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[bookmark: _Toc148781291][bookmark: _Toc153896206]Disclaimer 

This report is not intended to be used by anyone other than the Independent Health and Aged Care Pricing Authority (IHACPA).
We prepared this report solely for IHACPA’s use and benefit in accordance with and for the purpose set out in our engagement letter with IHACPA dated 21 December 2022. In doing so, we acted exclusively for IHACPA and considered no-one else’s interests.
We accept no responsibility, duty or liability:
· to anyone other than IHACPA in connection with this report
· to IHACPA for the consequences of using or relying on it for a purpose other than that referred to above.
We make no representation concerning the appropriateness of this report for anyone other than IHACPA. If anyone other than IHACPA chooses to use or rely on it they do so at their own risk.
This disclaimer applies:
· to the maximum extent permitted by law and, without limitation, to liability arising in negligence or under statute; and
· even if we consent to anyone other than IHACPA receiving or using this report.
© 2023 Scyne Advisory. All rights reserved. [bookmark: _Toc153896207]About care minutes
The 2023 Residential Aged Care Costing Study (the Costing Study) involved the collection of operational data from participating residential aged care facilities. Throughout this report, ‘care minutes’ capture both ‘direct care minutes’ (the time residents spent in close proximity to staff members) and ‘indirect care minutes’ (the difference between worked hours and direct care minutes). These care minutes cover all roles providing direct care to residents, such as nurses, personal care workers, allied health and lifestyle.  
Care minutes in this report should not be compared to the mandatory care minute responsibility introduced by Department of Health and Aged Care (DoHAC) in October 2023. These mandated minutes only capture care provided by registered nurses, enrolled nurses and personal care workers/assistants in nursing.  
Therefore, the findings of this report should not be compared with the DoHAC mandated care minute targets introduced to the aged care sector in October 2023 as the workforce categories were not aligned.
About care minutes
The 2023 Residential Aged Care Costing Study (the Costing Study) involved the collection of operational data from participating residential aged care facilities. Throughout this report, ‘care minutes’ capture both ‘direct care minutes’ (the time residents spent in close proximity to staff members) and ‘indirect care minutes’ (the difference between worked hours and direct care minutes). These care minutes cover all roles providing direct care to residents, such as nurses, personal care workers, allied health and lifestyle.  
Care minutes in this report should not be compared to the mandatory care minute responsibility introduced by Department of Health and Aged Care (DoHAC) in October 2023. These mandated minutes only capture care provided by registered nurses, enrolled nurses and personal care workers/assistants in nursing.  
Therefore, the findings of this report should not be compared with the DoHAC mandated care minute targets introduced to the aged care sector in October 2023 as the workforce categories were not aligned.

[bookmark: _Toc148696134][bookmark: _Toc148781292][bookmark: _Toc153896208]Executive summary
[bookmark: _Toc148696135][bookmark: _Toc148781293][bookmark: _Toc153896209]Background
[bookmark: _Hlk148466931]Scyne Advisory (formally PricewaterhouseCoopers Consulting (Australia) Pty Ltd) was engaged by the Independent Health and Aged Care Pricing Authority (IHACPA) to undertake the 2023 Residential Aged Care Costing Study (the Costing Study). The findings from the Costing Study will be used to inform the price for residential aged care services for the 2024-25 financial year using the Australian National Aged Care Classification (AN-ACC) funding model. 
These findings will also support the development of costing standards and data request specifications and provide recommendations on how to approach the collection of residential aged care cost and activity data for future costing studies. 
Figure 1 – Number of participating residents per AN-ACC class



















































[bookmark: _Toc148696136][bookmark: _Toc148781294][bookmark: _Toc153896210]Study overview
[image: Figure 1 shows the number of each permanent and respite AN-ACC class that participated in the Costing Study:
Class 2: 264
Class 3: 46
Class 4: 256
Class 5: 841
Class 6: 375
Class 7: 617
Class 8: 399
Class 9: 341
Class 10: 244
Class 11: 625
Class 12: 151
Class 13: 555
Class 102: 17
Class 103: 27]The Costing Study commenced in January 2023 and concluded in November 2023. It required the collection and analysis of financial data and direct care time data from 118 residential aged care facilities. 
The characteristics of the participating facilities were representative of the broader aged care sector such as, size, remoteness, provider type, and specialised resident service type. The sample of participating residents were spread across different AN-ACC classes.
[bookmark: _Toc148696137][bookmark: _Toc148781295][bookmark: _Toc153896211]Direct care time data
Thirty days of direct care time data was collected from each facility via participating staff and residents wearing Bluetooth proximity devices while within a residential aged care facility. 
Time data was validated and cleansed using agreed data trimming principles where required. Following data validation and cleansing adjustments, if data from a facility was not of suitable quality, the data was excluded from data analysis. Two of the 118 facilities were excluded as a result of poor time data quality.
Over the course of the Costing Study, time data was captured for 4,598 residents, with more than 136,000 resident days observed and approximately 3 million interactions captured between residents and staff, equating to over 7 million direct care minutes.
Following collection, validation and cleansing, the data was analysed and on average for the study, the following observations were made:
· 20 interactions with staff per resident day
· 2.5 minutes of direct care per interaction
· 52 direct care minutes per day per permanent resident
· 67 direct care minutes per day per respite resident
· 163 indirect care minutes per day per resident 
These care minutes are not comparable to the DoHAC mandated care minute targets as additional staff roles are included in these calculations. Furthermore, all data collection for the Costing Study was completed prior to the introduction of mandated care minute targets in October 2023.
These observations were collected from the proximity devices deployed at each participating facility, and do not represent time for care activities that occurred while the resident was not present. It should be noted there was variation in the data collected across the Costing Study which is partly attributable to the sample size. IHACPA is committed to undertaking ongoing cost collections to ensure the data informing aged price pricing advice is robust and reliable.
[image: Illustration of the statistics provided above.
• 20 interactions with staff per resident day
• 2.5 minutes of direct care per interaction
• 52 direct care minutes per day per permanent resident
• 67 direct care minutes per day per respite resident
 • 163 indirect care minutes per day per resident]
* The care minutes presented above are not comparable to DoHAC’s mandatory care minute targets as additional workforce categories participated in the Costing Study. Furthermore, all Costing Data was collected before the mandatory care minute responsibility was introduced.
As visible in Figure 2 below, higher AN-ACC class numbers for permanent residents (class 2 to 13) generally correlated with higher levels of daily direct care minutes based on mobility, cognitive ability, function and pressure sore risk. The analysis showed that the average direct care minutes increased by AN-ACC class, ranging from 14 minutes for AN‑ACC class 2 up to 69 minutes for AN-ACC class 13. The outlier was AN-ACC class 3 which had an average of 63 direct care minutes despite being a lower AN-ACC class. This class had the fewest number of residents contributing to the average (46 residents) and thus, the low sample size may have contributed to the captured daily average minutes being much higher than expected.
Respite AN-ACC classes had approximately 67 minutes of direct care per day, similar to the higher AN‑ACC classes (10 to 13) for permanent residents.
Across all classes, the largest component of direct care time was from the carer staff role, making up 74 per cent (approximately 39 minutes) for permanent residents and 72 per cent (approximately 48 minutes) for respite residents.
[bookmark: _Ref148976654]Figure 2 – Average direct care minutes captured per day by AN-ACC classification and staff type
[image: Figure 2 is a stacked bar graph that depicts the average direct care minutes captured per day by AN-ACC classification and staff type.  AN-ACC classification (class 2 through 13 for permanent residents, 101 through 103 for respite residents) is on the X axis and proportion of average minutes per resident per day is on the Y axis. The staff role categories are carer, registered nurse, enrolled nurse, allied health, care manager, lifestyle and other.]
[bookmark: _Toc148696138][bookmark: _Toc148781296][bookmark: _Toc153896212]Financial data
Financial data was collected from existing financial reports where possible. The Quarter 3 2022-23 (quarter ending 31 March 2023) Quarterly Financial Report (QFR) was provided by the Department of Health and Aged Care (DoHAC) for participating facilities and this was supplemented using either the StewartBrown Aged Care Financial Performance Survey data, Aged Care Financial Report (ACFR) data or data provided by facilities in a supplementary financial data template.
Financial data was validated with providers where required. If a facility’s data was not of suitable quality and an alternate data source could not be obtained, the data was excluded from the analysis. Two facilities were excluded as a result of missing financial data.
Three pairs of co-located facilities advised that they operated as combined entities despite having separate National Approved Provider Systems (NAPS) service IDs and submitting separate QFR information. For these pairs, the direct care time and financial data was merged for the purpose of analysis and costing.
At the conclusion of data cleansing, a total of 111 facilities were able to be included in the costing process.
[bookmark: _Toc148696139][bookmark: _Toc148781297][bookmark: _Toc153896213]Indirect care time study
For the purposes of the Costing Study, care-related activities that take place when a resident is not present, such as documentation, or handover and team collaboration, are defined as ‘indirect care’. 
A study of indirect care time practices was conducted across a small sample of 12 facilities (four government, four not-for-profit and four for-profit) to understand whether indirect care time was attributable to a specific resident or shared across all residents.
It was determined that for the purposes of allocating indirect care time costs within the costing process in the Costing Study:  
· 44 per cent of costs associated with indirect care time should be treated as attributable to specific residents and allocated in line with the direct care minutes captured by the proximity devices for those residents.
· 56 per cent of costs associated with indirect care time should be treated as shared and allocated evenly across residents.
These results were based on a low sample size of 12 facilities. The understanding of the amount of time taken to provide indirect care time to residents of different AN-ACC classes within residential aged care facilities requires further investigation. 
[bookmark: _Toc148696140][bookmark: _Toc148781298][bookmark: _Toc153896214]Costing
The costing process involved collecting financial data for each participating facility and mapping the data to three expense streams:
· Care expenses - including direct care labour, indirect care costs and other resident expenses. 
· Hotel expenses – such as cleaning, catering, laundry and other hotel expenses. 
· Accommodation expenses – such as accommodation labour costs, maintenance costs and depreciation. 
Administration expenses, such as administrative labour and corporate recharges, were allocated to the Care, Hotel and Accommodation streams in proportion to the total cost of each stream.
Costs in each expense stream were allocated to individual residents using the direct care minutes and occupied bed days of participating residents. The output from the costing process was a detailed dataset representing the average cost for different cost categories per resident day.
[bookmark: _Toc148696141][bookmark: _Toc148781299][bookmark: _Toc153896215]AN-ACC costs 
Costing Study data has been collected from a range of for-profit, not-for-profit and government organisations across a variety of sizes and locations. No adjustments have been made to the data based on the size, operating model or type of care provided by participating facilities. 
By AN-ACC class
The average daily cost across all participating permanent residents was $352. This was comprised of $230 (65 per cent) in direct care labour, $10 (3 per cent) in direct care non-labour, $63 (18 per cent) in hotel costs and $48 (14 per cent) in accommodation costs.
The average daily costs varied by AN-ACC class, ranging from $259 for class 2 up to $396 for class 13, with higher direct care cost being the largest contributing factor to the $136 difference. 
The average daily cost per participating respite residents was $377. This was comprised of $267 (71 per cent) in direct care labour, $8 (2 per cent) in direct care non-labour, $59 (16 per cent) in hotel costs and $43 (11 per cent) in accommodation costs. 
[bookmark: _Ref148976693]There was an increasing trend in average daily costs for permanent AN-ACC classes that can be seen below in Figure 3. The exception to this was AN-ACC class 3, which showed unexpectedly high costs. This anomaly could be attributed to a smaller sample size relative to the other AN-ACC classes.
[bookmark: _Ref151123460]Figure 3 – Average cost per resident day by expense stream and AN-ACC classification 
[image: Figure 3 is a stacked bar graph that depicts the cost per resident day by expense stream and AN-ACC classification. AN-ACC classification (class 2 through 13 for permanent residents, 101 through 103 for respite residents) is on the X axis and average daily cost is on the Y axis. The expense streams are: direct care labour, direct care non-labour, hotel, accommodation, permanent overall (2-13), and respite overall (101-103).]
By remoteness
There was no clear evidence of the average cost per resident day increasing or decreasing as a function of a facility’s remoteness, as measured by the Modified Monash Model (MMM). The average cost per resident day by MMM ranged between $337 and $406, with regional areas having the highest cost per resident day and remote communities having the lowest cost per resident day. The average cost per resident day in rural towns was lower than regional areas, with the daily cost for small rural towns averaging $349, medium rural towns averaging $389 and large rural settings averaging $362. Costs for facilities in metropolitan areas were also lower than regional settings, with an average cost per resident day of $342 compared to $406. 
Figure 4 – Average cost per resident day by MMM 
[image: Figure 4 is a bar graph that depicts the average cost per resident day by MMM. Modified Monash Model (MMM) is on the X axis and average daily cost is on the Y axis.  ]
By provider type
For-profit and not-for-profit facilities had similar an average cost of approximately $348 per resident day. The average cost of Australian Government run facilities was $95 higher at $443 despite capturing similar total minutes per day. This is largely attributed to differences in staffing profiles, with government facilities using more enrolled nurses than carers to provide direct care time.
By size
The average cost per resident day did not show a material difference between different sized facilities, with the cost per resident day of residents at small facilities averaging $349, those at medium facilities averaging $356 and those at large facilities averaging $351. 
Newly admitted residents
The AN-ACC funding model provides additional funding for new residents (new admission during their first 90 days). The Costing Study analysed the differences between residents categorised as being pre-90 days or post-90 days admission. 
For AN-ACC classes 9 to 13 inclusive where residents have less mobility, lower function and higher-pressure sore risks, the captured daily average minutes were marginally higher during the first 90 days of a resident’s stay in a facility compared to post the first 90 days. This same consistent relationship was not observed for the lower complexity AN-ACC classes, where there was no material difference, or in some cases the average daily minutes for the post-90 day category was higher than for the pre-90 day category.
In summary, no clear trend was observed across all AN-ACC classes, which could be explained by the lower sample size of the pre-90 day cohort and a lag between new residents entering a home and their participation in the study.
[bookmark: _Toc148696142][bookmark: _Toc148781300][bookmark: _Toc153896216]Recommendations from the 2023 Costing Study
Future costing study design
1. IHACPA should seek to expand the sample size through future costing studies to increase the extent of data captured for permanent and respite residents.
2. IHACPA should aim to enable a flexible approach to engaging with specialised populations such as respite, Indigenous and homeless residents as well as residents living with dementia.
3. IHACPA should continue to investigate the allocation of indirect care time.
4. IHACPA should undertake a targeted study of the cost of delivering aged care services to new residents.
5. Future costing study project teams should ensure treatment of co-located facilities is aligned to their operating structure.
Data quality
6. IHACPA should explore alternative avenues for the collection of resident AC-IDs.
7. IHACPA should work with DoHAC to review and modify the Quarterly Financial Report (QFR) template and processes.
8. IHACPA should develop costing standards that are tailored to the residential aged care sector.
Data security
9. IHACPA should seek to streamline the process for securely transferring data from facilities to IHACPA.
10. Future costing study project teams should proactively manage data breaches that occur during future costing studies through improved communication processes surrounding secure data transfer.
Ongoing sector engagement 
11. IHACPA should develop an aged care costing roadmap on how they will continue to evolve the costing capability in the aged care sector.
12. IHACPA should create and maintain a customer relationship management (CRM) tool for aged care providers.
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1. [bookmark: _Toc153896217]Detailed recommendations
Table 1 – Detailed recommendations
	Theme
	Recommendation

	Future costing study design
	1. IHACPA should seek to expand the sample size through future costing studies to increase the extent of the captured data. In line with IHACPA’s October 2022 Statement of Intent: Aged Care Pricing, future costing studies should continue to recruit facilities of defined characteristics such as remoteness, facility size, and provider type. 
In addition to facility characteristics, these studies should also aim to provide a representative sample of residents across all AN-ACC classes, as well as targeting resident cohorts such as culturally and linguistically diverse (CALD) residents, Indigenous residents, respite residents and residents affected by homelessness. Notably, AN-ACC class 3 and respite class 101 had a low-rate of participation in the Costing Study and should be a focus of future studies.

	
	2. IHACPA should aim to enable a flexible approach to engaging with specialised populations such as respite, Indigenous, and homeless residents, as well as residents living with dementia. It is imperative that the engagement approach can be tailored to specialised populations including:
· Resident engagement sessions covering the purpose and practicalities of the Costing Study to ensure that residents have a detailed understanding of their role and to improve their engagement during the project.
· Culturally appropriate communication to ensure accessibility of information regarding the Costing Study.
· Increased visibility over resident admissions and discharges that occur during the data collection period, to ensure that data can be accurately captured and attributed to residents. This may involve a streamlined method of communication and data transfer between facilities and the project team.
· Alternate methods of wearing/carrying the proximity devices for residents requiring memory support. This would reduce instances of direct care time being missed as a result of residents not using their devices. 
To facilitate this proposed flexible approach to specialised populations, future costing studies could allow for an additional two to three weeks of time for the design and provider engagement stages of the project. This would permit more time to consider the circumstances specific to each population and tailor the approach accordingly. For example, translating communications into different languages for facilities with high culturally and linguistically diverse populations. 

	
	3. IHACPA should continue to investigate the allocation of indirect care time by significantly increasing the sample size of the indirect care time study through future costing studies, with consideration of facility characteristics. Although facilities of different provider types were all represented within this study (four for-profit, four not-for-profit and four government), further effort is required to capture additional data, develop more statistically robust results, and apply the conclusions to the entire aged care sector. 
Extending the scope of future studies to include observation of all staff within a facility concurrently for at least a 24-hour period would improve coverage and help capture all relevant activities. For example, observations for indirect care time taken during a shift changeover were different to those taken mid-shift. 

	
	4. IHACPA should undertake a targeted study of the cost of delivering aged care services to new residents to further investigate whether there are cost differences per AN-ACC class when compared to longer term residents.
Additional analysis is required to validate whether costs are higher for new residents as the Costing Study did not identify a clear correlation between new admissions and direct care time.

	
	5. Throughout site sampling and early communications with interested facilities, future costing study project teams should identify co-located facilities to determine if these should be treated as individual facilities or a combined entity. This should align to their operating structure rather than their National Approved Provider System (NAPS) ID numbers. This information should be used to:
· Develop a master list of co-located facilities for future site sampling. 
· Explore whether there are cost differences from operational efficiencies associated with co-located facilities when compared to the standard single-facility operating structure. 

	Data quality
	6. IHACPA should explore alternative avenues for the collection of resident AC‑IDs in each facility, as this created a significant data burden on participating facilities. Alternative options could be to:
· Work with DoHAC to improve the end-user report generation capability of the My Aged Care Portal to allow facilities to easily extract AC-ID/name reports. This will enable site sponsors to match AC-IDs to bed numbers more efficiently.
· Work with DoHAC to obtain AC-IDs per facility and provide these to site sponsors via the IHACPA Secure Data Management System (SDMS) to be matched to each bed number via the My Aged Care portal. 

	
	7. IHACPA should work with DoHAC to review and modify the Quarterly Financial Report (QFR) template and processes:
i. Modify the QFR template to incorporate all cost categories from the Aged Care Financial Report (ACFR) template. Certain cost categories (for example accommodation and hotel costs) are not included in the QFR templates and needed to be separately collected for the Costing Study. Should IHACPA continue conducting costing studies in the future, this will enable an easier process to collect the most current financial data.
ii. Modify the QFR reporting process to collect year-to-date (cumulative) financial data, instead of stand-alone quarters. The review of QFR data identified that the reporting of stand-alone quarter periods requires providers to modify data from their general ledger systems and provided a greater opportunity for error or incorrect reporting.
iii. Implement strategies to improve the quality of data submitted for the QFR. The quality and accuracy of reported costs is critical as the QFR is a key input used by IHACPA into setting future AN-ACC prices. The Costing Study encountered several inaccuracies in QFR reporting that had not been resolved through the existing validation process. Possible strategies to improve QFR data quality include:
· Sector education on common errors in data reporting such as treatment of corporate recharges and the split between allied health and lifestyle costs; and how the QFR data is used to inform prices so there is an understanding of the impacts of inaccurate QFR reporting.
· Use of automated data validation to flag potential errors during QFR submission process.

	
	8. IHACPA should develop costing standards that are tailored to the residential aged care sector to improve the maturity of costing. These standards are especially important to ensure transparency and consistency of approach across iterative costing studies. Some examples of current challenges include:
· The direct care time allocation of administration staff is funded under the AN-ACC model, while other administration expenses are not.
· The assignment of overhead administrative costs between cost categories can be approached in multiple ways.
· Consistent inclusion and treatment of cost categories such as corporate recharge which are poorly captured in the financial data. 

	Data security
	9. IHACPA should streamline the process for securely transferring data from facilities to IHACPA, some possible options include:
· Create a website to download DRS templates and submit completed documents.
· Enable project team to assist in account set up.
· Streamline password provisioning process.
Each of these methods would improve the experience of site sponsors and the readiness of data for the project team. The above is not an exhaustive list and other options could exist and should be explored.

	
	10. Future costing study project teams should proactively manage data breaches that occur during future costing studies through improved communication processes surrounding the secure transfer of financial and operational data. It is important to implement a more robust and comprehensive communication approach to improve facility compliance with IHACPA’s data transfer protocols. 
Data breach management should continue to include formal reporting processes including reporting checklists and the maintenance of a breach log.

	Ongoing sector engagement 
	11. IHACPA should develop an aged care costing roadmap on how IHACPA will continue to evolve the costing capability in the aged care sector. This could include the following recommendations:
· IHACPA to continue costing studies to further interrogate the cost drivers and causes of variation in data capture between residents and facilities. This will improve the quality and robustness of costed data collection over time whilst further building the understanding of costing in the sector.
· Development of a comprehensive sampling strategy to determine the number of aged care facilities and residents required to achieve representative coverage of the aged care sector, to improve data quality for informing pricing and classification development.
· Continue to refine service weights to utilise in a broader cost data collection across the sector to support the expansion of costing capability in the sector.
· Eventual establishment of annual self-reporting from aged care facilities in-place of annual time data capture. 

	
	12. Create and maintain a customer relationship management (CRM) tool for aged care providers to accommodate for the large volume of position movements and change within the sector. Significant effort was required to obtain and update contact details during the study. 
A CRM tool would help address this challenge, and well as greatly improve IHACPA’s ability to effectively communicate with the aged care sector. 


[bookmark: _Toc148511521][bookmark: _Toc148696144][bookmark: _Toc148781302][bookmark: _Toc153896218]Background
[bookmark: _Toc148511522][bookmark: _Toc148696145][bookmark: _Toc148781303][bookmark: _Toc153896219]Purpose of the Residential Aged Care Costing Study
Scyne Advisory (formally PricewaterhouseCoopers Australia) was engaged by the Independent Health and Aged Care Pricing Authority (IHACPA) to undertake the 2023 Residential Aged Care Costing Study (the Costing Study). The Costing Study was carried out in 2023 and will be used to inform the price for residential aged care services for the 2024-25 financial year using the Australian National Aged Care Classification (AN-ACC) funding model.  
The purpose of the Costing Study was to collect financial, operational and time data from residential aged care providers to better understand the cost of delivering residential aged care services. In addition to informing the AN-ACC price, findings from the Costing Study will also support the development of costing standards and data request specifications and provide recommendations on how to approach the collection of residential aged care cost, time, and activity data for future costing studies.
[bookmark: _Toc148511523][bookmark: _Toc148696146][bookmark: _Toc148781304][bookmark: _Toc153896220]Aged care reform and previous reports
[bookmark: _Toc148511524][bookmark: _Toc148696147][bookmark: _Toc148781305][bookmark: _Toc153896221]Context
The AN-ACC funding model is designed to provide equitable funding to approved residential aged care services, by linking funding to the characteristics of services and residents that drive costs. The first iteration of the AN-ACC funding model was an output of the Resource Utilisation and Classification Study (RUCS), published by the Australian Health Services Research Institute (AHSRI) and the University of Wollongong in 2019. The AN-ACC model of funding officially replaced the Aged Care Funding Instrument (ACFI) on 1 October 2022.
In August 2022, as an outcome of the Royal Commission into Aged Care Quality and Safety, the function of IHACPA was expanded to include the provision of costing and pricing advice to the Australian Government on residential aged care services. To do this effectively, IHACPA is required to have a comprehensive understanding of the costs incurred by providers in residential aged care, changes in these costs over time, and their drivers.  
To understand the challenges of cost data collections in the aged care sector, IHACPA undertook the Residential Aged Care Costing Pilot Study (RACCPS) and the Residential Aged Care Data Insights Project (RACDIP). Both studies enabled IHACPA to build engagement with providers and develop a more detailed understanding of how the sector operates.
The Costing Study progressed the work of the RACCPS and RACDIP to acquire data and insights into the costs of delivering residential aged care services.
[bookmark: _Toc148511525][bookmark: _Toc148696148][bookmark: _Toc148781306][bookmark: _Toc153896222]Recommendations from previous studies
Table 2 contains the recommendations from the RACCPS project that were incorporated into the Costing Study. RACCPS recommendations that were not within the scope of the Costing Study have been excluded from the table below.
[bookmark: _Ref148682813][bookmark: _Ref148682788]Table 2 – RACCPS recommendations
	Recommendation
	2023 Costing Study 

	Conduct a traditional time and motion study to capture activity data
	An exercise was undertaken for a limited number (12) of facilities with different provider types (not-for-profit, for-profit, government) across different shift times to observe the patterns of indirect care time spent by staff during those shifts. More information can be found in Section 6 Indirect care time.

