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PROFESSIONAL CARERS  
THE AGED CARE WORKFORCE OF THE FUTURE AND A NATIONAL 

SELF-REGULATIING PROFESSION 
	
Executive Summary  
 
The Professional Carers Association of Australia (PCAA) is an incorporated not for 

profit entity that aims to register all Personal Carers working in aged care. The PCAA is 

driven by the principles of care, trust and excellence. 

 

The registration of Carers is the first step in a process that aims to improve quality of 

care.  The Carers that sign up with PCAA will be part of a national self-regulating 

professional association. 

 

The aim is to ‘mirror’ the Australian Health Practitioner Regulation Agency (“AHPRA”), 

which operates on the principles established by COAG known as the National 

Registration Accreditation Scheme (“NRAS”) 1  

The aim of the PCAA is to do the following: 

• To adopt a Culture based on the Ethics of Caring; 

• To lift standards, improve care outcomes and build public trust and confidence;  

• To ensure Personal Carers are suitably trained and qualified to practice and care for 

our ageing population; 

• To implement a career structure for Personal Carers that is meaningful, and 

respectful based on maximum interaction between clinical staff, care staff and the 

consumer;  

• To establish with employers, consumers, and the university sector training 

programs that are evidence based and innovative;  

• To extend the scope of practice of Personal Carers to ensure appropriate and 

quality care is delivered; 

• To enable the continuous development of a flexible, responsive and sustainable 

Australian aged care workforce and to enable innovation in the education of, and 

service delivery by, Professional Carers. 

																																																								
1  Guide to the National Registration and Accreditation Scheme (NRAS) for health professions. 
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The PCAA is committed to build key strategic partnerships with employers, the 

community, consumers and universities by establishing the equivalent of a “Professional 

Carers Board” that will set standards.  PCAA, at the same time will develop a rewarding 

career path and address the matter of remuneration for all its registered members.     

 

The PCAA believes that the philosophy of care and the practice of caring will provide 

the foundation for a more focused approach to ensure those in care receive the  

service they are entitled to receive.   Not based on stereotypes but based on the aging 

community and their unique and changing needs.  

 

Introduction 

 

There are two indisputable facts associated with aging in Australia: 

 

1. Getting older will happen to most Australians; and  

2. There is an expected 85% increase in Australians over the age of 65 between 2011 

and 2031.2 

 

Given these facts it is reasonable to expect there will be an increase in demand for 

assistance to the cohort of Australians aged over 65. There will also be a need for 

increased numbers of people engaged in providing care to the aged. Equally, given the 

present average lifespan of an Australian is 82.5 years3, with a likely continued rise, it is 

reasonable to expect that the form and type of assistance will also increase.  

 

Naturally, and as set out in the terms of reference, the work of the Aged Care Royal 

Commission (Royal Commission) shall focus, in part, on the workforce delivering care to 

the aged. 

 

Having regard to the trends identified above and the types of recommendations likely to 

arise from the Royal Commission, the aged care industry is on the edge of major reform. 

																																																								
2https://agedcare.health.gov.au/sites/default/files/documents/11_2014/002_the_demographic_facts_of_
ageing_in_australia_-_revised_0.pdf, retrieved 17 June 2019 
3 https://www.aihw.gov.au/reports/life-expectancy-death/deaths-in-australia/contents/life-expectancy, 
retrieved 17 June 2019 
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The Professional Carers Association of Australia (PCAA) holds the view that a detailed 

workforce plan must be at the center of any proposed changes to the industry. A 

workforce plan is key to ensure the sustainability of the Royal Commission’s possible 

recommendations.  As has been identified prior and during evidence and submissions to 

the Royal Commission, the work force providing the care provision to the aged is both 

its strength and a weakness.   

 

Carers in Aged Care  

 

The aged care industry relies on a workforce that in large part consists of female workers 

who are: 

 

1. Minimally regulated; 

2. Minimally trained; 

3. Minimally recognized as professionals (if at all); and 

4. Minimally paid (in accordance to relevant workplace agreements). 

 

It is interesting to note that the Equal Remuneration Order (ERO) salary increases for 

workers in the community and disability sectors does not apply to similar workers in the 

aged care industry despite the fact that their tasks are as important to client outcomes as 

those in community health and disability sectors. (See: Attachment B). 

 

PCAA knows that variations in the quality of caring is in large part due to the absence of 

a National Registration agency. Neither are Carers of the aged, unlike many other health 

and allied professionals part of a self regulated profession. For instance, social workers, 

dieticians and speech pathologists are examples of self-regulating profession, which 

mirrors that of the AHPRA regime.   

   

Regulatory oversight is nothing new for registered persons providing services in the 

health sector.4 Prior to AHPRA various state-based boards representing the professions 

performed this role, and in a real sense continue to perform this role within the ambit of 

																																																								
4 https://www.ahpra.gov.au/National-Boards.aspx 
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AHPRA.  When established, many of the staff employed by various Boards, transferred 

across to AHPRA as did their then current workload.  

 

It is worth pointing out that those professions subject to the Health Practitioner Regulation 

National Law Act 2009 retain features of self-regulation, insofar as professional standards 

are concerned.  The boards that previously regulated the professions such as Medical 

Practitioners, and Nurses still exists and the Boards and Colleges that support these 

professions remain in operation. Equally the medical colleges continue to play a 

significant role in ‘regulating’ their particular discipline and they maintain, revise and set 

standards. For example there are 15 Specialist Australian Medical Colleges. 5 

 

For any person that wishes to belong to a Professional College, as would apply to any 

other membership-based organization, that person must abide by and respect the rules, 

responsibilities and the disciplinary procedures that apply.  The education regime is 

rigorous and the benefits significant.  

