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Executive Summary 

This report provides insight into the experiences of frontline Home Care workers and operational 
staff within a Consumer Directed Care model of aged care. The aim of this report is to further 
demonstrate the critical link that exists between workers’ engagement in their job and the 
provision of quality aged care. The research expands on previous studies in this area to highlight 
that a satisfied, engaged workforce improves staff retention and their capacity to care, thus 
directly contributing to continuity of care that meets the needs of people requiring support. This 
report does not seek to explore the macro or policy level issues of Consumer Directed Care, but 
rather aims to advocate for the experiences of frontline staff and how they can be better engaged 
and supported within the limitations of the current model, to help them undertake their job and 
in turn improve services for people they care for.  
 
A total of 39 people participated in the primary research for this project through focus groups and 
interviews. Four focus group sessions were held with 27 frontline Home Care workers from 
AnglicareSA in Adelaide and Amana Living Perth. The data collected from these focus groups was 
used to inform the interviews undertaken with twelve operational staff from across both 
organisations. Guided by the insights derived from these engagements, this report provides 
evidence for strategies to improve job quality, staff engagement and worker satisfaction, and 
consequently also provides strategies to improve the care experiences of older people. The key 
themes that emerged from this research were as follows: CDC: Balancing expectations, tasks and 
time; Rostering; Team design; and Communication. 
 
The study found that, generally, the frontline workers and operational staff who participated not 

only enjoyed their jobs, but also deeply cared about providing quality care for their clients. 

Overall, they were positive towards the CDC model and the flexibility, choice and autonomy it 

provides to people. The study found that staff were concerned regarding the appropriateness of 

packages for some of their clients, and that managing expectations was the most challenging 

aspect of their role. Furthermore, participants in this study felt that there was a need to do more 

with less time, a factor that has been widely recognised as contributing to staff disengagement. 

Equally important was the impact of rostering, with this study finding that enhanced engagement 

with the rostering process, increased understanding or clarity around job and role requirements, 

and improved processes may significantly improve worker satisfaction as well as enhance 

continuity of care. Additionally, this study found that the nature of Home Care within CDC has 

contributed to feelings of isolation and a lack of connectedness between care workers. Strategies 

highlighted as having potential to counteract this included geographic based teams in a hub and 

spoke system, improved processes for travel and administration, and a focus on enhancing 

communication processes and information sharing. Moreover, improving feedback systems and 

exploring how technology could be better utilised were also key areas participants felt would 

facilitate better staff engagement, improve efficiency and, in turn, enhance capacity to provide 

quality care.  

Based on these findings this report provides the following recommendations and suggested 
actions for achieving these:  
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Recommendation One: Seek to reduce or streamline administration and facilitate easier access 
to information as required to undertake effective care.  
 
To implement this recommendation it is suggested that organisations: 
 

 Audit current administration tasks to ensure they are essential for organisational and 
legislative compliance. Where administration is identified in excess of this, seek to amend 
processes to reduce workload. 

 Review access to care plans, with specific exploration of a centralised database connected 
to service allocation, allowing workers to review the plan before entering the home. 

 Evaluate and redevelop the progress notes system to ensure consistent information 
dissemination and reduced paperwork. 

 Reduce or eliminate administration tasks outside of service delivery times through review 
of allocated job delivery windows to ensure enough time for administration tasks during 
service. 
 

Recommendation Two: Review rostering strategies with the aim of enhancing staff and client 
satisfaction. 
 
To implement this recommendation it is suggested that organisations: 
 

 Review the availability process to ensure that it is equitable for both staff and the 
organisation. Once complete, the availability process should be communicated to all staff 
to ensure clarity and understanding of its purpose and implementation. 

 Seek to increase staff knowledge of workforce structure and CDC requirements, with a 
focus on the role and capacity of casual staff to meet client need within current industrial 
legislation. 

 Continue exploration of reasonable choice options, including where service windows may 
or may not be appropriate and in what format. Simultaneously work to improve staff 
knowledge about how services are planned and offered. 

 Increase frontline worker engagement in rostering processes, through team networking 
and participation in information sharing.  

 Review alternative processes, technology and systems for rostering that reduce time 
spent manually managing hours and calling clients and care workers to update them on 
service times and roster changes. 

 Invest in rebranding and retraining around domestic assistance to better promote the 
importance of this service for clients amongst care workers. 

 Continue to invest in training to facilitate increased workforce diversity. 

 Ensure staff are allocated a range of services during their work day to prevent excess 
workload and service type exhaustion. 

 
 
 
 
 
 



 

 6 

Recommendation Three: Review Home Care team design with focus on increasing team 
connection and networks. 
 
To implement this recommendation it is suggested that organisations: 
 

 Increase focus and resources on developing smaller geographic teams. 

 Develop a clear policy for transition into smaller teams with regards to managing existing 
client preferences. 

 Explore the capacity for the use of existing infrastructure to operate as a hub and spoke 
model, and where possible leverage this infrastructure to reduce care worker isolation. 

 Update current systems for travel to better reflect the potential delays in traveling 
between clients and to reduce administration for reporting in, including ensuring 
estimates from Google Maps are in real time. 

 Increase investment in senior care worker type roles to enhance communication and team 
connection. 

 In reviewing administration process as previously recommended, audit the administration 
commitments of senior care workers and team leaders to facilitate increased face-to-face 
time with care workers. 

 
Recommendation Four: Commit to continuous improvement of communication channels 
between staff, organisations and clients. 
 
To implement this recommendation it is suggested that organisations: 
 

 Seek to increase care worker engagement in all aspect of operations, including 
workshopping client concerns, policy discussions and rostering decisions. 

 Seek to clarify organisational policy around information sharing and client confidentiality 
with care workers. 

 Invest in increasing time for information sharing and collaboration between care workers. 

 Increase story sharing of best practice and care worker innovation across the business via 
team meetings, newsletters and email. 

 Develop specific internal feedback systems for staff that ensure all feedback is responded 
to in a timely manner.  

 Ensure that communication between care workers and coordinators is streamlined, with 
clear process for reporting, prioritising and responding to information. 