	Costing study timeline flexibility
	The Costing Study was structured in tranches which gave facilities flexibility around their commencement dates. This was well received by participating facilities however did not completely prevent withdrawals as some facilities had ongoing operational constraints. 

	Enable remote set-up
	Where appropriate, the Costing Study used a remote set-up method of project onboarding. This required Costing Study team members to virtually assist facilities to deploy the proximity devices and commence their data collection period. More information can be found in 5.3.2.1 Facility set-up and training.

	Whole site participation
	The Costing Study requested the engagement of all residents and staff within each facility to maximise the robustness of the data. Participants were able to opt-out of the Costing Study at any time. 

	Site sampling framework
	IHACPA set the target sample for the Costing Study at 120 facilities. A sampling strategy was developed to measure the characteristics and representation of this sample across the aged care sector. These characteristics included size, provider type, remoteness and specialised services.  Recommendations have been made for future costing studies to continue utilising the sampling strategy and focusing on areas with lower representation.  

	Facility support
	The Costing Study project team supported facilities by offering on-site and virtual assistance to deploy and collect the proximity devices. 

	Utilise QFR data
	The QFR data was incorporated into the financial data collection process of the Costing Study, together with a supplementary data collection for data items not contained in the QFR. Recommendations have been made to improve and expand the QFR reporting to support future costing studies. 

	Regular verification of time data capture
	The proximity devices used for the Costing Study allowed for near real-time data transfer and monitoring. This capability enabled data verification conversations to occur with each facility during the data collection period.

	Streamline data transfer process
	The Costing Study used the Secure File Transfer Protocol (SFTP) system to streamline the transfer of data between participating facilities and the project team. However, the Costing Study was required to shift back to IHACPA’s Secure Data Management System (SDMS) mid-way through the data collection period. While it is recommended that the SDMS be used for future costing studies, processes surrounding access provision and data transfer should continue to be reviewed for improvement opportunities.


Table 3 contains the recommendations from the RACDIP project that are applicable to the Costing Study project. RACDIP recommendations that were not within the scope of the Costing Study have not been included below.
[bookmark: _Ref148682901]Table 3 – RACDIP recommendations
	Recommendation
	2023 Costing Study

	Validate assumptions around allocation of costs to individual and shared care or explore alternative approaches to measuring and allocating individual and shared costs.
	An exercise was undertaken for a limited number of facilities with different provider types (not-for-profit, for-profit, government) across different shift times to observe the patterns of indirect care time spent by staff during those shifts. More information can be found in Section 7 Indirect care time.

	Explore the costs of new residents in more detail to better understand if this reflects true causal relationships, correlations with other attributes such as low occupancy, and/or anomalies in the current data.
	The date of admission for each participating resident was collected during the Costing Study. This allowed the project team to analyse the cost per bed day differences per AN-ACC class for new residents compared to longer term residents, however no clear correlations between admission dates and care time were identified. The extent of whether being a new resident is a key cost driver should continue to be analysed in future studies.

	Gather cost data from both permanent and respite residents to better understand cost differentials between permanent and respite residents.
	The Costing Study included permanent and respite residents however gathering consistent data for the latter cohort proved difficult due to their short-term stays. As a result, there was a smaller than desirable sample size of respite residents and this cohort should continue to be a focus of future studies.

	Consider dedicated sampling of lower occupancy, regional, and remote facilities.
	A site sampling strategy was developed and adhered to for the Costing Study to ensure representation of facilities with varying characteristics. This included dedicated sampling of regional and remote facilities and identified no clear trend that the average daily resident cost increased or decreased as a function of a facility’s remoteness. Low occupancy facilities were not specifically targeted during this study.

	Continue to complement top-down and bottom-up approaches to costing studies.
	The Costing Study has taken a bottom-up approach to examining the costs of providing care within the residential aged care sector. 


[bookmark: _Toc148436064][bookmark: _Toc148511533][bookmark: _Toc148696149][bookmark: _Toc148781307][bookmark: _Toc153896223]
Project establishment
[bookmark: _Toc148436065][bookmark: _Toc148511534][bookmark: _Toc148696150][bookmark: _Toc148781308][bookmark: _Toc153896224]Governance and stakeholders
[bookmark: _Toc148511535][bookmark: _Toc148696151][bookmark: _Toc148781309][bookmark: _Toc153896225]Governance
The Costing Study governance framework was established by IHACPA and the project team. This document defined:
· Project governance structure
· Roles and responsibilities
· Methods and frequency of sector engagement
· Status reporting focus and regularity, and
· Decision, risk and issue management approach. 
Weekly status report meetings were held to ensure clear visibility on progress towards project milestones and emerging risks, as well as to allow the IHACPA project team to make informed decisions on the direction of the project. Decisions, risks and issues that arose throughout the Costing Study were captured in individual registers to ensure they were managed effectively.
[bookmark: _Toc148511536][bookmark: _Toc148696152][bookmark: _Toc148781310][bookmark: _Toc153896226]Stakeholder engagement
The Costing Study stakeholder engagement and communications plan was established in the initial phase of the project. This document was developed to provide a clear and effective approach to keeping all stakeholders informed throughout the duration of the Costing Study. The plan outlined the stakeholder engagement objectives, communication principles, targeted stakeholder groups and the communication approach for each group.
The stakeholder groups identified for engagement in the Costing Study were: 
· Residents and their families.
· Residential aged care providers.
· Government (federal, state and local).
· Public services agencies.
· Peak industry bodies.
· Consumer advocacy groups.
· Unions.
IHACPA engaged with the Interim Aged Care Working Group (IACWG) on the Costing Study prior to the commencement of this project. This group offered valuable feedback on the Costing Study design which was adopted where possible and appropriate.
[bookmark: _Toc148511537][bookmark: _Ref148632757][bookmark: _Ref148632760][bookmark: _Toc148696153][bookmark: _Toc148781311][bookmark: _Toc153896227]Consent  
Consistent with the RACCPS completed in 2022, the National Statement on Ethical Conduct in Human Research was not applicable to the Costing Study as the work undertaken was within IHACPA’s regular business operations and did not constitute research.  
Facility participation in the Costing Study was optional with all providers joining the project voluntarily. 
IHACPA considered consent for the Costing Study with the following approach being agreed: 
· While there was no formal requirement for individual consent, all residents were given the option to opt-out of the Costing Study at any time before or during the data collection process. 
· A letter containing the purpose and specifics of the Costing Study, as well as privacy information and the ability for individuals to opt-out of the study was provided to each facility as soon as their participation was confirmed (see 5.3.1 Preparation for data collection). These letters (Appendix A) were distributed to residents and representatives at least one week prior to the commencement of data collection to allow them sufficient time to consider the study and opt-out, if desired. 
· The facility was then required to sign and return a participation confirmation form verifying that residents/representatives had been fully informed of the ability to opt-out of the Costing Study and that participants had verbally consented to the collection of their time data. 
No time data was captured for residents that chose to opt-out of the study prior to its commencement. If participants chose to opt-out part-way through the study, no further time data was captured and any previously captured data was excluded from analysis. 
All frontline staff that interacted with residents, including agency staff, were requested to participate in the Costing Study. No specific consent was requested for staff as staff participation in the Costing Study was not considered to be outside of their usual responsibilities. Nevertheless, letters similar to those prepared for residents were sent to site sponsors for distribution to staff and union representatives prior to the commencement of the study. 
[bookmark: _Toc148511545][bookmark: _Toc148696154][bookmark: _Toc148781312][bookmark: _Toc153896228]Site sampling strategy 
IHACPA set the target sample for the Costing Study at 120 facilities. The study sought to achieve participation that was representative of residential aged care facilities and resident AN-ACC classifications. The site sampling strategy identified the breakdown of facilities, by characteristic, that would achieve the desired composition.
Table 4 outlines the facility characteristics that were considered in the site sampling strategy. 
[bookmark: _Ref148683425]Table 4 – Participating facility characteristics
	Facility characteristic
	Definitions

	Facility size
	Measured by total bed capacity to ensure a sample of small, medium and large facilities.

	Remoteness
	Categorised using the Modified Monash Model (MMM) for remoteness to ensure a sample of metro, rural and remote facilities. 

	Provider type 
	Categorised by ownership models to ensure a sample of government, not-for-profit and privately owned facilities.


Facility characteristics were sourced from the Aged Care Service List and Aged Care Homes reports from GEN Aged Care Data (data and information from the National Aged Care Data Clearinghouse). This was supplemented by Base Care Tariff (BCT) specialisation information provided by DoHAC. This data was used to understand the mix of facilities across the above dimensions for all residential aged care facilities in Australia. This mix was then applied to define the desired sample population. It was also subsequently used to monitor the mix of participating facilities in the Costing Study and ensure it remained representative. 
Additional characteristics around service specialisations were also considered. Some of these aligned to the BCT specialisations of homeless or remote and very remote, Aboriginal or Torres Strait Islander persons. The GEN Aged Care Data reports contained information identifying where facilities provided “services meeting particular needs” (see Table 5). The GEN Aged Care Data categories are self-reported and do not mean that a facility has met the required approvals for the equivalent BCT specialisations. Nevertheless, the site sampling strategy sought to capture representation across these domains, noting that a facility can be reported as having more than one of these “services meeting particular needs”.
[bookmark: _Ref148684236]Table 5 – Specialisation considerations for site sampling
	Other considered characteristics
	Definitions 

	Services meeting particular needs
	Measured by specialised requirements of the resident population within a facility to ensure a sample of residents who are: living in rural and remote areas, Aboriginal and Torres Strait Islander people, terminally ill people, people with dementia, people with CALD backgrounds and people who are homeless or at risk of becoming homeless.


The Costing Study sought to include residents of all AN-ACC classifications, resident types and durations of residence. Whole-of-home participation was requested to maximise the representation of these characteristics within the study sample. However, as resident characteristics are not able to be confirmed until after facilities confirmed participation these were not proactively used as criteria for facility selection. Throughout the Costing Study, the distribution of participating residents’ AN-ACC classifications was monitored and compared to the overall population of residents in all homes to check that recruited facilities were representative.
It was agreed with IHACPA that facilities were able to participate in the Costing Study regardless of their compliance status with the responsibilities under the Aged Care Act 1997. 
[bookmark: _Toc148781313]

[bookmark: _Toc148436067][bookmark: _Toc148511538][bookmark: _Toc148696155][bookmark: _Toc153896229]Data collection devices and data specifications
[bookmark: _Toc148696156][bookmark: _Toc148781314][bookmark: _Toc148511539][bookmark: _Toc153896230]Technology 
[bookmark: _Toc148511568][bookmark: _Toc148696157][bookmark: _Toc148781315]Proximity devices
The proximity devices used to collect direct care time data during the Costing Study utilised low energy Bluetooth and ultra-wide-band (UWB) radio to capture the number and duration of interactions between staff and residents. The devices were configured to capture any interactions between a staff member and a resident when a proximity of three metres was established and maintained for 30 seconds or more. 
Staff devices and chargers were positioned in one or more central locations within each facility. Each participating staff member was required to collect a fully charged device aligned to their position (e.g. registered nurse) when they arrived at work and wear it for the duration of their shift. At the end of the shift, they would return the device to the charging station.
Resident devices were allocated to individual room and bed numbers. Residents were required to wear or carry their devices at all times throughout the day. If a resident used a mobility aid, the device could be attached to it while they were outside of their room. The decision of how the proximity device was worn or carried was at the discretion of the resident and the assisting staff members. While residents were generally amendable to wearing their proximity devices, use by individuals living with dementia was significantly more variable than the broader resident population. Resident devices required charging approximately once per week. This mostly occurred overnight by each resident’s bedside.
	Recommendation 2: IHACPA should aim to enable a flexible approach to engaging with specialised populations such as respite, Indigenous and homeless residents as well as residents with dementia.


[bookmark: _Toc148511569][bookmark: _Toc148696158][bookmark: _Toc148781316]Principles of time capture
The principles of the time capture process and technology were:
· Low impost and high simplicity for staff and residents to maximise compliance.
· Near-real time data monitoring capability to enable informed data validation conversations with site sponsors.
· Valid and reliable data to underpin accurate analysis and costing.
[bookmark: _Toc148696159][bookmark: _Toc148781317][bookmark: _Toc153896231]Data specifications
The types of data collected and utilised throughout this study are detailed in Table 6 below. No personally identifiable information was requested as part of the Costing Study and all facilities were allocated a random pseudonym that was used to de-identify financial, operational and time data outside of the SDMS.
[bookmark: _Ref144977492][bookmark: _Ref147331280]Table 6 – Data inclusions and descriptions
	Type of data
	Inclusions
	Nature of the data
	Collection approach

	Unique resident identifiers
	· My Aged Care ID (AC-IDs)

	Sensitive 
	· Secure File Transfer Protocol (SFTP)
· IHACPA SDMS

	Additional resident information 
	· Admission date
· Alternative funding source
· Room/bed numbers
	Low sensitivity  
	· SFTP
· IHACPA SDMS
· Via email


	Time data
	The proximity devices captured the following information: 
· Staff device identifier 
· Resident device identifier 
· Interaction start time 
· Interaction duration
	Non-sensitive – raw time data was not identifiable and could not be linked to residents or staff role types without a mapping file
	Time data was uploaded into a secure cloud server, then transferred to the IHACPA SDMS

	AN-ACC classification data
	· AC-IDs
· Classification ID
· AN-ACC classification
· Classification date
	Sensitive – care classification information for aged care residents
	DoHAC via SDMS

	Financial data (supplementary financial data and StewartBrown survey data)
	· Care expenses
· Hotel service expenses
· Administration expenses
· Accommodation expenses
· Infection prevention and COVID-19 expenses
	Commercially sensitive financial information aggregated at the facility level. No individual staff/resident financial data was collected.  
	· SFTP
· IHACPA SDMS

	Financial data (ACFR and QFR)
	· Occupancy data (aggregated)
· Revenue 
· Expenses (by category)
· Labour costs and hours
	Commercially sensitive financial and operational information aggregated at the facility level. No individual staff/resident financial data was collected.  
	DoHAC via SDMS

	Workforce data 
	· Shift patterns, length and timing 
· Number of staff per role, per shift, per day
	Non-sensitive – all data provided at the role level. No personal information included. 
	· Via phone 
· Via email

	Resident absence data
	· Dates and reasons for resident absences during the data collection period
	Non sensitive – reasons for absence limited to pre-defined list of high-level activities
	· SFTP
· IHACPA SDMS
· Via phone


[bookmark: _Toc148436068][bookmark: _Toc148511541][bookmark: _Toc148696161][bookmark: _Toc148781319][bookmark: _Toc153896232][bookmark: _Toc148511542][bookmark: _Toc148696162][bookmark: _Toc148781320]Data management and infrastructure
[bookmark: _Toc148511540][bookmark: _Toc148696160][bookmark: _Toc148781318][bookmark: _Toc153896233]Data management
The Costing Study required the collection, transfer and storage of resident and facility-level information. The data management principles followed during the Costing Study were designed to meet IHACPA’s high data security standards. 
Some of the key principles of the data management process included:
1. No personally identifiable information (including resident names and dates of birth) was requested. 
2. Pseudonyms were used to de-identify financial, operational and time data outside of the SDMS.  
3. All data received was uploaded to the SDMS and the re-identification of facilities occurred exclusively within this environment. 
4. Transfer of sensitive information to and from participants and partner organisations was facilitated via the SFTP or the SDMS.
Despite the above, there were instances where identifiable resident and facility information was provided by facilities via email, the SFTP or the SDMS. When this happened, a process was in place to delete the identifiable information, report the incident to IHACPA and reiterate the data transfer rules to the relevant site sponsor. All processes were then followed as per IHACPA’s privacy policies.

	Recommendation 10: Future costing study project teams should proactively manage data breaches that occur during future costing studies through improved communication processes surrounding secure data transfer.


[bookmark: _Toc153896234]Third party Secure File Transfer Protocol 
The third party SFTP (the SFTP) was initially used during the Costing Study to receive financial and operational data from participating facilities. As a recommendation from the RACCPS project, the SFTP was adopted as the preferred data transfer method as it allowed the project team to directly provision new users’ access. Facility site sponsors were provided access to their facility-specific, pseudonymised, secure folder within the SFTP containing data request templates. They could then upload completed de-identified data request templates directly to the SFTP where the project team could access them and take on the role of uploading the files to the SDMS.
The SFTP stopped being used in June 2023 due to the identification of potential security issues. Facilities and partner organisations were instructed to conduct all data transfers directly via IHACPA’s SDMS for the remainder of the Costing Study. 
[bookmark: _Toc148696163][bookmark: _Toc148781321][bookmark: _Toc148511543][bookmark: _Toc153896235]IHACPA’s Secure Data Management System 
SDMS was central to the data transfer process between facilities and the project team. SDMS accounts were created for project team members and approved individuals from participating aged care providers and project partner organisations. This system was used to transfer key project information such as:
· Transfer of resident information Data Request Specification (DRS) templates (to and from facilities).
· Transfer of supplementary financial data DRS templates (to and from facilities).
· Transfer of resident absence DRS templates (to and from facilities).
Access to the SDMS was limited to essential stakeholders only, in line with IHACPA’s Consultant Data Access Model. The process to set-up SDMS accounts and educate users on how to use the system was resource intensive for site sponsors, IHACPA and the project team. This was particularly the case when site sponsors changed during the Costing Study or multiple accounts were required for one facility. 
	[bookmark: _Hlk150258749]Recommendation 9: IHACPA should streamline the process for securely transferring data from facilities to IHACPA.


[bookmark: _Toc148696164][bookmark: _Toc148781322][bookmark: _Toc153896236]Centralised data collection 
[bookmark: _Toc148436086][bookmark: _Toc148511570]In line with IHACPA’s single submission, multiple use approach to data, the Costing Study utilised existing IHACPA, DoHAC and StewartBrown reporting where possible to reduce the data collection burden on providers. This information was made available to the project team via the SDMS. 
[bookmark: _Toc148696165][bookmark: _Toc148781323][bookmark: _Toc153896237]Financial data
The Costing Study utilised existing QFR and ACFR data provided by DoHAC. Q3 QFR data (quarter ending 31 March 2023) was chosen for the Costing Study as it was most closely aligned to the time data collection period. 
The QFR data contains detailed information on direct care labour cost and hours. However, further information on other residential aged care expenses such as other direct care non labour, hotel services, administration, and accommodation expenses was required to undertake costing. Worked hours, by workforce category, were also obtained from Q3 FY23 QFR data to calculate indirect care time. This process is detailed in section 6 Indirect care time. 
Where a facility participated in the StewartBrown Aged Care Financial Performance Survey (StewartBrown Survey), permission was sought from the provider to utilise this information. In most instances Q2 FY23 (period ending 31 December 2022) StewartBrown Survey data was utilised for the Costing Study. Q3 FY23 data was used for one facility as the low occupancy rate reflected in Q2 was significantly misaligned with the occupancy of the facility during the data collection period. StewartBrown Survey information was shared with the project team via the SDMS.
Where a facility did not participate in the StewartBrown Survey, the site sponsor, or a member of the finance team, was asked to complete a supplementary financial data collection template (see 5.3.1.3 Financial data collection). 
In limited circumstances the Costing Study project team were not provided with the additional financial data, and for these facilities, the FY22 ACFR data supplied by DoHAC was used instead. 
Recognising the burden placed on finance teams to provide this supplementary financial information, and the need for IHACPA to collect financial information beyond that contained in the QFR, for future costing studies we have included a recommendation to expand the scope of the QFR. 
	Recommendation 7: IHACPA should work with DoHAC to review and modify the Quarterly Financial Report template and processes.


[bookmark: _Toc148436084][bookmark: _Toc148511566][bookmark: _Toc148696166][bookmark: _Toc148781324][bookmark: _Toc153896238]Operational data
DoHAC provided IHACPA with a datafile of AN-ACC assessments and AC-IDs for all permanent and respite residents within residential aged care. The AC-IDs collected from site sponsors were used to link residents within the Costing Study dataset to their AN-ACC classification in the DoHAC’s master list. This combined dataset was then brought together with the time data collected by the proximity devices and analysed by facility, taking into account resident admission dates and relevant data collection periods.  
Iterative updates to the DoHAC datafile were provided through to 22nd September 2023 to reflect new residents and re-classifications.
A separate list of AC-ID and admission dates was also made available to the project team. This DoHAC dataset was used where necessary to validate AC-ID and admission information provided by site sponsors. 


[bookmark: _Ref143069641][bookmark: _Ref143069701][bookmark: _Ref143069745][bookmark: _Ref143069758][bookmark: _Ref143069815][bookmark: _Ref143069821][bookmark: _Toc148436073][bookmark: _Toc148536979][bookmark: _Toc148781325][bookmark: _Toc148696167][bookmark: _Toc153896239]Participating facility engagement 
[bookmark: _Toc148436074][bookmark: _Toc148536980][bookmark: _Toc148696168][bookmark: _Toc148781326][bookmark: _Toc153896240]Engagement timeline 
The Costing Study ran from January 2023 to November 2023. The data collection component of the study was structured in tranches to coordinate resources and give facilities flexibility around their commencement dates. This also enabled the project team to review data from each tranche and make process improvements throughout the study. The dates for each tranche are detailed in Table 7 below. 
Engagement with facilities commenced prior to the commencement of the 30-day time data collection period and extended past its completion. The length of end-to-end engagement period varied for each facility based on when the required operational and financial data was provided and validated. 
[bookmark: _Ref148645169][bookmark: _Ref148531799]Table 7 – Outline of data collection periods
	Tranche
	Start date 
	End date

	Tranche One
	06 March
	22 May

	Tranche Two
	01 May
	02 August

	Tranche Three
	03 July
	01 September


[bookmark: _Toc148626458][bookmark: _Toc148626576][bookmark: _Toc148640048][bookmark: _Ref148098585][bookmark: _Ref148098588][bookmark: _Toc148436075][bookmark: _Toc148536981][bookmark: _Toc148696169][bookmark: _Toc148781327][bookmark: _Toc153896241]Provider communications
A central email account was established by the project team in the initial phase of the Costing Study. This inbox was created to ensure a single point of contact for participating providers and facilities. 
Using contact details obtained via DoHAC, expressions of interest letters were emailed to executives of each of the 989 residential aged care providers in January 2023. The initial responses received were largely positive and many providers asked for further information and nominated specific facilities to participate. Of the emails distributed, the project team received 223 undeliverable email notifications due to out-of-date contact information. Where possible, alternate email addresses were found to ensure all providers had an equal opportunity to participate in the Costing Study. To improve the expression of interest process for future costing studies as well as enable easier communication between IHACPA and the Aged Care sector, it is recommended that IHACPA create and maintain a customer relationship management tool.
One-on-one meetings were held with the Chief Executive Officers (CEOs) of several large provider groups to promote the study and encourage participation from their facilities. These meetings also helped to solidify relationships and increase IHACPA’s presence within the sector.
A broad approach to sector engagement was taken to maximise the reach of the Costing Study and ensure all providers were given an opportunity to participate. The characteristics of respondents were continuously monitored to maintain alignment with the site sampling strategy. Where specific characteristics were underrepresented in the sample, targeted recruitment was undertaken to recruit facilities with the required attributes.
Interested providers and nominated facilities were provided with information packs (Appendix B) and invited to weekly question and answer (Q&A) sessions with IHACPA and the Costing Study project team. 
	[image: ]
	Information pack
The information pack included a detailed overview of the Costing Study and covered the role of staff and residents, set-up and training requirements, data collection protocols and information about the support available to participants.