 

The aged care sector is an activity, which is not currently described as being a health 

service despite the increasing acuity levels for many of those entering and requiring care.   

The sector has a large number of providers, with a mix of private not for profit, and for 

profit organisations.  Aged care services are seen as part of an end-of-life option where 

acuity levels are rising, but where transfer to the acute sector is not necessarily an option 

nor desired.  If this were not the case, there would be many more transfers to hospitals.   

 

The current aged care framework and funding levels make it impossible to sustain 

hospital type standards and staffing models. It is arguable whether this would deliver 

better outcomes. The business model of aged care service provision requires, because of 

funding levels, a very large number of qualified carers, a smaller number of nurses and a 

modicum of allied health professionals.  In the majority of cases the stay in aged care is 

only complete when the elderly person dies.  This series of events is far removed from 

the hospital sector, and therefore, the business models are radically different.  

 

With these differences in mind, and having regard to the services offered in aged care 

and the needs of the consumer and the families for these services, it is not appropriate to 

																																																								
5 See: Attachment E 
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design an aged care system based on the hospital model, where acuity is central and the 

employment of clinicians such as nurses and medical practitioners essential.  

 

This results in the need to reassess the underlying assumption of aged care as an ‘acute’ 

system. The concept of acuity is a strong one operating to dominate assumptions of what 

aged care should look like. Such an approach is not recommended nor is it a model that 

is affordable. Nurses are the clinicians in the aged sector.  Everyone relies on their 

commitment and expertise, but whereas the team in the acute sector is primarily the 

nurses and the medical practitioners, in aged care the team is nurses and carers together 

with allied health professionals.  The staff configurations in aged care need to be seen as 

a teams working together, no different to what plays out in hospital settings albeit with a 

different complexion.  

 

The PCAA believes that aging and the aged care industry should be focused on dealing 

with the elderly in a humanistic way with complete acknowledgement that aging brings 

with it long term often gradual decline as opposed to fixing an acute medical condition, 

disease, illness or emergency. Aged care is about supporting the aged person in their 

twilight years in the most humane and caring fashion possible.  Lengths of stay in the 

acute sector are “days” whereas in the aged care sector length of stay can be years, and it 

is, in the majority of cases, the final home for most people.   

 

Within this context of broader aged care service provision, rather than focusing on acute 

service provision, it is worth noting that nurses have a limited career structure as the 

skills and competencies required are very different to those required by a health service.  

The career path for nurses is well developed in the acute sector this is not the case in 

aged care. Furthermore, as a result of the dominant health service business model, 

educational competencies for nurses are less focused on the needs of aged care sector.   

 

A reason for the limited use of nurses in key roles of responsibility is the labour costs for 

nursing staff.  This necessitates that nurses are primarily employed for their clinical skills, 

not their ‘caring’ skills.  The latter is the task of the Personal Care Worker (PCW) who is 

not a registered or even an enrolled nurse.  It is the PCW that provides the ‘caring role’.  

It is the PCW that is the most frequent point of contact with the consumer and the 
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family.  In terms of front-line operational engagement, the PCW carries the majority of 

duties in the aged care industry. 

 

There are many present challenges in aged care. One of the major challenges is the 

current business model used by providers that does not easily accommodate high levels 

of acuity. As indicated with an aging population, which is trending to live longer, acuity 

levels in aged care have and will continue to change. However, the business model has 

not. Elderly people with challenging acuity levels that require serious and constant 

clinical interventions and knowledge are not suited to aged care services as they are 

currently broadly provided.  

 

Another challenge for aged care providers is the place and role for home care.  In most 

cases this would be the ideal outcome with the related business model that would include 

hospital in the home.  However, the costs of such a system whereby there is a pathway 

between home care, aged care and hospital care, are such to make it possibly cost 

prohibitive.  

 

Another possible challenge to the system is the high level of carers providing the caring. 

The PCAA will call its members in the aged care industry ‘Professional Carers’. As 

referred to earlier Professional Carers constitute approximately 70% of the labour force. 

We know that the majority of Professional Carers are part-time, and over 80% are 

women.  This raises a separate issue for the current rates of pay such as the ERO 

decision by FWC. 6  

 

To denote carers in this way will and shall continue to meet the widely held pejorative 

view there is little evidence to support such a title. Part of this negative view stems from 

a belief that carers have little or no clinical skills and they are unregulated. 

 

Yet as they occupy a high number of positions providing the most essential part of aged 

services, the PCAA believe the title deserved and appropriate.    

   

Within the context of professional carers occupying many of the employment positions, 

many express the view that there are insufficient registered nurses currently within aged 

																																																								
6 See Equal Remuneration Orders for Social & Community Services 16TH May 2011. See Attachment B 
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care provision. This view is then supported by the proposition that unlike professional 

carers there is, some level of career progression for nurses, albeit limited with the type of 

training available to aged care service (i.e. from nurse assistant – Cert. 3 or 4 to enrolled 

nurse, diploma level and nurse, university level), within aged care.  Such an approach 

however creates the problem of a fractured process of service provision. On the one 

hand those services provided by nurses in clinical and managerial roles in which they may 

not have the appropriate skills to fulfill the capabilities of the role, coupled with 

professional carers with limited training and viewed as lacking clinical skills and 

managerial skills.  

