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Background
Public outrage about the treatment of 
aged care residents in some nursing 
homes has its origins in a failure in 
each facility’s accountability framework. 
There is an overwhelming focus on 
documentation of organisational 
structures and care processes, 
detracting from what really matters – 
whether the wellbeing of residents 
has been achieved.

Objective
This article examines process- or 
action-oriented versus outcomes- or 
interaction-oriented accountability 
principles and their impacts on aged 
care residents’ care.

Discussion
A ‘performance outcomes approach’ 
provides a more effective and efficient 
way to achieve high levels of care in 
aged care facilities. These findings are 
important in the context of potential 
recommendations arising from the 
Royal Commission into Aged Care 
Quality and Safety.

So we have inspectors of inspectors and 
people making instruments for inspectors 
to inspect inspectors. The true business of 
people should be to go back to school and 
think about whatever it was they were 
thinking about before somebody came along 
and told them they had to earn a living.

– Richard Buckminster Fuller (1895–1983)

The scrutiny of nursing home care 
has highlighted significant systemic 
shortcomings in care delivered at some 
nursing homes. In response, the Minister 
announced re-accreditation audits and 
a new Commission to oversee the aged 
care sector (new governance system),1 
whose first task will be the delivery of a 
new Results and Processes Guide (new 
accountability system).2 

The government proclaimed its new 
governance framework in the form 
of Quality of Care Principles,3 which 
have been operationalised through a 
multiagency process: the Australian 
Institute of Health and Welfare developed 
a Performance and Accountability 
Framework,4 which the Australian Aged 
Care Quality Agency translated into 
Accreditation Standards covering eight 
broad domains,5 which the Aged Care 
Quality and Safety Commission translated 
into detailed expected outcomes criteria.2 
The associated standards assessment 
guidelines and their accompanying 
provider self-assessment tool are heavily 
process-focused2 but, as providers 
emphasised, provide no clear guidance on 

how to implement, monitor or improve 
residents’ care and wellbeing.6,7 

The crisis in the aged care sector is a 
systemic problem that emerged over time 
as a result of interactions of at least three 
difficult-to-reconcile goals:
• adherence to process-focused 

‘governance and accountability 
requirements’

• optimal management of the complex 
‘morbidity burden of aged care residents’

• the economically sustainable provision 
of a ‘skills- and staffing-level mix 
necessary to meet residents’ care needs’.

The problem: Addressing what 
matters in nursing home care
What matters most to nursing home 
residents is their health experience and 
quality of life.8,9 The following common 
scenarios illustrate the difference between 
approaches to care that are process based 
(adhere to a protocol) and outcomes 
based (adapt care to problems within 
their context):
• A usually stable resident with diabetes is 

given more insulin for an elevated blood 
sugar reading (as per protocol) but is 
not assessed for underlying reasons for 
this elevated reading, such as loss of 
appetite, an infection or a frank delirium 
(the necessary adaptive response). 

• A resident, following a fall, is being 
assessed for injuries (as per protocol), 
but reasons for the fall – such as 
lack of mobility, pain, hypotension, 
polypharmacy – are not elicited and/or 

‘ False accountability’
The harmful consequences of bureaucratic 
rigour for aged care residents
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strategies to prevent future falls – such 
as physiotherapy, pain management 
and medication review (the necessary 
adaptive responses) – are not initiated.

Governance and accountability 
in aged care
While accountability (ie showing the 
discharge of one’s responsibilities) is 
necessary and desirable, the ultimate 
questions remain: 
• Accountable to whom and for what?
• Which accountability measures 

ultimately ensure the best patient 
outcomes? 

Understanding governance and 
accountability principles is a prerequisite 
for answering these questions. 
Governance refers to an organisation’s 
system-wide framework to ensure it 
has processes in place to meet its legal 
and ethical obligations. Governance 
frameworks in turn determine which 
process-focused and/or outcomes-
focused accountability measures are 
being put in place. 

Peter Drucker, addressing the issue of 
accountability, said, ‘There is a difference 
between doing things right and doing 
the right thing’.10 While the former 
addresses procedural correctness, the 
latter is outcomes-focused and encourages 
adaptive responsiveness to changing 
circumstances.

