller discussion on issues of quality and standards of care in nursing homes with

the Government undertaking t> establish nursing home accommodation in the

182



context of an overall plan for providing quality care for the elderly rather than in the
piecemeal fashion of previous policy-making. Previously, nursing homes were
viewed more as independent cperations that provided a separate service to the
community with minimal accou1tability for quality. However, nursing homes were
now being seen as but one part of an overall comprehensive, integrated, geriatric
service rather than as independ:nt private operations as was formerly the case. A
new focus on quality and stand: rds of care began to emerge within the framework

of an integrated service provisioa and planning framework.

Not suprisingly, the release of the Coopers and Lybrand (1985) Report saw
funding priorities remain central to the public discourse on nursing homes, with the
Government undertaking to est: blish a standard costing model for nursing homes.
However, moves to establish a standard cost model encouraged the establishment
of quality control mechanisms. The Government knew that in order to introduce
the new control measures, they ‘vould have to ensure to their critics that the quality
and standards of care to residents within nursing homes would not be jeopardised.
Therefore, for the new funding 1nodel to be successful, the quality and standards of
care priorities gained a high proiile. It was not through the action of various interest
and pressure groups such as consumers, academics or professionals that saw the
item of quality move to the top of the policy agenda, but rather the necessity for the
economic rationalists and bureaucrats to legitimise and substantiate their proposed
new model of funding which would be based on the ‘independent point of
reference’ method using indice s rather than the previous actual current costs of
operation. An adequate level an1 quality of care provided to residents needed to be
assured in order that the Government cculd introduce its new model of funding. So
we see the issue of quality and standards piggy-backing on the funding

rollercoaster.
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Phase 6—Major Regulatory Approach: Aged Care Reform
Strategy (1986-1993)

By July 1985, some five years after the Auditor-General’s criticism about aged
care programs, consensus seeined to have been reached concerning the major
problems. The Minister establis.ed the Nursing Homes and Hostels Review which,
by 1986, made some 47 recommendations about the planning context, assessment,
standards, recurrent funding a1d the structures of the new residential program
(Nursing Homes and Hostels Review Committee, 1986). A number of these
recommendations was later adopted as Commonwealth policy and subsequently
formed the Government’s new Aged Care Reform Strategy. The major changes
proposed by the Nursing Home: and Hostel Review (1986) included:

(1) the development of assessment teams to provide advice to elderly
people on their care needs and referral to appropriate services;

(i1)) controlled growth of nursing homes and hostels accommodation with
an emphasis on the provision of greatly expanded hostel
accommodation;

(ii1)) changes in funding arrangements for nursing homes based on a

standard of care determined by the Commonwealth;

(iv) adjustment in the subsidies available to hostels to reflect the increasing
role which hostels will tak: on in caring for elderly people;

(v) the need for greater flexibility in program arrangements to cater for

special groups including migrants. Aboriginals and dementia sufferers;

(vi) the development of standirds of care and quality of life measures for

better assessment of the care provided; and

(vii) the strengthening of community care services to ensure a better balance

in the provision of care for elderly people.

Before 1986, a submission-driven funding system existed which created marked
inequities between regions. Recommendations from the 1986 Nursing Homes and

Hostels Review sought to prodi ce a more equitable distribution of services across

184



and within States and Territorics by moving to a needs-based planning approach
for aged care services. The Aged Care Reform Strategy was introduced as a result
of the Nursing Homes and Hos ‘els Review (1986). The basic purpose of the Aged
Care Reform Strategy has been ‘to change the balance between residential care and
community services in provis on of aged care, and within residential care, to
change the balance between nu sing hcme and hostel provision’ (Commonwealth

Department of Health, Housing & Community Services 1991:334).

Actual residential care provisicn was €7 nursing home beds and 33 hostel places
per 1000 people aged 70 and over at the time of the Nursing Homes and Hostels
Review (1986). The Review cstablished planning benchmarks for residential
services, setting targets of 100 residential places per 1000 people aged 70 years and
over, with target ratios of 40 wrsing home beds to 60 hostel places (Nursing
Homes and Hostels Review 1986). In 1987 there was a total of 1486 nursing
homes in Australia providing 'S 932 beds or 4.7 beds per 1000 population. By
1992, there were 1439 nursing homes providing 74 157 beds or 4.3 beds per 1000

population (see Table 6.1).

Table 6.1
Changes in Nursing Home Be 1 Provision 1987-1992

1987 1992
Nursing Homes 1486 1439
Nursing Home Beds 75932 74157
Beds/1000 population aged 70 ycars and over 4.7 4.3

Source: Commonwealth Department of Health, Housing & Community Services, 1992b,
Nursing Homes for the Aged: A Statistical Overview (1990-1991).

In the 1991/1992 Budget, Con munity Aged Care Packages were introduced by
establishing a care package target of 5:1000 people aged 70 and over, while at the
same time reducing the hostel -atio to 55:1000. Care packages were designed to
give hostel level of care to an older frail person remaining in his/her own home. In
the 1992/1993 Budget, a further change was announced with the hostel ratio further

reduced to 52.5:1000 and the care package ratio increased to 7.5:1000.
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(Commonwealth Department of Health, Housing, Local Government &
Community Services 1993b:41. By December 1993, the ratio was 53 nursing
home beds to 39 hostel beds, and by the year 2001 it is predicted that the provision
level will be 41 nursing home heds, 47 hostel places and 7.5 care package places
(Commonwealth Department of Health, Housing, Local Government &
Community Services 1993b:4--5). Table 6.2 provides details of the changes of
ratios from 1986 to 1993.

Table 6.2
Ratios of Nursing Home, Host:l and Community Care Package Provision per
1000 people aged 70 and over 1986-1993

Nursing Community Care
Jomes Hostels Packages
At time of 1986 Review 67 33 0
Benchmarks of 1986 Review 40 60 0
1991/1992 Budget 40 55 5
1992/1993 Budget 40 52.5 7.5

Source: a. Rees, G. 1986, Nursinz Homes & Hostels Review.
b. Gregory, B. 1993a:4- 5.

Thus, the Aged Care Reform Strategy has been successful in reducing the actual
number of nursing homes and b:ds with a corresponding increase in the number of
hostel places. In accord with the overall aged care planning strategy, Table 6.3
shows all States except South A 1stralia have experienced an increase in the ratio of
hostel provision with a corresponding reduction in the ratio of nursing home

provision.
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Table 6.3
Residential Care Provision Nu nbers and Ratios by States/Territories 1985 and
1991

State/ Hostels Nursing Homes Combines
Territory 1985 1991 1985 1991 1985 1991

(a) Numbers of beds/places
New South Wales 11158 15162 28322 28931 39480 44093

Victoria 7998 11058 15296 16377 23294 27435
Queensland 6985 €538 11538 11958 18523 21496
South Australia 4523 £334 7298 7144 11821 12478
Western Australia 3282 4348 6245 6087 9527 10435
Tasmania 640 1036 2312 2100 2952 3136
Northern Territory 47 117 95 173 142 290
ACT 252 487 397 521 649 1008
Australia 34885 475080 71503 73291 106388 120371

(b) Ratios per 1000 aged 70 yeirs and over

New South Wales 29.3 32.9 74.3 62.9 103.6 95.8
Victoria 27.8 33.0 53.2 48.8 81.0 81.8
Queensland 41.6 14.2 68.7 55.5 110.3 99.7
South Australia 44.0 13.1 71.0 57.8 115.0 100.9
Western Australia 38.6 1.1 73.5 57.5 112.1 98.6
Tasmania 20.7 28.5 74.8 57.9 95.5 86.4
Northern Territory 26.1 $1.8 72.9 61.8 98.9 103.6
ACT 33.2 16.8 57.9 50.1 91. 96.9
Australia 32.8 36.5 67.2 56.8 100.0 93.3

Notes: 1985: From Nursing Hcmes & Hostels Review Table 3.3 (nursing home beds
do not include younger disabled).
1991: From DCSH Residential Care Planning Database.