	[image: ]
	Q&A sessions
The weekly Q&A sessions were structured to reflect the information pack and were designed to give attendees the opportunity to ask IHACPA and the project team targeted questions. Over 20 Q&A sessions were run between March and July to ensure both current and prospective participants had frequent opportunities to engage in the process and ask questions. A majority of participating providers attended at least one Q&A session, with some requesting additional ad-hoc sessions.


After joining the Costing Study, each facility was required to nominate a key contact person to liaise with the project team throughout the duration of their participation. This person was referred to as the site sponsor. 
Some facilities had to withdraw from participation due to operational constraints and infectious disease outbreaks. Using the site sampling strategy, the project team was in many cases able to identify additional sites with identical, or similar, characteristics that could be recruited to take their place.
	Recommendation 12: IHACPA should create and maintain a customer relationship management tool of aged care providers.


[bookmark: _Toc148624002][bookmark: _Toc148626464][bookmark: _Toc148626582][bookmark: _Toc148696170][bookmark: _Toc148781328][bookmark: _Toc153896242]Facility engagement 
[bookmark: _Ref148642793][bookmark: _Ref148642796][bookmark: _Toc148696171][bookmark: _Toc148781329][bookmark: _Toc153896243]Preparation for data collection
Direct engagement with facilities was managed via the nominated site sponsor. Once selected, project team members provided the site sponsor with a detailed run-through of the Costing Study and explained the requirements of their role. The site sponsor, with support from the project team, was required to undertake the following activities prior to the commencement of data collection: 
1. Confirm a start date/time for the time data capture period.
2. Distribute the resident/representative, staff information letters at least seven days prior to data collection commencing and provision of the participation confirmation form to the Costing Study project team (detailed in section 3.2 Consent).
3. Set up and test access to the SFTP or SDMS.
4. Provide workforce data via email or a phone call.
5. Organise the collection and secure transfer of the required operational and financial data.
6. Confirm receipt of the proximity devices and prepare the technology for use. 
Additional information on items 4 through 6 is provided in the following sections. 
[bookmark: _Toc148696172][bookmark: _Toc148781330]Workforce data collection
The maximum number of each staff type expected to be working on a standard morning, afternoon, or overnight shift was required for the Costing Study. It was necessary to obtain this information early in the engagement process so that the correct allocation of proximity devices could be sent to each facility before the data collection period.
The project initially sought to collect time data from all direct care and indirect care staff roles within each facility. This included: 
· Direct care staff:
· Care Managers (CM)
· Registered Nurses (RN)
· Enrolled Nurses (EN)
· Personal Care Assistants / Assistants in Nursing (Carer)
· Allied Health Professionals (AH)
· Lifestyle staff
· Nursing and Allied Health students.
· Indirect care staff:
· Facility Managers (FM)
· Administrative staff
· Reception staff – removed after initial analysis
· Laundry and cleaning staff – removed after initial analysis
· Kitchen staff – removed after initial analysis
· Maintenance staff – removed after initial analysis
· Pastoral Care (PC) staff
· ‘Other' roles specific to individual facilities – removed after initial analysis.
The time data captured for each staff role was continually analysed throughout the Costing Study. Partway through Tranche One the project team analysed the staff roles with the lowest amount of time data captured and a decision was made to remove kitchen, maintenance, reception and ‘other’ roles from the data collection process as the captured amount was considered to be negligible. Following the completion of Tranche One and further data analysis, IHACPA made the subsequent decision to remove laundry and cleaning staff. 
Positions that did not incur a cost to the facility, such as volunteers, did not have their time captured in the Costing Study as these team members do not pose a financial cost to the facility. The exception to this rule was the inclusion of nursing and allied health students who participated in time data collection but were excluded from costing. 
[bookmark: _Toc148696173][bookmark: _Toc148781331]Operational data collection
Participation in the Costing Study was sought from all residents at each involved facility, regardless of their AN-ACC class. 
Site sponsors were asked to populate a template with the AC-ID, date of admission, room/bed number and National Disability Insurance Scheme (NDIS) funding status of all residents within their facility. This information was used to manage the allocation of proximity devices and link various datasets.   
Resident information was first provided via the SFTP or the SDMS and templates were pseudonymised as a layer of data protection. The templates provided instructions and defined fields and formats for the requested data. On occasion, these templates were modified by facilities to provide information that was not requested by the Costing Study project team. In response to this, the templates were further refined and restricted to inhibit any sensitive data being included.
The provision of resident AC-IDs proved difficult for many facilities due to accessibility issues at the facility level and a broader lack of understanding around the existence and purpose of AC-IDs across the aged care sector. Some site sponsors provided Resident Administration System (RAS) numbers or Unique Record (UR) numbers in place of AC-IDs. Other site sponsors stated that the collection and documentation of AC-IDs was cumbersome as aggregated AC-ID information is not available at the facility level. The inefficiency of searching individual resident records sometimes delayed provision of this information to the project team.
To assist in direct care data validation and maximise the accuracy of the costing process, absence data was also collected for each resident participating in the Costing Study. The absence data contained information on when a participating resident was away from their facility during the data collection period and a high-level reason why. The shortlist of reasons for these absences included personal leave from the facility, a hospital admission or appointment, the death of a resident, or ‘other’ reasons where none of the other reasons were applicable.
	Recommendation 6: IHACPA should explore alternative avenues for the collection of resident AC-IDs.


[bookmark: _Ref148641757][bookmark: _Ref148641760][bookmark: _Toc148696174][bookmark: _Toc148781332]Financial data collection
Facilities that did not participate in the StewartBrown Survey were asked to complete a supplementary financial data collection template. The supplementary data template requested financial information for Q2 FY23 and was completed by the site sponsor or a member of their finance team. Completed supplementary financial data templates were shared with the project team via either the SFTP or the SDMS depending on which tranche they participated in.
[bookmark: _Toc148696175][bookmark: _Toc148781333]Proximity device preparation  
Using the workforce and resident data provided, the project team allocated, labelled, packed and sent each facility their proximity devices via courier. The proximity devices were scheduled to arrive on site 1-3 days before the scheduled facility set-up date. 
Once the technology was delivered, site sponsors were asked to open the boxes, identify the “staff” proximity devices and plug them into the provided chargers until the day of facility set-up. 
[bookmark: _Toc148696176][bookmark: _Toc148781334][bookmark: _Toc153896244]Direct care time data collection 
At the commencement of the data collection period site sponsors were asked to assist with facility set-up and training. Once the direct care time data collection was underway, they were responsible for joining regular check-ins and providing updates to the project team. 
[bookmark: _Ref148684863][bookmark: _Ref148684877][bookmark: _Toc148696177][bookmark: _Toc148781335]Facility set-up and training
Two different methods of set-up were used throughout the Costing Study project: on-site and virtual. Availability, size and proximity to an airport were assessed for each facility to determine whether facility set-up and staff training would be conducted in person by a project team member, or virtually via a Teams call. Facilities with a total capacity of less than 100 beds and those located further than a two-hour drive from a domestic airport were nominated for virtual set-up. However, if the site sponsors of these facilities requested an on-site set-up, this preference was accommodated. Of the 118 facilities that participated in the Costing Study, 57 were set-up on-site, while 61 were set-up virtually. 
Table 8 details the set-up activities and how they varied between the two methods.
[bookmark: _Ref148645263]Table 8 – Facility set-up activities
	Activity
	On-site 
	Virtual 

	[bookmark: _Ref148684836]1. A Costing Study project team member met with the site sponsor to discuss the requirements of the day and agree a technology distribution and training approach suitable to the facility, their staff and residents.
	In-person on the day of set-up.
	Microsoft Teams meeting.

	2. One or more training sessions on the purpose, importance and processes of the Costing Study were delivered by a project team member to the staff working at the time of setup.
	Training delivered to staff on-site.
	Training delivered staff via Microsoft Teams.

	3. Proximity devices were distributed to all staff and residents within the facility. Chargers were also distributed and plugged in where required. 
	Project team member and site sponsor distributed technology together.
	Site sponsor responsible for distribution of technology.

	4. A Quick Reference Guide (QRG) detailing how to use the technology was shared with the site sponsor for staff to refer to throughout the data collection period. 
	Physical copies of the QRG were positioned near staff charging stations.
	A soft copy of the QRG was shared with the site sponsor to distribute.


The purpose of the Costing Study was reiterated to residents when the proximity devices were distributed and they were reminded of the information letters provided to them in the preceding weeks. If a resident refused to take a proximity device, they were opted-out of the study and excluded from data capture and analysis. Residents that had opt-ed out of the study prior to its commencement were not given a device at all.
Both on-site and virtual methods of technology distribution and training were effective throughout the Costing Study. Although virtual set-ups posed cost advantages, larger facilities, or facilities that were operationally constrained, required on-site set-ups in order to provide additional assistance in the distribution of the proximity devices. It is recommended that future costing studies continue to offer multiple methods of facility set-up.
[bookmark: _Toc148624020][bookmark: _Toc148624053][bookmark: _Toc148624057][bookmark: _Toc148624058][bookmark: _Toc148624059][bookmark: _Toc148624061][bookmark: _Toc148624090][bookmark: _Toc148626473][bookmark: _Toc148626591][bookmark: _Toc148638848][bookmark: _Toc148696178][bookmark: _Toc148781336]Site sponsor weekly check-ins 
Weekly check-ins were established between each site sponsor and the Costing Study project team during the time data collection period. The modality of these check-ins varied between phone calls, and video calls. Emails were utilised where a suitable time was unable to be found. The check-ins were structured as follows:
· Sentiment assessment:
· Attitude of staff and residents towards the study and overall compliance.
· Any significant events, such as an infectious disease outbreak, within the facility.
· Other general feedback on the previous week.
· Resident movements.
· Validation of trends and outliers observed in the data for both residents and staff.
· Low battery device check.
Weekly check-ins were scheduled with site sponsors however there was variability in the attendance of these calls between facilities. Where site sponsors could not be reached at the agreed time, check-ins were rescheduled to a later time or queries and directions for device charging were communicated to the site sponsor via email. While every effort was made to communicate with site sponsors regularly, reduced communication due to operational priorities and staff turnover at participating facilities did in some instances result in delays or gaps in data validation.
[bookmark: _Toc148624092][bookmark: _Toc148626475][bookmark: _Toc148626593][bookmark: _Toc148638850][bookmark: _Toc148624102][bookmark: _Toc148626485][bookmark: _Toc148626603][bookmark: _Toc148638860][bookmark: _Toc148624103][bookmark: _Toc148626486][bookmark: _Toc148626604][bookmark: _Toc148638861][bookmark: _Toc148696179][bookmark: _Toc148781337][bookmark: _Toc153896245]Post completion of data collection 
[bookmark: _Toc148624105][bookmark: _Toc148626488][bookmark: _Toc148626606][bookmark: _Toc148638863][bookmark: _Toc148696180][bookmark: _Toc148781338]Proximity device collection 
Upon completion of direct care time data collection, the site sponsor was responsible for the on-site collection and boxing of all Costing Study technology. Once collected, the project team were made aware, and a courier was organised to pick-up the boxed devices from the facility and transport them back to the project team for cleaning and re-allocation.
[bookmark: _Toc148696181][bookmark: _Toc148781339]Feedback
Site sponsors were asked to fill out a feedback survey about their experience participating in the Costing Study once data collection had concluded. Figure 5 illustrates the responses from 44 facilities to key questions within the feedback survey. 
[bookmark: _Ref148977181]Figure 5 – Costing Study feedback survey results
[image: Figure 5 is a bar graph that depicts the Costing Study feedback survey results. Feedback survey questions are on the X axis and average rating out of five is on the Y axis.]
[bookmark: _Ref148603806]Of the 44 facilities that responded to the feedback survey, 34 stated that they would like to participate in future costing studies with IHACPA. Their willingness to participate in future studies was largely centred around the improvement of the aged care sector and ensuring facilities with their unique characteristics are represented in future funding reform decisions. Facilities that did not express interest in further participation cited time and resource constraints as barriers to their involvement. Appendix C outlines the average rating for each of the survey questions that required a numerical answer and key excerpts of feedback that represent the dominate sentiments observed for each question. 

[bookmark: _Ref148514687][bookmark: _Ref148514693][bookmark: _Toc148537022][bookmark: _Toc148696182][bookmark: _Toc148781340][bookmark: _Toc153896246]Indirect care time
[bookmark: _Toc148537023][bookmark: _Toc148696183][bookmark: _Toc148781341][bookmark: _Toc153896247]Background
The Costing Study used proximity devices to capture direct care time when residents and carers were in close proximity to each other. However, some care related activities take place when a resident is not present, such as documentation or handover and team collaboration. For the purposes of the Costing Study, this is defined as ‘indirect care’.
In agreement with IHACPA, a study of indirect care time practices was conducted across a small sample of 12 facilities (four government, four not-for-profit, four for-profit) to understand how indirect care time varied by different residents to inform the costing process. Facilities were chosen from those already participating in the Costing Study. 
[bookmark: _Toc148537024][bookmark: _Toc148537025][bookmark: _Toc148537026][bookmark: _Toc148537027][bookmark: _Toc148537028][bookmark: _Toc148537029][bookmark: _Toc148537030][bookmark: _Toc148696184][bookmark: _Toc148781342][bookmark: _Toc153896248]Methodology
At each facility, a Costing Study team member was present for four hours of a morning shift, four hours of an afternoon shift, and two hours of an overnight shift. In most observation periods, the Costing Study team member was based in a single nurse’s station. The team member was tasked with observing activities performed by RNs, ENs and carers when these staff were present at the nurse’s station. The observations captured the staff role, the activity being performed, the start and end time and the bed numbers of the residents for whom they were performed (maintaining anonymity of residents).
The indirect care activities that were captured during the Shadow Study include:
· Documentation
· Family liaising
· Training
· Risk management
· Handover and team collaboration
· Medication management
· Staffing and leadership
· Specialist consultation.
The observations of indirect care time were grouped into two categories:
1. Attributable – indirect care time spent providing care for a specific resident (e.g. family management, medication management).
2. Shared – indirect care time that is spent on activities shared across all residents within the facility (e.g. staff handover or training).
[bookmark: _Toc148537031][bookmark: _Toc148537032][bookmark: _Ref148603870][bookmark: _Toc148696185][bookmark: _Toc148781343][bookmark: _Toc148436091][bookmark: _Toc153896249]Findings 
The collected data was analysed to understand the proportion of indirect care time that was attributable compared to that which was shared, as well as how it related to the pattern of direct care minutes captured by the proximity devices.
Figure 6 shows the proportion of observed indirect time that was attributable to individual residents, split by the shift.  Based on the small sample of observed facilities, the indirect care time captured during the afternoon shift is almost evenly split between attributable care time and shared care time across all participating facilities. Indirect care time captured during morning and overnight shifts were more weighted towards shared care. 
[bookmark: _Ref148449799]Figure 6 – Attributable indirect care time by shift across observed facilities 

The indirect time collection was analysed to understand whether differences existed between different provider types, given the different staffing mixes adopted by government facilities compared to private facilities. 
[bookmark: _Ref148450371]Figure 7 – Attributable indirect care time by facility provider type

Figure 7 shows the proportion of attributable indirect care time across different provider types. There was no material difference between proportion of attributable time across facilities of different provider types, with the average being approximately 44 per cent of indirect time observed being attributable to individual residents. 
Figure 8 shows the proportion of indirect care time by AN-ACC class, compared to the proportion of direct care time captured by the proximity devices. The proportions of direct and attributable indirect care time followed similar patterns across each of the AN-ACC classes. 
[bookmark: _Ref148452044][bookmark: _Ref148950789]Figure 8 – Proportion of direct and attributable indirect care time by AN-ACC class across all facilities
[image: Figure 8 is a combination of a multi-line chart and a histogram and depicts the proportion of direct and attributable indirect care time by AN-ACC class across all facilities. AN-ACC classification (2 through 13) is on the X axis, proportion of recorded time is on the Y axis of the line chart and number of residents is on the Y axis for the histogram.]
Using the findings shown above, it was determined that for the purposes of costing in the Costing Study: 
· 44 per cent of costs associated with indirect care time should be treated as attributable indirect care time and allocated to residents in line with the direct care minutes captured by the proximity devices for those residents.
· 56 per cent of costs associated with indirect care time should be treated as shared and allocated evenly across residents. 
These results were based on a low sample size of 12 facilities. The understanding of the amount of time taken to provide indirect care time residents of different AN-ACC classes within residential aged care facilities requires further, and more robust, investigation.
	Recommendation 3: IHACPA should continue to investigate the allocation of indirect care time.




[bookmark: _Toc148537033][bookmark: _Ref148428460][bookmark: _Toc148436092][bookmark: _Toc148537034][bookmark: _Toc148696186][bookmark: _Toc148781344][bookmark: _Toc153896250]Data preparation 
[bookmark: _Toc148436093][bookmark: _Toc148537035][bookmark: _Ref148607226][bookmark: _Toc148696187][bookmark: _Toc148781345][bookmark: _Toc153896251]Direct care time data
[bookmark: _Toc148537036][bookmark: _Toc148696188][bookmark: _Toc148781346][bookmark: _Toc153896252]Overview
The direct care time data captured from the proximity devices contained interaction level data between staff and resident devices. This data included the anonymised identifiers for the interacting devices, the date and time of the interactions and the interaction duration. Direct care time data captured by the proximity devices was then matched to a facility, resident room and/or staff type to undertake analysis. 
It is recognised the collection of direct care time data is reliant on the consistent use of the proximity beacons by staff and residents. Therefore, instances of direct care that were provided when one or both parties were not wearing a device, or the correct device may not have been accurately captured. This was taken into consideration during the data preparation process, with cleansing undertaken and business rules applied to enhance the consistency of the data for costing. All references to direct care time in this report refer to data post the cleansing and business rules being applied. 
After all cleansing and business rules had been applied, the final prepared dataset contained approximately 3 million interactions and 7 million captured direct care minutes. 
[bookmark: _Toc148537037][bookmark: _Toc148696189][bookmark: _Toc148781347][bookmark: _Toc153896253]Data cleansing and business rules 
Data cleansing was undertaken prior to costing and several business rules were developed and agreed with IHACPA to underpin the data preparation process. These included:
· Removing data for residents that opted out of the Costing Study.
· Removing data for devices that did not have a confirmed AC-ID.  
· Removing direct care time data for days where it was known that a resident was away from the study and/or no longer part of the study.
· Removing data outside of the 30-day study period for each facility, to ensure that no data during transportation or set-up was accidentally captured.
· Removing data that was deemed incorrect, by applying the following rules: 
· Exclusion of interactions of less than thirty seconds.
· Excluding interactions for pairings of staff and resident devices which showed time captured continuously for more than four hours (which could indicate that devices were left together and not correctly in use).
· Excluding data for residents with over nine hours of direct care time captured by the proximity devices within a single day, as these were deemed to be erroneous outliers.
· Excluding a resident if more than 75 per cent of their days fell below a certain threshold for direct care minutes. These thresholds were determined separately for each AN-ACC class, based on the range of direct care minutes captured per day for residents in each class.
· Imputing direct care time where it was believed there were gaps in the data. This was identified by captured time for specific days falling below the threshold for a resident within an AN-ACC class. The imputation was made using the average of that resident’s weekend or weekday minutes by staff type.
The thresholds used were developed with input from participating facilities, to determine a realistic guide for the minimum direct care minutes in a day. These were:
· AN-ACC class 2: no minimum
· AN-ACC class 4 and 6: 5 minutes
· AN-ACC class 3, 5, 7, 8 and 9: 10 minutes
· Other AN-ACC classes: 15 minutes.
A final quality assurance check was performed across the dataset, assessing the reasonableness of all minutes by resident by permanent and respite AN-ACC classes. Where a facility had poor data quality after the cleansing and imputation process, they were excluded from the costing process. For the Costing Study, there were two facilities excluded. 
[bookmark: _Toc148537038][bookmark: _Ref148607037][bookmark: _Toc148696190][bookmark: _Toc148781348][bookmark: _Toc148436094][bookmark: _Toc153896254]Financial data 
[bookmark: _Toc148537039][bookmark: _Toc148696191][bookmark: _Toc148781349][bookmark: _Toc153896255]Data source
Financial data was requested for participating facilities to capture all costs related to the delivery of aged care services and for use in the costing process.
QFR submissions for quarter 3 of the 2023 financial year (quarter ending 31 March 2023) were used for the direct care labour costs and worked hours for all facilities participating in the Costing Study. As the data had already been subject to review by DoHAC during the QFR data validation process, no further validation was undertaken by the project team.   
The remaining expenses, including those relating to other direct care, hotel services, administration, accommodation, infection prevention and COVID-19, were sourced either from the StewartBrown Survey data or directly from participating facilities. Where required, this supplementary financial data information was reviewed prior to their acceptance for the Costing Study with queries sent back to participating facilities. 
Supplementary data was requested but not received from a small number of participating facilities. For these facilities, the FY22 ACFR data was for costing. ACFR data was not independently validated by the project team as it had already been subject to review by DoHAC during the ACFR data validation process.  
Using the above information, a single financial dataset was created for the Costing Study. Granular data items in the financial dataset were mapped and grouped into agreed cost categories. Operational information on worked hours from the QFR was also included. 
Scaling was applied to align the financial data period with the 30-day time data collection period. Additionally, the financial data was scaled to reflect the participating resident population through the removal of bed days residents that had opted out of the study and those trimmed as part of the data preparation.
Two facilities that did not provide supplementary financial data, and did not have ACFR data, were excluded from financial dataset.
[bookmark: _Toc148537040][bookmark: _Toc148696192][bookmark: _Toc148781350][bookmark: _Toc153896256]Data adjustments
Detailed quality assurance was undertaken on the financial data and direct care time data. Where anomalies were identified, these were queried with the facilities and adjusted where appropriate. Some of the frequently identified issues arose from the reporting of lifestyle and allied health costs in the QFR, which often did not align to the actual staff mix. 
Throughout the Costing Study, some co-located facilities advised that they operated as combined entities, despite having separate National Approved Provider System (NAPS) service IDs and submitting separate ACFR and QFR information. For these pairs, the direct care time and financial data was merged for the purposes of analysis and costing.  
Therefore, while 118 residential aged care facilities participated in the Costing Study, a total of 111 facilities were included in the costing process. Table 9 shows the details of this variance. 
[bookmark: _Ref148094402][bookmark: _Ref148648249]Table 9 – Facility numbers for costing  
	Description 
	#

	Total number of facilities involved in the Costing Study 
	118

	Facilities excluded following direct care time data preparation 
	-2

	Facilities excluded following financial data preparation
	-2

	Reduction in facility count due to the merging of co-located facilities
	-3

	Total number of facilities to be costed
	111



	Recommendation 5: Future costing study project teams should ensure treatment of co-located facilities is aligned to their operating structure.
Recommendation 8: IHACPA should Develop costing standards that are tailored to the residential aged care sector.