Drucker’s insights reflect the complex 
adaptive nature of the issues, problems 
and challenges facing organisations. 
Aged care providers have to manage the 
complex morbidity and associated care 
needs of their residents (Box 1 [B]), attract 
and manage a workforce composition 
with the required diverse skills (Box 1 [C]) 
and ensure all care meets accountability 
requirements (Box 1 [A]). 

Accountability: To whom and 
for what 
The key questions for accountability are: 
‘accountable to whom’ – a command 
and control philosophy emphasising 
processes – and ‘accountable for what’ – 
an issues and goals orientation focusing 
on responsiveness, adaptability and 

learning.11 The former traces ‘who is 
responsible for what happened’, while the 
latter looks at ‘what has been done’ and 
‘what has been achieved’. 

The government’s governance and 
accountability statements and guidelines 
are vague in terms of resident outcomes 
while strongly indicating expected 
processes to be designed and followed. 
A process focus – codified in policies and 
procedures manuals – works sufficiently 
in manufacturing to prevent undesirable 
product variability. However, care and 
social services have to react to sudden 
unexpected changes in needs, demands 
and circumstances, necessitating 
high-level adaptive response skills. 

False accountability arises when one 
applies rule-based processes to situations 
that are complex and in constant flux 
– those situations require adaptive 
responses and measures that corroborate 
their achievement. The weakness 
of rule-based hierarchical process-
focused accountability is compounded 
when problems or emerging crises are 
unreported, putting individuals and the 
‘organisation as a whole’ at risk. 

Braithwaite’s studies in the aged care 
sector concluded that there is no clinical 
need for the proliferation of protocols 
and guidelines to cover every imaginable 
issue.12 Rather, he called for measuring 
the factors that matter to patient care 
and outcomes, something that he found 
to be an anathema to administrators 
who believe adherence to formalisms 
adequately shows adherence to legislative 
requirements, and that such adherence 
assures ‘high-quality care’ delivery. 

How process- and outcomes-
focused accountability differ
Figure 1 depicts the fundamental 
differences between process- and 
outcomes-focused governance and 
accountability thinking. ‘Defensibility’, 
measured as adherence to procedures, is 
the main driver behind process-focused 
accountability. In contrast, ‘avoid adverse 
events and achieve desired outcomes’, 
conveyed by quality indicators and 
quality-of-care/life measures, drives 
outcomes-focused accountability. 

Aged care residents’ frailties frequently 
lead to falls. Current guidelines, designed 
by facility managers, describe each 
facility’s approach to falls and falls 
prevention. Staff will assess, on admission 
and at regular intervals, a resident’s falls 
risk and provide programs to maintain 
mobility and dexterity. The guideline 
names ways to manage falls risks such as 
the use of sensor alarm mats, mobility 
aids, appropriate footwear, hip protectors, 
medication reviews and exercise 
programs. Furthermore, the guideline 
states that the facility ensures that staff 
undertake education programs about 
falls prevention. The bulk of the guideline 
outlines in detail the steps staff must 
follow after a fall has occurred, and how 
to document observations and reporting 
requirements. A ‘post-fall flowchart’ 
reiterates the prescribed processes to 
be followed. Failure to provide evidence 
that each step in the guideline has been 
adhered to will result in staff being 
reprimanded and carries the risk that 
accreditors sanction the facility (personal 
communication, clinical services director).

An outcomes-focused approach would 
be anticipatory in nature – starting from 
the resident’s past falls and fracture 
history, their subjective health rating 
and their health concerns. The care 
team would jointly assess additional 
environmental risk factors before 
designing a resident-centred management 
program that ensures that all relevant 
issues are assessed and monitored daily. 
Anticipatory care that takes particular 
note of the person’s self-rated health, 
health concerns and anticipated changes 
in health has shown a reduction in 
preventable morbidity, hospitalisation and 
mortality.13–16 Effectiveness/complication 
rates and quality of care/life would be 
relevant outcome-focused accountability 
measures to show the performance of an 
‘aged care facility as a whole’.17 

Accountability should serve 
residents’ interests
Current accountability thinking focuses 
on defensibility – have the institutionally 
predefined processes been adhered to? 
It assumes, such as in engineering and 
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production, that ‘doing things right’ 
will result in the desired outcomes; 
unfortunately, the reality of aged care 
shows that it frequently does not. 