 

It is interesting to note that at one level, Professional Carers are performing traditional 

nursing duties.  That is, they “care”  for those in aged care.  “Caring” is seen traditionally 

as the prerogative of nurses.  In nursing today their esteem is derived from their 

education, their clinical skills, but more so on their caring infused by clinical skills. In 

aged care however, caring is the highest required service and is the primary doctrine and 

activity in aged care. It is the Professional Carer who dominates in ‘caring’, not the 

registered, clinically trained, university graduate nurse. 

 

The PCAA believes that the way forward is to recognise that the current workforce 

requires additional skills to adapt to the changing environment (i.e. acuity levels).  This 

includes all staff, not just Professional Carers.  It requires a focus on quality, basic 

training that addresses the changing needs in the aged care sector, continuing 

professional education, as well a career and team structure for all workers. It is widely 

accepted that additional training, education and remuneration of the total workforce is 

required, but in particular a focus on Professional Carers, would considerably assist in 

improving consumer outcomes and meet family expectations the latter of which are so 

reliant on those that care for their family. 

 

Further, it requires recognition that aged care is changing; that there has to be a common 

and agreed concept of “What is Care?” at the center. Businesses operating in the aged 

care sector can no longer be seen as unsophisticated operations which where their 

antecedents.  Aged Care is no longer a cottage industry, neither is it an industry that is 

well funded.  It has become a great area of risk wherein second-rate standards cannot be 

tolerated.  It has become much more challenging, and it must be recognised that a ‘caring 
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culture’ or ‘culture of care’ is central to its success.  This requires investment in educating 

the workforce, train all in complex care needs, pain management, dementia care, 

palliative care, end of life issues and so on.  There are also various areas that require 

closer scrutiny and require significant additional skills that are lacking in the current aged 

care work force. 

 

In essence the business, funding and staffing model must change in response to the 

challenges presented by the aged care sector.  The projected growth for services alone 

means that up to 980,000 aged care workers will be needed by 20507, and it is estimated 

that up to 4.3 hours of care per day will be required. Part of the increase in workforce 

will be more registered and enrolled nurses as a percentage of the workforce and those in 

care. The priority however is to ensure that all Professional Carers receive evidence based 

training to ensure they can work as teams with other health professionals.  They cannot 

be left out of the loop.   

 

All service providers must also work collaboratively to establish and maintain a culture of 

care that meets the requirements of our elderly in care, as well as the expectations of the 

family, the community and those that fund aged care (tax payers and government). 

 

The PCAA believes that the aged care workforce would welcome: 

• The acquisition of new skills; 

• A training regime and standards that are appropriately credentialed and 

monitored; 

• Being recipients of higher remuneration; and 

• Have a defined and achievable career path.   

  

 

Other issues that have been identified by way of improvement include: 

 

• Greater work place flexibility; 

• Use of casual workers; 

																																																								
7 Future of Australia's aged care sector workforce 
  https://www.aph.gov.au/.../AgedCareWorkforce45/.../AgedCareWorkforce45/c02.pdf 
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• Secure employment; 

• More time with clients; 

• Up to date equipment such as lifting devices and IT devices; 

• Greater recognition of the contribution of all employees; 

• More training in dementia care and dealing with end of life issues; 

• Mix of work where possible (i.e. residential carers to do some home care); 

• Clean and safe environment; 

• Strong culture of empowerment and caring and a “YES” culture vis-à-vis 

consumers in care; 

• Recognition of the importance of family and holistic care planning 

• Emphasis on strong feed-back and continuous improvement; 

• Front-line team leaders and care managers; 

• Partnerships with universities and Registered Training Organisations (RTOs) to 

provide evidence based training in caring including current and future 

competencies; 

• Adaptive technologies; 

• Establishment of a clinical government framework; 

• Pathways between aged care, primary care and acute care. 

 

The value of all employees in aged care, but in particular Professional Carers, in our view, 

must be uplifted.  Their role has changed.  They are the eyes and ears of the entire aged 

care sector.  They must be able to deal with all the various challenges of home care as 

well as residential care.  In both situations the Professional Carer is required to have a 

high degree of awareness in areas such as living environment, behaviour, capacity of the 

resident and be able to assess any situation that would or could affect the safety of the 

aged person to whom they care for. 

 

The role of the Professional Carer and the Nurse is such that they should be the key 

drivers of any proposed changes.  It is the Professional Carer however who is in close 

proximity of the consumer and the family, and who spend the maximum amount of time 

with residents.  It is thus a ‘mission critical’ role and, accordingly, they should be 

identified as a key component to delivering the core purpose and transformation of aged 

care service delivery. 
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The Professional Carers Association of Australia: a Self-Regulatory Model outside 

of the National Regulation and Accreditation Scheme (“NRAS”) and AHPRA.  

 

One of the key issues is to do away with the present concept in aged care that focuses on 

the separation of care, clinical, management capabilities, and skill sets. What should be 

adopted is an emphasis on the  “continuum of care”. 

 

Members of the PCAA are denoted as Professional Carers (“PC”). We do not propose 

to call them PCWs.  This is more than just a name change.  PC’s will be the main Carers 

and central to providing care in partnership with Nurses. Both parties must be able to 

deal with the changes that take place as the client ages and they must be able to deal with 

those clients with a range of challenging behaviours and conditions.   

 

The main focus is on caring.  This must be recognised as fundamental.  The PC must 

become an expert in caring and its many dimensions. The PC must acquire entry level 

certification that provides guidance for clinical safety, quality of care, well-being, as well 

as include clinical skills set to ensure that the PC can react to personal care needs 

including end of life issues.  Further dementia care is envisaged to be a program that will 

be part of a “must have” set of skills for all those working in aged care, with training 

being continuous and informed by research.  Further, the basic education requirements 

must be augmented by a required number of hours each year for Professional 

Development. 