[bookmark: _Toc148537041][bookmark: _Toc148696193][bookmark: _Toc148781351][bookmark: _Toc153896257]Costing process
[bookmark: _Toc148537042][bookmark: _Toc148696194][bookmark: _Toc148781352][bookmark: _Toc153896258]Costing methodology
The costing methodology for the Costing Study was developed through consultation with IHACPA. The costing methodology sets out the inputs that were used for costing, the process by which costs were allocated to participating residents to determine a cost per resident per bed day and the resulting outputs. Costing was performed on the CostPro system, a costing engine designed to ingest financial data from participating facilities and produce detailed cost datafiles.
An overview of the costing process is presented in Figure 9.
[bookmark: _Ref148647683][bookmark: _Ref148647682]Figure 9 – Overview of Costing Study costing process
[image: Figure 9 is a diagrammatic representation of the costing process. The graphic details the treatment of financial data at different stages as it is categorised into expense streams, overheads are allocated to each stream, then categorised into cost categories, direct and indirect costs are split, and ultimately allocated to residents.  The expense categories include:
1. care costs;
2. accommodation costs;
3. hotel costs; and 
4. administration and other costs]

[bookmark: _Toc148436097][bookmark: _Toc148537043][bookmark: _Toc148696195][bookmark: _Toc148781353][bookmark: _Toc153896259]Costing inputs
The costing process for the Costing Study involved the input data sources presented in Table 10.
[bookmark: _Ref148604120]Table 10 – Costing input data sources 
	Costing input
	Source
	Description

	Financial data for all cost categories
	Quarterly Financial Report (QFR) for Q3, supplementary financial data from facilities or the FY22 Aged Care Financial Report (ACFR)
	· This was the source for cost data for participating facilities, prepared and scaled as an input into the costing process (see Section 7.2 for details).
· These were captured by expense stream (care expenses, hotel expenses and accommodation expenses) and detailed cost category, for example registered nurse costs, enrolled nurse costs, hotel – catering costs, maintenance costs.

	Worked hours by staff type 
	Quarterly Financial Report (QFR) for Q3
	· These were the total reported worked hours by staff type related to the care expense in the financial data.  
· These were used in the calculation of the indirect care cost.

	Direct care time data by resident, by workforce type 
	Direct care time data captured by proximity devices
	· This was the direct care time data prepared and cleansed as an input into costing process (see Section 7.1 for details).
· The time data was used to allocate direct care costs.
· They were also used in conjunction with the worked hours to calculate the indirect care time and cost.

	Indirect care time data by resident, by workforce type
	Calculated
	· The indirect care time was calculated as the difference between the worked hours and the direct care time captured by the proximity devices.
· This was used allocate the indirect care time, partially as an even split by resident bed days (56 per cent) and partially in proportion to the direct care minutes (44 per cent). This allocation was determined based on the result of the Indirect Care Time Study (Section 6).

	“Occupied” bed days care
	Resident absence day data collection
	· A count of the days each participant was present at the facility during the Costing Study. This metric removed days where residents were recorded as being away on leave, at the hospital or temporarily absent from the facility for other reasons. 
· The information was used to allocate costs which were expected to be incurred only when each resident was on-site.

	“Registered” bed days 
	Resident absence day data collection
	· A count of the days each participant was a resident of the facility, regardless of whether they were on-site or not. This was to ensure all residents received a share of overhead cost types that do not vary based on their physical presence within the facility.


These data inputs were de-identified prior to them being loaded into the costing system. 
[bookmark: _Toc148436098][bookmark: _Toc148537044][bookmark: _Toc148696196][bookmark: _Toc148781354][bookmark: _Toc153896260]Costing process
[bookmark: _Toc148537045][bookmark: _Toc148696197][bookmark: _Toc148781355][bookmark: _Toc153896261]Costing structure expense streams
The financial data was mapped into three expense streams for costing:
· Care expenses - including direct care labour, indirect care costs and other resident expenses.
· Hotel expenses – such as cleaning, catering, laundry and other hotel expenses.
· Accommodation expenses – such as accommodation labour costs, maintenance costs and depreciation.
The financial data was collated from the QFR and mapped to agreed cost categories for the costing process. A list of the cost categories is provided in Appendix D.
[bookmark: _Toc148537046][bookmark: _Ref148651817][bookmark: _Toc148696198][bookmark: _Toc148781356][bookmark: _Toc153896262]Administration allocation 
Administration costs were captured in the supplementary financial data template. These costs were treated as overheads and were allocated across the three expense streams above in proportion to the expenses (dollars) in each stream. 
Tax costs were also treated as a separate category for costing, comprising of payroll tax and fringe benefits tax related to labour. These were allocated across agreed labour cost categories in the three expense streams, in proportion to the expenses in each stream. 


[bookmark: _Toc148537048][bookmark: _Toc148696199][bookmark: _Toc148781357][bookmark: _Toc153896263]Resident cost allocation
The final step in the costing process was to perform costing and allocate costs to a resident level. The method used for this allocation varied by cost category and is summarised in Table 11 below.
[bookmark: _Ref148446879]Table 11 – Method of cost allocation 
	Cost category
	Allocation method
	Rationale

	Care staff (labour) – direct care time in an individual or group setting 
	Care minutes 
	Time spent between residents and staff was directly tracked through the proximity devices 

	Care staff (labour) – indirect time, e.g. admin, notes, phoning families 
	Care minutes (44 per cent) / registered bed days (56 per cent)
	Based on the Indirect Care Time Study. Some of the indirect time varied by resident whereas some activities were shared across all residents. A blended approach was used to reflect this mix.

	Resident care expenses –medical supplies, incontinence supplies and other resident consumables 
	Occupied bed days 
	Allocated across all residents equally for when they were present in the home, reflecting the variable nature of this cost category. 

	Other resident care expenses – workers compensation premiums, pastoral care, other direct care expenses 
	Registered bed days 
	Allocated across all residents equally regardless of whether they were present in the home, reflecting the more fixed nature of this cost category. 

	Hotel costs – catering - labour 
	Occupied bed days* 
	Allocated across all residents equally for when they were present in the home, reflecting the variable nature of this cost category. 

	Hotel costs – catering - non-labour) 
	Occupied bed days* 
	Allocated across all residents equally for when they were present in the home, reflecting the variable nature of this cost category. 

	Hotel costs – other - labour (cleaning and laundry) 
	Registered bed days 
	Allocated across all residents equally regardless of whether they were present in the home, reflecting the more fixed nature of this cost category. 

	Hotel costs – other - non labour (cleaning, laundry, motor vehicle, utilities) 
	Registered bed days 
	Allocated across all residents equally regardless of whether they were present in the home, reflecting the more fixed nature of this cost category. 

	Accommodation costs – labour 
	Registered bed days 
	Allocated across all residents equally regardless of whether they were present in the home, reflecting the more fixed nature of this cost category. 

	Accommodation costs – non-labour (depreciation, rent, interest, maintenance expenses) 
	Registered bed days 
	Allocated across all residents equally regardless of whether they were present in the home, reflecting the more fixed nature of this cost category. 

	Hotel costs – other – non labour (cleaning, laundry, motor vehicle, utilities) 
	Registered bed days 
	Allocated across all residents equally regardless of whether they were present in the home, reflecting the more fixed nature of this cost category. 


[bookmark: _Toc148436099][bookmark: _Toc148537049][bookmark: _Toc148696200][bookmark: _Toc148781358][bookmark: _Toc153896264]Costing outputs
The output of the costing process was a dataset with granular cost information allocated to participating residents from the Costing Study. 
The resulting record level dataset presents the average cost for each agreed cost category, per resident, per day. This dataset also includes: 
· details of the residents’ AN-ACC classifications.
· direct care minutes by staff role by day; and
· participating facilities’ characteristics including their size, remoteness and provider type.
The final costed dataset was also used to develop the cost weight table, which shows the relative costs by AN-ACC class. Cost weights consider differences in cost relativities across one or more dimensions and for the Costing Study they have been calculated relative to the overall average cost per resident day across participating residents. The cost weight table is presented in Appendix E.


[bookmark: _Toc148537050][bookmark: _Toc148696201][bookmark: _Toc148781359][bookmark: _Toc153896265]Data insights
[bookmark: _Toc148537051][bookmark: _Toc148696202][bookmark: _Toc148781360][bookmark: _Toc153896266]Overall insights
The final prepared dataset for the Costing Study included:
[image: Illustration of statistics regarding the final prepared data set for the Costing study, including: 
• 111 facilities
• 4,598 participating residents
• 136,000 resident days
• 3 million interactions
• 7 million direct care minutes] 
On average, 52 direct care minutes were captured each day by the proximity devices for permanent residents, and approximately 67 direct care minutes were captured each day for respite residents. Of the total time captured, the carer staff type made up over 70 per cent of average minutes. Across the Costing Study, an average of 163 indirect care minutes were observed per resident day.  
The Costing Study showed that the average cost for participating facilities was approximately $352 per resident day. Of this, the direct labour costs for care staff were approximately $230 per resident day.
The following sections show further analysis of the Costing Study data. Observations presented in the following section are de-identified and have been aggregated to maintain the privacy of participants. Additionally, residents with an unknown AN-ACC class have been removed from the following analysis.
It should be noted there was variation in the data collected across the Costing Study which is partly attributable to the sample size. IHACPA is committed to undertaking ongoing cost collections to ensure the data informing aged price pricing advice is robust and reliable.
[bookmark: _Toc148436072][bookmark: _Toc148536973][bookmark: _Toc148696203][bookmark: _Toc148781361][bookmark: _Toc153896267]Participating facility characteristics
[bookmark: _Toc153896268]Remoteness
The remoteness of facilities was measured using their MMM category. MMM 1 relates to major metropolitan, whilst MMM 7 represents facilities in very remote areas. MMM 1 facilities represent the largest proportion of facilities within the aged care sector, followed by MMM 5 and MMM 2.
Figure 10 shows that the Costing Study was able to meet or exceed the targeted participation numbers from four of the seven MMM categories. This included the remote MMM 6 and 7 facilities, which are important given their relationship to the BCT categories. These facilities were often challenging to recruit for study – for example, there were only seven MMM 7 facilities in March 2023. 
Recruited facilities for MMM 1, 3 and 4 were slightly below target but can be considered robust. 
[bookmark: _Ref148020008][bookmark: _Ref148019996]Figure 10 – Number of target facilities achieved by MMM
[image: Figure 10 is a clustered bar graph that depicts the number of participating facilities by MMM, against the target. MMM category is on the X axis and number of facilities is on the Y axis.]
[bookmark: _Toc148536975][bookmark: _Toc148696205][bookmark: _Toc148781363][bookmark: _Toc153896269]Facility size
The size categorisation for facilities was based on the number of operational beds with the following groupings:
· Small: up to 30 beds.
· Medium: 31 to 89 beds.
· Large: 90 or more beds.
Medium sized facilities have the largest representation within the aged care sector, followed by large and then small. Figure 11 shows that the Costing Study was able to meet or exceed the targeted participation numbers from two of the three size categories. 
[bookmark: _Ref148020029][bookmark: _Hlk148647082]Figure 11 – Number of facilities by size vs target
[image: Figure 11 is a clustered bar graph that depicts the number of participating facilities by size, against the target. Size is on the X axis and number of facilities is on the Y axis.]
[bookmark: _Toc148536976][bookmark: _Toc148696206][bookmark: _Toc148781364][bookmark: _Toc153896270]Provider type
Not-for-profit facilities represent the largest proportion of facilities within the aged care sector, followed by for-profit and then government. Figure 12 shows that the Costing Study was able to exceed the targeted participation numbers for government facilities. It also shows that not-for-profit and for-profit providers were well represented, despite participation being marginally below target. 
[bookmark: _Ref148020036][bookmark: _Ref148647035]Figure 12 – Number of target facilities achieved by provider type
[image: Figure 12 is a clustered bar graph that depicts the number of participating facilities by provider type, against the target. Provider type is on the X axis and number of facilities is on the Y axis.]
[bookmark: _Toc148536977][bookmark: _Toc148696207][bookmark: _Toc148781365][bookmark: _Toc153896271]Specialised resident service type
The site sampling strategy was used to give an indicative targeted distribution of facilities with specialised resident service types, noting that facilities can self-identify as having one or more of these categories and hence may be counted in multiple categories.
Figure 13 shows the distribution of participating facilities based on the resident type categories for services meeting particular needs. It shows that the Costing Study was able to recruit facilities with good coverage across all service types.
[bookmark: _Ref148100900]Figure 13 – Number of target facilities achieved by services meeting particular needs (resident type)
[bookmark: _Toc148781366][image: Figure 13 is a clustered bar graph that depicts the number of participating facilities by specialised resident service type, against the target. Specialised resident service type is on the X axis and number of facilities is on the Y axis.]
[bookmark: _Toc153896272]Jurisdiction
The Costing Study targeted a representative sample across different jurisdiction in addition to the characteristics mentioned above. Figure 14 shows the number of participating facilities was broadly representative across jurisdictions, albeit there were no facilities from the Northern Territory that participated. 
[bookmark: _Ref148108214]Figure 14 – Number of target facilities achieved by jurisdiction 
[image: Figure 14 is a clustered bar graph that depicts the number of participating facilities by jurisdiction, against the target. Jurisdiction is on the X axis and number of facilities is on the Y axis.]
[bookmark: _Toc148708395][bookmark: _Toc148710306][bookmark: _Toc148712160][bookmark: _Toc148781369][bookmark: _Toc148781593][bookmark: _Toc148781684][bookmark: _Toc148781781][bookmark: _Toc148781872][bookmark: _Toc148781975][bookmark: _Toc148708396][bookmark: _Toc148710307][bookmark: _Toc148712161][bookmark: _Toc148781370][bookmark: _Toc148781594][bookmark: _Toc148781685][bookmark: _Toc148781782][bookmark: _Toc148781873][bookmark: _Toc148781976][bookmark: _Toc148436102][bookmark: _Toc148537052][bookmark: _Toc148696209][bookmark: _Toc148781371][bookmark: _Toc153896273]Resident AN-ACC classification care time analysis
[bookmark: _Toc148696210][bookmark: _Toc148781372][bookmark: _Ref148469716][bookmark: _Ref148469711][bookmark: _Toc153896274]Average minutes by AN-ACC classification
Direct care time data was captured for 4,598 unique residents in the Costing Study. AN-ACC assessment information was able to be matched for 4,549 of these residents, with 49 having a missing AN-ACC classification. 
Of the 4,549 residents with an AN-ACC classification, 209 (5 per cent) of them changed their AN-ACC class at least once over the duration of the study. These residents may be counted in more than one AN-ACC class in the analysis. However, for daily minutes, only the days classified towards each AN-ACC class are counted towards that average.
[bookmark: _Ref148605076]Figure 15 – Average direct care minutes captured per day by AN-ACC classification and staff type
[image: Figure 15 is a stacked bar graph that depicts the average direct care minutes captured per day by AN-ACC classification and staff type.  AN-ACC classification (class 2 through 13 for permanent residents, 101 through 103 for respite residents) is on the X axis and proportion of average minutes per resident per day is on the Y axis. The staff role categories are carer, registered nurse, enrolled nurse, allied health, care manager, lifestyle and other.]
Figure 15 displays the average daily care minutes captured for each AN-ACC class for permanent residents (classes 2-13) and respite residents (classes 101-103) split by staff type. It is noted that due to low sample size (based on the of the number of residents), AN-ACC class 101 has not been displayed in the above figure, but these minutes still contributed to the overall values. 
A recommendation has been made to address this, for IHACPA to expand the sample size of respite residents through future costing studies in line with the October 2022 Statement of Intent: Aged Care Pricing.
This figure shows:
· An increasing trend in daily care minutes for permanent AN-ACC classes (class 2 to 13). Higher AN-ACC classifications generally correlate with higher levels of care need based on mobility, cognitive ability, function and pressure sore risk. This is supported by the average daily minutes captured in the Costing Study. 
· The daily total average minutes captured during the study ranged from 14 minutes for class 2 and increased to 69 minutes for class 13. The daily total average minutes for permanent residents was 52 minutes. 
· Class 3 was an exception to the increasing trend detailed above. For class 3, where residents have independent mobility, the captured daily average of 63 minutes was only marginally lower than the classes where the residents are not mobile (classes 9 to 13). Class 3 had the fewest number of residents contributing to the average (46 residents) and thus, the low sample size may have contributed to the captured daily average minutes being higher than expected. A recommendation has been made for future costing studies to be undertaken to expand this sample size.
· Overall, the captured daily average for respite residents was 67 minutes. Figure 15 shows similar average daily minutes captured for both respite AN-ACC classes (102 and 103), with a very marginal decrease as the residents move from independent mobility to no mobility. It is noted that a low volume of residents in the respite AN-ACC classes participated in the Costing Study, which may have contributed to this result.
· The carer staff type made the largest contribution to the captured daily total average minutes. EN, RN and lifestyle were the next highest contributors, but it was noted that the time captured for nursing and lifestyle roles was much smaller than the carer time captured. Overall, captured average daily minutes from carers made up 74 per cent (approximately 39 minutes) for permanent residents and 72 per cent (approximately 48 minutes) for respite residents. ENs, RNs and lifestyle had a contribution to captured daily average minutes that ranged from 5-13 per cent, between permanent and respite AN-ACC classifications.
	Recommendation 1: IHACPA should seek to expand the sample size through future costing studies to increase the extent of data captured for permanent and respite residents.


[bookmark: _Toc148708400][bookmark: _Toc148710311][bookmark: _Toc148712164][bookmark: _Toc148781373][bookmark: _Toc148781597][bookmark: _Toc148781688][bookmark: _Toc148781785][bookmark: _Toc148781876][bookmark: _Toc148781979][bookmark: _Toc148696212][bookmark: _Toc148781374][bookmark: _Toc153896275]Variation in daily minutes by AN-ACC classification
Analysing the average daily minutes by AN-ACC classification presented a clear trend. However, there was significant variation in the average daily captured minutes by resident within each AN-ACC class. The following sections aim to present this variation using a box-and-whisker plot, which has been explained in the figure below.
[bookmark: _Ref148964777]Figure 16 – Interpretation of a box-and-whisker plot
	Interpretation of a box-and-whisker plot
[image: This is a visual example of a box-and-whisker plot to aid interpretation. This image identifies following elements of a box-and-whisker plot:
• Maximum 
• 75th percentile
• Mean (average)
• Median (50th percentile)
• 25th percentile
• Minimum
• Range
• Interquartile Range (IQR)]
A boxplot shows summarised information to understand the distribution of a set of data.  Using the results for residents in AN-ACC class 3 as an example:
· The mean or average daily captured minutes for a resident in this class was 63 minutes.
· The 25th percentile was 24 minutes, meaning a quarter of residents had a daily average below 24 minutes. The minimum to the 25th percentile is the lower whisker.
· The 75th percentile was 66 minutes, meaning quarter of residents had a daily average above 66 minutes. The 75th percentile to the maximum is the upper whisker.
· The median (or 50th percentile) was 39 minutes, meaning half of the residents had a daily average below 39 minutes and half above 39 minutes. 
· The IQR is the difference between the 75th percentile and the 25th percentile. In this example the IQR is between 24 and 66 minutes, with half of the residents having a daily average in this range. This is the box.
· The minimum (excluding outliers) was 14 minutes.[footnoteRef:2]  [2:  The minimum is the lowest daily average minutes that is no smaller than the 25th percentile less 1.5 x IQR (but not below zero since time cannot be negative).] 

· The maximum (excluding outliers) was 122 minutes. [footnoteRef:3] [3:  The maximum is the largest resident captured daily average minutes that is no larger than the 75th percentile plus 1.5 x IQR.] 

· Range of 109 minutes. This is the difference between the maximum and the minimum. It is the entire spread of the resident minutes.