Source: Commonwealth Department of Health, Housing & Community Services, 1991,
Aged Care Reform Strategy Mid-Term Review 1990-1991.

As well as changes to the balan e of provision between nursing homes, hostels and
the community, significant changes to the resident mix in nursing homes have
occurred over the last six years since the implementation of the recommendations
of the Nursing Homes and Hostels Review. The percentage of nursing home
residents classified in each cate zory of dependency from November 1988 to March
1993 in Australia is presented in Tablz 6.4. Category 1 (most dependent) can be
seen changing from 9.1% of residents to 3.2%, whereas categories 2 and 3 have
both increased from 23% to 31 3% and 35.3% to 43.2% respectively. Categories 4
and 5 have both decreased from 22.1% to 17% and 10.4 to 5.3% respectively.

Thus, the gradual shift of residcnts can be seen moving from the more expensively
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funded category 1 to the less expensive category 2. Similarly, a shift of resident can
be seen moving from the less expensively funded categories 4 and 5 up to category
3. Therefore, the dependency cf residents within nursing homes is becoming far

greater, placing added stress on staff and limited resources.

Table 6.4

Nursing Home Residents Clussified by Resident Classification Instrument
Category 1988-1993

CLASSIFIED RESIDENTS: BY R.C.I. CATEGORY

4 T AUSTRALIA - 1988 TO 1993
3
40 < ——._'/
._-—-0-——_".
G5 ot b e o e e g S e e

%25 T :i
20 4+ ‘0\

15 4+
10 .A.—.-—"—.——A"""" ‘\‘\u 5
ﬁ'\_____n_.\ AT ——  —, .
—— O s ¢ W . \A\
5 4 \.-“-_’—__. - .
1 S —
o L Il 1 L L L L L Il i | L L 1 '3 L ]
L] L] ¥ 1 L T ] Li T L § | ] T 1 ¥ 1 1
@© [ o o o [= o [ o - - - - [\ N o ™
? @ ® ® ® g © & & » 3 & @ @ © O g
. v d " 4 4 g s
> c — -_— a c — [ ] (4 —_ o > c — [« % !
S & & 3 o & & 3 ? 3 T 3 o & 4o o &
P-4 - < w - < «C [a] s s < P-4 - <C [2] s
Year

Source: Commonwealth Departme it of Health, Housing, Local Government & Community
Services, 1993a, Residential Care News, Canberra.

The adoption of recommendations of the Nursing Homes and Hostels Review
(1986) set in train a number of investigations into various aspects of nursing home
provision. These investigations served to assist the Government in the

implementation of their overall strategy and included:

1986  Quality, Staffing and Dependency: Non-government Nursing Homes
1986  CAM Review
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1987  Living in a Nursing Hyme—Qutcome Standards for Australian Nursing
Homes

1989  Residents' Rights in Nivrsing Homes and Hostels: Final Report

1991  Aged Care Reform Strctegy Mid-Term Review

1992  Raising the Standard - Resident Centred Nursing Home Regulation in
Australia

1992  Review of the Structure of Nursing Home Funding Arrangements—Stage 1

1993  Resident Classification Instrument Documentation Consultation

The focus of these investigations centred around three major areas: the method of
funding nursing homes; the mcnitoring of standards and quality of care provided
to residents living in nursing homes; and finally the rights of residents living in
nursing homes. Each of these three areas will now be discussed with reference to

the various investigations mentinoned above.

Method of Funding Nursing Homes

A new funding method was introduced into non-government nursing homes as a
result of the Nursing Homes a.1d Hostels Review (1986); however, the Review
based a number of their recominendations on earlier costing work undertaken by
the Coopers and Lybrand Repoit, Cost of Nursing Home and Hostel Care Services
(1985). The system of funding which was introduced was based on two major
components, namely, the Carc Aggregated Module (CAM) and the Standard
Aggregated Module (SAM), and a minor component of Other Costs Reimbursed
Expenditure (OCRE). The Carc Aggregzated Module aims to fund nursing homes
on the basis of the level of care required by their residents rather than the previous
cost reimbursement principles v/hich merely funded nursing homes on the amount
they spent rather than the servic: they provided and level of service provided to the
residents. The CAM provides an allowance for the personal care requirements of
residents and includes all nursing hours (RNs, SENs, and nursing attendants) as
well as therapy hours. The SAV component is a standard grant for non-nursing
and non-personal care costs wtich include costs for such items as food, heating,

laundry, maintenance, gardening and so on. The OCRE component provides full
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reimbursement to the nursing home for costs associated with superannuation, long

service leave and insurance cost; et cetera.

In order that CAM hours may be calculated, an NH4 Application for Resident
Classification Instrument (RCI) is now completed for each resident (see Appendix
6). The RCI consists of a questionnaire which is completed by the Director of
Nursing of the nursing home and then forwarded to the Commonwealth
Department of Health, Housing and Community Services. Section one of the RCI
consists of 14 questions sorted into four major areas of care. These major areas
include: firstly, clinical care, wt ich contains questions on continence, maintenance
of skin integrity and specialised nursing procedures; secondly, social and emotional
support, which contains questions on physical aggression, verbal disruption and
behaviour; thirdly, communi:ation and sensory processes, which contains
questions on vision, hearing an 1 speech/comprehension; and, finally, activities of
daily living, which contains questions on mobility, toiletting, washing and
dressing, eating and maintenat.ce of independence. These areas are listed more
clearly in Table 6.5. Once a resyonse is determined for each question, a weighting
or score is attached to the respo 1se. Table 6.6 presents the weightings which apply
to cach question in the revised kCL

Table 6.5
Resident Classification Instrument Questions

Clinical Care Continence
Maintenance of skin integrity
Specialised nursing procedures

Social and Emotional Support Physical aggression
Verbal disruption
Behaviour

Communication and Vision
Sensory Processes Hearing
Speech/Comprehension

Activities of Daily Living Mobility
Toiletting
Washing and dressing
Eating
Maintenance of independence

Source:  Commonwealth Departmer t of Health, Housing & Community Services, 1992b:21.
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Table 6.6
Weightings Applying to Revised RCI

Continence 0.00 3.84 7.69 11.53
Skin Integrity 0.00 3.68 1.37 11.05
Specialised Nursing 0.00 1.19 2.38 3.56
Physical Aggression 0.00 2.02 4.04 6.07
Verbal Disruption 0.00 1.18 2.36 3.54
Behaviour 0.00 1.32 2.64 3.97
Vision 0.00 1.34 2.68 4.02
Hearing 0.00 1.14 2.29 3.43
Speech/Comprehension 0.00 1.72 3.43 5.15
Mobility 0.00 3.48 6.96 10.44
Toiletting 0.00 3.39 6.79 10.18
Washing and Dressing 0.00 5.34 10.69 16.03
Eating 0.00 3.09 6.18 9.26
Independence 0.00 2.01 4.03 6.04

Source: Commonwealth Departme it of Hezlth, Housing & Community Services, 1992b:8.