 

Some of this training will take place at RTOs who can provide comprehensive training 

over a set number of hours that is meaningful in each case.  For this workforce strategy 

to be effective PC education must include time in an aged care setting. Not all training 

should be in a place away from their employment.  Indeed much of the training that will 

be provided should take place at their place of work. The training must be innovative 

and therefore partnerships with educational facilities that also conduct research in aged 

care are essential.  An emphasis on innovation should underlie all the programs.  

 

There are two major areas of work for the Professional Carer. There is home care with 

its unique challenges and there is residential care.  A significant overlap is apparent, but 

the nature of home care demands upon a mobile workforce delivering high quality care 



	 11	

to geographically dispersed person is challenging.  There is significant down time relating 

to travel.  This fundamental aspect of work in home care adds significant complexity to 

planning the work and the workforce. 

 

The additional factor, which differentiates the home care PC from the residential PC, is 

the fact that the majority of carers working in the home care area are either part-time or 

casual (i.e. 94.3%).  It should be noted that it becomes extremely difficult for PC’s to 

plan their availability between multiple employers. Casual work should be avoided 

whenever possible.  A culture of care is difficult to adopt and implement when the 

majority of the workforce are casual, unless the organisations employing them have a 

well-developed management framework that reinforces the culture, measures 

effectiveness and holds employees to a high level of accountability.  

Casual work is partly a result of the low level of remuneration of PC’s.  As a casual 

employee the pay is increased by 25%, making a significant difference in take home pay.  

Casualisation of the workforce is not a policy that the PCAA supports.  Casuals should 

be the exception not the rule.  This means that pay rates and career structure are 

fundamental in establishing a quality workforce. 

 

We know the following about PC’s and other staff currently working in aged care: 

 

• Their value is underestimated; 

• There is no realistic career progression; 

• There is a misalignment of competencies for direct care roles and educational 

framework; 

• Significant scope creep in nurses roles (i.e. “jack of all trades”); 

• Retention challenges of staff; 

• Imbalance between clinical expertise and managerial as well as care roles  

• The current model of an aged care facility is still a highly institutionalised, clinical 

and medicalised model of care. 

 

The aged care system should be about dealing with the aged in a humanistic manner 

while at all times having an eye on their care needs in the context of long-term gradual 

decline as opposed to fixing an acute medical condition.  The current residential model 
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of care is a top down command driven system with high levels of clinical process and 

operational discipline. 

 

This must change. The aim should be, despite age, to enhance life experience, to focus 

on social and humanistic models of care, which encourage positive ageing, re-enablement 

and improving the quality of life of our elderly. The experience of the aged person 

should be at the center of any care model supported with a communication strategy with 

the resident and their families through frequent interaction.  This should be supported by 

both formal and informal continuous feedback mechanisms. Hotels for example, receive 

on-going feedback from their customers to ensure continuous improvement.  Robust 

feedback mechanisms from the consumer and their family must be encouraged and 

become part of the routine.  This allows continuous improvement and functionality. 

 

The PCAA has developed a draft staffing model that depicts future roles to deliver both 

high-quality residential and home care services.  

 

PCAA has redefined existing roles and introduced new roles altogether with the capacity 

for career progression within and across ‘job’ families.  We propose to recognise that 

clinical expertise is not necessarily the primary driver for every role in aged care. 

 

The various roles would have to be clear, as would the expected outcomes of all roles.  

In terms of home care the PCAA proposes that there will be 5 levels of Care 

Professionals: 

 

• Level 1 – Domestic Care Professional 

• Level 2 – Associate Care Professional 

• Level 3 – Care Professional 

• Level 4 – Senior Care Professional 

• Level 5 – Executive/Management role 

 

These categories would have to be developed and appropriate additional and different 

training provided for the various roles. 

 

The new model of residential and home care would highlight the following: 
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1. A Social and humanistic model of care rather than a clinical or medical model of 

care; 

2. Improvement of quality of life of the resident rather than a ‘Fix it” perspective; 

3. Interactional rather than institutional; 

4. Positive ageing re-enablement rather than a focus on deficit impairment; 

5. Feels like a ‘home’ rather than ‘feels like a hospital’. 

 

 

Summary 

 

The challenges in aged care workforce planning are many and varied. Some of these arise 

from: 

 

• Lack of reputation of the sector, not an attractive area to work; 

• Poor working conditions including high client staff ratio’s; 

• Lack of a career path and professional development; and 

• Low wages. 

 

The sector needs to be re-positioned as one that is highly skilled and rewarding.  At the 

same time, it is not just about obtaining relevant qualifications. In fact, the workforce 

needs additional skills such as communication, empathy and the ability to work as teams.  

“Caring” as a philosophy should be fundamental and requires re-invention. 

 

The work of caring in aged care is physically and emotionally demanding and can place 

the workforce at risk.  This includes not just the problems associated with lifting and 

assisting, but equally the workforce suffering verbal and physical abuse from clients and 

have to deal with end of life issues and its consequences.  This can make the workplace 

unsafe unless there are appropriate support mechanisms in place.  

 

The lack of a career path and opportunities for professional development are significant 

disincentives for people to stay in aged care.  Extra skills are often not recognised, nor 

paid for.  For example, having extra qualifications in gerontology or palliative care or 
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even post graduate qualifications do not attract additional remuneration neither does up-

skilling in areas such as supervisory roles, more clinical responsibility, dementia care etc. 