[bookmark: _Ref148353505][bookmark: _Ref148616819]Figure 17 – Box-and-whisker plot of average daily direct care minutes by AN-ACC classification
[image: Figure 17 is a boxplot that depicts the average daily direct care minutes by AN-ACC classification. AN-ACC classification (class 2 through 103) is on the X axis and average daily direct care captured minutes is on the Y axis.]
The box and whisker plot in Figure 17 shows the range of individual total daily minutes. It displays the average daily direct care minutes by AN-ACC classification. All daily total average minutes captured for individual outliers have been excluded to maintain the privacy of participants.
This figure shows:
· Within each AN-ACC class, there was considerable volatility in the average daily direct care minutes per resident represented by the height of the box and length of the whiskers. 
· A moderately increasing trend in the average direct care minutes (represented by the X in each box), from the lowest to the highest AN-ACC class. AN-ACC class 3 and to a lesser extent class 9, are notable exceptions to this trend.
· An increase in the average daily captured minutes as indicated by the median (the horizontal marker within each box) for each class, but there is significant overlap in the ranges by AN-ACC classes. 
· Class 2 had the smallest range in individual resident daily average minutes whilst class 8 had the highest. 
· For most AN-ACC classes, the length of the top whisker (difference between 75th percentile and maximum observation) was longer than the bottom whisker, indicating that there were residents that were significantly higher than the average for that AN-ACC class.
· For the lower AN-ACC classes, where residents were independent or required mobility assistance, the distribution of observations generally had a positive skew (where the median is closer to the 25th percentile). This means that the daily average minutes captured were more clustered towards the lower end, but there was a long “tail” of higher observations. It is also demonstrated by the fact that for these AN‑ACC classes, the mean was often much higher than the median.
[bookmark: _Toc148436103][bookmark: _Toc148537053][bookmark: _Toc148696213][bookmark: _Toc148781375][bookmark: _Toc153896276][bookmark: _Toc148436104]Facility characteristic care time analysis
[bookmark: _Toc148537054][bookmark: _Toc148696214][bookmark: _Toc148781376][bookmark: _Toc153896277]Remoteness
[bookmark: _Ref148617508]Figure 18 – Average daily direct care captured minutes by MMM and staff type
[image: Figure 18 is a stacked bar graph that depicts the average daily direct care captured minutes by MMM and staff type. Modified Monash Model (MMM) category (1 through 6 and 7) is on the X axis and average daily direct care captured minutes is on the Y axis. The staff types are: carer, registered nurse, enrolled nurse, allied health, care manager, lifestyle, other.]
Figure 18 shows the daily average minutes captured for residents in facilities of each MMM, split by staff type. Due to the low number of facilities, the data for MMM 6 and 7 facilities has been merged for presentation. 
Observations from this analysis include:
· There was no clear trend that the average daily direct care minutes increased or decreased as a function of a facility’s remoteness.
· Average daily total care minutes ranged from 48 minutes for MMM 5 facilities up to 65 minutes for MMM 3 facilities.
· Average daily total care minutes were very similar for metropolitan and regional areas (MMM 1 and 2), as was the proportionate split by staff role.
· Within the grouping for rural towns (MMM 3 to 5), average daily total care minutes decreased with town size. On average, large rural towns captured 17 more minutes than small rural towns. The EN role influenced this trend as medium and large rural towns captured almost three times more EN minutes, on average, compared to other MMM classes. 
· [bookmark: _Toc148624147][bookmark: _Toc148626530][bookmark: _Toc148626648][bookmark: _Toc148638905][bookmark: _Toc148640101][bookmark: _Toc148640785][bookmark: _Toc148640882][bookmark: _Toc148640979][bookmark: _Toc148641076][bookmark: _Toc148641743][bookmark: _Toc148645535][bookmark: _Toc148647670][bookmark: _Toc148647821][bookmark: _Toc148648391][bookmark: _Toc148649103][bookmark: _Toc148649207][bookmark: _Toc148690915][bookmark: _Toc148696118][bookmark: _Toc148696215]The average daily minutes captured for MMM 6 and 7 facilities (merged) was 12 minutes higher than the average minutes for metropolitan and regional areas (MMM 1 and 2). This was driven by the average number of carer minutes, which were 14 minutes higher for these facilities than for MMM 1 and 2 facilities. This is aligned with the AN-ACC funding model which provides higher funding for higher MMM classes.
[bookmark: _Toc148697991][bookmark: _Toc148698617][bookmark: _Toc148708404][bookmark: _Toc148710315][bookmark: _Toc148710955][bookmark: _Toc148712168][bookmark: _Toc148781377][bookmark: _Toc148781601][bookmark: _Toc148781692][bookmark: _Toc148781789][bookmark: _Toc148781880][bookmark: _Toc148781983][bookmark: _Toc148537055][bookmark: _Toc148696216][bookmark: _Toc148781378][bookmark: _Toc153896278]Base Care Tariff (BCT)
[bookmark: _Ref148620773]In the AN-ACC funding model, there are six Base Care Tariff (BCT) categories that are a combination of a facility’s remoteness and their specialisation, being homelessness or Aboriginal and Torres Strait Islander people. The BCT classifications for each facility were provided by IHACPA.
[bookmark: _Ref148620783][bookmark: _Ref148620877]Figure 19 – Average daily direct care captured minutes by BCT and staff type 
[image: Figure 19 is a stacked bar graph that depicts the average daily care captured minutes by BCT and staff type. BCT category is on the X axis and average daily direct care captured minutes is on the Y axis. The staff types are carer, registered nurse, enrolled nurse, allied heath, care manager, lifestyle and other.]
Figure 19 displays the captured daily average minutes for each BCT, split by staff type. No facilities for BCT categories 1 and 2 (specialised Indigenous for MMM 7 and 6 respectively) agreed to participate in the Costing Study. It was difficult to recruit facilities from MMM category 6 and 7 and across the more than 2,500 facilities in Australia, only six were classified to BCT categories 1 and 2. 
Of the BCT categories that participated in the Costing Study:
· Specialised homeless facilities captured the lowest average daily minutes (42 minutes captured per day). This was 21 minutes less than remote and very remote communities (standard MMM 6 and 7), which had the highest average daily minutes captured per resident. 
· Specialised homeless facilities had lower captured daily carer average minutes with 31 minutes compared to between 35 and 52 minutes for the other categories. Anecdotal feedback from specialised homeless facilities indicated that their residents were more likely to leave the facility for meals and recreational time.
· The average daily minutes for facilities in BCT categories 6 and 7 (standard MMM 1 – 4 and standard MMM 5 respectively) were very similar. The variation between these two categories was largely driven by a difference in carer time. 
[bookmark: _Toc148537056][bookmark: _Toc148696217][bookmark: _Toc148781379][bookmark: _Ref148962156][bookmark: _Toc153896279]Provider type
[bookmark: _Ref148516183]Figure 20 – Average daily direct care captured minutes by provider type and staff type 
[image: Figure 20 is a stacked bar graph that depicts the average daily care captured minutes by provider type and staff type. Provider type is on the X axis and average daily direct care captured minutes is on the Y axis. The staff types are carer, registered nurse, enrolled nurse, allied heath, care manager, lifestyle and other.]
Figure 20 displays the captured daily average minutes for each provider type, split by staff type. 
From the analysis, it was observed that:
· Not-for-profit facilities captured the highest average direct care time at 54 minutes per day. For-profit and government facilities both captured an average daily total of 50 minutes direct care time. 
· Although the overall average was similar, the mix of minutes by staff roles was materially different for-government facilities compared to the other categories. 
· Carer minutes made up the largest component of average daily minutes for for-profit and not-for-profit facilities, at approximately 40 minutes or 76 per cent of captured time. This was about 5.5 times higher than the captured average nursing time (RNs and ENs). 
· Conversely, for government facilities, approximately 23 minutes of nursing time was captured per day (or approximately 46 per cent), with captured EN time similar to carer time. This is reflective of the different staffing model employed at government facilities.
Although the average daily minutes were similar between the provider types, the difference in staff mix will lead to differences in the average cost per resident day, as the average hourly rates for nursing staff are higher than other staff types. This is explored further in section 9.5.2.
[bookmark: _Toc148537057][bookmark: _Toc148696218][bookmark: _Toc148781380][bookmark: _Ref148971590][bookmark: _Ref148971897][bookmark: _Ref148972568][bookmark: _Toc153896280]Facility size
[bookmark: _Ref148445138]Facility size was determined based upon the number of operating beds. Co-located facilities operating as one entity were costed together and had their operating beds combined for the purposes of determining size.
[bookmark: _Ref148645800]Figure 21 – Average daily direct care captured minutes by facility size and staff type 
[image: Figure 21 is a stacked bar graph that depicts the average daily care captured minutes by facility size and staff type. Facility size is on the X axis and average daily direct care captured minutes is on the Y axis. The staff types are carer, registered nurse, enrolled nurse, allied heath, care manager, lifestyle and other.]
Figure 21 shows the average daily minutes captured during the Costing Study, by facility size and staff type.
Overall, small and medium facilities captured similar daily averages at approximately 55-56 minutes. In comparison, large facilities had a lower daily average of approximately 49 minutes. 
When broken down by staff type, the mix of captured time was fairly similar across facilities of different sizes:
· Carer minutes made up the largest component of average daily minutes regardless of size, ranging between 37 minutes for large facilities to 40 minutes for small and medium facilities.  
· Nursing time made up a slightly higher proportion of average daily minutes for small facilities, at around 10 minutes per day (approximately 19 per cent of time).
· The average daily minutes captured for the remaining staff roles made up 10 to 11 per cent of the overall average, with most of this time attributable to lifestyle staff. 
[bookmark: _Toc148537058][bookmark: _Toc148696219][bookmark: _Toc148781381][bookmark: _Toc153896281]Facility jurisdiction
[bookmark: _Ref150856046][image: Figure 22 is a stacked bar graph that depicts the average daily care captured minutes by facility jurisdiction and staff type. Facility state is on the X axis and average daily direct care captured minutes is on the Y axis. The staff types are carer, registered nurse, enrolled nurse, allied heath, care manager, lifestyle and other.]Figure 22 - Average daily direct care captured minutes by facility jurisdiction and staff type
*ACT and TAS are excluded due to low sample size 
Figure 22 displays the captured daily average minutes for each jurisdiction, split by staff type. The captured daily total average minutes for Tasmania (TAS) and the Australian Capital Territory (ACT) have not been shown due to low sample size in both the number of facilities and residents. However, their captured daily average minutes have contributed to the overall values.
The daily total average minutes per resident captured ranged from 47 minutes for QLD up to 59 minutes for NSW. The higher minutes for NSW was largely driven by the carer staff role (approximately 46 daily average minutes), which was 13 minutes more than the lowest captured daily average carer minutes from VIC. Some of this difference is attributed to the mix of provider types by jurisdiction as the Costing Study had a higher proportion of government facilities from SA and VIC. As described in section 9.4.3, government facilities have a different staffing mix that uses a higher proportion of nursing staff and less carers. 


[bookmark: _Toc148696220][bookmark: _Toc148781382][bookmark: _Toc153896282]Analysis of costed outputs
The output of the costing process was a dataset with granular cost information allocated to participating residents. This allowed for analysis into the average cost per resident data for participating residents and facilities across different characteristics. It also enabled more detailed analysis into the different components that make up the average daily cost. 
Costing Study data has been collected from a range of for-profit, not-for-profit and government organisations across a variety of sizes and locations. No adjustments have been made to the data based on the size, operating model or type of care provided by participating facilities. 
[bookmark: _Toc148537062][bookmark: _Toc148696221][bookmark: _Toc148781383][bookmark: _Toc153896283]AN-ACC classification insights
Figure 23 displays the average cost per resident day for each AN-ACC class made up of the following expense streams: direct care (labour and non-labour), hotel and accommodation expenses. As per Figure 15, class 101 has not been displayed due to low sample size. Furthermore, an individual resident may have belonged to more than one AN-ACC class over the course of the study, but only the corresponding days under each class contributed to the cost.
[bookmark: _Ref148704060][bookmark: _Ref148704055]Figure 23 – Average cost per resident day by expense stream and AN-ACC classification 
[image: Figure 23 is a stacked bar graph that depicts the cost per resident day by expense stream and AN-ACC classification. AN-ACC classification (class 2 through 13 for permanent residents, 101 through 103 for respite residents) is on the X axis and average daily cost is on the Y axis. The expense streams are: direct care labour, direct care non-labour, hotel, accommodation, permanent overall (2-13), and respite overall (101-103).]
The following observations about permanent residents can be made from Figure 23:
· There was an increasing trend in the average cost per resident day for permanent residents (AN-ACC classes 2 to 13). This is consistent with the pattern in average daily care minutes observed in Figure 15.
· The average cost per resident day for permanent residents ranged from $259 for class 2 to $396 for class 13, with the difference largely driven by the variation in direct care labour costs. 
· Overall, the average daily cost for a permanent resident was $352. This was comprised of $230 in direct care labour, $10 in direct care non-labour, $63 in hotel and $48 in accommodation costs.
· Direct care labour was the most significant cost for participating residential aged care facilities. As a result, residents with higher care minutes are allocated a higher share of the direct care labour costs under the costing methodology and hence have a higher average cost per resident day.
· Direct care labour costs made up the highest proportion of the average cost per resident day at approximately 65 per cent of the average daily cost for permanent resident classes. However, this ranged from 56 per cent for AN-ACC class 2 up to 69 per cent for AN-ACC class 13. 
· The next highest expense stream was hotel costs. Hotel costs made up approximately 18 per cent of the average cost per resident bed day and remained fairly consistent across AN-ACC classes. These costs are largely fixed and hence are expected to be similar by AN-ACC class given they were allocated evenly by registered bed days. 
· Accommodation and direct care non-labour costs also showed limited variability across AN-ACC classes.
The following observations about respite residents can be made from Figure 23:
· Overall, the average daily cost for a respite resident (AN-ACC class 102 or 103) was $377. This was comprised of $267 in direct care labour, $8 in direct care non-labour, $59 in hotel and $43 in accommodation costs.
· The higher average daily cost for a respite resident compared to a permanent resident was driven by the higher direct care labour cost. This was slightly offset by lower costs in the other expense streams.
In Figure 24, an alternative breakdown of costs is provided using the following cost categories: direct costs, overheads and tax costs (see Section 8.3.2 for how overheads and tax costs are allocated). Each expense stream has direct, overhead and tax cost components and thus the total average cost by AN-ACC class in Figure 23 above is the same as Figure 24 below.
[bookmark: _Ref148963179]Figure 24 – Average cost per resident day by cost type and AN-ACC classification
[image: Figure 24 is a stacked bar graph that depicts the cost per resident day by cost type and AN-ACC classification.  AN-ACC classification (class 2 through 13 for permanent residents, 101 through 103 for respite residents) is on the X axis and average daily cost is on the Y axis. The cost types are direct, overhead, tax, permanent overall (2-13), and respite overall (101-103).]
Direct costs were the largest contributor to average daily costs; $267 (76 per cent) for permanent residents and $285 (75 per cent) for respite residents. The average cost of overheads was 23 per cent for permanent residents and 25 per cent for respite residents. The cost of tax was minimal for both permanent and respite residents at 1 per cent and 2 per cent respectively.
Figure 25 presents more detail on direct care staff costs. It shows the proportionate contribution of each staff type to captured average daily direct care minutes (presented as solid bars), compared to the proportion of the average cost per resident day for direct care labour costs (direct salary and wage costs), presented as dashed bars.
[bookmark: _Ref148387752]Figure 25 – Proportion of average daily direct care minutes versus direct labour costs by AN-ACC classification and staff type
[image: Figure 25 is a proportional stacked and bar chart that depicts the proportion of average daily direct care minutes versus direct labour costs by AN-ACC classification and staff type. Permanent AN-ACC classification (2 through 13) is on the X axis and proportion of minutes (solid bars) versus direct labour costs (dashed bars) is on the Y axis. The staff types are: carer, registered nurse, enrolled nurse, allied health, care manager and lifestyle.]
While the carer staff role accounted for approximately 74 per cent of minutes on average across all AN-ACC classes, it only accounted for 59 per cent of costs, on average. Similarly, the contribution of lifestyle staff to average daily direct care minutes was proportionately higher than this group’s contribution to costs. 
Conversely, RNs contributed more to costs than minutes, making up approximately 9 per cent of captured daily minutes on average compared to 23 per cent of average costs per resident day. This reflects the higher average unit cost (i.e. higher cost per hour) for RN than other roles. ENs had a similar contribution to both minutes and costs.
[bookmark: _Toc148537063][bookmark: _Ref148645647][bookmark: _Toc148696222][bookmark: _Toc148781384][bookmark: _Toc153896284][bookmark: _Ref148390174]Facility characteristic insights
The figures below highlight the range of the average cost per resident day for the 111 costed facilities by the different facility characteristics. All outlier individual resident costs have been excluded to maintain the privacy of facilities. See Figure 16 for guidance on how to interpret a boxplot.
[bookmark: _Ref148436277][bookmark: _Ref148436272]Figure 26 – Boxplot of average cost per resident day by MMM
[image: Figure 26 is a box plot graph that depicts the average cost per resident day by MMM. Modified Monash Model (MMM) category (1 through 6 and 7) is on the X axis and average daily cost is on the Y axis.]
The boxplot in Figure 26 displays the spread in the average resident cost per resident day for each MMM category, by facility. This figure shows:
· The average cost per resident day (represented by the X in each box), ranged between $337 and $406 ($69 difference), with regional areas (MMM 2) having the highest average daily cost and remote communities having the lowest average daily cost.  
· The lowest average cost per resident day of $105 (the lowest whisker) was in medium rural towns (MMM 4) and the highest average cost per resident day of $726 (the highest whisker) was in regional areas (MMM 2). This shows the large variation across participating facilities. There was no clear trend that the average cost per resident day increased or decreased as a function of a facility’s remoteness.
· There was very high variability in the average cost per resident day within individual MMM categories, as seen in the range for MMM 2 and 4 facilities (the distance between the minimum and maximum point within each category). 
· Remote and very remote communities (MMM 6 and 7) had the smallest cost variability, however this observation was drawn from a small sample of only three facilities.
[bookmark: _Ref151123569]Figure 27 - Average cost per resident day by AN-ACC classification and MMM
[image: Figure 27 is a multi line graph that depicts the average cost per resident day by AN-ACC classification and MMM. Permanent AN-ACC classification (2 through 13) is on the X axis and average daily cost is on the Y axis. The MMM categories are:
1- metropolitan areas
2- regional areas 
3- large rural towns
4- medium rural towns
5- small rural towns
6 and 7- remote communities]
Figure 27 presents the average cost per resident day by AN-ACC classification and MMM category. There are some gaps in the above chart due to the size of the sample, where this occurs a dotted line has been used to connect the available data points. This figure shows:
· Overall, there was an increasing trend in average cost per resident day across AN-ACC classes for all MMMs. 
· Regional areas (MMM 2) and medium rural towns (MMM 4) consistently had a higher average cost per resident day than the other MMMs. This trend does not hold for AN-ACC class 3, however this may be affected by the low sample.
· Consistent with the observation on Figure 26, remote and very remote communities (MMM 6 and 7) had the lowest average cost per resident day and minimal variability across AN-ACC classes. However, due to the small sample size no data was available for AN-ACC classes 3, 10 and 12.
[bookmark: _Ref151123589]Figure 28 – Boxplot of average cost per resident day by BCT
[image: Figure 28 is a box plot graph that depicts the average cost per resident day by BCT. BCT category (3, 5, 6 and 7) is on the X axis and average daily cost is on the Y axis.]
Figure 28 presents a boxplot of the average cost per resident day by facility BCT category. This figure shows:
· The average cost per resident day was relatively consistent across participating BCT classes, with only a $30 difference between the maximum and minimum values. 
· The average cost per resident day for specialised homeless (BCT 5) facilities was the highest, at $367 per day. These facilities also had the highest variability in average cost of a resident, as indicated by the range shown in the box plot. The length of the top whisker (difference between 75th percentile and maximum observation) was longer than the bottom whisker, indicating that there were residents with a significantly higher cost than the average for BCT 5.
· There was minimal variability in the cost per resident day for standard MMM 6-7 (BCT 3) facilities, however this observation was drawn from a small sample of only three facilities.
[bookmark: _Ref148470588][bookmark: _Ref150858714]

[bookmark: _Ref151123603]Figure 29 - Average cost per resident day by AN-ACC classification and BCT
[image: Figure 29 is a multi line graph that depicts the average cost per resident day by AN-ACC classification and BCT. Permanent AN-ACC classification (2 through 13) is on the X axis and average daily cost is on the Y axis. The BCT categories are:
3- standard MMM 6 to 7
5- specialised homeless
6- standard MMM 1-4
7- standard MMM 5]
Figure 29 presents the average cost per resident day by AN-ACC classification and BCT category. This figure shows:
· Overall, the increasing trend in average cost per resident day across AN-ACC classes was maintained when assessing individual BCT categories. 
· Specialised homeless (BCT 5) facilities show the largest variability between AN-ACC classes, with the costs for AN-ACC classes 3 and 9 being significantly higher than the equivalent data points for the other participating BCT categories. This may explain the variability of this category presented in Figure 28, however individual data points could be impacted by a low sample size.
· With the exception of specialised homeless (BCT 5) facilities, the close proximity of the data points within each AN-ACC class supports the consistency in average cost per resident day across BCT categories shown in Figure 28.
[bookmark: _Ref151123620]Figure 30 – Boxplot of average cost per resident day by provider type
[image: Figure 30 is a box plot graph that depicts the average cost per resident day by provider type. Provider type is on the X axis and average daily cost is on the Y axis.]
Figure 30 is a boxplot of the average cost per resident day by provider type and shows: 
· For-profit and not-for-profit facilities had similar average costs, at approximately $348 per resident day. 
· Government facilities showed a much higher average cost per resident day at $443 (or $95 more on average). 
· Figure 20 illustrated how all three provider types were relatively similar in terms of captured daily direct care minutes. However, the higher utilisation of nurses in government facilities has translated to a higher average cost per resident day due to the higher unit cost of nursing staff. 
· Government facilities also showed a slightly greater level of variation in the average cost per resident day compared to the other provider types. 
[bookmark: _Ref151123636][bookmark: _Ref150857698]Figure 31 - Average cost per resident day by AN-ACC classification and provider type
[image: Figure 31 is a multi line graph that depicts the average cost per resident day by AN-ACC classification and provider type. Permanent AN-ACC classification (2 through 13) is on the X axis and average daily cost is on the Y axis. The provider types are: for-profit, government and not-for-profit.]
Figure 31 displays the average cost per resident day by AN-ACC classification and provider type. This figure shows:
· Overall, there was an increasing trend in average cost per resident day across AN-ACC classes for all provider types. Note that the data point for AN-ACC class 3 within government facilities has been removed due to a low sample size.
· The average daily cost of for-profit and not-for-profit facilities followed a very similar trajectory across most classes, with minor variation only presenting for classes 12 and 13. 
· Government facilities followed a similar pattern to for-profit and not-for-profit providers for the lower AN-ACC classes (2 through 8) however the trajectory differed for the higher classes (9 through 13). 
· Consistent with Figure 30, the average cost per resident day was consistently higher within government owned facilities across all AN-ACC classes.
· AN-ACC class 9 had the greatest difference in average cost per resident day when government owned facilities were compared to for-profit and not-for-profit facilities.
[bookmark: _Ref148470605][bookmark: _Ref150857508]Figure 32 – Boxplot of average cost per resident day by facility size
[image: Figure 32 is a box plot graph that depicts the average cost per resident day by facility size. Facility size is on the X axis and average daily cost is on the Y axis.]
Figure 32 presents a boxplot of the average cost per resident day by facility size. This figure shows:
· The average cost per resident day was relatively similar across facilities of all sizes. This is largely consistent with the analysis of direct care time data by facility size summarised in section 9.4.4.
· The average cost per resident day for medium facilities was $7 more on average than small facilities. 
· The average cost per resident day for large facilities was only $2 more than small facilities which was mainly driven by lower direct care labour costs per resident day for larger facilities. Larger facilities would also more likely benefit from economies of scale compared to medium facilities.
· [bookmark: _Ref148696710]Smaller facilities showed slightly more volatility in the average cost per resident day. However, this may be impacted by the sample size of small facilities (13 facilities), and that these smaller facilities had less residents. This may have also driven the average cost for smaller facilities being marginally lower than larger facilities, instead of higher as expected.
[bookmark: _Ref151123684][bookmark: _Ref148788954][bookmark: _Ref150857146]Figure 33 - Average cost per resident day by AN-ACC classification and facility size
[bookmark: _Ref150856062][image: Figure 33 is a multi line graph that depicts the average cost per resident day by AN-ACC classification and facility size. Permanent AN-ACC classification (2 through 13) is on the X axis and average daily cost is on the Y axis. The facility sizes are: 
Small - 30 or less operational places
Medium - 31 to 89 operational places
Large - 90 or more operational places]
Figure 33 shows the average cost per resident day by AN-ACC classification and facility size. This figure reveals:
· Overall, there was an increasing trend in the average cost per resident day across AN-ACC classes, however the variability was not uniform across the facility size categories. 
· In-line with Figure 32, the average costs per resident day at smaller facilities had higher volatility between AN-ACC classes. This could be attributed to the small sample size.
· With the exception of AN-ACC class 3, the close proximity of the data points within each AN-ACC class for medium and large facilities demonstrated a consistent increase in average cost per resident day across AN-ACC classes, as shown in Figure 32.
[bookmark: _Ref150869733]Figure 34 – Boxplot of average cost per resident day by facility jurisdiction
[image: Figure 34 is a box plot graph that depicts the average cost per resident day by facility jurisdiction. Facility jurisdiction is on the X axis and average daily cost is on the Y axis.]
Figure 34 shows a boxplot of the average cost per resident day by jurisdiction. Similar to Figure 22, the ACT and TAS have been removed due to low sample size. This figure shows:
· The average cost by jurisdiction ranged from $330 in SA to $380 in VIC ($50 difference). The higher average cost per resident day for VIC could be driven by a higher proportion of government facilities participating in the Costing Study, as government facilities have a higher staff cost profile. 
· VIC and QLD also had the highest variability in average cost per resident day, with a range of over $475 between the minimum and maximum average resident costs. NSW and SA had the lowest variability with a $368 difference between minimum and maximum average resident costs.
[bookmark: _Ref151123702][bookmark: _Ref150855884]Figure 35 - Average cost per resident day by AN-ACC classification and facility jurisdiction
[image: Figure 35 is a multi line graph that depicts the average cost per resident day by AN-ACC classification and facility jurisdiction. Permanent AN-ACC classification (2 through 13) is on the X axis and average daily cost is on the Y axis. The facility jurisdictions are: NSW, QLD, SA, VIC, WA.]
Figure 35 shows the average cost per resident day by AN-ACC classification and facility jurisdiction. As with Figure 34, ACT and TAS have been removed due to low sample size. This figure shows:
· VIC and QLD had consistently higher average costs per resident day than the other jurisdictions, excluding AN-ACC class 3 for QLD.
· VIC, NSW and SA all reported significantly higher than expected costs within AN-ACC class 3. This could be attributed to the low sample size within AN-ACC class 3.
· The spread of the data points within each AN-ACC class was relatively similar across all permanent AN-ACC classes for the participating jurisdictions. Therefore, while there is overall variability of the average cost per resident day between jurisdictions, the spread remained relatively consistent within each classification, with the exception of AN-ACC classes 3 and 12.
[bookmark: _Toc150942553][bookmark: _Toc150942641][bookmark: _Toc150942799][bookmark: _Toc148696223][bookmark: _Toc148781385][bookmark: _Toc153896285]Direct care time for newly admitted residents
The AN-ACC funding model provides additional funding for new residents (new admission during their first 90 days). This is to cover one-off costs related to transitioning a resident into a new care environment, or between services.
The Costing Study collected the date of admission for participating residents. This was used to determine the days since admission for residents over the costing study and categorise each resident day as being pre-90 days or post-90 days. Resident days were allocated to each category accordingly if there was a mix. For example, if a resident was admitted to the facility 75 days prior, then the first 15 days of their participation in the Costing Study would be considered in the “pre-90 days” category, with the remainder in the “post-90 days” category.
Figure 36 shows the average daily direct care minutes captured for resident days pre- and post the 90 day mark, by AN-ACC class. The data labels show the sample size (number of days) for the pre-90 say sample. For example, for AN-ACC class 3, there were only 142 resident days that were in the pre-90 day category. This was 12 per cent of all resident days that belong to AN-ACC class 3.
[bookmark: _Ref148691165][bookmark: _Ref148367361]Figure 36 – Average daily direct care captured minutes of pre-90 days versus post-90 days (with number of days captured)
[image: Figure 36 is a clustered bar chart that depicts the average daily direct care captured minutes of pre-90 days versus post-90 days (with number of days captured). AN-ACC classification 2 through 103 is on the X axis and average daily direct care captured minutes is on the Y axis.]
For AN-ACC classes 9 to 13 (inclusive) where residents have less mobility, lower function and higher-pressure sore risks, the captured daily average minutes were marginally higher during the first 90 days of a resident’s stay in a facility compared to post the first 90 days. This same consistent relationship was not observed for the lower AN-ACC classes, where there was no material difference, or in some cases the average daily minutes for the post-90 day category was higher than for the pre-90 day category. 
AN-ACC class 3 continues to remain an outlier, with the very low sample size in the number of resident days for the new admissions contributing to the volatility in results. 
Eligible individuals are able to access 63 days of respite care every financial year. Thus, the proportion of captured resident days are higher in the pre-90 day category (63 days are 70 per cent of the 90 new admission days). However, this means that non-new admissions have a low volume of data, potentially leading to the reason why non-new admissions required more captured daily average direct care time.
The same analysis has been performed by considering the average daily direct care minutes for pre- and post-28 days to understand whether there was a difference in care time that was concentrated in the earlier periods post admission. 
[bookmark: _Ref148367471]Figure 37 – Average daily direct care captured minutes of first 28 days versus post 28 days
[image: Figure 37 is a clustered bar chart that depicts the average daily direct care captured minutes of first 28 days versus post 28 days. AN-ACC classification 2 through 103 is on the X axis and average daily direct care captured minutes is on the Y axis.]
Figure 37 shows the average daily direct care minutes captured for resident days pre- and post the 28 day (4 week) mark, by AN-ACC class. Looking at the first 4 weeks of a resident’s stay in the facility, the additional captured daily average minutes were once again greater for the higher permanent AN-ACC classes 9 to 13 inclusive. Similar to the analysis for 90 days as per Figure 36, the difference is inconclusive for the lower ANACC classes. It is worth noting that analysing this shorter period of 28 days results in a lower sample size for the new admission (pre-28 day) category, which leads to additional volatility.
Moreover, residents may not have provided consent to participate in the study or received a proximity device upon entry to the facility. This lag in receiving a device may have meant that the true time taken to settle a resident into the facility was not always captured. 
	Recommendation 4: IHACPA should undertake a targeted study of the cost of delivering aged care services to new residents.