All the scores for each of the 14 questions are added together to give an overall
score for the resident. A rang: of scores is used for each funding category to
determine whether the resident is assigned to category 1, category 2, category 3,

category 4 or category 5. The rage of points for each funding category is:

Category 5 0 22.34 (least dependent)
Category 4 22.35 47.66
Category 3 47.67 73.15
Category 2 73.16 86.94
Category 1 86.95 104.29 (most dependent)

The number of hours of care funded for each resident is based on the classification
of each resident into one of five categories of dependency — category 1 being the
most dependent and category 5 being the least dependent. Nursing home staff are
required to validate the RCI rating by maintaining records and documentation for
each resident. The actual numbr of nursing hours per day for each RCI Category
(see Table 6.7) is determined by the Commonwealth and is uniform throughout
Australia. However, the standar 1 hourly rates for each category differ in each State

due to the differences in awards (see Table 6.8). An example of the manner in
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which the Resident Classificaticn Instrument data is used by a Director of Nursing
to estimate nursing and perscnal care hours per week in a nursing home is

demonstrated in Table 6.9.

Table 6.7
Number of Nursing Hours of Care per Day and per Week for each RCI

Category

RCI Classification Hours of Nursing/Day Hours of Nursing/Week
Category 1 3.857 27.0
Category 2 3.357 235
Category 3 2.786 19.5
Category 4 1.857 13.0
Category 5 1.286 9.0

Source: Commonwealth Department of Health, Housing & Community Services, 1992e,
Commonwealth Government Gazette No.GN 51, 23 December.

Table 6.8
Standard Hourly Rates for each RCI Category in each State/Territory
Effective from 1 January 1995

CATEGORY

STATE/ 1 2 3 4 5

TERRITORY $ $ $ $ $

New South Wales 19.40 19.47 19.59 20.39 19.74
Victoria 21.02 21.06 21.12 21.56 21.16
Queensland 16.50 16.57 16.67 17.39 16.83
South Australia 18.08 18.12 18.17 18.55 18.16
Western Australia 19.80 19.85 19.93 20.48 19.99
Tasmania 20.49 20.53 20.16 21.14 20.69
ACT 19.53 19.60 19.71 20.44 19.66
Northern Territory 21.07 21.13 21.21 21.81 N/A

Source: Commonwealth Department of Human Services & Health, 1994b, Commonwealth
Government Gazette No.GN 94020, 24 December.

Table 6.9
Example of the Calculation of the Nursing and Personal Care Hours

Brodie’s Nursing Home
Estimated Nursing & Personal Care Hours for Week 1.7.93 to 8.7.93

RCI No.of No.of Hours/ Total SHR CAM
Category Residents Bed Days Day Hours NSW Total

1 2 14 3.857 53.99 19.40 1047.56
2 6 42 3.357 140.99 19.47 2745.15
3 14 98 2.786 273.03 19.59 5348.62
4 7 49 1.857 90.99 19.93 1813.49
5 1 7 1.286 9.00 20.39 183.55
TOTAL 30 210 568.00 $11138.37
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A review of CAM was announ:ed in November 1989, 12 months after the CAM
funding arrangements had been in operation. Submissions were received from
many interest groups and the Re view Committee was informed that the RCI was ‘a
poor predictor of relative service need for particular groups of residents, including
residents with dementia, resideats from a non-English speaking background, and
those who require very intensiv 2 service provision or have special communication
care needs’ (CAM Review, 1990:11). Two major recommendations of the CAM
Review Committee were that the Commonwealth Department of Community

Services and Health:

look at its provision of services for people with dementia with a view
to achieving a co-ordin:ted funding approach which recognises a
network of services incl iding support in the community and more
intensive levels of care in 1esidential age care facilities; and

in consultation with the nursing home industry, develop and trial a
classification instrument designed to test a number of approaches
aimed at more accurately measuring the range of service needs of all
residents (CAM Review 1990:62).
There was considerable dissa isfacticn with the RCI, as both proprietors and
Directors of Nursing compla ned about the inadequacy of the RCI to fully
represent the needs required by their residents. Following the CAM Review, in
1991 a revised RCI was triallc:d and a further two questions were added to the
questionnaire. Interestingly, Lowever, in 1991 when the Aged Care Reform
Strategy Mid-Term Review was undertaken, the Review noted that ‘the RCI has
proved a powerful targeting riechanism in tying the level of Commonwealth
benefit directly to the level of nursing and personal care required for an individual
resident’ (1991:103). From thc¢ Government’s perspective, the RCI was a solid
scientific tool which allowed th: Government to distribute funding more equitably

than had previously been the case, even though there was considerable

dissatisfaction with its accuracy

The aim of the Aged Care Reform Strategy Mid-Term Review (1991) was to chart

the progress that had been made since the implementation of the Nursing Homes
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and Hostels Review (1986) reccmmendations and the Home and Community Care
Act (1985) as well as to assess the impact of the various measures which had been
implemented. The Review also sought to clarify the future directions to be taken
within the overall policy framev’ork in order that aged care services be delivered in
the most effective and efficien. manner (Commonwealth Department of Health,
Housing & Community Services 1991). The terms of reference for the Review

were as follows:

(1) assess the extent to which community and residential aged care
services are effectively targeted and equitably distributed and the
extent to which fees )olicy impacts on targeting;

(i) resolve boundary issaes between long-term care and acute care of
the aged so that the riost cost-effective form of care prevails;

(ii1) report on the balance of care between residential and community
services and identify ways in which the emphasis on community
provision can be strc¢ ngthened, including better linkages between
housing services and aged care; and

(iv) assess the impact >f the involvement of multiple levels of
Government on age 1 care services and identify ways to remove
overlaps and duplication, establish arcas of functional
responsibility and principles for resource allocations between
levels of Government (Cornmonwealth Department of Health,
Housing & Community Services 1991:2).

Overall, the final report focused mainly on the successes of the Aged Care Reform
Strategy (ACRS) in reducing the number of nursing home beds and increasing the
number of hostel places. It also srovided a projection model for the ratio of nursing
home beds to hostel beds to Home and Community Care (HACC) funding to the
year 2001. This was based on Australian Bureau of Statistics (ABS) population
projections, ABS data of the distribution of disability and handicap, data on
turnover rates within nursing hcmes, RCI and hostel subsidy distributions, planned
changes in residential provision levels, and characteristics of the HACC population
derived from a number of studies and the HACC user data collections

(Commonwealth Department of Health, Housing & Community Services

1991:271).
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In 1992, taking into account the difficulties regarding the funding of dementia
residents as expressed by the e:rlier CAM Review (1990), the Aged Care Reform
Strategy Mid-Term Review (1791) was extended to a second stage in order to
prepare a National Action Plan for Dementia Care (Commonwealth Department
of Health, Housing & Community Services, 1992a). The terms of reference
relating to the development of tke Plan were to:

(1) report on the demographic and social context of dementia care over the next
decade;

(i) consider the policy implications of recent research evaluating approaches to
dementia care in residentil care and community care, including support for
carers;

(1ii) review strategies available for community education; and

(iv) identify and assess options for an integrated National Action Plan for
Dementia Care covering a 1 elements of aged care programs (Commonwealth
Department of Health, Hoising & Community Services 1992a:6).