 Modify care worker meeting structures to allow more discussions between care workers 
and coordinators, and to increase team connectedness. 

 Explore current use of technology, seeking expert insight into more effective systems that 
are a better fit for organisational purpose.  

 Develop internal organisational communication flow charts that help workers know who 
to speak to and when.  
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Introduction 

Over the last twenty years there has been a worldwide paradigm shift in social care from ‘block 

funded’ agency-managed models to consumer directed models of care (CDC) and funding. This 

has been particularly evident in the disability and aged care sectors. To ensure they are operating 

from a person-centred approach, organisations in these fields have been forced to re-evaluate 

and change how they plan, deliver and manage their services. They have moved into roles of co-

production, facilitation and brokerage, working in partnership with people receiving care to 

develop plans and deliver services that meet an individual’s specific needs. 

As of 1st July 2015, the Australian aged care system has required service providers to operate 

within the CDC model of service delivery (Smith, 2019). This model of aged care funding and 

support has allowed people to have greater choice and control over the services they receive. The 

Australian Government has defined the CDC model as one which, 

Provides community aged care consumers with greater control of their lives by allowing 

them, to the extent that they are capable and wish to do so, and relative to their assessed 

care level of need, to make informed choices about the types of care services they access, 

and the delivery of these services, including who will deliver the services and when they are 

delivered (KPMG, 2012, p.1). 

This definition demonstrates the enhanced choice, voice and control for people receiving care 
embedded in the CDC model and highlights the importance of transparency and partnerships in 
achieving life quality and wellness for older Australians. CDC has fundamentally changed the way 
aged care is conceptualised and delivered in Australia, and a new environment for service 
providers and people needing care has been created. Although notable research has been done 
exploring how service providers have managed this transition, and how people have experienced 
or benefited from CDC, very few studies have investigated strength-based strategies for 
improving care worker engagement within the Home Care sector. There is evidence that there is 
a direct link between job quality, worker satisfaction and quality care (King, Wei & Howe, 2013; 
Howe, King, Ellis, Wells, Wei & Teshuva, 2012), and it is vital that we begin to seek input from the 
people working at the frontline of direct care, not only to improve their own work experiences, 
but also the experience and quality of care for clients. 
 
The Anglicare Australia Network has a significant footprint in aged care in nearly all jurisdictions, 

including specialist services for the elderly in home and residential care. Anglicare agencies 

involved in aged care are grappling with the twin challenges of delivering the highest possible care 

and attracting and retaining a motivated and satisfied workforce to deliver that care. The 

Australian Alliance for Social Enterprise at the University of South Australia, in partnership with 

Anglicare Australia and HESTA, has undertaken this investigation to explore how to optimise 

worker engagement and enhance quality care within the current limitations of CDC funding and 

structures. This report presents the findings from a qualitative study which sought the experiences 

of frontline care staff in the Home Care sector, as well as other operational perspectives, to better 

inform organisational practices and policies to increase staff engagement, improve staff retention 

and - in turn - improve care.  
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Literature Review 

This literature review provides a brief overview of key themes that have arisen from research 
regarding the CDC transition for both people needing care and service providers. There is a body 
of literature and advocacy regarding the appropriateness of funding packages and pricing 
structures within the CDC model and it is important to recognise these issues at an underlying 
level as contributors to how CDC is experienced and provided (Department of Health, 2018; 
McCallum & Rees, 2017; Zizzo, & Goodwin-Smith, 2016; Aged Care Workforce Strategy Taskforce, 
2018). This research does not engage specifically with those macro level issues, but seeks to 
provide insights into opportunities for improvement for Home Care based community care 
workers’ (CCW’s) roles within the current CDC funding model and how this intersects with quality 
of care for people. Furthermore, the Australian aged care system currently operates as 
continuum of care, and Home Care is only one facet of this spectrum. Literature focused on the 
experiences of residential staff provides rich insight into CDC in a high care context, but is out of 
scope for this project, which aims to seek the voice and knowledge of CCWs regarding how 
agencies could optimise their role and job satisfaction in order to optimise care in a Home Care 
context.  

In Australia, the Commonwealth Home Support Programme (CHSP) is entry-level home support 
for older people to keep living independently at home, whilst Residential Aged care is aimed at 
older people no longer able to live independently and who require high level care (Department of 
Health, 2017; McCallum & Rees, 2017). The Commonwealth Home Care Packages Programme 
(HCP) sits between these services and is aimed towards older people with more complex care 
needs who require assistance to continue living independently in their own home (Department of 
Health, 2017; McCallum & Rees, 2017). In December 2018, the number of people receiving an 
HCP was 93,331 (Department of Health, 2019). The care these people receive includes, but is not 
limited to, clinical supports such as nursing, allied health and physiotherapy; support services 
such as cleaning, transport and social activities; personal care, such as showering, dressing and 
mobility around home; and nutrition and medication assistance (Department of Health, 2017; 
Smith, 2019). There are four levels of HCP support: 

 Home Care Level 1 – basic care needs 

 Home Care Level 2 – low level care needs 

 Home Care Level 3 – intermediate care needs 

 Home Care Level 4 – high care needs (Department of Health, 2017) 