 

The pay levels of Personal Care Workers are unclear.  The PCAA is of the view that 

these issues should be addressed.  The Professional Carer should be separately identified, 

not part of a mixed structure.  There is a lack of uniformity in the aged care industry and 

the manner in which staff are classified.  This could give rise to issues such as under 

payment.  

 

Remuneration is particularly unattractive.  Presently, PCWs are paid less than those 

working in the community and disability sectors for equivalent roles.  It is a fact that the 

wage case (ERO) that resulted in better wages, was not passed on to the aged care sector.  

This matter needs to be addressed as a matter of urgency.  Consumer Directed Care or 

‘CDC’ is also being used to erode working conditions further by promoting casual and 

part-time workers and reduce or do away with minimum hours of engagement, this is 

very apparent in the Disability Sector where “Rafferty’s rules” apply. 

 

Training for personal care workers is currently provided by the VET (Vocational and 

Education Training) system.  Students can gain Certificate III and Certificate IV in Aged 

Care.  As stated, there are many RTO’s who deliver accredited training.  However there 

are significant differences in the way this is delivered.  There are no requirements, except 

for nursing staff, for CPD training.  There is no requirement to do or complete any 

further training.  This is a significant and unacceptable gap in the training system. 

 

PCAA will establish a national register of workers and set out the mandatory minimum 

training standards required to be come a PCAA member.  Initially all Carer’s in the 

system seeking membership will be registered as well as students.  However, those Carers 

who have no formal qualifications except experience, will be asked to acquire a 

Certificate III as the minimum and be given time to obtain that qualification.  Further on 

signing-up the registered Carer also agrees to abide by the COAG National Code of 

Conduct for Health Care Workers as well as the Charter of Aged Care Rights.  

 

PCAA will address the following: 

• Quality and consistency of training programs; 
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• Ensure that the Australian Qualifications Framework guidelines are the 

benchmark; 

• Compliance with national standards through registration and certification of 

Professional Carers; 

• Ensure that Work placement is part of the training program; 

• Ensure that training is also provided on clinical issues such as Dementia, 

Palliative care, Medication, Pain management, etc.; 

• Require that CPD is part of the continuing education of PCs; 

• Police checks;  

• Adopt a National Code of Conduct for PCs; and 

• Career pathways and workforce strategy 

 

Each PC will be registered and more significantly provided with a web based worker 

Passport (See: Attachment C).  This will set out: 

 

• Qualifications; 

• Police Checks; 

• Qualifications; 

• Work experience; 

• Annual CPD; 

• Additional training; 

• Individual sign off on the COAG National Code of Conduct; 

• Individual signs off on Charter of Aged Care Rights; 

• Required to inform the PCAA of any sanctions that might be applied. 

 

Each Professional Carer who is admitted as a member of the PCAA will be required to 

register and pay an annual subscription. The annual cost of registration will be $120. 
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ATTACHMENT A 

Executive Summary on Work Force 

Key quantitative findings of the 2016 NACWCS  

Estimated number of PAYG aged care workers  

• 366,027 (4 per cent increase since 2012) 
• 235,764 Residential Facilities and 130,263 in home care and home support 

outlets  

Estimated number of PAYG aged care workers in direct care roles  

•  240,317 (153,854 Residential; 86,463 Home care & Home Support) 

Characteristics of PAYG residential direct care workforce  

• 87% female  
• Median age 46 years  
• 70% are Personal Care Attendants (PCA)  
• 32% born overseas  
• 78% employed on a permanent and part time basis  
• 10% of the workforce are casual or contract employees (down from19 per cent  
• 80 % of workers engaged in work-related training (mostly mandatory) in the previous 

12 months  
• 58% of workers undertook Continuing and Professional Development  

Residential aged care facilities  

• The average size of facilities has remained constant since 2012  
• 52% have more than 60 places  
• 80% belong to a larger provider group  
• 53% report skill shortages, most commonly for Registered Nurses (down from 76 

per cent in 2012)  
• An estimated 23,537 volunteers worked in residential aged care in the designated 

fortnight Profile of the Aged Care Workforce (2016)  

General  

• The aged care workforce is older than the national average, generally in good health 
and has high levels of post-school education and training  

• Overall the direct care workforce is relatively stable, with only a small minority 
indicating an intention to leave the sector within 12 months  

• The residential workforce is getting younger and the home care and home support 
workforce is getting older  

• There are indications of modest under-utilisation of the workforce as a whole  
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Training  

• A much smaller proportion of Community Care Workers than other occupations in 
home care and home support undertook training or CPD, suggesting a training gap  

• There is a lower level of work related training than in 2012  
• Priority areas identified for future training include dementia, palliative care and (in 

home care and home support) mental health  
• A lack of access to training for workers in regional and rural areas is evident  

Skill shortages  

• The incidence of skill shortages has declined considerably since 2012, particularly in 
residential facilities  

• Shortages are more prevalent outside major cities, and vacancies are harder to fill in 
remote and very remote areas, especially for RNs in residential facilities  

Emerging issues  

The Productivity Commission has estimated that by 2050 the aged care workforce will 
need to have grown to around 980,000 workers. It is vital that the sector and its 
workforces are monitored in order to keep all stakeholders informed and help the design 
and implementation of new policies to meet this growth.  

The reduction in the estimated size of the direct care workforce in the home care and 
home support sector, combined with the likely increase in future demand for care 
provided in this setting may cause concern.  