The alternative, a focus on avoiding 
adverse events and achieving desired 

outcomes, engages all parties in 
defining and redefining ‘what ought 
to be achieved’ – the prevailing 
method in most ‘service industries’.12 
Working backwards from this outcome 
determines what actions need to be 

taken. It acknowledges that residents 
and their circumstances are in constant 
flux and that the ‘right thing’ that needs 
to be done will necessarily change 
– hence the core staff skill must be 
adaptability and team learning.17,18 

[A] Governance and accountability 
requirements 

Accreditation Standards Handbook3

Sec 11 (1) The Accreditation Standards are 
intended to provide a structured approach 
to the management of quality and represent 
clear statements of expected performance. 
They do not provide an instruction or recipe 
for satisfying expectations but, rather, 
opportunities to pursue quality in ways that 
best suit the characteristics of each individual 
residential care service and the needs of its 
care recipients. It is not expected that all 
residential care services should respond to 
a standard in the same way. (p. 5)

The eight standards of the Single Quality 
Framework2

• Standard 1 Consumer dignity, autonomy 
and choice

• Standard 2 Ongoing assessment and 
planning with consumers

• Standard 3 Delivering personal care  
and/or clinical care

• Standard 4 Delivering lifestyle services 
and supports

• Standard 5 Service environment
• Standard 6 Feedback and complaints
• Standard 7 Human resources
• Standard 8 Organisational governance

Assessment of Standards26

Explicitly emphasises that providers/
management have processes in place to 
manage each standard. 

Information about the service’s processes is 
also particularly important in the absence of 
tangible information about results for care 
recipients. It could include information that 
indicates: 
• processes and systems are in place 
• the processes and systems are effective. 

(p. 8)

Results are first defined as ‘management 
demonstrates …’ followed by statements 
such as: ‘confirm the appropriateness’, 
‘corresponds with the achievement’, ‘met in 
the prescribed manner’ or ‘satisfied with how 
care is …’ 

[B] Morbidity burden of aged care 
residents 

• 83% are classified as requiring high care27

• 60% have dementia
• 40–80% have chronic pain
• 50% have urinary incontinence
• 45% have sleep disorders
• 30–40% have depression

The need for residential aged care arises from 
increasing physical frailty, cognitive decline, 
emotional lability or social vulnerability. These 
declines make aged care residents prone to:
• acute delirium – most commonly caused 

by urinary and upper respiratory tract 
infections

• gait and balance problems – resulting in 
skin tears, falls and fractures

• polypharmacy – resulting in serious drug-
drug interactions, and loss of physical and 
mental function

• behaviour issues – resulting from mental 
decline and emotional lability, physical 
disability and polypharmacy

• end-of-life care – requiring coordinated 
medical and nursing support for the 
resident and his/her family.

[C] Providing for the needs of aged care 
residents 

The needs of residential aged care 
Care involves three separate but interrelated 
domains: 
• personal care – provided by personal care 

assistants and assistants in nursing
• medical care – provided by enrolled and 

registered nurses, mental health nurses, 
physiotherapists, podiatrists, dietitians and 
physicians 

• social care – provided by lifestyle 
therapists, diversional therapists and 
volunteer activities such as musicians, 
artists or animal handlers.

Staff composition (2003 versus 2012)28 
• Nurse practitioners (NPs): nil versus 0.2%
• Registered nurses (RNs): 21.4% versus 14.7% 
• Enrolled nurses (ENs): 14.4% versus 11.6%
• Personal care attendants (PCAs): 56.5% 

versus 68.2% 
• Allied health professionals/assistants 

(others): 7.6% versus 6.3%

Skills and cost (range)29

• NPs – Master’s degree: $37–38/hr
• RNs – Bachelor’s degree (four years at 

university): $25–42/hr   
• ENs – Diploma (one year at university): 

$22–24/hr   
• PCAs – Certificate III (five weeks at TAFE): 

$20–24/hr
• Others – Variable: $24–32/hr

Staff-to-patient ratios
• The Australian Health Care Act (1997)30 

requires that providers ‘maintain an 
adequate number of appropriately skilled 
staff to ensure that the care needs of care 
recipients are met’.

• Current staffing levels can be as low as one 
RN per 100 residents.

• Victoria introduced staff ratios for a small 
number of publicly owned aged care 
homes:31

 – morning shift – one RN per seven 
residents

 – afternoon shift – one RN per eight 
residents

 – night shift – one RN per 15 residents.