Since 1st July 2015, all aged care service providers have been required to provide HCP on a CDC 
basis (Department of Health, 2017). Although the Australian Government provides clear direction 
on their approach to CDC, , the definition of CDC within the literature is not uniformly accepted 
(Laragy & Allen, 2015, p. 214; Zizzo, & Goodwin-Smith, 2016). Instead, key-distinguishing features 
of CDC can be identified within either a funding model or care model paradigm. As a care model, 
the core components of CDC are responsibility, control, choice, empowerment, person centred 
goal setting and avoiding conflicts of interest (Crozier & Muenchberger, 2013; NACA, 2013) As a 
funding model, CDC is viewed as a system in which people can purchase services from a self-
selected provider (McCallum & Rees, 2017). Internationally, CDC models have become 
increasingly recognised as best practice in the disability and aged care sectors and have been in 
operation in the UK, USA, Canada, Europe and New Zealand for over 20 years in varying forms 
(Zizzo, & Goodwin-Smith, 2016). In Australia, the Consumer Directed funding model was 
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implemented in the disability sector through the National Disability Insurance Scheme (NDIS) and 
the aged care sector from approximately 2013 (Iannos & Goodwin-Smith, 2015; Low, Chilko, 
Gresham, Barter, & Brodaty, 2012). In aged care models, CDC has required providers to shift from 
case managed block funding to a system where the person is now in control of their own care, 
allowing choice, control and autonomy (Iannos & Goodwin-Smith, 2015). Additionally, this shift 
has been argued to provide other benefits such enhanced community participation, social 
inclusion and greater transparency (Iannos & Goodwin-Smith, 2015), as well as being cost 
effective (Laragy & Naughtin, 2009; Williams, 2007). Internationally, there is no recognised 
industry wide approach regarding how to implement CDC effectively (Zizzo, & Goodwin-Smith, 
2016). However, in the Australian context, a range of guidelines exist that draw on foundational 
principles of CDC models to support agencies to implement practices and policies to ensure they 
are CDC compliant (Department of Health, 2017; Zizzo, & Goodwin-Smith, 2016). Furthermore, as 
of 1st of July 2019, new Aged Care Standards are also required to be in place at all aged care 
service providers (Aged Care Quality & Safety Commission, 2018). These directly intersect with 
CDC concepts and have been developed to ensure agencies are providing consistent, best 
practice services that are person centred and CDC compliant. All aged care services providing 
Commonwealth subsidised aged care are required to demonstrate their compliance and 
performance against the following standards:  
 

 Consumer dignity and choice 

 Ongoing assessment and planning with consumers 

 Personal care and clinical care 

 Service and supports for daily living 

 Organisation service environment 

 Feedback and complains 

 Human resources 

 Organisational governance (Aged Care Quality & Safety Commission, 2018). 
 
Under the Australian model, HCP funding is provided via an individualised budget or ‘package’ of 
care (McCallum & Rees, 2017). In order to receive a package, older Australians are assessed using 
a nationally consistent framework that includes an Aged Care Assessment Team (ACAT) 
assessment (for functional needs and Centrelink assessment for income testing fee evaluation 
(Zizzo, & Goodwin-Smith, 2016). During this assessment their priority for care is also assessed. If 
they are allocated a package, they are placed into a national queue until they are assigned a 
package and connected to service providers (Department of Health, 2017). These service 
providers coordinate the package, provide services and case manage as required to meet the 
individual need and desire for care with pricing influenced by market forces (Department of 
Health, 2017; McCallum & Rees, 2017). The same service providers can also deliver CHSP services 
in home and therefore care workers often provide services to a mix of HCP and CHSP clients. 
CHSP funding, in comparison to HCP, can be described as somewhat less flexible and is intended 
for people with needs at a lower cost than a level 1 HCP package (Department of Health, 2018b). 
In some cases, higher intensity care can be delivered, but only on an episodic or short-term basis 
(Department of Health, 2018b). These clients are also expected to not require ongoing case 
management for coordinated packages of care and do not receive an individualised budget as 
services are targeted and specific to their immediate need (Department of Health, 2018b). 
Assessments are primarily undertaken by Regional Assessment Services (RAS), with some 
assessment undertaken by the ACAT as appropriate (Department of Health, 2018b). Assessors, 
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service provides and people seeking care in both HCP and CHSP work in partnership to identify 
person centred goals and needs, which form the basis of a care plan (Department of Health, 
2018b; McCallum & Rees, 2017; Zizzo, & Goodwin-Smith, 2016). Through this process the person 
has the capacity to be more engaged in the planning and delivery of their care and support, 
including the types of services they want to receive, how they receive those services, who 
delivers the service, and when the services are received (Department of Health, 2017; McCallum 
& Rees, 2017). The amount of funding limits the total amount of services available, but can be 
topped up to provide a greater level of support if required (Department of Social Services, 2015; 
Zizzo, & Goodwin-Smith, 2016). Providers are required to ensure every person receiving a HCP 
has an individualised income and expenses statement to facilitate transparency regarding 
available resources and how those resources are being utilised (Department of Social Services, 
2015; Ellis, Sherwin & van Dam, 2011). Providers do not have to be able to resource all services 
and are encouraged to broker where required to meet people’s individual care needs (Zizzo, & 
Goodwin-Smith, 2016). 
 

CDC: The Client Experience 
The CDC model has resulted in a shift in the power dynamics between clients and service 

providers. Unlike traditional service delivery models where decision making and financial control 

reside with the professional, in CDC this authority and control rests with the person receiving care 

or a nominated representative (Rees, 2013; Williams, 2007). This has forced service providers to 

re-evaluate their engagement with clients and explore ways of more meaningfully connecting to 

develop effective and suitable client-led care plans (Armour, 2014). This shift is also evident in 

changing terminology, with labels such as service users, recipients and patients being replaced 

with terms such as consumers or client, thus positioning them as equal partners, co-producers 

and designers of their care (Aged Care Workforce Innovation Network, 2014). Through this shift 

there is increased focus on empowerment, with services offered in ways that facilitate and 

enhance choice and control (Armour, 2014; Petriwskyj et. al. 2014).  