The 2016 NACWCS sought to identify potential workforce competition with the 
disability sector. At present there appears to be very little interaction at the workforce 
level between the aged care and disability care sectors. However, given the full National 
Disability Insurance Scheme (NDIS) roll out over the next two to three years, this could 
have substantial impacts on the aged care workforce.  

There is some concern in the home care and home support sector about the impacts of 
aged care reforms (particularly Consumer Directed Care) on working conditions and 
employment. The impact of these reforms should be closely monitored particularly in 
light of the unexpected decline in the estimated size of this workforce.  

Responding to change, a majority of residential facilities continue to be large in scale but 
utilising a smaller proportion of direct care workers, while home care and home support 
outlets are growing in size, with the larger ones expanding their workforces at a faster 
rate than the smaller ones.  
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ATTACHMENT B 

 
PCAA and ERO CASE  
 
On 11 March 2010, the Australian Municipal, Administrative, Clerical and Services 
Union, on its own behalf and on behalf of the Health Services Union, the Australian 
Workers’ Union of Employees, Queensland, United Voice and the Australian Education 
Union (Applicants), lodged an application with Fair Work Australia (FWA) for an equal 
remuneration order. The application covered employees of non-government employers 
in the social, community and disability services industry (SACS industry) throughout 
Australia. The basis of the ASU’s application was that the SACS industry is a female 
dominated industry, that the work in the industry is undervalued and that there is a causal 
relationship between those two things — the undervaluation arises because it is a female 
dominated industry. The application sought an equal remuneration order applying to 
employees in the SACS industry nationally, based on the wage rates and classification 
structure in the Queensland SACS award. 

In a landmark decision handed down on 16 May 2011, the Full Bench of FWA indicated 
its intention to make an equal remuneration order for employees in the SACS industry. 
FWA found that these employees do not receive equal remuneration for work of 
comparable value when compared to state and local government employees, and that 
gender is relevant to this inequity. FWA invited submissions on the extent to which 
gender has contributed to this unequal remuneration, and the form that any equal 
remuneration order should take. 
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ATTACHMENT C 
 
PCAA: PROBITY AND RISK MANAGEMENT 
 
The registration system will be based on MyPass (See: https://www.mypass.com.au). 
 
This is a sophisticated workforce registration and compliance tool.  It meets the highest 
standards in terms of security, and was in fact supported and its development partly 
financed by the Commonwealth.  
 
The PCAA will set the standards that registered members will have to meet.  Initially this 
will be based on existing requirements.  It will also capture experience of individuals in 
the relevant industry and will deal with compliance such as police and working with 
children checks. MyPass will verify the qualifications, and experience to ensure 
compliance. 
 
In essence therefore the PCAA will register Certified Practitioners who meet all 
standards stipulated by the PCAA. 
 
The PCAA requires that all professional Carers registered on MyPass will have the 
required experience as well as the minimum qualifications.  PCAA will also ensure that all 
registered Professional Carers undertake on an annual basis continuing training and 
professional development. (‘CPD”) 
 
Development of CPD will occur by consulting employers and employer organisation and 
align with their workforce needs. RTO’s will be asked to provide the training at 
employer’s sites if desired by the employer. 
 
The aim of the PCAA is to ensure that all Professional Carers have received accredited 
training to a standard signed off by all relevant parties. In addition MyPass will collect a 
profile of each Professional Carer outlining their experience.  Further each Professional 
Carer must register annually with the PCAA and keep their profile up-to-date.  The 
Annual Registration will also capture the CPD training that must be undertaken annually.  
CPD Training can be tailor-made to meet employer demand as well as required training 
by the industry, government and PCAA such as Ethics. 
 
Training can be supplied on line, but there maybe a requirement that at least a 
proportion of CPD Training will be face-to-face.  Training on the job will also form a 
significant part of accredited training.  
 
PCAA will also consider application for membership with the National Alliance of Self 
Regulating Health professions (“NASRHIP”) members of which includes: 
 

• Audiology Australia 
• Australian Association of Social Workers 
• Dieticians Association of Australia 
• Speech Pathology Australia 

 
In summary, the Governance Model and Risk framework adopted by the PCAA will 
include the following: 
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• Scope of Practice 
• Code of Ethics 
• Competency Standards 
• PC Certification 
• Accreditation of courses and training modules 
• Uplift the Professional Carer [Name; career structure; remuneration) 
• Sign up to Code of Consumer Rights and COAG Code of Conduct  
• Complaints Committee procedure dealing with employees, consumers, families 
• Mandatory declarations required by Professional Carers 
• Professional Indemnity Insurance provided to Professional Carers 
• Policy on Recency and Resumption of Practice Requirements 
• English Language Requirements 
• Continuing Professional Education addressing current and future competencies 

as well as instill a caring culture 
• Annual Feedback Survey of members 
• Work in conjunction with Employers and RTO’s to ensure currency of training 

standards   
• ‘Speak up’ 1300 Helpline to respond to Carers, Consumers and significant others 
• Establishment of a Consumer and Community advisory body 
• Establishment of a Employer and RTO Advisory body  
• PCAA will put in place a 1300 ‘Help inline 
• Policy on Informed Consent 
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ATTACHMENT D 
 
PCAA Self Regulating Standards to be adopted 
 
Apart from appropriate indemnity coverage, the establishment of a robust Complaint 
system and PCAA Appeal Panel, there are a number of other standards that the PCAA 
will adopt including the following: 