The recommendations providec. in the National Action Plan focused primarily on
current programs providing res dential and community care for frail older people
with dementia and support to their carers. The Plan did not recommend the
establishment of a separate denentia care program, but rather weaved the various
parts of dementia care through the existing fabric of all aged care programs
(Commonwealth Department of Health, Housing & Community Services
1992a:17). The overall scope of the Plan was defined at three levels because of the
intergovernmental relations and responsibilities for different aged care programs
and policies. While the Commonwealth Government has the principal
responsibility for residential care programs, covering nursing homes and hostels
(with State/Territory Goveraments having only limited involvement in
State/Territory nursing homes). in the Home and Community Care Program area,
the Commonwealth Government and the States/Territories share responsibility.

Therefore, the Commonwealth Government may take direct action in the major

195



area of residential care (i.e. nursing homes and hostel). However in community
care, it requires agreement with States/Territory Governments before programs can

be advanced.

The Plan also made recommendations concerning the role of the Government in
supporting applied health services research and bio-medical research and also
focused on providing a framework whereby Local Government and non-
government agencies could work together towards common goals in care of people
suffering from dementia (Commonwealth Deptartment of Health, Housing &
Community Services 1992a:17-18). The development of a National Action Plan
for Dementia Care has providec a useful opportunity to examine critically the aged
care system and its impact on p:ople with dementia as well as their caregivers in a
comprehensive and integrated fashiont (Commonwealth Department of Health,

Housing & Community Services 1992a:iii).

In order to correct misconceytions concerning the amount of documentation
required to verify resident’s classification using the RCI, in 1992, the circular,
Resident Classification Instrument 'RCI) — Guidelines of Documentation
(Commonwealth Department of Health, Housing & Community Services 1992d)
was developed in consultation ‘ith peak industry bodies, representative Directors
of Nursing and unions. Althou th this circular was distributed early in December
1992, there remained residual ¢ oncerns about the inconsistencies and variations of
interpretation of similar data sets across different nursing homes. The then
Commonwealth Minister for Health, Peter Staples appointed Sue Macri to
investigate and report on Departmental documentation requirements in
Commonwealth nursing homes. The subsequent Macri Report (1993) was
released in July 1993 and corcentrated on the documentation requirements to
achieve validation for the RCI category classification which was undertaken during
standards monitoring team visi s. It focused mainly on the need for nursing home

staff to utilise the foundations of the nursing process in order to achieve
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documentation requirements rather than undertake intermittent and very lengthy
and time consuming documentition techniques that many times served no other
purpose than to provide a description about what should have been routinely
recorded. In summarising the Report, Macri noted:

The current RCI validatio 1 process is characterised by inconsistencies
which generate confusior: and animosity in the workplace and non-
acceptance of the tool.

It has been clearly identificd that over-documentation for nursing home
staff detracts from resid:nt care and desired outcomes, and has a
negative impact on stiff morale. Likewise for CNOs, over
documentation makes thz tasks at hand (RCI review) much more
difficult, often putting the CNO in a conflicting position with nursing
home management and st: ff.

It is costly for both the Government and Industry alike to continue with
an ineffective and inefficient system of documentation and review.
Much work needs to be done, as under, or poor documentation has
also been identified as a major concern.

Much also needs to be doie to up-grade the knowledge and skills, not
only of nursing staff but also nursing home management in the whole
area of documentation ard clinical records requirements ... so as to
ensure that they carry out taeir role and function proficiently.

There is a strong foundation for education and training programs

designed to address the ltnowledge gaps in the industry relating to

documentation (Macri, 1993:40-41).
More recently, in 1993, a review of funding of nursing homes was undertaken
which concentrated on issues of micro economic reform in the nursing home
industry. The Review of the St ucture of Nursing Home Funding Arrangements
Stage 1, (Gregory 1993b) identified three options for structural reform to promote
efficiency and long-term viabili y of nursing homes while continuing to emphasise
quality of care for residents. Some of the major challenges faced by the Review
were as a result of recent industrial relations changes involving enterprise

bargaining and multi-skilling. The three options are briefly summarised below.

Option 1—Non-acquitted funding
This first radical option considered the removal of the requirement to acquit CAM

funding. As Gregory reported:
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Compared to the existing CAM/SAM system, this would give homes

much greater flexibility in their use of staff and remove disincentives

for enterprise bargaining and multi-skilling. Proprietors would be able

to make a profit or surplus from efficiencies in nursing and personal

care budgets (1993b:79).
Non-acquitted funding allows ‘ncreased profits or surplus to be gained from not
only increased efficiency of nursing home operations but also from reductions in
the provision of nursing anc. personal care hours and from reductions in
employment of nursing staff. Therefore, Professor Gregory concluded that while
non-acquitted funding system would save staff resources on the financial
monitoring side, more intens¢ monitoring would be required to maintain the
standards monitoring which ‘wculd exacerbate a current source of friction between
the Government and nursing ho nes’ (Gregory 1993a:79).
Option 2—moving the border Yetweer. acquittable and non-acquittable funding

from the current CAM/SAM boundary to one which facilitates staff flexibility within

the nursing home
Two variations were considered in this option:

(1)  to acquit all labour costs a1d provide a non-acquitted flat grant for non-labour

costs; and

(i1) to acquit all costs related to nursing home care other than costs directly
related to buildings and lad (Gregory 1993b:79).

Under this option, multi-skillin ; would prove far easier as it would be possible to
use staff part-time on domestic duties and part-time on direct care duties. However,
the disadvantage of this optio1 is that it replaces the CAM/SAM border with
another border — that of la>our/non-labour or care/accommodation which
inevitably would require detaile 1 Departmental auditing activity. The option would
contract the size of the budget v/ithin nursing homes where there is an incentive to
make efficiencies as well as to make it harder to use SAM staff part-time in an

attached hostel.
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Option 3—the current CAM/SAM system with modifications

This option outlines a minimum set of reforms:

(1) design a new indexation procedure, not based on award movements, which
provides clarity and trans»arency to the setting of funding levels which are
adequate for real cost movements affecting nursing homes, while protecting

against cost escalations;

(i) allow over-award paymants, with further consideration to be given to
whether any distinction is made between non-award payments embedded in
a certified enterprise agrcement, or whether all such payments should be
accepted;

(i) clarify and widely promulgate the principles governing the distinction
between CAM and SAM costs, with particular attention to areas the industry

experiences as ambiguous or uncertain;

(iv) develop clear guideline: on the documentation required to justify the
apportionment of staff time between CAM and SAM or between a nursing
home and an attached faci ity such as a hostel (Gregory 1993b:80).