Box 1. The systemic challenges of governance and accountability requirements facing aged care providers
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The former approach is reactive, 
responding contemporaneously to 
incidents, while the latter is proactive, 
anticipating what is most likely going to 
happen and trying to avoid undesirable 
outcomes. Residents’ best interests are 
rarely served by showing that the right 
boxes have been ticked after the fact. 
Working with residents and constantly 
monitoring their progress and change 
enables steps to be taken to avoid 
incidents, although not all incidents 
can be prevented. 

Answerability following detection of a 
serious event or a preventable outcome 
usually requires facility owners, staff and 
healthcare providers to explain and justify 
their conduct, and change must address 
underlying systemic deficiencies.17 
Otherwise, sanctions are in order as 
‘answerability without sanctions is 
considered to be weak accountability’.19

Conclusion
There is an international call for 
governments to put more emphasis on 
outcome transparency and less on process 
measurement12,20,21 – the failures of not 
doing so are currently being examined 
by the Australian Government’s Royal 
Commission into Aged Care Quality and 
Safety (https://agedcare.royalcommission.
gov.au). This entails a change in thinking 
about governance of aged care facilities, 
and ultimately demands a different 
organisational structure of facilities and 
their leadership culture (Table 1). 

Regulatory change remains demanding; 
the greatest challenge for facility leaders 
will be to reinforce a resident-focused 
culture shift. This not only requires 
behavioural and educational responses to 
manage ‘tricky problems on the floor’, but 
also resident-focused monitoring systems 
that enable staff to adaptively and quickly 
respond to emerging health changes 
(Appendices 1 and 2, available online only, 
comprise a suggested reporting format and 
dataset, and its usefulness to resident care). 

It is well understood that complex 
problems cannot be solved with clear 
and simple solutions, however well 
intended.22 As Ackoff showed, problems 
in organisations arise from interactions 

among their members rather than any one 
individual’s action.17 Hence the imposition 
of new process-focused accountability 
requirements will result in ‘foreseeable’ 
unintended consequences; the threat of 
sanctions and penalties23 necessitates that 
managers and nursing staff must spend 
much of their limited time on compliance 
requirements, which in turn reduces time 
available to attend to interactions that 
enhance residents’ physical, emotional, 
social and cognitive wellbeing.24 

Time is a limited resource but is 
essential to provide good care and to 
achieve best possible quality-of-life 

outcomes.25 The delivery of best possible 
services in itself is complex, as the needs of 
nursing home residents change frequently 
and often unexpectedly; realising quality 
care delivery requires perpetual adaptation 
and improvisation (ie learning). 

High standards of care command as 
much time as possible being spent with 
residents and as little time as necessary 
with paper/computer work. Only then will 
the attributes called for in the Aged Care 
Single Quality Framework,5 namely that 
care should achieve the maintenance of 
independence and dignity of residents, 
be realised. 

Table 1. Comparing process- and outcome-oriented organisations and 
their consequences

Control-focused Responsiveness-focused

Belief One cannot trust people We trust that:
• people take responsibility if 

allowed to do so
• people learn from each other 
• mistakes/mishaps are learning/

improvement opportunities

Focus Who is wrong (individual focus)
Retribution

What is wrong (system focus):
• process failures
• early warning signs
Improvement

Consequences Authoritarianism
Distrust
Limited engagement
Risk aversion 
Hidden issues/failures
Stagnation

Distributed leadership
Trust
Initiation to solve problems
Calculated risk taking
Openly discussed problems
Innovation

Braithwaite12 summarises the differences as follows:
• protocols kill initiative under an atomistic pile of paper
• excessive demands for a task orientation distract attention from the people-oriented 

outcomes that matter
• protocols and guidelines create health and regulatory bureaucracies that miss the big 

picture* by being excessively systems oriented
• subjective assessments are reliable – and in constant use to improve outcomes in other 

service industries.