[bookmark: _Toc148436081][bookmark: _Toc148536989][bookmark: _Toc148696225][bookmark: _Toc148781386][bookmark: _Toc153896286]Facility data insight packs
Individual data insights packs were generated for all facilities that participated in the Costing Study. These insights packs contained analysis of time and cost data for each facility’s own residents and staff, alongside study-wide averages. All information provided in the insights packs was de-identified and, where required, aggregated to protect the privacy of staff and residents. See Appendix F for details of the data insights pack contents. 


[bookmark: _Toc153896287]Conclusion
The Costing Study achieved its purpose of collecting financial, operational and time data from residential aged care providers to better understand the cost of delivering residential aged care services. The findings from this study will inform the price for residential aged care services for the 2024-2025 financial year and support the development of costing standards. 
The Costing Study has also provided recommendations for IHACPA’s future in aged care costing. It is important that the costing maturity of the aged care sector continues to grow to increase the accuracy of reported data and reduce the data collection impost on IHACPA. IHACPA should define a desired future state of funding within the aged care sector and develop an aged care costing roadmap on the steps required to reach it.
	Recommendation 11: IHACPA should develop an aged care costing roadmap on how IHACPA will continue to evolve the costing capability in the aged care sector.




Appendix A [bookmark: _Ref150967198][bookmark: _Toc153896288]Participation letters
Employee letter
[image: Appendix A - Employee letter is an image of the employee participation letter.]
[image: Appendix A - Employee letter is an image of the employee participation letter.]


Resident letter
[image: Appendix A - Resident letter is an image of the employee participation letter.]
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Union letter
[image: Appendix A - Union letter is an image of the employee participation letter.]
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Appendix B [bookmark: _Ref151113394][bookmark: _Toc153896289]Facility information pack
[image: Appendix B - Facility information pack is a series of images that present the content of the information pack that was provided to facilities. ]
[bookmark: _Ref148691161][bookmark: _Toc148696226][bookmark: _Toc148781387][image: Appendix B - Facility information pack is a series of images that present the content of the information pack that was provided to facilities. ]
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Appendix C [bookmark: _Ref150967286][bookmark: _Toc153896290]Feedback survey results
The average rating for each of the survey questions that required a numerical answer and includes key excerpts of feedback that represent the dominate sentiments observed for each question. Site sponsors were also invited to provide free-text commentary within the survey. 
	Question
	Average rating (x/5)
	Commentary

	How would you rate the quality of the materials and content provided by the project team?
	4.52
	“Adequate information was provided to our clinical team and residents who took part in the costing study.”
“More information required on how to proceed during outbreaks, for new admissions, for residents with low care minutes and for residents who refuse care.”

	How would you rate the quality of the information and format of the Q&A session?
	4.22
	“These were helpful as people asked questions that we had not come across yet.”
“One should be recorded to allow for later viewing.”
“Repetitive in nature, did not need to attend more than once. Could consider additional topics each week.”

	How would you rate the process for accessing and submitting information via the secure data portal?
	3.95
	“RACCS team was very helpful throughout the process.”
“It should be automated.”
“Data transfer was very challenging and not user friendly, a lot of back and forth calls from IHACPA to resolve a faulty link.”

	How would you rate the quality of the set-up of the electronic wearable devices and the training delivered to your team?
	4.22
	“Easy enough, but time consuming”
“The training was fine, however the documents covered everything we needed to know”
“On-site training for the team prior to commencement would have been appreciated”

	How would you rate the ease of use of the electronic devices at your site?
	4.15
	“Staff found the beacons easy to use and not too cumbersome to wear. Once a habit was formed, everyone was comfortable”
“Good size and durability”
“Too big, staff have enough devices to carry”
“Residents had no complaints, enjoyed the experience”
“Difficult task when residents have dementia”

	How would you rate the accessibility and quality of the support provided by the project team?
	4.52
	“We received excellent support”
“Brilliant and helped us every step of the way”
“A face to face visit at least once during the project would be beneficial”

	How would you rate the check-in calls from our team?
	4.48
	“We thought the support provided was excellent”
“Well balanced given the day to day demands of senior clinical roles”
“The check in calls were too often and time consuming”

	How would you rate the ease of use collating the information for the required information templates?
	3.86
	“Nothing to suggest – process was simple and not too time consuming”
“Information is not within one repository, meaning staff had to find the information manually… Respite residents posed additional administrative effort”
“Time consuming to put together”



	


Appendix D [bookmark: _Toc148696227][bookmark: _Ref148703990][bookmark: _Ref148703994][bookmark: _Toc148781388][bookmark: _Ref148952611][bookmark: _Ref148952630][bookmark: _Toc153896291]Cost categories
	Cost category
	Care stream

	Salary and wages for Registered Nursing staff
	Care expenses - Labour

	Salary and wages for Enrolled Nursing staff
	

	Salary and wages for Personal Care staff
	

	Salary and wages for Care Management staff
	

	Salary and wages for Allied Health staff
	

	Salary and wages for Lifestyle staff
	

	Salary and wages for Other staff
	

	Salary and wages for agency Registered Nursing staff
	

	Salary and wages for agency Enrolled Nursing staff
	

	Salary and wages for agency Personal Care staff
	

	Salary and wages for agency Allied Health staff
	

	Salary and wages for agency Lifestyle staff
	

	Salary and wages for agency Other staff costs
	

	Salary and wages for agency Contract Labour Management entity staff costs
	

	Expense – Medical supplies
	

	Expense – Incontinence supplies
	Care expenses – Non labour

	Expense – Nutritional supplements
	

	Expense – Chaplaincy / Pastoral care
	

	Expense – Other resident services and consumables
	

	Expense – Catering – labour costs
	Hotel service expenses

	Expense – Consumables – food
	

	Expense – Consumables – other
	

	Expense – Contract catering (internal)
	

	Expense – Contract catering (outsourcing)
	

	Expense – Cleaning – labour costs
	

	Expense - Consumables – cleaning
	

	Expense – Contract cleaning (internal)
	

	Expense – Contract cleaning (outsourcing)
	

	Expense – Laundry – labour costs 
	

	Expense – Consumables – laundry
	

	Expense – Contract laundry (internal)
	

	Expense - Contract laundry (outsourcing)
	

	Expense – Other hotel service expenses
	

	Expense – Electricity
	

	Expense – Gas
	

	Expense - Rates
	

	Expense - Rubbish removal 
	

	Expense – Repairs and maintenance (import)
	

	Expense - Repairs and maintenance contract (internal)
	

	Expense - Repairs and maintenance contract (outsourcing)
	

	Expense – Motor vehicle expenses
	

	Expense – Accommodation labour costs
	Accommodation expenses

	Expense – Depreciation – building
	

	Expense - Depreciation - non building (import)
	

	Expense - Depreciation – right of use assets
	

	Expense – Interest expense – right of use assets
	

	Expense – Depreciation - amortisation
	

	Expense – Rent – buildings (not captured by AASB 16)
	

	Expense – Refurbishment
	

	Expense – Bond/RAD interest expense
	

	Expense - Administration recharges
	Administration expenses

	Expense – Labour costs – administration
	

	Expense – Other administration costs
	

	Expense – Workers’ compensation – other (import)
	

	Expense – Payroll tax – administration staff (import)
	

	Expense – Fringe benefits tax – administration staff
	

	Expense – Quality and education – labour costs (import)
	

	Expense – Quality and education – other (import)
	

	Expense - Insurances
	

	Expense - Interest paid – other 
	Other expense

	Expense – Other provider expenses (import)
	

	Expense – Fair value losses on financial assets
	

	Expense – Fair value losses on non-current assets
	

	Expense – Realised losses on disposal of assets
	

	Expense - Impairment loss
	

	Expense – Expense effect (adoption of AASB 16 leases)
	

	Hours – RN – Total Registered Nurses 
	Staff hours

	Hours – Enrolled Nurses registered with NMBA
	

	Hours – Personal Care staff
	

	Hours – Care Management staff
	

	Hours – AH – Total Allied Health staff
	

	Hours – Lifestyle staff
	

	Hours – Other staff
	

	Hours – Agency RN – Total Registered Nurses
	

	Hours – Agency Enrolled nurses registered with NMBA
	

	Hours – Agency Personal Care staff
	

	Hours – AH-Total Allied Health staff
	

	Hours – Lifestyle staff
	

	Hours – Other Agency staff
	

	Hours – Contract Labour worked hours
	

	Bed days – Occupied bed days
	Occupied bed days

	Bed days – Available bed days
	




Appendix E [bookmark: _Toc148696228][bookmark: _Ref148696360][bookmark: _Toc148781389][bookmark: _Ref150966650][bookmark: _Toc153896292]Cost weight table 
	AN-ACC class
	Description
	Average Cost^
	Cost Weight

	1
	Admit for palliative care
	
	NA

	2
	Independent without compounding factors
	
	0.74

	3*
	Independent with compounding factors
	
	1.04

	4
	Assisted mobility, high cognition, without compounding factors
	
	0.84

	5
	Assisted mobility, high cognition, with compounding factors
	
	0.95

	6
	Assisted mobility, medium cognition, without compounding factors
	
	0.93

	7
	Assisted mobility, medium cognition, with compounding factors
	
	1.02

	8
	Assisted mobility, low cognition
	
	1.06

	9
	Not mobile, higher function, without compounding factors
	
	1.00

	10
	Not mobile, higher function, with compounding factors
	
	1.05

	11
	Not mobile, lower function, lower pressure sore risk
	
	1.07

	12
	Not mobile, lower function, higher pressure sore risk, without compounding factors
	
	1.09

	13
	Not mobile, lower function, higher pressure sore risk, with compounding factors
	
	1.12

	101**
	Respite, independent mobility
	
	1.61

	102
	Respite, assisted mobility
	
	1.07

	103
	Respite, not mobile
	
	1.04

	Total
	
	$352.00
	


Captured beacon time influences the amount of direct costs allocated to staff salary and wages for different AN-ACC classes. The shortfall is captured under non-direct categories. Thus, limitations in direct beacon time captured will impact the distribution of costs in this table.
Moreover, the quality of all financial data provided in the Stewart Brown Survey, Supplementary Data and/or ACFR Data limits the accuracy of this table.
* This class has been skewed to have a higher cost weight due to outliers having a greater influence since the sample size is small for this class.
** This class has been included here, however, it has been excluded from the final report due to masking purposes (<=2 residents). This small sample size has led to the high cost weight.
^ If missing AN-ACC class residents are included the Average Cost is $352.18. This is marginally different and results in almost identical cost weights.

Appendix F [bookmark: _Toc148696229][bookmark: _Toc148781390][bookmark: _Ref148978434][bookmark: _Ref148978438][bookmark: _Toc153896293][bookmark: _Toc148436076][bookmark: _Toc148536982]Data insights pack contents
The facility data insights packs provided the following analyses:
· An overview of the Costing Study background.
· Instructions of the interpretation of direct care time within the pack.
· Specifics on the approach and methodology for each facility.
· An overview of key statistics for each facility as well as the total Costing Study sample and analysis on:
· Average daily minutes per resident captured for their facility across the entire study period.
· Average daily minutes per resident by day of the week.
· Average daily minutes per resident by staff role.
· Average daily minutes per resident by AN-ACC classification.
· Average daily minutes per resident by AN-ACC classification and staff role.
· Average daily minutes per resident by day of the week and staff role.
· Average daily minutes per resident by shift.
· Average daily minutes per resident by shift (Nursing roles).
· Average daily minutes per resident by shift (Carer roles).
· A description of how the costing process was undertaken and analysis on:
· Average daily cost per resident day by AN-ACC classification.
· Average labour, non-labour, hotel and accommodation cost per resident day.
· Average cost per resident day by staff role.
· Average cost per resident day – all cost categories.
· Details on how the data was prepared and any adjustments applied.
· Appendices:
· Average minutes per resident day by AN-ACC classification and staff role.
· Average cost per resident day by AN-ACC classification and staff role.


	

DRAFT




DRAFT



[image: ][image: ]




/RESIDENTIAL AGED CARE COSTING STUDY				PAGE 2 
[image: ][image: ][image: A beach with waves crashing on the shore in-between rocks and mountains in the background

Decorative image]Thank You

Attributable % (of observed)	
Morning	Afternoon	Overnight	0.38772874058482315	0.52999124343257431	0.33993993993994015	Attributable % (of all)	
Morning	Afternoon	Overnight	0.11936638388382215	0.14735240413877049	0.15198711063372716	Shift


Proportion of attributable indirect care time



Attributable % (of observed)	
NFP	FP	GOV	0.45337376800932838	0.41628199748216554	0.44116350815337119	Attributable % (of all)	
NFP	FP	GOV	0.13342257920863246	0.1081081081081081	0.15863708399366083	Provider type


Proportion of attributable indirect care time
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Dt zhould never be sisched o an &-mai. ftis does nadvertntl oesur, then immsdits sction
Should be taken to delte the &-mail and separataly nosy the projec team of he breach. Under
o eicumstances zhould th emai bs formarde.

+ Only data that has been requested in the templates shouid be provided to the RACCS project
team. Template sructure should not be altered by paricipating facites in any way-

+ Please do notsubmit any identfable informaton such a5 rsident names, date of bith or phon.
numbers

8 Support
81 What support wil be availabe to patcipants throughout the Costing Study?

‘Ongeing suppert will be avalable to all facites before, during and afer thir data coliection period. Ths
p

A On-site support

+ initalsetup
“The projec team i provide tadored support to aach faily o deploy th technology and
rain 82t Tris wil sitner be don on-5te or vitually depending on the angagement
method agreed with the Ste Sponsor. During the intalset-up the project wilrun some.
baseine tests to ensure he technology is unctoning comectly for support taf and
residnts as ey get used o wearing the beacons.

+ Trubleshooting sssistance.
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Two smallearms wil be on-cal 0 fydive out o faciiies to assistwith any signficant
ata capture issues atshortnotice. These teams wil remain on.sie untl we can confim
‘acourate data capture has resumed via our near.real-ime data capture PowerB!
Gashbores.

B. Structured sssistance
+ " Erouder QA sessions
Weekly opportunty fo providers o virtualy éngage with the RACCS projec team and
sk questions n an open forum

+ Ongsing auaity sssursnce
Tne projec team wil be monioring the qualty of all data calected and anlyse i daly.
‘Any ssues entifed wil bsrased with the faciiy for examinaton and resoiuson.

+ Tuiee-weskiy data vaigstion cals with te Sits Sponsor

Consistent sheck i calis il be heid wih sl spansors

= Track the progress ofthe data colecton:

= Query unusual daa capiure inputs forresidents during the course of the week fo

2id datainterpratatin:

= Confim datai of any tme residents have spant sway fom the faciiy:

= Idenify and address emerging isks or opportunites for improvement: and

= Answer questions.
The Stakeholder Engagement Lead facftating these calls wil remain consistent
throughout he data coliction perod (at he faciiy level.

+ Refersnce matersl
“This FAQ document wil be avaiabie t the Sie Sponsor and QRG 1o use th tachnology.
il e provided during the Sta aining session. These documents wil be updated
throughout he Costing Study and redisibuted f addiional FAQS emerge.
. Additionsl on-call support
* Stakehoder Engagement Leacs
‘Ste Sponsors wil be given the contact deals of the Stakeholder Engagement Lead
managing theic facity. They wil be invied o contact i indidual with questons or
‘concems at any ime throughout the Costing Study.
+ Essaiston via the stskehoider engagement SNE
The stskehoider angagemsnt SMIE wi be scoessi ta paricipants troughout he
Guration of the Casting Study 25 an addiional avenue for support

9 Costing study wrap-up

o1

How do I rturn the technology to IHACPA?

The boxes used to daliver RACCS resouroes i each facity should be used 1 colect e RACCS
technology s the conclusion of the Costing Study. Esch faciy wil be provided with 3 “Colletion
‘Gheckis” thatoutines th resources allocated o he facy and wht s required t be packaged ino
the rtum boxes. Boxes wil e ba callected from the facity via courier service so0n afer the end of
the data coliecton period.

Itis important tht technology coliection ctes ars scherad o 55 besoons arsrequired o be re-chargad
2nd Sanitised prior o being redistibuted 1 ther paricpating facies.

Wil ave the opporturity o provide feedback?

Partcipating faclies wil nave the apportunt 1 provide feedback iroughout the Costing Study via e
fwica-weskly check.ins wits Ste Sponsors. At the conclusion of he tma data collecion period. acifes
Wil 315 be 3sked to complete 3 RACCS fesdback survey. Feadback gainared wlinform the siructure
2nd prooesses of fture costig studies hatwil bs underisken wifin he RAC sector




image87.png




image88.svg
                              


image89.png




image90.svg
                             


image1.jpeg




image2.png




image3.svg
                                 


image4.png




image5.svg
                                                          


image6.wmf
Class 2

264

Class 3

46

Class 4

256

Class 5

841

Class 6

375

Class 7

617

Class 8

399

Class 9

341

Class 10

244

Class 11

625

Class 12

151

Class 13

555

Class 102

17

Class 103

27


image7.png
20 (L) 52 (1163

average interactions average daily direct average daily indirect

per resident per day care minutes per care minutes
2.5 67

permanent resident* per resident
minutes per average direct care

interaction minutes per
respite resident





image8.png
Average daily direct care captured minutes by AN-ACC classification and staff type
80

Total =

Total = 66 Residents =555 Total=

Total =64 i = =
Total = 63 Total = 63 Residents = 151 Residents =17 Total

Residents = 625 =
Residents = 46 Residents = 399 Total = Residents =27
Residents = 244

~
o

o))
o

Total =
Residents =617 Total =
Residents =341

(%]
o

Total =42 Total = 41
Residents = 841Residents = 375

Total =
ReS|dents 256
Total =14
Residents = 264
0
2 3

W Carer W Registered Nurse = Enrolled Nurse i Allied Health = Care Manager mLifestyle = Other e===Permanent Overall (2-13) e===Respite Overall (101-103)

w
o

Average daily direct care captured minutes
N B
o o

=
o

7 8 9 10 11 12 13 102 103
AN-ACC classification




image9.svg
                                                                                                                                                                                                        Residents = 264  Residents = 46  Residents = 256  Residents = 841  Residents = 375  Residents = 617  Residents = 399  Residents = 341  Residents = 244  Residents = 625  Residents = 151  Residents = 555  Residents = 17  Residents = 27  Total = 14  Total = 63  Total = 31  Total = 42  Total = 41  Total = 55  Total = 63  Total = 52  Total = 59  Total = 64  Total = 66  Total = 69  Total = 67  Total = 64  0  10  20  30  40  50  60  70  80  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily direct care captured minutes  AN  -  ACC classification  Average daily direct care captured minutes by AN  -  ACC classification and staff type    Carer    Registered Nurse    Enrolled Nurse    Allied Health    Care Manager    Lifestyle    Other    Permanent Overall (2-13)    Respite Overall (101-103)


image10.png
Average daily costs by expense stream and AN-ACC classification per resident

$450
$384 3396
$400 s366 $374 s368 9377 $378  $367
$335  $327  $359 $351
$350
$296
4 $300
g $259
= $250
©
el
(0]
& $200
g
< 3150
$100
$50
S0
2 3 4 5 6 7 8 9 10 11 12 13 102 103

AN-ACC classification
mm Direct Care Labour  mmDirect Care Non-Labour mmHotel mmAccommodation e==Permanent Overall (2-13) «==Respite Overall (101-103)




image11.svg
                                                                                                                                                      $259  $366  $296  $335  $327  $359  $374  $351  $368  $377  $384  $396  $378  $367  $0  $50  $100  $150  $200  $250  $300  $350  $400  $450  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily cost  AN  -  ACC classification  Average daily costs by expense stream and AN  -  ACC classification per resident    Direct Care Labour    Direct Care Non-Labour    Hotel    Accommodation    Permanent Overall (2-13)    Respite Overall (101-103)


image12.png
y cost

e dai

oo

Avera

$450
$400
$350
$300
$250
$200
$150
$100

$50

Average daily cost per resident by MMM

$406
$389

$362
$342 I I I | |

1- Metropolitan areas 2 -Regional areas 3 -Llargeruraltowns 4-Mediumrural 5-Smallruraltowns 6 & 7-Remote and
towns very remote
communities

Modified Monash Model (MMM)





image13.svg
                                                                                                $342  $406  $362  $389  $349  $337  $0  $50  $100  $150  $200  $250  $300  $350  $400  $450  1 - Metropolitan areas  2 - Regional areas  3 - Large rural towns  4 - Medium rural  towns  5 - Small rural towns  6 & 7 - Remote and  very remote  communities  Average daily cost  Modified Monash Model (MMM)  Average daily cost per resident by MMM 


image14.png
1HACPA
Residential Aged Care Costing Study

Site Information Pack
1 Costing Study Overview
1 Wihtis the sty and why s e eing underaken?