Option three neither increases 1 or decreases the size of the portion of the nursing
home budget where profit or surplus can be made and where direct monetary
incentives will drive enterprisc: bargaining (Gregory 1993b:80). Gregory (ibid)
concluded:

A significant proportion c f the burden of administration of the current
system should be able to be reduced with full attention given to the
minimum set of reforms 1 sted above. It would not remove any area of
accountability in its totality, as would the first option, but neither would
it add any new kinds of regulation as would be entailed by adoption of
that option.

The Report also made a numter of other suggestions which could offer some

improvement or efficiency gain; for the nursing home industry. These are outlined

below:
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(1)  options to reduce the number of RCI classifications needed;

(i) approaches to redice the friction associated with Standards
Monitoring, including improving industry participation and
further use of risk management techniques;

(i) greater use of risk management in validation of CAM
expenditure;

(iv) options to improve the take-up and affordability of respite care;

(v) options to simplify funding arrangements for enteral feeding and
continuous oxygen;

(vi) modification of the incentive structure of the CAM reconciliation
system to encourage homes to spend their CAM funding;

(vii) the possibility of vaiying SAM by State; and
(viii) options to improve industry understanding of the funding system
(Gregory 1993b:6-7).
At the time of writing, the Commonwealth Government had yet to make any
further decisions regarding any changes as a result of the Gregory Report, even

though they strongly favoured ootion three.

Monitoring of Standards and Quality of Care
With the intent of changing the provision, and the methods of funding of
residential care for the aged in nursing homes, the Commonwealth Department of
Community Services commissioned Dr Catherine Rhys Hearn to obtain relevant
background information abcut the nursing homes which were currently
participating in its funding sche nes, that is, participating homes and deficit funded
homes (Commonwealth Department of Community Services 1986b:137). The
specific aims of the study were:

(i) todetermine the staffing levels in nursing homes;

(i) to measure the dependency of the residents;

(iii)) to monitor the care given;

(iv) to design measures for quality of care;

(v) tomeasure the quality of carz;
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(vi) to assess the environment and facilities within the homes;

(vii) to describe any existing differences between homes of different
types and/or in different States;

(viii) to examine/discover any relationships which may exist between
any of the important parameters; and

(ix) to investigate any rclationships between quality and quantity of
care and dependency and staffing values (Commonwealth
Department of Com nunity Services 1986b:137).
Dr. Rhys Hearn’s Report, Quc lity, Staffing and Dependency: Non-government
Nursing Homes was released i1 October 1986 and noted that it would provide a
reference point for the work which would be required in the development of
appropriate standards for nursing homes. A number of different parameters was
investigated during the study ir cluding the quality/relevance of nursing care, QI,
and the general quality score, (!C. The former ratio, Q1, describes the ‘quality’ of
direct nursing care and measures the extent to which the care needed by the
resident is actually given in practice. The latter, QC, records staff education
opportunities, staff facilities, flexibility of policies regarding residents’ care

regimes, and security, maintena ice and safety factors.

The forword of the Report, prepared by the Department of Community Services,
noted two particularly important findings of the study, the first being ‘the multi-
faceted nature of “quality” and relative independence of different measures [and]
the second, the wide range of ontcomes currently being achieved, often in cases of
similar input’ (Commonwealtl. Department of Community Services 1986b:iii).
The Department continues:

The first of these findings implies a need for considerable sensitivity in

the establishment of standards, and the adoption of a broad focus

which takes into account all of those factors which impact upon the

lives of people in nursing 10omes and the satisfaction of their individual
needs and desires.

The second finding endorses a number of the earlier studies which
have indicated that to a significant extent the quality of care provided
depends more upon the philosophy and management of the service
than the level of resources provided. [my emphasis in bold]
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In this study, while a liik has been found between staffing and the
quality and relevance of direct nursing care, it is noted that staffing only
partly explains variations in this measure of quality, even when account
is taken of the dependecy of residents. Further, other measures of
quality used in the study have been found to be largely independent of
the level of staff resources (Commonwealth Department of
Community Services, 19 36b:iii).

Dr. Rhys Hearn argued in her findings that ‘the quality/relevance of the direct
nursing care, Q1, may be see1 to have improved in those nursing homes which
have higher values for the gen >ral quality score, QC, and those which have higher
proportions of trained nurses, [the Report underlines these words] both registered
and enrolled’ (1986b:145). The: Report continues that QC issues:

are all related to staffing, in the sense that it is quite likely that better
educated, trained nurses may be designing more imaginative and
flexible care policies, and that all these factors are only possible to
achieve either with highcr staffing-to-dependency ratios, or with more
“efficient” use of the staff’s time, (that is, a higher proportion of the
nurses’ time spent on d rect care of the residents) (Commonwealth
Department of Community Services 1986b:145-146).

The Report further noted ‘that “efficiency” goes up with the proportion of trained
nurses, the score for QC (staff education, facilities and flexibility in policies), and
up with dependency, but down with increased staffing’ [the Report underlines
these words] (Commonwealtl Depar:ment of Community Services 1986b:147).
The Report concluded as follows:

(1) quality/relevance of nursing care increases mainly with the
staffing-to-depend :ncy ratio, but also with the proportion of
trained staff, and th:: education/facilities in the nursing home;

(i)  general quality is largely independent of stafting or dependency;

(iii) probably the most important parameter necessary to characterise
a nursing home is the dependency of its residents;

(iv) to predict the quality/relevance of care given, it is necessary to
know: the ratio o staffing-to-dependency the proportion of
trained staff the CC score (staff education, flexibility of care
policy and facilities);

(v) to determine apprcpriate staffing levels, the dependency of the
residents must be known; and
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(vi) homeliness is judged largely on care planning, care policies,
arrangements for meals, buildings, facilities and amenities
(Commonwealth Department of Community Services,
1986b:149).

Soon to follow, in June 19¢7, the Commonwealth/State Working Party on
Nursing Home Standards published the landmark Living in a Nursing Home:
Outcome Standards for Australian Nursing Homes which heralded the beginning
for monitoring the performan:e of nursing homes. Prior to this, both State and
Federal Governments undertook the monitoring of quality in nursing homes in a
variety of inspectorial roles, which were all primarily concerned with inputs to
service provision, rather than with the outcomes for individual residents (eg fire
regulations, food preparation regulations and so forth). On 1 July 1987, the
Outcome Standards were implemented and Commonwealth funding to nursing
homes became contingent on nursing homes meeting the 31 resident outcome
standards. These standards are grouped into seven main categories: Health Care,
Social Independence, Freedoni of Choice, Home-like Environment, Privacy and
Dignity, Variety of Activities, and Safety. A brief explanation of these categories
are presented in Table 6.10 (Commonwealth Department of Community Services,
1987a).

Table 6.10
Commonwealth Outcome Standards of Care

1. Health Care Residents’ health will be maintained at the
optimum level possible.

2. Social Independence Residents will be enabled to achieve a
maximum degree of independence as
members of society.

3. Freedom of Choice Each resident’s right to exercise freedom
of choice will be recognised and respected
whenever this does not infringe on the
rights of other people.

4. Home-like Environment The design, furnishings and routines of the
nursing home will resemble the individual’s
home as far as reasonably possible.
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5. Privacy and Dignity "The dignity and privacy of nursing home
residents will be respected.