*Braithwaite’s description of the status quo: ‘In nursing home regulation today we find public mandating 
of the preparation of all manner of compliance plans, often combined with a requirement for committee 
meetings associated with them, with obligations to provide minutes of such meetings to inspectors and 
the risk of citations from inspectors if these processes are not working. Examples are nursing home 
plans for quality assurance, individual care plans for all residents, in-service training plans, staff planning, 
building design, infection control, pharmacy, social services, even grooming plans. In some jurisdictions, 
with some of these there are public requirements that outsiders be required to participate on committees 
that revise plans and monitor continuous improvement, as in US state rules that require family members 
of residents to be invited in writing to quarterly care planning meetings for their loved one’.
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The litigious attitudes of our society 
have led to the view that defensibility is 
best achieved by enforcing a rigid process-
focused accountability model. Available 
evidence suggests that an outcomes-
focused accountability model is equally 
defensible and enforceable, and is more 
closely aligned with the complex adaptive 
demands of aged care residents. This 
outcomes focus would readily help to 
reshape organisational and care delivery 
practices, the expected outcome for those 
who have called for a Royal Commission. 

Authors
Joachim P Sturmberg MBBS, DORACOG, FRACGP, 
MFM, PhD, Conjoint Associate Professor of 
General Practice, University of Newcastle, NSW. 
jp.sturmberg@gmail.com
Len Gainsford PMIIA, CRMA, PhD, Former Adjunct 
Research Fellow, Accounting and Governance, 
Swinburne University of Technology, Vic
Competing interests: None.
Funding: None.
Provenance and peer review: Not commissioned, 
externally peer reviewed.

References
1. Wyatt K. Powerful new reforms to ensure safe, 

quality aged care media release, Canberra: 
Ministry for Aged Care, April 2018. 

2. Wyatt K. Aged Care Quality and Safety 
Commission. Results and Processes Guide. 
Canberra: Aged Care Quality and Safety 
Commission, 2019. 

3. Fifield M. Quality of Care Principles 2014. 
Canberra: Social Service Department – 
Australian Government, Federal Register of 
Legislative Instruments F2014L00830, 2014. 
Available at www.legislation.gov.au/Details/
F2014L00830/Html/Text#primary-content 
[Accessed 26 July 2019].

4. Australian Institute of Health and Welfare. 
National health reform: Performance and 
accountability framework. Canberra: AIHW, 
2012. Available at www.aihw.gov.au/getmedia/
ea9b2361-38de-43f3-9426-8705fcc8f1da/
performance-and-accountability-framework.pdf.
aspx [Accessed 26 July 2019].

5. Wyatt K. Aged care legislation amendment (single 
quality framework) principles 2018. Canberra: 
DoH, 2019.

6. Leading Age Services Australia. Submission: 
Single aged care quality framework – Guidance on 
standards. Kingston, ACT: Leading Age Services 
Australia, 2018.

7. Department of Health. Report on the outcome 
of consultations on the single aged care quality 
framework. Canberra: DoH, 2017.

8. Drageset J, Haugan G, Tranvåg O. Crucial 
aspects promoting meaning and purpose in life: 
perceptions of nursing home residents. BMC 
Geriatr 2017;17(1):254. doi: 10.1186/s12877-017-
0650-x

9. Burack OR, Weiner AS, Reinhardt JP, 
Annunziato RA. What matters most to nursing 
home elders: quality of life in the nursing home.  

J Am Med Dir Assoc 2012;13(1):48–53. 
doi: 10.1016/j.jamda.2010.08.002

10. Drucker PF. The essential Drucker: The best 
of sixty years of Peter Drucker’s essential 
writings on management. Oxford: Butterworth-
Heinemann, 2001.

11. Roberts J. The possibilities of accountability. 
Account Org Soc 1991;16(4):355–68. 
doi: 10.1016/0361-3682(91)90027-C.

12. Braithwaite J, Makkai T, Braithwaite V. Regulating 
age care: Ritualism and the new pyramid. 
Cheltenham, Gloucestershire: Edward Elgar 
Publishing, 2007.

13. Jylhä M. What is self-rated health and why does it 
predict mortality? Towards a unified conceptual 
model. Soc Sci Med 2009;69(3):307–16. 
doi: 10.1016/j.socscimed.2009.05.013.

14. Idler EL, Benyamini Y. Self-rated health and 
mortality: A review of twenty-seven community 
studies. J Health Soc Behav 1997;38(1):21–37.

15. Benyamini Y. Why does self-rated health 
predict mortality? An update on current 
knowledge and a research agenda for 
psychologists. Psychol Health 2011;26(11):1407–13. 
doi: 10.1080/08870446.2011.621703.