It is evident that CDC has significantly improved client self-determination, but some people 
receiving care have experienced difficulties or minimal benefit within the model. Zizzo, & 
Goodwin-Smith (2016) note that there is evidence that ‘CDC has provided minimal positive 
outcomes for consumers and their families’ (p.21). Similarly, Low, Yap & Brodaty, (2011) have 
noted CDC as having minimal effect on consumer outcomes. Furthermore, studies suggest that 
for some people the CDC model has increased the anxiety, stress or burden associated with 
managing their own care (Low et al., 2012), and that for others there is a disconnect between 
what they would like to receive in their service and what is operationally possible for agencies to 
provide (Petriwskyj et. al. 2014). This is notable when exploring continuity of care, where people 
receiving care may want the same worker, but this is unattainable due to operational availability 
(Laragy & Naughtin, 2009). There have also been challenges associated with perceptions around 
client wants versus client needs and what individualised funding should provide (Department of 
Health, 2018). Zizzo & Goodwin-Smith (2016) note that for people experiencing cognitive and 
aged related mental decline, there are challenges to facilitating understanding ‘that practical care 
needs were essential to keeping them healthy and safe at home’ (p.34). This is just one example 
of where providers’ duties of care may conflict with a person’s choice and correlated concepts 
such as dignity of risk within the CDC model. (Ottmann, Allen, & Feldman, 2009). The New Aged 
Care Standards specifically address this, stating: 
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 Dignity of risk supports a consumer’s independence and self-determination to make their own 
choices, including to take some risks in life. If consumer choices are possibly harmful to them, 
organisations are expected to help the consumer understand the risk and how it could be 
managed to help them live the way they choose. 

 Organisations have other responsibilities under law to manage risks to the health and safety 
of the workforce and others in the service environment. In meeting these obligations, the 
organisation is expected to show how they involve consumers and look for solutions that are 
the least restrictive of their choice and independence (Aged Care Quality & Safety Commission, 
2018). 

It can be surmised that these challenges have, in effect, forced both clients and service providers 
to explore how to best work in partnership to effectively utilise their allocated packages to meet 
the person’s needs in a safe and appropriate manner. This project seeks to explore the ways staff 
can be engaged effectively so as to be best positioned to try to reduce these challenges, and in 
turn increase positive care experiences.  

CDC: The Provider Experience 
CDC has shifted the core practical components of service delivery, with providers taking on the 
roles of relationship builders and service brokers rather than expert case mangers (Williams, 
2007). This has required the deconstruction of traditional power dynamics within aged care, and 
increased engagement with advocacy, education and facilitation (Rees, 2013; Williams 2007; 
Zizzo, & Goodwin-Smith, 2016). Service providers have had to demonstrate their accountability to 
clients, thinking more innovatively to co-develop services that are person centred and meet an 
individual’s unique needs (Iannos & Goodwin-Smith, 2015). Clients’ understandings of funding, 
service limitations and system constraints have also posed challenges for service providers since 
CDC has been implemented (Department of Health, 2018; Petriwskyj et. al. 2014). As previously 
mentioned, there are instances where client expectations cannot be met due unrealistic requests 
or operational incapacity related to human or practical resources, and this causes frustration 
(Zizzo, & Goodwin-Smith, 2016). Furthermore, the increased competition amongst providers due 
to people having the ability to choose and consequently shop around has only further enforced a 
paradigm shift towards customer service, and developing exceptional person-centred options 
(Home Care Today, 2014; Zizzo, & Goodwin-Smith, 2016).  
 
The Quality Jobs, Quality Care project found that care workers believed that that care quality 
involves maintaining peoples’ dignity and individuality, providing social interaction within 
professional boundaries, continuity of care and enhancing a person’s sense of security, autonomy 
and safety (Skinner, Smith, Jarrad, Charlesworth & King, 2016). This reflects the core values of 
CDC, yet direct care workers have seen an enormous shift in the way in which they undertake 
their roles: They must now be able to provide flexible services around client schedules and 
requests, whilst ensuring they still achieve the core aspects of the service they have been 
allocated to undertake in accordance with a person’s care plan (Parvazian et. al. 2012). 
Additionally, as care workers have the most frequent contact with clients, they are seen as the 
eyes and ears of an agency, putting them in the position of needing to not only provide direct 
care, but having to communicate the needs of their clients to service coordinators (Zizzo, & 
Goodwin-Smith, 2016). This has created difficulties for workers balancing client and 
organisational expectations in addition to creating operational challenges around rostering, 
meaningful contract hours and fostering a connected workforce (Mavromaras, Knight, Isherwood, 
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Crettenden, Flavel, Karmel, Moskos, Smith, Walton & Wei, 2017; Parvazian et. al. 2012).  
 
Research has shown that workers often feel they are doing more with less time (Mavromaras et. 
al. 2017; Parvazian et. al. 2012; Skinner et. al. 2016). Zizzo, & Goodwin-Smith (2016) found that 
service coordinators and care workers both felt their roles had become increasingly burdened by 
administrative processes. They reported that this not only took away from their caring capacity, 
but that it was ‘tiresome and draining’ (Zizzo, & Goodwin-Smith, 2016, p.44). The primary role of 
care workers has been described as being to ‘follow care plans, monitor and report in changes in 
a consumer’s condition and take action as required’ (Skinner et. al. 2016, p.14). However, care 
workers have reported that they believe their role is more than this, that in practice it is providing 
quality interactions with people receiving care, to provide social emotional support, and to 
advocate for them and improve their quality of life through empathetic, compassionate care 
(Skinner et. al. 2016, p.14). In contrast, managers in the aged care field reported quality care 
workers as being reliable, honest, punctual, able to follow directions, able to efficiently report 
and provide feedback, and apply training to practice (Skinner et. al. 2016, p.14). Skinner et. al. 
(2016) propose that this focus on work skill qualities and operational fit ‘may lead to work 
cultures and practices that overlook the interpersonal dimension of aged care work’ (p.14). 
Where workers feel pressure from organisational demand, such as with time or task expectations, 
it may detract from their capacity to care, reduce job fulfillment and impact staff retention, all of 
which has been demonstrated to impact client care (Mavromaras et. al. 2017; Parvazian et. al. 
2012; Skinner et. al. 2016). This research explores creative ways to overcome these challenges 
using the experience of the Home Care workforce, with an aim of providing realistic 
recommendations and strategies for implementation. 
 