• Membership Assessment Teams including consumer representatives 
• Full membership as well as Provisional membership (is this a new category) 
• Scope of Practice definition 
• Code of Ethics to maintain certification 
• Competency Standards (i.e. legal requirements; documentation; collaborative 

practices; scope of practice; client focused care); 
• Cultural safety; evidence based practice; evaluation of care outcomes; 
• External accreditation body for course accreditation 
• Continuing Professional Development and declaration by Professional Carers 

relating to compliance with the requirements 
• English Language requirements and standards to be achieved 
• Mandatory Compliance with standards set at the time of certification 
• Professional Carer certification requirements with two categories, full and 

provisional certification. 
• Initial Certification requirements with certified copies of:  

o Qualifications 
o Change of Name 
o Proof of Identity 
o Career 
o English Language requirements 
o Recent places of practice 

• Declarations and commitments of: 
o Understanding and commitment to comply with PCAA code of ethics 

and all relevant policies, standards etc. 
o Sign off on a Philosophy of Caring 
o Compliance of Fitness to practice 
o Consent regarding privacy and use of personal information 
o Information supplied is true and correct to the best of the applicants 

knowledge 
o Commitment to notify PCAA if there are any changes 

• Policy of annual re-certification 
• Consent regarding the use of members privacy and personal information 
• Declaration all information is true and correct 
• Agree to notify the PCAA if anything changes  
• Recency of Practice Policy and how to update knowledge and skills and 

demonstrate competency to practice.  Minimum requirements to be set (i.e. 1000 
hours over 4 years or minimum of 7 weeks pa.) 

• Resumption of practice policy (2 -3 years?) 
• Implement a random audit on an annual basis to ensure compliance 
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ATTACHMENT E 
 
 
NATIONAL BOARDS FOR HEALTH PROFESSIONS IN AUSTRALIA. 
 
  

• Aboriginal and Torres Strait Islander Health Practice Board of Australia 
 
• Chinese Medicine Board of Australia  

 
• Chiropractic Board of Australia  

 
• Dental Board of Australia  

 
• Medical Board of Australia  

 
• Medical Radiation Practice Board of Australia  

 
• Nursing and Midwifery Board of Australia 

 
• Occupational Therapy Board of Australia  

 
• Optometry Board of Australia 

 
•  Osteopathy Board of Australia 

 
•  Paramedicine Board of Australia 

 
• Pharmacy Board of Australia  

 
• Physiotherapy Board of Australia 

 
•  Podiatry Board of Australia  

 
• Psychology Board of Australia  
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ATTACHMENT F 
 
PHILOSOPHY AND APPLICATION OF A CULTURE OF CARING 
 
 
Introduction 
 
Caring, and especially the closely related concept of compassion, is the only core value 
shared by Buddhists, Confucians and Taoists, which is remarkable considering that their 
teachings often diverge if not clash. 
 
For example a prominent Buddhist once said, "The greatest degree of inner tranquillity comes 
from the cultivation of love and compassion. The more we care for the happiness of others, the greater is 
our own sense of well-being."  
 
In the Western tradition, the idea that happiness is associated with benevolence is urged 
by Scottish philosophers such as Frances Hutcheson8 and David Hume9 who famously 
argued that human beings are fundamentally emotional creatures and that morality 
should depend on cultivating our better emotions rather than merely appealing to our 
reason (Kant’s notion of duty).    

One of the most important of these emotions is that of benevolence or “natural sympathy” 
which can be cultivated to produce the ultimate end of morality, which is the “greatest 
happiness for the greatest good.”  As Hume writes: “benevolence offers the merit of meeting human need 
and bestowing happiness, bringing harmony within families, the mutual support of friends, and order to 
society. And with this utility it is rightly praised.”   

More recently an “ethics of care” has been put forward by feminist thinkers like Nell 
Noddings 10 , who has explored the connections between care, happiness and 
education.   She argues that our educational institutions need to be redesigned to teach 
qualities of care in order to produce happier and more productive students 

The Concept 
 
The Philosophy of Caring is based on the Ethics of Care 
 
Care ethics says that joy arises through our personal relationships with others. 
 
 Care ethics states that humans are primarily relational beings, not just rational beings. 
Care ethicists recommend that we accept the fact that: we are relational beings who exist 
in relationship with many people. It is an inescapable fact about human nature that 
human beings exist in personal relationships with others 
 
Gilligan points out that the central insight of care ethics is that self and other are 
interdependent. Attention to humans as relational beings makes care ethics unique.  
																																																								
8 Inquiry into the Original of Our Ideas of Beauty and Virtue (1725), in An Essay on the Nature and Conduct of the 
Passions and Affections, with Illustrations upon the Moral Sense (1728), and in the posthumous System of Moral 
Philosophy, 2 vol. (1755)  
9 Treatise of Human Nature, 1896 Edition Oxford University Press. 
10 Caring: A Feminine Approach to Ethics and Moral Education” University of California Press 1984 
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Care ethics emphasizes that obedience to principles can blind us to the concrete needs of 
others 
 
“Mothering is not a role, but a relationship”. (Nell Noddings, Caring, 1984:128) 11. While we 
might be inclined to think of care ethics as a kind of duty ethics—the duty to care for 
others—care ethicists view caring not as a duty but as a relationship. 
 
Care ethicists reject the rational egoism, which forms the basis of social contract ethics. 
Care ethicists’ value feelings over reason, and altruism over egoism. Care ethicists further 
reject the idea of a “contract,” as a distortion of the relationship between human beings 
 
Although men and women may think differently about ethics, there is no reason to 
believe that one style of thinking is inferior to the other. Both styles may be 
complementary: “Masculine” ethics focuses on intellect, logic, principles, and rationality, 
“Feminine” ethics focuses on will, caring, relationships, and feelings. 
 