6. Variety of Activities Residents will be encouraged and enabled to
participate in a wide variety of experiences
appropriate to their needs and interests.

7. Safety The nursing home environment and
practices will ensure the safety of residents,
visitors and staff.

Source: Commonwealth Departme nt of Community Services, 1987a.

In 1993, a four year evaluation of the Commonwealth Government’s nursing
home outcome standards proram was completed and Raising the Standard:
Resident Centred Nursing Home Regulation in Australia (Braithwaite et al.
1993b), not suprisingly, confirmed the positive contribution of the standards and
standards monitoring in improving the quality of care in nursing homes. The 11
major regulatory objectives ol the outcome standards process were outlined by
Braithwaite (1993b:xi-xvi) as follows:

(i) move from regulation of inputs to an outcome orientation;

(i) improve the quality of life of nursing home residents;

(iii)) minimise the cost o regulation;

(iv) secure industry corimitment to the standards and acceptance of
the standards monitring process;

(v) secure public conficence in the regulatory process;
(vi) avoid corruption and regulatory capture;

(vii) strengthen consunier sovereignty and respect for consumer
rights;

(viii) give consistent and valid compliance ratings;
(ix) improve program p ‘oductivity;
(x) improve enforceme 1t effectiveness; and

(xi) respect for procedu al justice.
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When commenting on the quality of life of nursing home residents, Braithwaite
and others in Raising the Standc rd (1993b:xi-xii) go to elaborate lengths to provide
a positive affirmation that the standards monitoring program has vastly improved
the quality of life of nursing Fome residents by relying on supportive evidence
from the following data:

(i) improvements in co npliance scores at follow-up visits;

(i) objective and subjective data on care planning;

(iii) objective and subjective data on staff participation in training;

(iv) subjective qualitative data on the impact of the standards
monitoring process on the motivation of Directors of Nursing
and nursing home siaff to improve quality of care;

(v) data on the level o participation of residents in nursing home
affairs;

(vi) director of Nursing reports and evaluator observations of specific
ideas obtained as a 1esult of the standards monitoring process that
improved the qualit of life for residents;

(vii) observation of the ¢njoyment and assurance that most residents
get from participating in the standards monitoring process itself;

(viii) reports from Directors of Nursing as to whether there had been
an increase since 1987 in their commitment to emphasising
residents’ rights, raaking the nursing home more home-like,
involving staff, relatives and residents in decision-making,
emphasising activities programs in service training, allowing
residents to take risks, shifts from a task orientation to a resident
orientation, changes towards treating a nursing home more as a
residents’ home and less as an institution than was the case in
1987; and

(ix) perceptions of Directors of Nursing that improvements had been
affected in the quelity of the residents' lives as a result of the
work of standards rionitoring teams.
Braithwaite et al. (1993b:xii) acknowledge that ‘each of these strands of evidence is
rather weak on its own’. They irgue, however, that taken together ‘these disparate
sources of evidence constitute .in overwhelming case that the standards monitoring
process has been a success in improving the quality of life for nursing home
residents’ (1993b:xii). However, Braithwaite et al. (1993b:xi1) continue further

with the following disclaimer:

205



the consultants absolutely agree with those nursing home employees,
residents and consumer advocates who believe that the improvements
are comparatively minor compared with what remains to be done.
Quality assurance progrems in Australia are still at a primitive stage.
While care planning has jsecome more sophisticated and participatory,
few nursing homes heve a routine cycle of care plan review
conferences where the resident and all staff involved with the resident
attend, and to which relatives receive a written invitation.
Aspects of reliability (internal consistency) and validity (what is supposed to be
measured) regarding the standards monitoring program were provided in the
Report. The consultants comme nted that:

there are many ways thzt the standards monitoring process could be
made more valid by more comprehensive data collection ... however
... they would be expensive to implement (Braithwaite et al.
1993b:72).
For example, inspections of nu sing homes in the United States conduct systematic
surveys of medications and qu-te often reveal frightening medication error rates of
ten per cent and more. Similarly, in observing treatments given by nurses to
residents, especially to reside its with decubitis ulcers, the American inspection
process regularly uncovers m iny problems. Braithwaite et al. (1993b:72) admit

that:

this deeper digging in th: American process uncovers many problems
which remain reliably sumerged in the Australian process — Class III
ulcers that are documented and treated as Class II, poor infection
control practice in the treatment of bedsores and inadequate respect for
the privacy or dignity of the resident during this most undignified
aspect of nursing home life.
However, Raising the Standard (1993) does not recommend adoption of more
systematic inspections as is thz case in the United States but ‘would prefer to see
training further expanded for both stendards monitors and nursing home staff to
help them both to see wher: deeper digging is required’ (Braithwaite et al.
1993b:72). The Report does not recommend the use of guidelines such as the

American ‘Interpretive Guidelines “or Unnecessary Drugs’ that apply under

American law but advocates t> use such guidelines as teaching tools. The Report
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also recommends increased tra ning as a resolution to the difficulty with reliability
and validity with the followin;; five outcome standards which have proved to be
problematic:

» Standard 1.3: All residents are as free from pain as possible;

» Standard 1.5: Residents en: bled to maintain continence;

* Standard 1.9: Sensory losscs identified and corrected;

» Standard 5.4: Nursing home free from noise; and
» Standard 5.6: Nursing homz practices support the resident’s right to die with

dignity.

Regarding cross-referencing, some standards monitoring tecams were reported to

fail to allow a single incident to affect ratings on more than one standard. This

proved a continuing source of unreliability. As well, inter-state consistency was

also a source of unreliability, jarticularly in New South Wales. The Department

had already responded to this criticism (Braithwaite et al. 1993b:76) by

undertaking:

(1) Consistency workshops;

(i) Exchanges of standards monitors between States;

(i) Standards review days for central office staff;

(iv) TARCRAC dissemination of national interpretations of standards;

(v) Standards monitoring training teken back from State offices and given to
TARCRAC; and

(vi) Compliance sheets and :tandards monitoring reports being reviewed and

exchanged inter-state.

Interestingly, inter-state unreliibility was not highlighted by a recommendation to
follow-up by the Report, even though action was recommended to standards
monitoring teams who continuzd to ra‘e standards as met when they were not met
because the team did not want a single incident to affect adversely the rating for

more than one standard (Braith vaite et al. 1993b:78).
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Residents’ Rights

In August 1988, the Hon. Peter Staples, Minister for Housing and Aged Care,
commissioned Chris Ronalds 10 undertake a consultancy in relation to residents’
rights in nursing homes and hostels. The Issues Paper, entitled I'm Still an
Individual was released in Fehruary 1989 and feedback on this paper through a
series of public consultations, a national phone-in and the receipt of written
submissions and letters from iiterested parties, guided the recommendations and
the analysis in Ronald’s final Report Residents’ Rights in Nursing Homes and
Hostels (Ronalds, Godwin & Fiebig 1989:11). Subsequently, a strategy of user
rights in residential care was dcveloped following publication of the Report which
was the final product of this part of stage five of the Government’s Aged Care
Reform Strategy. The Report onsisted of five major components which formed
the overall user rights straiegy, namely: charter of residents’ rights and
responsibilities; an agreemert between the operator and resident; residents’
complaints units; community visitor schemes; and, finally, advocacy services for
residents. The Aged Care Reform Strategy Mid-Term Review (Commonwealth
Department of Health, Housing and Community Services 1991:49) reported that
by mid 1991, all five compcnents of the residents’ rights strategy had been
implemented.