16. Martin CM, Sturmberg JP, Stockman K, 
Hinkley N, Campbell D. Anticipatory care 
in potentially preventable hospitalizations: 
Making data sense of complex health journeys. 
Front Public Health 2019;6:376. doi: 10.3389/
fpubh.2018.00376.

17. Ackoff RL. Systems thinking and thinking 
systems. Syst Dyn Rev 1994;10(2–3):175–88. 
doi: 10.1002/sdr.4260100206. 

18. Heifetz RA. Leadership without easy answers. 
Cambridge, Ma: Harvard University Press, 1994.

19. Brinkerhoff DW. Accountability and health 
systems: Toward conceptual clarity and policy 
relevance. Health Policy Plan 2004;19(6):371–79. 
doi: 10.1093/heapol/czh052.

20. Pross C, Geissler A, Busse R. Measuring, reporting, 
and rewarding quality of care in 5 nations: 5 policy 
levers to enhance hospital quality accountability. 
Milbank Q 2017;95(1):136–83. doi: 10.1111/1468-
0009.12248.

21. Porter ME, Lee TH. The strategy that will fix health 
care. Harv Bus Rev 2013;91(12):50–70. 

22. Sturmberg J, Topolski S. For every complex 
problem, there is an answer that is clear, 
simple and wrong: And other aphorisms about 
medical statistical fallacies. J Eval Clin Pract 
2014;20(6):1017–25. doi: 10.1111/jep.12156.

23. Department of Social Services. Aged Care 
Compliance Policy Statement 2015–2017. 
Canberra: DoSS, 2015.

24. Sturmberg JP. Health system redesign: How to 
make health care person-centered, equitable, 
and sustainable. Cham, Switzerland: Springer 
International Publishing, 2018.

25. Sturmberg JP, Cilliers P. Time and the consultation 
– An argument for a ‘certain slowness’. J Eval 
Clin Pract 2009;15(5):881–85. doi: 10.1111/j.1365-
2753.2009.01270.x.

26. The Royal Australian College of General 
Practitioners. Medical care of older persons in 
residential aged care facilities. 4th edn. South 
Melbourne, Vic: RACGP, 2006.

27. Australian Institute of Health and Welfare. GEN 
aged care data: People’s care needs in aged care. 
Canberra: AIHW, 2019. Available at www.aihw.gov.
au/reports/aged-care/gen-peoples-care-needs-
in-aged-care/contents/summary [Accessed 
26 July 2019].

28. King D, Mavromaras K, Wei Z, et al. The Aged 
Care Workforce, 2012. Canberra: Australian 
Government Department of Health and Ageing, 
2012. Available at www.agedcarecrisis.com/
images/pdf/The_Aged_Care_Workforce_Report.
pdf [Accessed 18 September 2019]. 

29. Fair Work Ombudsman. Pay guide – Nurses 
award 2010 [MA000034]. Canberra: Australian 
Government, 2018. Available at www.fairwork.
gov.au/ArticleDocuments/872/nurses-award-
ma000034-pay-guide.pdf.aspx [Accessed 
26 July 2019].

30. Commonwealth of Australia. Aged care act 1997. 
Compilation no. 53. Canberra, Commonwealth of 
Australia, 2019. 

31. Commonwealth of Australia. Aged high care 
residential wards. In: Safe Patient Care (Nurse to 
Patient and Midwife to Patient Ratios) Act 2015. 
Canberra, Commonwealth of Australia, 2015.

mailto:jp.sturmberg@gmail.com
http://www.aihw.gov.au/getmedia/ea9b2361-38de-43f3-9426-8705fcc8f1da/performance-and-accountability-framework.pdf.aspx
http://www.aihw.gov.au/getmedia/ea9b2361-38de-43f3-9426-8705fcc8f1da/performance-and-accountability-framework.pdf.aspx
http://www.aihw.gov.au/getmedia/ea9b2361-38de-43f3-9426-8705fcc8f1da/performance-and-accountability-framework.pdf.aspx
http://www.aihw.gov.au/getmedia/ea9b2361-38de-43f3-9426-8705fcc8f1da/performance-and-accountability-framework.pdf.aspx
http://www.agedcarecrisis.com/images/pdf/The_Aged_Care_Workforce_Report.pdf
http://www.agedcarecrisis.com/images/pdf/The_Aged_Care_Workforce_Report.pdf
http://www.agedcarecrisis.com/images/pdf/The_Aged_Care_Workforce_Report.pdf