Care ethics focuses not on principles, but on close personal relationships. 
 
Care ethics relies not on principles to determine right and wrong, but focuses on the 
concrete needs of those with who we are in close personal relationship. Caring is the 
mark of ethical action. 
 
Advantages of Care Ethics is that it recognizes the importance of feelings in making 
ethical decisions. It recognizes the role of the will in making ethical decisions, and not 
just the role of the intellect. 
 
The Application 
 
Caring will be the main focus of Professional Carers.  The philosophy and culture of the 
Professional Carers will be as follows: 

• The delivery of both patient-centred and client-driven care; 
• Establishing an unique relationship with clients as providers of care; 
• Work with clients’ spouses, families, and loved ones to ensure the client receives 

the best possible care; 
• Help the client manage the physical and emotional responses to their health and 

illness; 
• Consider the life experiences of their patients; 
• Value their clients’ cultural and spiritual beliefs; 
• Protect their clients from injury and harm; 
• Maintain the privacy and confidentiality of their clients; 
• Support the optimal functioning of their clients;  
• Ensure continuity of care across healthcare settings. 
 
Care ethics says that joy arises through our personal relationships with others. 
 
 Care ethics states that humans are primarily relational beings, not just rational beings. 

																																																								
11 op.cit. 
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Humans are relational beings; the central insight of care ethics is that self and other are 
interdependent. Attention to humans as relational beings makes care ethics unique. The 
one-caring does not merely think fondly of the cared-for. 
 
Care ethicists recommend that we accept the fact that: We are relational beings who exist 
in relationship with many people. It is an inescapable fact about human nature that 
human beings exist in personal relationships with others 
 
Care ethics emphasizes that Obedience to principles can blind us to the concrete needs 
of others 
 
Care ethicists reject the rational egoism, which forms the basis of social contract ethics. 
Care ethicists’ value feelings over reason, and altruism over egoism. Care ethicists further 
reject the idea of a “contract,” as a distortion of the relationship between human beings 
 
Although men and women may think differently about ethics, there is no reason to 
believe that one style of thinking is inferior to the other. Both styles may be 
complementary: “Masculine” ethics focuses on intellect, logic, principles, and rationality, “Feminine” 
ethics focuses on will, caring, relationships, and feelings 
 
Therefore Care ethics focuses not on principles, but on close personal relationships. 
 
Care ethics relies not on principles to determine right and wrong, but focuses on the 
concrete needs of those with who we are in close personal relationship. Caring is the 
mark of ethical action. 
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ATTACHMENT G 
 
PCAA: Self-Regulatory Model of National Registration and Accreditation for 
Professional Carers. 
 
(See: Attachments C and D) 
 
Structures to be established: 
 
1. Registration 
 
 Use of the My Pass System to register all PC on an annual basis. 
 
 
2. National Advisory Board  
 
 Made up of Consumer; Employers; Employees; Community; Training & 

Research; and PCAA. 
• May establish an Accreditation Committee of the Board; 
• Develop standards for registration (Insurance; CPD; Recency of Practice; 

Criminal History; English Language Skills); 
• Limited Registration; 
• Accredit standards (i.e. CPD and approved programs of study); 
• Develop and endorse professional codes;  
• Set registration fees;  
• Approve accreditation standards and programs of study;  
• Develop a Policy and structure on Notifications; 
• Put in place a complaint and compliance structure. 

  
 Advisory Board must consult with the relevant parties and seek input. 
 
3. Compliance – Notification - Complaints 
 
 Most complaints will be referred back to the relevant State health complaints 

bodies. 
 
 National Advisory Board will develop a Policy and structure on Notification by 

different parties. 
 
4. Community Advisory Committee 
 
 PCAA will establish a Committee of the Board made up of no more than 2 

members of the National Board (Chair and other Board Member) with the 
remaining 13/15 members being from the community that are involved or 
receive age care services.  Its main purpose is to ensure the National Board is full 
informed in relation to all matters relating to the delivery of aged care services.  
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ADDENDUM 
 
Name of Association 
 
PROFESSIONAL CARERS ASSOCIATION OF AUSTRALIA LTD. 
ABN: 337 329 
 
Registered Office: 
 
Level 1 88 Albert Road 
South Melbourne VIC 3205 
Phone: 1300 302 232 
 
Current Directors 
 
Mag Kearney (Director) BA, LLM 

Memberships & Directorships 
• Immediate Past President, Australian Hotels Association (Vic) 
• Law Institute of Victoria 
• Jagus Hotel & Property Investment Group 
 
 
Ignatius Oostermeyer (Director) BA; LLB; M.Sc.Economics  LSE 
 
Directorships held 

• Board member of Dental Health Victoria; 
• Board member of Harm Reduction Victoria, the voice of and for Victorians who 

use drugs 
• Board member of WIN, now called Annecto, a large disability and aged care 

provider 
•  Director of other not for profit organisations 
•  The current Chair of MiCare, a CALD provider of aged care and   settlement 

services both in Victoria and Queensland. 
 
Sebastian Reid (Director)  
 
Membership and Directorships 

• Member of the Appeals Committee of the Royal Australasian College of 
Surgeons  

• Member of the Professional Standards Committee of the Royal Australasian 
College of Surgeons 

• Director of MiCare an aged care and settlement services NFP corporation 
• Member of the Victorian Bar’s Student Engagement Committee. 

Other Directors to be appointed to the PCAA Board (i.e. Professional Carers; Employer 
Representatives; Relevant Unions). 

The PCAA will ensure that 50% of Directors are Women. 

 