Dominant Public Discourse:

Long-Term Strategy to Balince Care Provision

The public discourse on aged care during this period was not so much ideologically
driven with short term quick fix-it solutions but rather priorities centred on
providing a long-term strategy. This was in order to address the problems of
containing costs at the same time as providing quality care in nursing home
provision through the formulation of a long-term strategy which included a series

of funding and quality outcom¢ mechanisms.
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While a long-term approach ‘vas being taken, funding priorities continued to
remain central in the public discourse of the Commonwealth Government and this
is demonstrated through the in roduction into non-government nursing homes of
the CAM/SAM and OCRE funding mechanism together with the compulsory RCI
dependency system for classifyng residents into levels of care to provide funding.
Although quality care and stanc.ards of care priorities have emerged more strongly
in the public discourse during this period through the establishment of the
Commonwealth Outcome Stancdards and Standards Monitoring Teams, this quality
of care and standards monitoring emphasis is more as a result of the Government
seeking to ensure that its funding mechanisms are not abused by nursing home
operators rather than because of any adherence to humanitarian or social justice

principles.

For example, the Forword prepared by the Department of Community Services
(1986b:iii) for Dr. Rhys Hearn's Report, Quality, Staffing and Dependency: Non-
government Nursing Homes 1oted ‘the focus of this consultancy reflected, in
particular, concerns highlighted in the Coopers and Lybrand WD Scott’s Cost of
Nursing Home and Hostel Ca..e Services Report, that costs of providing nursing
home care vary widely and th: t the reasons for this were unclear.” Therefore, the
objective of expanding the understanding of what currently occurred in nursing
homes and the relationship between factors such as staffing and quality of care
provided was strongly being e nphasised in this study, not for some humanitarian
reason to benefit the aged and chronically ill who were living in nursing homes but
rather because the Commonw ealth Government continued to have as its major
priority the need to clarify wty costs varied to such an extent in order that they

could bring the funding of nursing homes under control.

Prior to 1986, a submission-driven funding system existed which created marked
inequities between regions. The recoramendations from the Nursing Homes and

Hostels Review (1986) whic1 were subsequently taken up in the Aged Care
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Reform Strategy saw the move to a needs based planning approach which sought to
produce a more equitable dis ribution of services across and within States and
Territories. Therefore, the themes which have dominated the public discourse
throughout the Aged Care Reform Strategy have revolved around providing a better
balance of services between nursing home and hostel accommodation and

community services provision.

Benchmarks for the ratio of nursing home beds to hostel beds were established by
the Nursing Homes and Hostels Review (1986) and were implemented as part of
the Aged Care Reform Strategy in order to control the growth of costly nursing
homes. Since 1991, these ben:hmark ratios were extended to include increased
services by way of Community Packages in order to encourage people to remain in

their homes rather than move it to hostels and nursing homes.

Prior to the introduction of th¢ Outcome Standards requirements, there was very
little nursing care planning in e <istence within nursing homes and due to the lack of
knowledge about nursing care planning amongst the staff of nursing homes, the
implementation of the Outcorr e Standards Policy has proved extremely difficult.
Sadly, since the introduction of the Outcome Standards Policy, discussion by
nursing staff within the nursinz home industry has centred around the volume of
documentation required to provide care rather than the more important overall issue
of how to improve the quality of care and quality of life of the increasingly
dependent population of residents now living in nursing homes. That is, very little
attention has been given to major issues such as the continuing number of untrained
nursing staff working in nursir g homes as well as the paucity of gerontologically
trained Registered Nurses and Directors of Nursing working in nursing homes both
of which can have a major imp:.ct on the quality of care provided to residents living

in nursing homes (Pearson 1987).

The Commonwealth moved to ‘outcomes’ standards monitoring of care, while the

States continued to monitor v arious ‘input’ measures for quality. However, the

210



actual ‘process’ through which quality of care was to be delivered was not
specifically addressed. The actual process through which nursing home staff were
to prepare the documentatior. requirzd to support the RCI and to support the
requirements of monitoring te.ams was not prescribed by Government circulars in
order to allow nursing home: the opportunity to develop their own models of
documentation which best suaited their individual setting. However, lack of
knowledge about nursing care planning amongst nursing staff as well as the fear
that if they did not document all the care given then the resident might not be placed
in the correct category of care and thus the level of funding for the nursing home
would be reduced has seen a huge amount of over documentation taking place

within nursing homes.

Some two years after the intr>duction of the CAM funding, the Commonwealth
Government funded the production of a CAM Management Manual to explain the
methods through which the CAM/SAM/OCRE process would operate within
nursing homes. However, no such manual was prepared to explain the methods
through which the Standards Monitoring Team process would operate. It is only
recently, with the release ot the findings of the Macri Report (1993), that a
Documentation and Accountability Manual was commissioned and is due for
release in March 1995. Altl ough Government Departments prepare circulars
concerning new policies, vhich are then forwarded to nursing homes for
implementation, it would seem there is a serious need to ensure that any future
policy changes which affect nursing home staff should automatically have an
accompanying manual which not on.y explains the changes to the nursing home
staff but also gives details of t1e processes which are required to be implemented in
order to achieve the desired policy. Because of the high numbers of untrained
nursing staff working in nur:ing homes, it would seem that this is an important
point to address in any futu-e policy implementation within the nursing home

sector.
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Thus, over the last decade, shifts in aged care policy have heralded the beginning of
a new era for the nature of nursing home care provision. Previously, nursing
homes admitted people of vary ng dependency levels and nursing home staff cared
for a mix of residents. However, today, nursing homes have become places which
provide care for only the highly deper.dent, with less dependent people requiring
residential care being directed into less expensive hostel accommodation.
Increasingly, nursing staff ar: required to provide care for highly dependent
residents and therefore, the ecucational needs of nursing home staff need to be

addressed.

The regulatory process of establishing standards monitoring teams to monitor
nursing homes has been put int> place in order to monitor the outcomes of nursing
homes. However, I would argue that the Commonwealth Government has not
gone far enough in monitoring the outcomes of nursing homes by not sufficiently
investigating to ensure that quality treatment and nursing carc are really being
provided for residents. Difficulties with establishing the process of documentation
for the Outcome Standards has distracted attention from the very issue of providing
improved quality care to residents. How do residents know when a member of the
standards monitoring team asks them if they are being provided with the correct
care when they may not know v/hat correct care is? Clinical indicators including the
incidence of decubitus ulcers urinary tract infections and skin tears are some
simple indicators that could bz recorded and compared across various different
types of nursing homes in order to provide more information about the care being
provided within nursing homes. Such data would provide additional information
which would be of enormous b znefit to not only potential residents but also to staff
in order that they could see how their riursing home was performing in comparison

to other nursing homes of simi ar size, and so on.