HAGPA i undtsing e Rt Ages G Cosing Sty (RACCS) I urrsta e cost f
elvong osdonta 230 car e, Th Costing Sy il o 1 colcten and 1 o i
el ot oo o Rt g e RAC) el 01t FACFAC

T Greing Sy il ot i it s ot il cric o ol of o e of RAC

g i Uit h i WACPA il v o e Commanuea Wiisir o Hesh
g Cor. Dot ol it RACCS il i e o e srrorment e A ACC i

[T ——
oo i th process ot wil dvecl ot i of s e s s th
o oo of i ANACC g moce.
« Aocos o g om e i anayis compltd fr your iy,
= Thacoporinty o prowds fosdbackon 5 aproach 0 i olection a o subscent
o e o e, g 2 sl 5 P A e

12 How i he Cosing Study bo ndriaken?

!
§
i
!
!
§
i
i
i

 Ocouped b das - capaed o sty paricipns
The RACCS prjct eam (caiing of MACPA snd PuC represersives) il ek sl wih
ot A 15 st S TaCHSS GG e sy, T o il b . ey
Conac el and i work el Vil e e e o monkar el clecion preess o
oty e, kg b, ) . R o R .




image15.png
Q&A - Residential Aged
Care Costing Study

Independent Health and Aged Care Pricing Authority (IHACPA)

Version 1.2





image16.png
Average rating (x/5)

IS

w

N

Costing Study feedback survey results

Supporting  Q&A  Secure data Set-upand Technology Accessibility Checkin  Ease of

materials  sessions  submission  training  easeofuse and quality  calls  operational
provided process  process of support and financial
data
collation

Feedback survey questions




image17.png
35%

30%

25%

20%

15%

10%

Proportion of Recorded Time

5%

Direct and Indirect Time by AN-ACC Class

5 6 7 8

Number of residents  —— Direct care ——Attributable indirect

%

9

10

care time %

1

12

13

140

120

100

Residents




image18.png
o, arana
supplementary
fnancil dats

Data cleansing, preparation and scaling.

9=
£ E

£ Accommodtion adminsration and
29 re cost totel costs.
-3 Care costs costs Gt other costs.
&
%5
% Administraton coss llocated across the 3 sreams based on total
§ -] expenditure
&=

g Hotel

S care: Care: Non labour and

H [t Isbour cost e

k cregories ctegores ot

% ctegories

3 | i
= v
2 % || calcuiste spitbetueen
B O || directand indirect time
£ % || based on capturedtime
o and reported worked

£
=) hours
B
T

g ndirect care Care non- Other hote!
£ o | iy preico et
S sllocated by | Direct time/. Sllocated by ‘Registered Bed Occupiedseg | 21cEHdbY
2 8 || motnaary | o || ety i
9 < ‘Days (08Ds) oav v Days.
é -

Allocating costs to resident

N N N N R CN N PN N R Y

Costs llcated by cost cotegar, by resdent, by bed oy





image19.emf
111 

facilities

136,000 

resident days

7

million 

direct care

minutes

4,598 

participating 

residents

3

million 

interactions


image20.png
90

80

70

60

50

40

30

20

10

77

- -

1 - Metropolitan areas 2 - Regional areas

Number of target facilities by MMM

3 - Large rural towns

o Target

14
9 r-
r- |
| n |
4 - Medium rural 5 - Small rural towns
towns

B Participating Facilities

1 4
- -

6 - Remote
communities

0 2
—

7 - Very remote
communities




image21.svg
                                                                                                          77  9  10  9  14  1  0  69  13  7  8  15  4  2  0  10  20  30  40  50  60  70  80  90  1 - Metropolitan areas  2 - Regional areas  3 - Large rural towns  4 - Medium rural  towns  5 - Small rural towns  6 - Remote  communities  7 - Very remote  communities  Number of target facilities by MMM    Target    Participating Facilities


image22.png
70

60

50

40

30

20

10

Number of target facilities by size

Small - 30 or less operational places Medium - 31 to 89 operational places Large - 90 or more operational places

ZTarget M Participating Facilities




image23.svg
                                                                        13  57  50  19  58  41  0  10  20  30  40  50  60  70  Small - 30 or less operational places  Medium - 31 to 89 operational places  Large - 90 or more operational places  Number of target facilities by size    Target    Participating Facilities


image24.png
80

70

60

50

40

30

20

10

41

r====l

For profit

Number of target facilities by provider type

= Target

Not for profit

O Participating Facilities

Government




image25.svg
                                                                          41  69  10  38  64  16  0  10  20  30  40  50  60  70  80  For profit  Not for profit  Government  Number of target facilities by provider type    Target    Participating Facilities


image26.png
80

70

60

50

40

30

20

10

26

[ee]

Number of facilities by resident type

76

People who live in rural Specific services for ATSI Special focus on people  Specific services for
with a terminal illness  people with dementia

or remote areas people

C Target

B Participating Facilities

Specific services for
people with CALD
backgrounds

5

. C
L__

People who are
homeless or at riskof
becoming homeless




image27.svg
                                                                                                            8  26  54  76  26  5  9  16  48  71  22  6  0  10  20  30  40  50  60  70  80  People who live in rural  or remote areas  Specific services for ATSI  people  Special focus on people  with a terminal illness  Specific services for  people with dementia  Specific services for  people with CALD  backgrounds  People who are  homeless or at riskof  becoming homeless  Number of facilities by resident type    Target    Participating Facilities


image28.png
Number of facilities by state

1 -
|
-0
L
)
—l:
-
—l,
2_
|
o
r -
H
—
A |
|
1_ _
R
= - |
' |
-
< | H,
R T I I U I A P :
o | I
<
| | S (SN R N I S P |
(@] n o n o n o n o
< o™ o™ N N ~— —

ACT

NT

TAS

WA

SA

QLD

VIC

NSW

@ Participating Facilities

Target




image29.svg
                                                                                                          40  34  20  10  11  3  1  1  39  30  15  15  16  2  0  1  0  5  10  15  20  25  30  35  40  45  NSW  VIC  QLD  SA  WA  TAS  NT  ACT  Number of facilities by state    Target    Participating Facilities


image30.png
Average daily direct care captured minutes by AN-ACC classification and staff type

80

70
Total =
Residents = 46

60

Total = Total =
Residents = 84:'Resuients 375

Total =
Residents = 256
30
2
Total = 14
Residents = 264

10

0

2 3

mmm Carer mmmRegistered Nurse mmEnrolled Nurse mmmAllied Health

Average daily direct care captured minutes
N
o o

Total =
Total = 66 Residents = 555 Tf’tal =67
Total =63 Res.li-::anlt: :4625Residents =151 Residents = lle:?t:::s -7
Residents = 399 Total =

Total = Residents = 244

Residents = 617 Total =

Residents = 341

7 8 9 10 11 12 13 102 103
AN-ACC classification

i Care Manager mmmLifestyle mwmOther e=mPermanent Overall (2-13) ====Respite Overall (101-103)





image31.svg
                                                                                                                                                                                                        Residents = 264  Residents = 46  Residents = 256  Residents = 841  Residents = 375  Residents = 617  Residents = 399  Residents = 341  Residents = 244  Residents = 625  Residents = 151  Residents = 555  Residents = 17  Residents = 27  Total = 14  Total = 63  Total = 31  Total = 42  Total = 41  Total = 55  Total = 63  Total = 52  Total = 59  Total = 64  Total = 66  Total = 69  Total = 67  Total = 64  0  10  20  30  40  50  60  70  80  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily direct care captured minutes  AN  -  ACC classification  Average daily direct care captured minutes by AN  -  ACC classification and staff type    Carer    Registered Nurse    Enrolled Nurse    Allied Health    Care Manager    Lifestyle    Other    Permanent Overall (2-13)    Respite Overall (101-103) 


image32.png
Range

Interquartile Range (IQR)

< - = - Maximum

< - - - 75" percentile

< —=- Mean
(average)
Median

< ==~ (50" percentile)

< - -~ 25" percentile

< ——=—= Minimum

Minimum

25% percentile

Median (50t percentile)
Mean (average)

75 percentile
Maximum

14
24
39
63
66
122




image33.png
Average daily direct care captured minutes

180

160

140

120

100

20

Average daily direct care captured minutes by AN-ACC classification

13

102

103




image34.png
Average daily direct care captured minutes

o]
o

~
o

(o]
o

(9]
o

B
o

w
o

N
o

=
o

o

Total =51
Sites =69
Residents = 3,150

1 - Metropolitan areas

Average daily direct care captured minutes by MMM and staff type

Total =65
Sites=6
Residents = 227 Total =59

Total = 51 Sites=7
otal = : -
Sites =12 Residents = 300 T(_)tal -8
Residents =489 Sites =14
I Residents =307

2 - Regional areas 3 - Large rural towns 4 - Medium rural towns 5 - Small rural towns 6

Modified Monash Model (MMM)

W Carer W Registered Nurse = Enrolled Nurse m Allied Health = Care Manager

M Lifestyle

Total =63
Sites=3
Residents =76

& 7 - Remote and very

remote communities

= Other





image35.svg
                                                                                                                                                    Residents = 3,150  Residents = 489  Residents = 227  Residents = 300  Residents = 307  Residents = 76  Sites = 69  Sites = 12  Sites = 6  Sites = 7  Sites = 14  Sites = 3  Total = 51  Total = 51  Total = 65  Total = 59  Total = 48  Total = 63  0  10  20  30  40  50  60  70  80  90  1 - Metropolitan areas  2 - Regional areas  3 - Large rural towns  4 - Medium rural towns  5 - Small rural towns  6 & 7 - Remote and very  remote communities  Average daily direct care captured minutes  Modified Monash Model (MMM)  Average daily direct care captured minutes by MMM and staff type    Carer    Registered Nurse    Enrolled Nurse    Allied Health    Care Manager    Lifestyle    Other 


image36.png
Average daily direct care captured minutes

80

70

60

50

40

30

20

10

Average daily direct care captured minutes by BCT and staff type

Total =0 Total =0
Sites=0 Sites=0
Residents =0 Residents =0

Total =63
Sites=3
Residents =76

Total =53
Sites =86 Total =48
Residents = 3,980 Sites =14
Total =42 Residents = 307
Sites=8

Residents = 186

1 - Specialised Indigenous,2 - Specialised Indigenous, 3 - Standard MMM 6-7 5 - Specialised Homeless 6 - Standard MMM 1-4 7 - Standard MMM 5

located in MMM 7 located in MMM 6

Base Care Tariff (BCT)

m Carer M Registered Nurse = Enrolled Nurse

m Allied Health m Care Manager

M Lifestyle [ Other





image37.svg
                                                                                                                                                    Residents = 0  Residents = 0  Residents = 76  Residents = 186  Residents = 3,980  Residents = 307  Sites = 0  Sites = 0  Sites = 3  Sites = 8  Sites = 86  Sites = 14  Total = 0  Total = 0  Total = 63  Total = 42  Total = 53  Total = 48  0  10  20  30  40  50  60  70  80  1 - Specialised Indigenous,  located in MMM 7  2 - Specialised Indigenous,  located in MMM 6  3 - Standard MMM 6-7  5 - Specialised Homeless  6 - Standard MMM 1-4  7 - Standard MMM 5  Average daily direct care captured minutes  Base Care Tariff (BCT)  Average daily direct care captured minutes by BCT and staff type    Carer    Registered Nurse    Enrolled Nurse    Allied Health    Care Manager    Lifestyle    Other 


image38.png
Average daily direct care captured minutes

70

60

50

40

30

20

m Carer

Average daily direct care captured minutes by provider type and staff type

Total =54
Total =50 Total =50 Sites =61
Sites =38 Sites =12 Residents = 2,334
Residents = 1,970 Residents = 245

For profit Government Not for profit
Provider type

M Registered Nurse = Enrolled Nurse m Allied Health m Care Manager M Lifestyle [ Other





image39.svg
                                                                                                                      Residents = 1,970  Residents = 245  Residents = 2,334  Sites = 38  Sites = 12  Sites = 61  Total = 50  Total = 50  Total = 54  0  10  20  30  40  50  60  70  For profit  Government  Not for profit  Average daily direct care captured minutes  Provider type  Average daily direct care captured minutes by provider type and staff type    Carer    Registered Nurse    Enrolled Nurse    Allied Health    Care Manager    Lifestyle    Other 


image40.png
Average daily direct care captured minutes

o]
o

~
o

(o]
o

(9]
o

B
o

w
o

N
o

=
o

m Carer

Average daily direct care captured minutes by facility size and staff type

Total =56 Total =55
Sites =12 e
Sites =58
Residents = 152 . _ Total =49
Residents = 1,969 Sites =41

Residents = 2,428

Small - 30 or less operational places Medium - 31 to 89 operational places Large - 90 or more operational places
Facility size

M Registered Nurse = Enrolled Nurse m Allied Health m Care Manager M Lifestyle [ Other





image41.svg
                                                                                                                        Residents = 152  Residents = 1,969  Residents = 2,428  Sites = 12  Sites = 58  Sites = 41  Total = 56  Total = 55  Total = 49  0  10  20  30  40  50  60  70  80  Small - 30 or less operational places  Medium - 31 to 89 operational places  Large - 90 or more operational places  Average daily direct care captured minutes  Facility size  Average daily direct care captured minutes by facility size and staff type    Carer    Registered Nurse    Enrolled Nurse    Allied Health    Care Manager    Lifestyle    Other 


image42.png
Average Daily Direct Care Captured Minutes

2

3

g

g

5

@
8

=

,..
5

m Carer

Average Daily Direct Care Captured Minutes by Facility State and Staff Type

Residents=729
NsW awo SA vic
Facility State

= Registered Nurse = Enrolled Nurse = Allied Health = Care Manager Lifestyle

Total =49
Sites=15

= Other




image43.png
Average daily costs by expense stream and AN-ACC classification per resident
$450

396
3400 $374 $377  $384 ’ $378  $367
$366 sa3s  saz7  $359 5o $368

Average daily cost
wn W W W
= N N w
(6] o (6] o
o o o o

$350
8 9 10 11 12 13 102 103

$296
$259
$100
S50
sSo
2 3 4 5 6 7
AN-ACC classification

B Direct Care Labour ~ mmDirect Care Non-Labour  m@iHotel mWAccommodation ==Permanent Overall (2-13) ===Respite Overall (101-103)





image44.svg
                                                                                                                                                      $259  $366  $296  $335  $327  $359  $374  $351  $368  $377  $384  $396  $378  $367  $0  $50  $100  $150  $200  $250  $300  $350  $400  $450  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily cost  AN  -  ACC classification  Average daily costs by expense stream and AN  -  ACC classification per resident    Direct Care Labour    Direct Care Non-Labour    Hotel    Accommodation    Permanent Overall (2-13)    Respite Overall (101-103) 


image45.png
Average daily costs by cost type and AN-ACC classification per resident
$450

396
$400 $374 $377  $384 ’ $378  $367
3366 $335  $327  $359 $351 3368

Average daily cost
W W W
N N w
o wv o
o o o

$350
8 9 10 11 12 13 102 103

$296
$259
$150
$100
S50
S0
2 3 4 5 6 7
AN-ACC classification

B Direct i Overhead i Tax —Permanent Overall (2-13) —Respite Overall (101-103)





image46.svg
                                                                                                                                              $259  $366  $296  $335  $327  $359  $374  $351  $368  $377  $384  $396  $378  $367  $0  $50  $100  $150  $200  $250  $300  $350  $400  $450  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily cost  AN  -  ACC classification  Average daily costs by cost type and AN  -  ACC classification per resident    Direct    Overhead    Tax    Permanent Overall (2-13)    Respite Overall (101-103) 


image47.png
Proportion of average daily direct care minutes (solid) versus direct labour costs
(dashed) by AN-ACC classification and staff type

(paysep) s1s02 unoge| 19241p SNSIaA (pI1|OS) senulw jo uoniodoud

Class 9 Class 10 Class 11 Class 12 Class 13

Class 3 Class 4 Class 5 Class 6 Class 7 Class 8

Class 2

Permanent AN-ACC classification

DEnrolled Nurse Minutes @ Allied Health Minutes @ Care Manager Minutes M Lifestyle Minutes
BEnrolled N Cost B Allied Health Cost OCare Manager Cost [ Lifestyle Cost

@ Registered Nurse Minutes
[@ Registered Nurse Cost

B Carer Minutes
@C Cost





image48.svg
                                                                                                                                                                                                                     0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100%  Class 2  Class 3  Class 4  Class 5  Class 6  Class 7  Class 8  Class 9  Class 10  Class 11  Class 12  Class 13  Proportion of minutes (solid) versus direct labour costs (dashed)   Permanent AN  -  ACC classification  Proportion of average daily direct care minutes (solid) versus direct labour costs   (dashed) by AN  -  ACC classification and staff type    Carer Minutes    Registered Nurse Minutes    Enrolled Nurse Minutes    Allied Health Minutes    Care Manager Minutes    Lifestyle Minutes    Carer Cost    Registered Nurse Cost    Enrolled Nurse Cost    Allied Health Cost    Care Manager Cost    Lifestyle Cost 


image49.png
Average daily cost

$800

$700

$500

$400

$300

$200

$100

$0

Average daily cost per resident by MMM

TTLET

2-Regional areas 4-Medium rural towns 68&7-Remote communities
1-Metropolitan areas 3-Large rural towns 5~ Small rural towns

Modified Monash Model (MMM)




image50.png
Average cost per resident by AN-ACC classification and MMM

$600

$500

$400

s
w
=3
<3

Average daily cost

v
Y
Q
<3

$100

$0
2 3 4 5 6 7 8 9 10 11 12 13
Permanent AN-ACC classification

=8—1 - Metropolitan areas =®=2 - Regional areas =®=3 - Large rural towns =®=4 - Medium rural towns =@=5 - Small rural towns =@=6 & 7 - Remote communities.




image51.png
Average daily cost

$800

$700

$600

$500

$400

$300

$200

$100

$0

Average daily cost per resident by BCT

-m--

3-Standard MMM 6-7 5 - Specialised Homeless 6- Standard MMM 1-4 7-Standard MMM 5
Base Care Tariff (BCT)




image52.png
Average cost per resident by AN-ACC classification and BCT

$700

$600

$500

o
k4
S
5]

w
W
=1
5]

Average daily cost

$200
$100
$0

2 3 4 5 6 7 8 9 10 11 12 13

Permanent AN-ACC classification

——3 - Standard MMM 6-7 =8-5 - Specialised Homeless =06 - Standard MMM 1-4 ——7 - Standard MMM 5




image53.png
Average daily dost

$700

$200

$100

$0

For profit

Average daily cost per resident by provider type

Government

Provider type

Not for profit





image54.png
$600

$500

s
=
<]
=]

$300

Average daily cost

w
N
Q
=3

$100

$0

Average cost per resident by AN-ACC classification and provider type

—@—For profit

6

7 8
Permanent AN-ACC classification

—8—Government

9

10 11

~o-—Not for profit

12

13




image55.png
Average daily cost

$700

$200

$100

$0

Average daily cost per resident by facility size

Small - 30 or less operational places Medium - 31 to 89 operational places

Facility size

Large - 90 or more operational places




image56.png
$500
$450
$400
$350
$300

$250

Average daily cost
s
b
o
8

$150
$100
$50

$0

Average cost per resident by AN-ACC classification and facility size

~8—Small - 30 or less operational places

6 7 8
Permanent AN-ACC classification

& Medium - 31 to 89 operational places

9

10 11 12

~@-Large - 90 or more operational places

13




image57.png
Average daily cost

$700

$600

$500

$400

$300

$200

$100

S0

NSW

Average daily cost per resident by facility jurisdiction

QLD SA VIC

Facility jurisdiction

WA




image58.png
$600

$500

o
£
=
S

$300

Average daily cost

$200

$100

$0

—0—NSW

Average cost per resident by AN-ACC classification and facility jurisdiction

—e—QLD

6

7 8
Permanent AN-ACC classification

—0—SA

9

=-—V/IC

10

11

12

—.— WA

13




image59.png
Average daily direct care captured minutes

120

100

80

60

40

20

Average daily direct care captured minutes of first 90 days versus post 90 days (with

number of days captured)

435 (10%)

| 1,051 (6%)
o)
1,472 (9%)
2,083 (9%)
[ 1,095 (10%)
2 3 4 5 8 9 10 11

AN-ACC classification
M First 90 days Post 90 days

12 102

13

103





image60.svg
                                                                                                                                                    571 (8%)    142 (12%)    487 (7%)    2,083 (9%)    1,095 (10%)    1,472 (9%)    793 (7%)    543 (6%)    265 (4%)    1,051 (6%)    435 (10%)    369 (2%)    314 (84%)    514 (90%)   -   20   40   60   80   100   120  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily direct care captured minutes  AN  -  ACC classification  Average daily direct care captured minutes of first 90 days versus post 90 days (with   number of days captured)    First 90 days    Post 90 days 


image61.png
100

90

80

70

60

50

40

30

20

Average daily direct care captured minutes

10

Average daily direct care captured minutes of first 28 days versus post 28 days (with
number of days captured)

132 (2%)

49 (4%)

88 (1%)

235 (1%)

136 (1%)

186 (2%)

W First 28 days

88 (1%)

8

77 (1%)

9

187 (1%)

28 (0%)

10

AN-ACC classification
W Post 28 days

11

23 (0%)

90 (2%)

12

13

120 (32%)

102

163 (28%)

103





image62.svg
                                                                                                                                                            132 (2%)    49 (4%)    88 (1%)    235 (1%)    186 (2%)    136 (1%)    88 (1%)    77 (1%)    28 (0%)    187 (1%)    90 (2%)    23 (0%)    120 (32%)    163 (28%)   -   10   20   30   40   50   60   70   80   90   100  2  3  4  5  6  7  8  9  10  11  12  13  102  103  Average daily direct care captured minutes  AN  -  ACC classification  Average daily direct care captured minutes of first 28 days versus post 28 days (with   number of days captured)    First 28 days    Post 28 days


image63.png
Approach and Methodology

eractonsvar St e 3 woking 1 covring 24 hor ke

et copied ot o e o
e e e e W) el o st i (A A v s (), sk
TSl T ard e A e 1 3y Roncgor 1) Stion (i) 0Pt ) o

<o~

IHACPA




image64.png
e

e P ity R o bt et ot o

Background

koo i b e 2623 et G Coting Sty S

e o o e o e o e LT‘.\?“?L"JJC,’J.”,L’T,T,ZZ; P R

Rl e o it G g e -

1y iy st o et st oy s, lsa i i o515




image65.png
Site Insights Pack
National Pack

Residential Aged Care Costing Study

e




image66.png
Approach and Methodology

eractonsvar St e 3 woking 1 covring 24 hor ke

et copied ot o e o
e e e e W) el o st i (A A v s (), sk
TSl T ard e A e 1 3y Roncgor 1) Stion (i) 0Pt ) o

<o~

IHACPA




image67.png
e

e P ity R o bt et ot o

Background

koo i b e 2623 et G Coting Sty S

e o o e o e o e LT‘.\?“?L"JJC,’J.”,L’T,T,ZZ; P R

Rl e o it G g e -

1y iy st o et st oy s, lsa i i o515




image68.png
Site Insights Pack
National Pack

Residential Aged Care Costing Study

e




image69.png
e

IHACPA

June 2023
Information for employees

‘Your residential aged care facilty has been selected to participate in a Residential Aged Care Costing
‘Study (RACCS) commencing in 2023.

‘The Costing Study is being undertaken to understand the cost of delivering aged care services and is
one of the inital steps toward improving the funding of residential aged care to better support
residents, staff and services.

“The Study will e conducted by the Independent Health and Aged Care Pricing Authority (IHACPA].
IHACPA s 2n independent government agency responsible for providing aged care pricing advice to
the Commonwealth Government to ensure that aged care funding is directy informed by the actual
costs of delivering care.

‘You have been selected to participate in this important project

“The Costing Study willinvolve the collection of irect care data on the amount of time aged care staff
‘spend with residents. The study has been designed to minimise any incremental workload created
for team members. Data collection for each faciity will occur over 3 30-day period.

Your contribution wil be highly valued to help shape the future of aged care. You will ot be paid for
yourinvolvement.

Why thisis happening

‘The Royal Commission into Aged Care Quality and Safety found that the way aged care is funded
needs to change and now the sector is going through a process of significant reform. A key area of
this reform is focused on the residential aged care funding model, ensuring that aged care is
sustainable and accessible for all older people in Australia, well into the future. Understanding the
funding requirements of aged care is the fist step towards achieving these outcomes.

What it involves

Staff will be asked to wear a small electronic beacon while on shift based on their roles at the service
(g registered nurse, lifestyle officer, personal care worker etc ) - An equivalent beacon wil be
provided to residents to wear as well. The beacons will record the amount of time staff spend with
residents based on their proximity to one another. Staff beacons will only be active whilst in
proximity with resident beacons and record the length of time of these speciic nteractions, and
‘cannot record video, sound, personal information or the movements staffoutside of providing direct
resident care.