The Home Care Workforce 
CDC has changed the aged care sector broadly, and the Home Care sector has seen significant 
shifts in how services are provided. Moving into a CDC model has changed not only what Home 
Care service looks like, but also how agencies operationally manage services and the staff that 
provide them to meet client demand. Staff turnover in the aged care sector is approximately 25%, 
and studies have argued that this turnover has a direct impact on quality of care (King, Wei & 
Howe, 2013; Howe, King, Ellis, Wells, Wei & Teshuva, 2012). Community care workers make up 
approximately 84% of aged care employees engaged in direct care via community outlets and 
spend a majority of their shift (approximately two thirds) actively caring (Mavromaras et. al. 
2017; p. 69 & 98). Despite this considerable workforce, a shortage of care workers has been 
reported by agencies. Reasons cited for this include a lack of suitable applicants, agencies 
geographical location, and inefficient recruitment processes (Mavromaras et. al. 2017). Agencies 
have reported that their most utilised strategies to manage shortages include rostering current 
staff in longer hours, increasing on the job training, and engaging agency staff to fill gaps 
(Mavromaras et. al. 2017). The Aged Care Workforce Strategy Taskforce (2018) identifies 
retention as a key focus area for the aged care sector moving forward, and it can be surmised 
that exploring Home Care staff experiences and how to better support them is a priority for 
agencies aiming to provide best practice quality care (Aged Care Workforce Strategy Taskforce, 
2018; King, Wei & Howe, 2013). Notably, very little research has been undertaken exploring 
frontline Home Care workers’ views on what strategies could be utilised to enhance their 
provision of care, or engagement in their job. This study seeks to share the stories of staff and 
provide innovative recommendations for enhancing Home Care service.  
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The National Aged Care Workforce Census and Survey (NACWCS) provides an important insight 
into the aged care workforce. Parvazian et. al. utilised the survey to specifically focus on 
benchmarks of job quality for Personal Care Attendants (PCAs) (workers in residential care) and 
Community Care Workers (CCWs) (workers proving care in home) in 2012. They found that CCWs 
engaged in Home Care work were primarily women, born in Australia with a median age of 50 
years (Parvazian et. al. 2012). The NACWCS survey in 2016 reflected similar statistics, with the 
median age increasing slightly to 52 (Mavromaras et. al. 2017). In 2012, just over fifty per cent of 
CCWs had dependents (Parvazian et. al. 2012). Most CCWs were engaged on a permanent basis, 
just over half holding a Certificate III in aged care and most being likely to be employed by a not 
for profit organisation (Mavromaras et. al. 2017; Parvazian et. al. 2012). Parvazian et. al. (2012) 
found that, on average, permanent CCWs were engaged in 28 hours of work per week, whilst 
casual employees were more likely to be engaged on average 19 hours per week. However, there 
was a significant increase in permanent part time CCWs, rising from 62% in 2012 to 75% in 2016, 
with a correlated reduction in causal CCWs from 27% in 2012 to 14% in 2016 (Mavromaras et. al. 
2017). In 2017, fifty-nine per cent of Home Care outlets used Enterprise Agreements, 70% paid 
for travel time between services and 48% provided mileage payments and allowances for work-
related transport costs (Mavromaras et. al. 2017). 
 

Job Satisfaction in Community Care 
Doing aged care work itself has consistently been identified as a key source of job satisfaction for 

CCWs (Isherwood, Mavromaras, Moskos, & Wei, 2018; Mavromaras et. al. 2017; Parvazian et. al. 

2012). A positive relationship with managers has also been connected with enhancing job 

fulfilment (Skinner et. al. 2016), and in 2012 a majority of CCWs reported satisfaction with their 

managerial relationships (King, Wei & Howe, 2013). Parvazian et. al (2012) found that only 3.8% 

of CCWs intended to leave their job in the coming 12 months whilst in 2016 nine per cent of 

Home Care and Home Support Direct Care Workers were seeking new employment (Mavromaras 

et. al. 2017). Agencies in 2016 more frequently reported CCWs vacancies, citing resignation, 

creation of new positions or retirement as being the leading causes of these (Isherwood, 

Mavromaras, Moskos, & Wei, 2018; Mavromaras et. al. 2017). Financial concerns were the most 

cited for CCWS intending to leave their role, whilst insufficient hours were also reported as a key 

issue impacting job quality for causal CCWs, despite these staff being most satisfied with the pay 

they received for the work (Parvazian et. al. 2012). Having too many hours is generally not a 

contributing factor to job dissatisfaction, and broadly direct care Home Care staff working 

approximately 16-34 hours per week tend to report the ‘best fit’ between hours worked and 

preferred hours worked (Mavromaras et. al. 2017; Parvazian et. al. 2012). CCWs did, however, 

report a preference to be moving towards working 35-40 hours (Mavromaras et. al. 2017). 

Skinner et. al. (2016) note that workers felt having predictable rosters that avoided broken shifts 

and allowed some flexibly impacted job quality, whilst the Department of Health (2018) notes 

sector concerns around CDC leading to a less permanent, casual work force (p.6). King, Wei & 

Howe (2013) found that employee satisfaction with hours worked and hours preferred is 

associated with intentions to leave, highlighting the importance for agencies to provide 

meaningful contracts to increase retention. In addition to financial and work hours concerns, 

work processes, particularly associated with time pressures and feeling rushed to complete jobs 

was found to contribute the most to job dissatisfaction (Isherwood, Mavromaras, Moskos, & Wei, 

2018; Mavromaras et. al. 2017; Parvazian et. al. 2012; Skinner et. al. 2016). Feeling a lack of 

autonomy to independently decide how to undertake work also contributed to CCWs sense of 
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disengagement from their roles (Parvazian et. al. 2012). CCWs generally reported satisfaction 

with their skills and abilities to undertake their work, but Mavromaras et. al. (2017) note several 

areas where CCWs believed additional training could enhance their skills, and potentially their job 

satisfaction. These included dementia training, mental health and palliative care (Mavromaras et. 

al. 2017). Skinner et. al. (2016) also found that regular comprehensive training delivered via a 

variety of means was correlated with perception of job quality, as was having access to a more 

experienced mentor, whilst the Aged Care Workforce Strategy Taskforce (2018) have included 

training as a vital component of their recommendations for workforce improvement.  