While this argument for increasing the monitoring and surveillance of residents

using clinical indicators may t e somewhat contradictory to the Foucauldian view
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espoused earlier that monitorin 7 and surveillance of residents is a form of control
which produces docility in residents, and therefore should be avoided, 1 would
argue that the monitoring of clinical indicators of residents well-being for quality
purposes would actually be highly beneficial to residents’ welfare. The addition of
quality clinical indicators to the Outcome Standards Monitoring Process would not
only enrich the process but would also provide useful comparative information to
prospective residents and their relatives. Measurable and comparable clinical
indicators across the nursing I ome sector would be easily understood by those
external to the nursing home arcna such as prospective residents and their relatives
and therefore would increase th>ir knowledge about the quality of care provided in
nursing homes. Such additional information may influence the choice of nursing
homes where a resident is p.aced and from a Foucauldian perspective, the
Commonwealth Government, >y not collating such data on residents in nursing
homes and only relying on th¢ Commonwealth Outcome Standards Monitoring
Teams reports to assure the quility of care in nursing homes 1is in effect denying
prospective residents and th:ir relatives and friends measurable objective

comparative information about the quality of care provided in nursing homes.

SUMMARY

Parts A and B of this chapter we re concaerned with the public discourse of aged care
where priorities and values are :xpressed in policy behaviours, in spoken language
found in Parliamentary debate and in the written word found in official policy
documents. The history and evolution of aged care policy formation and
implementation was described through the use of six major policy phases which
were linked with the ideological approach favoured by the Commonwealth
Government in power at the tinie. The six major policy phases of aged care policy

as described were;

Phase 1—Insurance-based healt1 service: laissez-faire approach;

Phase 2—Minor subsidy interve ntion approach;



Phase 3—Major cost-sharing st bsidies, minor regulations, minor inquiries;
Phase 4—Minor regulatory app ‘oach;
Phase 5—Major public enquiri¢s and reports; and

Phase 6—Major regulatory app ‘oach: aged care reform strategy.

The political and economic ccntext of the period under study was examined in
order to understand the major shifts in aged care policy that have impacted on
nursing homes. These major policy shifts were found throughout the various
policy phases which exhibited the different economic systems that reflected the

values and beliefs which were central to the community at the time.

This chapter has attempted to examine and unpack the powerful and influential
public discourse in order to uncover some of the social interests which are
characteristic of its make-up a1d these will now be summarised in relation to the

above six phases of aged care policy.

Prior to 1962, during the laiss 2z-faire period, the major public discourse centred
around self-help and private ¢nterprise. This period saw the introduction of the
Aged Persons’ Home Act i1 1954 which allowed religious and charitable
organisations to build nursing aomes. In 1962, the Commonwealth introduced the
Nursing Home Benefits Schenie which ensured payment of benefits to the elderly
and chronically ill, regardless ¢ f their pension status or their participation in private
health insurance. Therefore, bztween 1962 and 1968, during the period of minor
subsidy intervention within tie public discourse, funding priorities to provide
health services for the uninsurcd old and chronically ill resulted in the Government
relying on private enterprise 10 provide long-term care for the aged and thus the
elderly and chronically ill came to be regarded by the Government as revenue
earners for private enterprise. 'The next period, between 1969 and 1971, was a time
of major cost-sharing, minor regulation and enquiries. The Nimmo Committee
(1969:57) alerted the Liberal Government to problems surrounding the varying

standards and poor quality of care provided to nursing home residents and
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subsequently the two-tier system of funding through the ‘intensive’ nursing care
subsidy was established. Throt ghout this period, the themes which dominated the
public discourse revolved arownd ecoriomic incentives to prevent a private sector
retreat from nursing home bed provision. Funding priorities remained the key focus
of the Government and resulte1 in the Liberals relying on increased subsidies and
grants to entice proprietors to improve the standard and quality of nursing care
within nursing homes rather than initiating severe regulatory control measures

which would not have been poyular with the medical profession.

Between 1972 and 1981, the Liberal Commonwealth Government turned to
regulation to curb the difficult sroblems of uncontrollable rapid growth of nursing
home beds, escalating expenditure, lack of control over admissions and the
dilemma of interstate variations in fees and benefit levels that had developed. The
change in political ideology cf the incoming Labor Government in 1972 saw a
strong shift from private sector provision to favour the voluntary sector. Greater
priority was given to finding s>lutions to the funding problems of nursing homes
and each political party in pov/er utilised their own ideologically driven funding
mechansims. The standard and quality of care provided was not a major question
— only the ideology upon wh ch the funding mechanism providing the care was
questioned. We see during this period between 1972 10 1981, both political parties
avoiding the issues of quality and standards of care. They avoided questioning the
technical proficiency of the ‘e ¢pert’ medical profession which was an extremely

strong and forceful political lobbying force.

In the early eighties, nursing hcmes received a barrage of bad publicity and a series
of enquiries and research projects were set in train which highlighted the need for
change and direction in provision for aged care services. This period of major
public inquiries and reports between 1981 and 1985 saw the emergence of a fuller
discussion on issues of quality and standards of care in nursing homes. However,

funding continued to remain tt e central priority within the public discourse, with
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economic rationalists and bureaucrats seeking ways to legitimise and substantiate
their proposed new model of funding. Therefore, an adequate level and quality of
care provided to residents need :d to be assured in order that the Government could

introduce its new model of funcling.

Thus, by 1986, as a result of tl.e Nursing Homes and Hostels Review (1986), the
Aged Care Reform Strategy was introduced and consisted of a raft of major
regulatory measures which focused not only on funding but also on the standards
and quality of care provided to residents. The previous submission driven funding
system which created marked nequitics between regions was replaced by needs-
based planning approach. The public discourse on aged care from 1986 was not so
much ideologically driven with short-term quick fix-it solutions but rather prioriites
centred on providing a long-te m strategy. While a long-term approach has been
taken, funding priorities continaed to reamain central in the public discourse of the
Commonwealth Government a1d this is demonstrated through the introduction of
the CAM/SAM and OCRE funding mechanisms together with the compulsory
RCI dependency system for classifying resident into levels of care to provide

funding.

Interestingly, although quality :are and standards of care priorities have emerged
more strongly in the public discourse over the last decade with the establishment of
the Commonwealth Outcome Standecrds and Standards Monitoring Teams, 1
would argue this quality of care and standards monitoring emphasis is more as a
result of the Government seek ng to ensure that its funding mechanisms are not
abused by nursing home operators rather than because of any adherence to

humanitarian or social justice principles.

Changes introduced as a resul . of the Aged Care Reform Strategy have greatly
affected the role and function of the Director of Nursing and the management
practices of nursing homes n Australia. As a result of growing financial

constraints, nursing home prc prietors increasingly have adopted an economic
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approach to management, endcavouring to obtain the highest possible productivity
from staff from available resources. The utilisation of a Total Management Package
will ensure a more efficient ind effective operation of a nursing home, while
providing high quality care fo - residents. Unless legislation is amended to reflect
the changing education requitements of Directors of Nursing of nursing homes
then the Aged Care Reform S rategy will have difficulty in achieving its desired

outcomes.

Chapters Four, Five and Six 1ave examined the discourse of quality of care in
nursing homes from the perspective of residents, care providers and the public
sector, respectively. The follov/ing chapter provides a Foucauldian analysis of the

discourse of quality of care for residents in nursing homes.
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