Privacy information

‘The data collected during the Costing Study wil not contain personal details. I adtion, all
information collected during the study will be deidentified and stored in IHACPA's secure data
management system. IHACPA will not have access to your name and will not include any information
that could identify residents or employees in the findings of the Costing Study. The data collected will
not be available to your employer in any manner that would allow you to be identified. This means
that you cannot be assessed or penalised because of any data collected during this study.

We understand that some staff may choose not to participate in the study. f this i the case please.
speak to your facilty manager.
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‘What happens next

Your faclity's designated contact person will communicate the next steps regarding the
commencement of the Costing Study. If you have any questions or concerns, please reach outto.
‘your site contact or email agedcarecosting@ihacpa.gov.au

Independent Health and Aged Care Pricing Authority

June 2023




image71.png
S

IHACPA

June 2023
Information for residents, relatives and representatives

‘Your residential aged care faciity has been selected to particpate in a Residential Aged Care Costing
‘Study (RACCS) commencing in 2023.

“The Costing Study is being undertaken to understand the cost of delivering aged care services and s
one of the inital steps towards improving the funding of residential aged care to better support
residents, staff and services.

“The Costing Study will be conducted by the Independent Health and Aged Care Pricing Authority
(IHACPA), an independent government agency responsible for providing aged care pricing advice to
the Commonwealth Government to ensure that aged care funding s directly informed by the actual
costs of delivering care.

‘You, or your relative, have been selected to participate in this important project
“The Costing Study will involve the collection of data on the time aged care staff spend with residents.
Data collection for each faciity will occur over  30-day period.

Your participation, or the participation of your relative, will help shape the future of aged care.

‘Why thisis happening
‘The Royal Commission into Aged Care Quality and Safety found that the way aged care is funded
needs to change and now the sector i going through process of significant reform. A key area of
this reform is focused on the residential aged care funding model, ensuring that aged care is
sustainable and accessible for allolder people in Australa, well into the future. Understanding the.
funding requirements of aged care is the fist step towards achieving these outcomes.
What it involves
Residents will be asked to wear or carry a small electronic beacon throughout the day. Each night,
the wearable beacons can be removed and left on the resident’s bedside in order to capture any.
‘overnight care that i provided. Equivalent beacons willbe provided for staff. The devices wilrecord
the amount of time aged care staff spend with residents and do not record video, sound, or any
personal information.

ooy 5
“The data collected during the Costing Study will ot contain personal details. In addition, all
information collected during the study will be deidentified and stored i IHACPA's secure data
management system. IHACPA will not include names or any information that could identify residents
o employees i the findings of the Costing Study. The information collected inthe study will only be.
used to work out how much time staff need to deliver aged care services, 5o we can better
understand the cost of aged care.
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Opt-out Process
participation in the study is optional. We understand that some residents may decide not to.
participate in the study. Ifthis is the case, please speak to your facility manager. Residents can opt out
of the study at any time before o during the data collection period. Furthermore, on the day of roll
out,faciity staff members will confirm with al participants their willngness to be part of the data
collection process prior o the beacon distribution. There will be no impact on your care ifyou choose.
not to participate.

‘What happens next
Your facility's designated contact person will communicate the next steps regarding the
commencement of the Costing Study. If you have any questions or concerns, please contact them
directly or email agedcarecosting@ihacpa.gov.au.

Independent Health and Aged Care Pricing Authority
June 2023
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Information for Union representatives

1am writing to provide you with information about the Residential Aged Care Costing Study (RACCS) that
will be conducted by the Independent Health and Aged Care Pricing Authority (IHACPA) in 2023. IHACPA s
an independent government agency required to provide ongoing advice to the Commonwealth Minister for
Health on the appropriate price for residential aged care services commencing 1 July 2023 using the.
Australian National Aged Care Classifcation (AN-ACC) funding model.

‘The Costing Study will involve the collection and analysis of time data, financial data and operational data
from residential aged care (RAC) faciiies so that IHACPA can examine the cost of care for individuals across
different classification levels. It willinclude data collection across approximately 120 RAC facilties and has.
been designed to minimise any incremental workload created for participating staff.

“This Costing Study willbe criticalto the reforms of RAC funding, underpinning the advice IHACPA will
provide to the Commonwealth Minister for Health on the appropriate price for RAC services for Y2024~
2025 using the AN-ACC funding model and provide a data set for future improvements to the AN-ACC
funding model.

Fac

will b selected to take part in the 30-day Costing Study commencing in February 2023
Why thisis happening.

‘The Royal Commission into Aged Care Quality and Safety found that the way aged care is funded needs to
‘change and now the sector i going through a process of significant reform. A key area of this reform s
focused on the RAC funding model and ensuring that aged care s sustainable and accessible for al older
people in Australi, well nto the future. It also prioritises building greater sustainability and capabilty into
the workforce. Understanding the funding requirements of aged care i the first step towards achieving.
these outcomes.

‘What IHACPA will be looking for
‘The Study will investigate how time is spent by aged care teams. The aim is to find out when, and for how.
long residents receive direct care from employees.Staff will not receive additionsl payment for their
involvement.

What it involves

Staff will be asked to wear a small electronic beacon while on shift. An equivalent beacon willbe provided
for residents to wear as well. The devices will record the amount of time staff spend with residents based
‘on their proximity to one another. The technology will ecord the amount of time staff spend with residents.
‘and does not record video, sound, or any personal information. We understand that some staff and
residents may choose not to participate in the study and there will be no penalties for staff who choose not
to participate.
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Privacy information

“The data collected during the Costing Study will not contain personal details. In addition, llinformation
colected during the study willbe deidentified and stored in IHACPA's secure data management syste.
IHACPA will ot have access to participant’s names and will not include any information that could identify
residents or employees in the findings of the study. The data collected will ot be available to employers in
‘any manner that would allow individual staff o be identified. Therefore, participating employees cannot
be assessed or penalised on any data collected during this study.

What happens next

1fyou have any questions or concerns, please email agedcarecosting@ihacpa gov.au.

Independent Health and Aged Care Prcing Authority
June 2023
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Site Information Pack

1 Costing Study Overview
11 Whats the study and why s it being undertaken?

“The Indapendant Hesith and Aged Care Priing Autharty (IHACPA) & required to provide angoing sdice
tome Minister for Heslth on the. e price for il aged care
‘commencing 1 July 2023 using the Australan National Aged Care Classfication (AN-ACC) funding model.

IHACPA s undersking the Residentsl Agd Care Casting Study (RACCS) to undrstand the cost of
eivering residental ged care services. The Costing Study wil nvoive the collesion and analyss o ime
data, financialdata and operational daa from Residental Aged Care (RAC) facilies 5o that IHACPA oan
‘examine the cost of care for indidusis Scross Sfferent elssficaton evels.

“This Cosing Stucy wil resut in 3 dta s that wil be critesl to implementaton of the reforms of RAC
funding and will underpin the advice IHACPA wil provide 1 the Commenweali Minster fo Health and
~Aged Care. Data collcted nthe RACCS wil iz0 be used forfuture mprovements o e AN-ACC funding
madel

Partcipating inthe study has he following benefs:

+ Invoivement in the process that wil dircty nfluence the pricng of aged care services and the
erstive efinement of the AN-ACC funding modsl.
+ Acosss o msigts rom the dsts ansysis completed for your faity.
+ The opporuniy o provide feedback on the approach 1o data collcion and inform subsequent
‘costing acivies o ensura that e process s as simple as possile for fuure years.
12 How willthe Costing Study be undertaken?

The RACCS will involve ata colletion scross spproximately 120 faciiies with diferent geographic.
Gemographi. facity. and resident cohortcharactarstics. The Costing Stusy wil focus on Goliscting cars
time between the staf and residents wihin RAC facilies over  period of 30 days. It willalso include the
collston of varius dats slements:

+ Financil data - captuing granular expendiure informaton enabling dentficaton of cost drivers
and development o cost categories (buckets) for consideraton n the AN-ACC funding model

+ Workforoe data - capturing Full Time Equivalents (FTE) and hours by role and costypes from the
‘Quartely Financial Repor: (QFR) and Aged Care Financial Report (ACFR)

+ Resident complexy data - AN-ACG information provided by Deparment of Healh and Aged Care
(DGHAC) and Aged Cars Identieation numbers (AC-ID) dcty from facites

 Occupied bed days data - captured from study parscipants

The RACCS projct team (consisting of IHACPA snd PwC representstves) wil work cosely wih 3
nominated represantstie from your facity faiities thoughout he stucy. This person wil b the primary
‘contactat thefacity and il work dosely with the projet feam to monor he data callecion process rom
the facity perspective, idenstyingrisks, sharing feedback, and providing regular progress updates.
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The RACCS project team wil be availble to provide supper and answer any questions before, during
and after i study period.

How il me data be collected? >

Time datawil be colcte using lecionc wearable devies (wearable | ‘el o
eveom. Sl i recse + ameh pescon 1 won whke o o | '
et o wi be rovied b esdents 1o wer 22 wll Tha

o il ecrd e ot f v S sy win s s

e e sy o one snnr

The bescons will secursly transmit the captured time data 1o [HACPA without nesd for inervention from
stafl. Stafwil only be required o charge their beacons at the end of e shif — resident beacons wil
requirs harging wekly. Whist IHACPA understands that aparatinsl requrements wil dictate te tme-
of-day resident devices are charged, evening or ovemight charging next 1 the resident bedside
prefered as i wil nelp ensure eveninglovernight care fme i captured, whie allowing esidents o cary
thei devioes with them hroughous the 43y

There i o ideniisbls dats sbout the resident or saf mambar recorded or transmitad curing the sty
‘and me data wil only be avalable to e projec eam fo the purposes of undertaking the costing process.

Whatisthe impost on residents and staf during the Costing Study?
The RACCS has been designed to have minimal impac on residents and staf.
Residens

Residants wil bs 3sked to keep ther beason with them troughout the day. Each ight the bessons can
be removed and lf on the resdent bedside inorder t capture any overnight cae that is provided.
Information on the sudy and data collection wll be mads availabe for all resdents and thei famiies
pror o the study commencing. W understand that some résidents may choose not to parissate in e
sudy.

s

‘Stafwil need 1o ensure they collect and wear 3 beacon for thei shit and retum it the charging staion
stthe end of thershit. No otnr acton s required by saf.Data wil ansfer sutomatially o IHACPA on
3 reguiar basis.

Each bescon wil have 3 ol sssigned (s.. sare manager.ragistered nurse). but no other dentiying
informaton sbout the indidusl Saf member il be Golscted.

When is the Costing Study taking place?

The RAGCS wil betaking placs between February and August 2023, We wil work wit you to determine.
2 commencement date for e 30 day data calecion period that s convenient for your faciies faciies
2nd 10 ensire that PG can adequately supportihe daa collection phase.

How willbe data securty be managed?

IHACPA takes data securty very sarously. No identable resident o saffdata wil be colleted 35 part
of the Costing Stucy. Dats wil be stord on HACPA's sscure cata management system.

sty dats il ot b sbie o be acosssed by sny paricipsting facifiss.

Where can | get more information?

From 8 Fabruary 2023, IHACPA and the project team will ost weekly Q2A sessions fr prospeciive and
confimes partiipants. This wil be an open forum where providers oan ssk questions sbout the Study.
IHACPA and the funding model more broadly. Atendance at these sessions is optional and providers.
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may stend any number oftmes. The content i sach session wil vary based on the questions ssked by
stiandes.

2 Site Sponsor Role
21 Who willoversee the Costing Study at each facity?

A localrapresentati (e Sita Sponsar) wl be nominstad by the provider t oversse the Casting Sty
“The S Sponsor wil bs he primary contact st th facity and wil work Siosaly wih e pojecttaam o
monitor the data collecon process rom the facity’s perspectve, identying isks, sharing feedback, and
providing regular progress updates. Throughout the course of the stdy the Site Sponsor wil meet twice.
wackly with he prjectteam at 3 mutually converient ime 1 share nsights and discuss the project
team’s findings, answaring any questons that arise rom the data that has been collcted.

22 How and when do | nominste my Site Sponsar?

Each provider i asked to nominate a Sie Sponsorfor allparicpating facifies as soon as possible. Tis
‘oan be done over ihe phone whil speaking o he project team or by sending theirname, email address
‘and dayime contact numberto accs(@au pws com.

23 What does the Site Sponsor need to do before the study commences?

The project team wil contac e Sie Sponsor pior o the commencement of the Costing Study. This will
‘enate collscion of more <pecifc mformaton sbo ths hom and provide tns S Sponsorwih n
SPporuniy o 45K cusstns. In 1 Giscuson (e S Spansar and the proecttasm Wi
* Confi what s raquird ofthe Site Sponsor;
* Confim the size. layout, current occupancy of the facity. and any practics considertions for
technology setup:
 Confinm the number of staf working withn the faiity and ther shit ptterns:
* Provide guidance for scosssing. populating. and retuming the dta collecton templtes:
 Discuss n more detal he data collection schnology that wil bs s o undertake e study.
 Agree on a date and time for tachnology set-up and brief on-sie taf raning session:
+ Discuss the collecion of financial data inciuding specfioaions and requirements fo the data
submission:
+ Agree on timing for regular wice-wesKy chckins (o be supplemeniad with addional sessions
s required):
 Answer any outstanding questions the Site Sponsor has about paricipatingn the RACCS:
+ Disouss COVID-10 protocolsfo th faiiy

24 How willdetais of the Costing Study be communicated to staff and residents?

IHAGPA snd PWC wil povids detaied sommanistions matersl o fasiies to inform partipatig sisf
mémbars and residentc sbout the objectves of e Costng Stugy. how the data wil bs solcted. and
ow the findings from RACCS and subsequent costng Stucies i inform i futre of 4ged care
funding. Priorto commencing das oallcson s asiiy il b& 3sked o confim i writng it they.
have done their dus diigence in proviling s nformaton (o residents amiles and that residents
parteipating in he data colleton process have not opied out of the Costng Study. A template leter for
this confimation wil be provided to Ste Sponsors

Aged care unions. paak bodies and resident advasacy groups wil e consulied on the orm o the.
‘Costng Study.

25 Whatare key actvities?

Data colection will e conducied in multple tranches between February and July 2023. The exactdates.
for your aciy willbe provided to he Sts Sponsor at te sarliet possibe opportuny. The igh-level st
of acivities that wil ake place during the RAGCS are outined below:

« Confimation of Ste Sponsor

* Diseussion wit Site Sponsor to canfi ths numbr of paricipsting s and residents snd
explan cata templtes

* Dalveryof tachnology o the faiiy (prior o set-up)
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On.sie preparation (tchnology setup, aiing, and data valdaton)

3042y Sme data collecton perid. ncluding wice-weskl checkins for ihe Ste Sponsor and
projec team

‘Confimation of resident absences and submission of supplementaryfinancial data (F required)
Technclogy coleton by courer

3 Technology

31 Whatkind of technology i being used?

Leamings from the 2022 Pt Costing Sty found tht the most sfective way to capture e data s via
lectroni wearable bascons. St wilrecei 3 small slscionic bescon fo wear whis on Shit An
‘Squivalent beacon wil be provided 1 residents 1o wear on ther oting. Using Blustooth and utra-
detan radio the technclogy wil ecord the amountof ime Saf spend with residents based on i
proximity t one another It doss o record sound, vdeo, or any oher data

These beacons wil secursly ransmit e capiured tme data to 4ACPA ia the ocalcellular network.
(not elant on WEF). Staf members wl be requied {0 charge teir beacons at the conclusion of each
SHit. Enough beacons will be provided t each acity 1o ensure coverage of morming, afemoon, and
‘overightshis.

32 Does the technology track the location of staf or residents?

No. The wearable beacons wil no rack the physicallocation of staf o rasidents. The purpose of s
Study s 0 racord the ength of me staff spend withresidents, not he location of ihese intaractons.

33 Howwill technology be allocated?

Allechnology wil be allocated o 2 facity and roe based on the staffand resdent numbers provided by
the Site Sponsor.

“The number o stsf beasons slscsted o faciiies wil bs determingd by the number of individusls in
‘each rle 50 hat the ype of carr can be interpeted from the data. St members o he same rol wil
otate use of e same beacons, wih sufient beacons provided 1o cover oth the AM and PM shifs
‘Simultancously Thi wil ansure tht s Sble to record Sme data duing sy overlapping handover parcd
‘and manage technology charging requirements. Each staff beacon wil be abelied wih e roe of s
ntenced veer

The number of esident beacons allcated to each facity will be determined by the number o indviduals
resding witin the faciy (iniuding both permanent and respite residents) Resident beacons wil be
Iabeld with he room number snd bed numibe (f Sppheable) of the rescent o which they have bean
allcated Depending on the occupancy evel of a faciiy, additional beacons may be et on st for new
residants that ante the facitty durng the data colection period.

34 When willthe technology arive?

‘Couters will b used o delver ihe wearables o the majorty o paricpating facilies. The projectteam
Wil work with the Sie Sponsor o soordinate the delvery oftechnology prior 5 the commencement of the
data soleston peroc.

Parcipating facilies wil be asked 1 keep and store the boxes the technalogy arived i so that they.
a0 be r=-used during he collecton process.

4 Setup and Training
41 Whatis involved i site setup?

Before the forma time data coleston period commences, one or two members of the prject feam will
physially vist aach facity for one fll day (o

Distibute wearabl beacons t staffand residents:
Candust on-site traning for sttt

Run tess t nsure the wesrabie beasans are working opimaly: and
Answer any questions raised by stsff o resdents.
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Team members wil folow il applicabl visior policies and procedures atyour facity, incucing COVID-
18 protocols. In additon, they wil be required Undertake a apid anigen tes and receive 3 negative
resulpror o vl t your facity.

42 How willthe technology be distributed?

Technalogy sstup involves the physics disriution oftms oollcton beasons t st and residents, snd.
the setup ofstaff sharging statons atyour acity. The tachnology distibution wil be conducted by the
projec tam with suppor From the St Sponsor. Some faciltes may be set up vinually.In hese cases
the project team wil wak the S Sponsor through the deployment process and be on cal o provide
‘sdditonsl suppor a5 required.

Rasidant bescons wil bs indvidusly delivered 1 Sl parispants. A staff membar wil bs asked to
‘2ccompany the prjectteam for the duration of i prooess o suppor inferacions wih residents.
Rsdent escons wil b |sballed wih room numbers 50 et 2y oan B8 retmad 0%t

‘Staf beacons wil be posiioned in 3 central locaton that s convenfent fo stafffo Vit at the startand
‘ond of aach shif. Chargers wil ba st up in this area so that e beacons can be charged whan they are
notinuse. Stafl beacons wil be allocated at the ol levl (fr exampl, Carers or Registered Nurses)
with Isbels being used to ey the ol fype of ach bescon.

43 Whattraining is provided to staf?
A short training session (15-20 minutes including Q) ed by i projectteam wil be hed on the day of
technology setup. Ths introductory session will xplain what il be requied of 52 irougho the data
collction period. Staf wil be gien the opportuny f ask as many questons 35 necessany fo ensure
‘everyone s comforable
The stafraining wil cover:

 Abrifintroducion on what the Costing Study is and why tis being underiaken:
A high-evel explanstion of the tims collcton beacons and how they work:

« How and when to charge the staff bescons: and.

+ Assistance avallableto paricipanis troughout the Costing Stdy.

‘Supporiing documentation incuding quick reference guides (QRG) and sign-inlign-outsheels 1 record
beacon use willbe prepared and provided for use during the data calecton perod. The sign-in/Sign-out
‘shests wil b used fo operatonal oversightonly and wil ot be shared with HAGPA or e projectteam
10 ansure that staffanomymiy s maintained.

5 Staff Involvement

51 Whatis required of staff during the Costing Study?
The wearable beacons are designed to have miimal impact on nommal saf routnes.
At e baginning o esch iR staffwill be ssked o collsc snd sign-out 3 ull charged stsf bascon
Signad i i e from 2 caniral Sharging Sation and o the bassan in her pockst o ol onto
thei lothes for e duration of their Shf. They wil also be askee o ensure that resslents re wearing
their bascons. ssssting them wih Gipping ther 12 lothing or mobiiy beasons S requred. AL e end of
the st stafwil nsed 1o Sign hei beacon back n at the Sam SEntal pont and comect 10 3 Sharger
The oelllr capsiiy of the bescons means thstno scton £ required o uplead tne dats.

52 Are allstaf (incl Agency) required to partcipate i the Costing Study?

Yes. In oder o capture and allooae data completely and corresty. il fontine staf tat neract with
residants  including Agency stafl — are equired 1o camy a Sme capture beacon inroughout ther i for
the ente study period. Beacons wil ba claary Iabelled 1 identsy which posiion they comrespond o (for
‘example, Registered Nurse or Lifestye)

53 Canthe sance of individual staff be bazed on the data

No. Tre projet team and the data collacion teshnology wil ot collctthe names or parsonal deais of
stafl. Al information collected during the study wil be deidentfed and he data collcted wl not contain
personsl detats of he bescon users. HACFA wil not insiuds any nformation hat couid denty
Tesidants or employees n the fncings and the data willorly be used o inform this Costing Study.




image80.png
54

2

&

Tnersfore, employees cannotbe. o or penlised of any data uing this
sudy.
Have the aged oare unions been told about this study?

The aged care unons will e consuled o the approach I tis Costing Study. They wil remain informed
of the Costing Study's progress troughout the calection of data fom partiipating facites.

Resident Involvement

Whatis required of residents during the Casting Study?

“The werabls bescons e designed o have miimsl impsct on residents. Residents wil bs asked fo
waar o sary ther baacon throughout the day. Esch ight, i beacans can be remaved and et on the
residant backide n oder 1 Gapire any ovemght cars hat s provided.

Are al residents required to partcipate n the Costing Study?

Praferably il residents wil paricipst n the Costing Study where t safe for them 1o o 5o n orderfo
‘capture and alocate data completay and correctl. Ths ncludes bolh permanent and respia rasidents
‘2nd any new residents that move ino he facifty during the data colcon period. Beacons il be
Sllosatad to speciic indidual fr the duration of e Sudy. We understand hat some residents may.
‘Shoose ot 1o pareipate. Residents can optout of the study at any time befors or durng the data
‘collacion pariod by informing e Ste Sponsor or faclty manager

How il hi work for residents with advanced dementia or challenging behaviours?

Understanding ths cost ofcaring for indvidusls with acvsnosd dementia andlor chsllanging behaviours
is it the suoosssful determinstion o 3 prce for 3ged sae sarvioes. IHACPA snd the project team
WAl work with providers o cater or residents with 2 ange of care needs

Data

What data is being collected?

The RACCS wil require iferent ypes of inormatin from partcipsting fsciiss during the RACCS. This
includes:

+ Operationsi facfty dats:
Basic deidentfied nformation about the partcipating staf and residents wl be collected o
upport he Costing Study. For rsidents s mcludes 3 mapping of Aged Care D (AC-DS) to
room numbers and whether indiiduals hold NDIS o new resdent status (f Sppicabe). For Saf,
W will requie the otal number and type of workforce by category.

+ Time data:

Time dats colecton wil un for 20 days. The dta being collectad i an electonic sspturs of the
tme stffspend with resdnt. The data wil bs de-dentied and wil ity be used fo e
purpose of supporting e costing process i his plt study. which wil be used t inform prisng
dvios. The data ollcted s automatically submited to HACPA via the tme-capiure beacons.

+ Resident bsence data:

The project team wil request details of any time residents spend away rom the facfty during the
time data collection perod 1 supportdata vaidation and analysis. A simple Excel template wil
be shared wit facites st the commenesment of e RACCS o b2 populated snd retumed to

the project team at the end of each week via Secure Fie Transer. Resident absence informaton
il Sl b Giscussed it the prject 2am during e twice-weskly dats validston ssis

+ Financisl data

Financal data for each facity wil be colisctad via the Quartery Financil Report (GFR) for G2
Y 22122 This pre-existing reportwi povide recent dats o the irect care safing costs for
esen faiy.

I adtion o the QFR some supplementalfnancial data such as cther irct care expenses and
‘expanses reiaing o hoel services, adminisraion o accommodation, wil be required. Ifa faily
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