Work-life balance and impacts of work on personal commitments have also been identified as key 
contributors to job satisfaction and retention. Overall, CCWs in not for profits report lowest job-
related stress and lowest dissatisfaction with work-life balance (Mavromaras et. al. 2017; 
Parvazian et. al. 2012). However, Parvazian et. al (2012) note that, ‘Overall, CCWs reported 
moderate to high levels of work-life interference across the work-life items’ (p.14). Concurrently, 
agencies report that the most typically made job demands they place on CCWs are requests to 
change hours or service location at short notice and requests to work longer hours due to 
unexpected client need. These demands in effect contribute to instability for workers, 
consequently impacting their work-life balance and job satisfaction.  
 
Being respected by the people they care for and their families, managers and co-workers, as well 
as having a safe work environment has also been linked to job quality and worker satisfaction in 
the aged care sector (Skinner et.al. 2016). It can be surmised that in order to enhance quality care 
and continuity for staff and people in care, issues such as financial remuneration, work-life 
balance, training and time allocated for services must be reviewed (King, Wei & Howe, 2013; 
Howe, King, Ellis, Wells, Wei & Teshuva, 2012). The Quality Jobs Quality Care project is significant 
in that it provides a comprehensive toolkit to help organisations support those working in both 
community and residential aged care via small changes to operational practices (Skinner et.al. 
2016). The aim of the project was to improve job quality and care quality by engaging with staff 
to develop workplace interventions that had demonstrated impacts on their work engagement 
(Skinner et.al. 2016). Similarly, The Aged Care Workforce Strategy Taskforce has identified 14 
strategic actions to help the aged care industry address current and future workforce challenges:  
 

 Creating of a social change campaign to reframe caring and promote the workforce  

 Voluntary industry code of practice  

 Reframing the qualification and skills framework—addressing current and future competencies 

and skills requirements  

 Defining new career pathways including accreditation  

 Developing cultures of feedback and continuous improvement  

 Establishing a new standard approach to workforce planning and skills mix modelling  

 Implementing new attraction and retention strategies for the workforce  

 Developing a revised workforce relations framework to better reflect the changing nature of work  

 Strengthening the interface between aged care and primary/acute care  

 Improved training and recruitment practices for the Australian Government aged care workforce  

 Establishing a remote accord  

 Establishing an Aged Care Centre for Growth and Translational Research 

 Current and future funding considerations, including staff remuneration  
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 Transitioning the existing workforce to new standards (The Aged Care Workforce Strategy 

Taskforce, 2018) 

The literature demonstrates the importance of exploring how to better support aged care staff. 
This study aims to seek ideas from frontline Home Care and operations staff about ways they 
believe improvements could be facilitated within the current constraints of a CDC model, to 
contribute to innovation in providing quality Home Care. 



 

 16 

Method 

Home care funding has shifted to a Consumer Directed Care model wherein the funding follows 
the person needing care, who is able to purchase services from Home Care providers. This 
maximizes choice and control for the person, whilst simultaneously posing logistical problems for 
service providers in terms of managing a workforce, which needs to be nimble in response to 
client demand, and in response to fluctuations in demand. This research investigated workforce 
insights on how to navigate these tensions to maximise workforce attachment and satisfaction, 
and the associated quality of care. The research was guided by the following research question: 
 
“In regard to the Home Care workforce, what would allow aged care workers to deliver the best 
possible care?”  
 
The research consisted of engagement with two major Anglicare aged care providers, AnglicareSA 
and Amana Living, and employed a qualitative approach utilising focus groups and individual 
interviews. These facilitated in-depth conversations about Home Care work within the Consumer 
Directed Care environment and opportunities for improvement. The research began with a series 
of focus groups with frontline staff which were then followed by individual discussions with 
manager level staff and staff with administrative functions at both sites. Themes arising from 
frontline focus groups constituted findings in their own right and shaped the interview schedule 
for the subsequent interviews. The interviews were designed to elicit new findings, and to enable 
a ‘drilling down’ into (and further perspective on) frontline findings. This enabled an 
understanding of how issues raised by frontline staff intersected with operational opportunities 
and capacity.  
 

Focus Groups 
Four focus groups (two at each site) were undertaken for this study. A total of 27 frontline staff 
participated with a majority of these being care workers. Focus groups are recognised as an 
appropriate method when aiming to explore participants’ thoughts and perceptions on particular 
topics (Wayne, 2013). This method was chosen for data collection as it facilitated in-depth 
engagement with frontline staff, as well as story sharing and opportunities for the participants to 
work together to develop ideas for improving staff engagement (Neuman, 2013). The focus 
groups were conducted in a semi-structured manner by three researchers, recorded and 
thematically analysed. Given the nature of the focus groups and the organisation-specific focus of 
this study, non-probability sampling methods were utilised, with participants purposively 
sampled from an identified group (Neuman, 2013; Wayne, 2013). It is important to note that the 
data collected from these focus groups is situational and context-based, and therefore not 
representative of all frontline staff working in a Home Care capacity (Neuman, 2013). 
 
To recruit focus group participants, a senior Home Care manager at both AnglicareSA and Amana 
Living were provided a recruitment pack. The pack included an information sheet, a consent form 
and a letter of introduction to participants. The senior manager distributed this pack to a pool of 
potential participants. Consent forms were collected in person prior to the focus group 
commencing and participants were reminded of the voluntary nature of participating in the focus 
groups. Frontline staff were paid for their participation via normal payroll processes of the 
organisations.  
 



 

 17 

Interviews 
For this research, twelve individual interviews were conducted with operational staff with subject 
matter expertise. These interviews were semi structured, consisting of both informal 
conversations and structured questions developed from themes identified in the initial focus 
groups. This not only elicited new information, but also enabled an exploration of issues or ideas 
raised by frontline staff and how these intersected with operational capacity. Using this method 
allowed the researchers to adapt and generate questions that not only drew from the research 
aim, but also reflected the key areas of interest for the participants themselves. Utilising semi 
structured interviews for qualitative research is a widely recognised method and allowed for 
extensive exploration of participants’ thoughts and experiences (Neuman, 2013; Postmus, 2013). 
Interviews were undertaken via telephone. Telephone interviews have been recognised for 
improving uniformity and standardisation of interviews, minimisation of interviewer effects and 
improved efficiency (Postmus, 2013). In addition to note taking, each telephone conversation was 
recorded and then thematically analysed. 
 
Like the focus groups, the interviews also utilised non-probability purposive sampling. The 
findings only reflect the experiences of the operational staff that shared their views and cannot 
represent all manager level or support staff working within the CDC field. Participation for 
interviews was voluntary, and staff were identified and recruited by a senior Home Care manager 
at both AnglicareSA and Amana Living who provided them with a recruitment pack. Consent 
forms were returned via scanned email prior to the interview occurring, and the researcher 
summarised the information sheet and voluntary nature of the study prior to beginning the 
interview. Operational staff were also paid for their participation via normal payroll processes of 
their organisations 
 

Analysis 
The data for this study was explored using thematic analysis. Extensive notes were taken for both 
the focus groups and interviews in addition to recordings. During analysis, these notes were 
compared to the recordings to ensure in depth exploration of the data, ensuring no key 
information was overlooked. The focus groups were analysed initially, and the identified themes 
then informed the questions for the semi structured individual interviews. Upon completion, the 
interviews were analysed, and the resulting themes were compared with those from the focus 
groups to identify the overall key themes, as well as similarities and differences between frontline 
and operational staff perceptions.  
 
This study employed the following method as outlined by Halcomb and Davidson (2006) and 
utilised by Zizzo & Goodwin-Smith (2016) in lieu of verbatim transcripts. This method of using 
notes and audio recordings has been recognised as not only a more effective way of analysing 
interview data, but as being a highly reflective process in which the researcher in extensively 
engaged with the data (Halcomb & Davidson, 2006). The steps for this process are as follows:  
 

Step 1: Combined audiotaping and note taking at interview 

Step 2: Reflective field notes immediately following an interview 

Step3: Listening to the audiotape to amend/revise field notes and observations 

Step 4: Preliminary content analysis 
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Step 5: Secondary content analysis 

Step 6: Thematic review (Halcomb & Davidson, 2006).  

 

Ethical Considerations 
Participation in this project was entirely voluntary, and this was conveyed in all relevant 
information. Nonetheless, it must be acknowledged that evidence of participation exists in payroll 
and roster records, and this could be perceived to constitute a coercive pressure to participate. 
By way of countering this, verbal conversations with participants reinforced their right to refuse 
participation, to decline to answer specific questions and to leave the study at any point. 
Additionally, recruitment packs for focus groups were distributed broadly and directed 
participants to contact the researchers to volunteer or discuss the study to mitigate any sense of 
pressure from senior staff. Consent forms were also not collected by operational staff but signed 
at the beginning of the focus groups or returned directly to the research team via email. 
 
Given the nature of focus groups, participants were also identifiable to each other. As such, the 
research team could not guarantee confidentiality, and this was communicated verbally and on 
all relevant paperwork. Participants were also reminded at the beginning of focus groups that 
information shared should remain confidential to that group. Participants were informed via 
relevant paperwork and prior to focus groups and interviews that all data would be de-identified, 
and that raw data would be stored securely. 



 

 19 

Findings and discussion 

It is important to recognise that, in general, the frontline workers and operational staff who 

shared their experiences for this project not only enjoyed their jobs, but also deeply cared about 

providing quality care for their clients. It was evident that these people are not in aged care just 

to be employed, but also because they are committed to improving the lives of older people. The 

value in retaining such people is immeasurable, and to do so they must be recognised for doing 

the very difficult, yet vital work that they undertake. Moreover, the areas where staff were most 

dissatisfied with their employment were also the areas that they linked to opportunities for 

improved care for their clients, supporting previous research that has demonstrated that quality 

care is linked to quality jobs (King, Wei & Howe, 2013; Howe, King, Ellis, Wells, Wei & Teshuva, 

2012). This was particularly evident in continuity of care, that is clients having the same worker or 

workers, being directly connected to quality care for all participants in this study. This was not 

only in describing what people receiving care preferred, but what would allow frontline workers 

to build professional, empathetic relationship with them. Operational level staff explained that 

the two primary things people requested were knowing what time their service would be, and 

having the same worker.  

Focus Group Participant: Consumers don’t like the changing staff. 
 
Focus Group Participant: A lot of clients say we always get new people, but would be happier if 
they got the same person. 
 
Notably, despite continuity of care being a core aspiration of Consumer Directed Home Care, it 
was clear that there were significant challenges in achieving this. The following themes not only 
explore some of these challenges, they also describe existing successful strategies and highlight 
new approaches generated by participants to further increase staff engagement, improve 
retention and ultimately contribute to quality care.  
 

CDC: Balancing expectations, tasks and time 
Overall, participants were positive towards the CDC transition and model, believing it allowed 
customers more choice and control in how they access and use services. Nevertheless, 
participants from both frontline and operations levels noted concerns that some clients were not 
necessarily receiving better or more care. This concern has also been noted in previous research 
into client outcomes of CDC (Low, Yap & Brodaty, 2011). 
 
Focus Group Participant: Even though its consumer directed, not sure if they’ve got better help, 
because it’s in their ball park a bit more, they are making the rules a bit more, they got more of a 
choice. 
 
Participants felt that with increased choice came increased expectations from clients. 
Consequently, the biggest challenge for frontline staff in their work was often managing these 
expectations in relation to the services they were there to deliver. Operational staff also 
recognised this, and agreed it was the most difficult issue faced regularly by care workers. This 
was an area where participants suggested that training around boundaries, saying no when 
appropriate, managing conflict and communicating effectively with people about role and service 
may prove beneficial. Previous research has suggested that care workers at not for profit 
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providers across the sector report the most dissatisfaction with receiving adequate training 
(Parvazian et. al. 2012, p.12).  
 
Focus Group Participant: It’s about what hours they want, their demands are a bit harder to meet. 
 
Operations Participant: I feel they feel quite under pressure in terms of what the organisation is 
expecting them to do in terms of start and end times of the service and the duties and task we are 
asking them to do compared to what the consumer in front them from time to time will expect 
from them and that’s everything from ‘can’t you just stop and have a chat with me?”, to ‘well 
while you’re here can you do this, this and this?’ 
 
Operations Participant: The nature of most of our employees is that they want to help and want 
to make a difference, so it’s not a natural thing for them to say no I can’t. 
 
Interwoven throughout the focus groups and interviews was a belief that the challenges 
associated with CDC are, at their core, connected with insufficient or mismatched funding and 
pricing structures. Not only was this specifically noted by participants, but it was clear in their 
concern for people receiving care who they believed did not have adequate packages for what 
they needed, and a sense that frontline staff were being asked to do more with less time. 
Operations staff also recognised the increasingly competitive nature of the CDC environment and 
the impact of this on staff. These concerns are not insignificant, and they reflect themes 
identified in a broader body of research exploring CDC funding models (Department of Health, 
2018; McCallum & Rees, 2017; Zizzo, & Goodwin-Smith, 2016; Aged Care Workforce Strategy 
Taskforce, 2018).  
 
Focus Group Participant: Stretched a lot more [since CDC came in]. 
 
It’s notable that a majority of focus group participants did not blame their organisation for feeling 
pressure to complete more work with less time. Instead, they saw it as a macro issue stemming 
from the transition to CDC. For most, they felt their employer was providing a better working 
environment then other Home Care providers.  
 
Focus Group Participant: I really like the company, they are getting choked, they are choking us 
and that’s flowing to the consumers. 
 
Although fewer participants believed that this need to complete more tasks was organisationally 
driven, it is important to note their experiences of feeling undervalued in the CDC environment.  
 
Focus Group Participant: The bigger the companies get, the less personal, [it’s] more about money 
and profits. 
 
Focus Group Participant: Workers not valued, especially since the organisation has grown. 
 
Administration duties were also closely associated with a sense of more tasks and less time 
(Isherwood, Mavromaras, Moskos, & Wei, 2018). Staff felt that, in a CDC environment, they often 
do administration tasks to the detriment of service time, or in their own unpaid time between 
clients or after shifts. One focus group participant described an alternative system with a 
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different agency where they are paid a nominal fee for each handover or form they complete 
after a care visit. Although a small amount of money, the other focus group participants appeared 
receptive to some form of recognition for extra time required outside of service to undertake 
calls or complete forms.  
 
Focus Group Participant: I wish we could access care plans before we get to the person’s house, so 
I can prepare, to turn up as organised as I can be especially if I’ve got a complex client. At times 
you feel like you are taking away their service time. It’s like they are looking [at] you like I’m ready 
for my shower now and you’ve still got 24 pages to read.  
 
Focus Group Participant: There is reasonable amount admin actually. 
 
Focus Group Participant: Report-ins expected if worried about client. Sending emails takes time at 
home, [which is] not paid. 
 
Several operational staff explained the requirement of care plans to be person centred and 

comprehensive to meet the Aged Care Standards, but that this information is often excessive for 

meeting the needs of what the care worker was there to do for the service. This resulted in time 

being used in reading lengthy care plans, in addition to progress notes from other care workers 

and job alerts on care worker’s phones via ComCare. This was recognised as being a challenge, 

and there was positivity towards reviewing how administration processes could be better 

managed to streamline job specific information. Laragy & Allen (2015) have previously argued 

that complex bureaucratic processes may hinder effective CDC implementation, and it can be 

proposed that simplification of administration in Home Care could contribute to increased 

engagement for both workers and clients.  

Recommendation One: Seek to reduce or streamline administration and facilitate easier access 
to information as required to undertake effective care.  
 
To implement this recommendation it is suggested that organisations: 
 

 Audit current administration tasks to ensure they are essential for organisational and 
legislative compliance. Where administration is identified in excess of this, seek to amend 
processes to reduce workload. 

 Review access to care plans, with specific exploration of a centralised database connected 
to service allocation, allowing workers to review the plan before entering the home. 

 Evaluate and redevelop the progress notes system to ensure consistent information 
dissemination and reduced paperwork. 

 Reduce or eliminate administration tasks outside of service delivery times through review 
of allocated job delivery windows to ensure enough time for administration tasks during 
service. 

 

Rostering 
Discussions around rostering raised the most issues for frontline staff. Key issues included feeling 
like rosters were unpredictable or operating on a day-to-day basis, that they experienced too 
many gaps between clients and that they often felt they couldn’t do anything in case a shift was 
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offered. Operational staff stated that rostering was always a constant challenge for them, the 
rostering teams and the care workers. There was acknowledgment that some of these issues 
stem from the fluid nature of Home Care work, where services may not be required due to 
hospitalisation, death or other commitments resulting in gaps, or where services may need to be 
rapidly scaled up for clients. Operational staff also felt that they had difficulty in maintaining 
consistent, regular rosters for frontline staff when large amounts of sick leave and availability 
changes occur. It was also recognised that permanent staff are entitled to holidays, which they 
should take, but that this does impact continuity of care and the ability to consistently roster. 
 
Operations Participant: It’s a massive jigsaw everyday. 
 
There was a specific concern raised regarding availability, where staff would give available times 
and, although they may not have a rostered shift, were expected to still be available in case a 
service was required at short notice. This was noted as problematic at both a frontline and 
operational level. Reviewing agency policy on staff availability and rosters suggested that there 
are different understandings between frontline staff and operational staff about what occurs in 
relation to declining shifts and ensuring availability during nominated times. Currently, 
permanent part time staff provide greater availability then the hours they are contracted to. 
When offered a shift within this availability and in instances where they are under their 
contracted hours, or where declining a shift would result in a split shift or less than minimum 
shift, they are required to take leave or are not allocated make up pay for those hours to meet 
their minimum contract. Although some participants noted that shifts could be declined without 
needing to take leave if the shift was provided at short notice, this does not appear to be 
reflected in policy. A review of the availability policy, particularly for part time employees, would 
be beneficial, with focus on ensuring that there is a clear, written policy available and that it is 
understood by all frontline staff. Additionally, reviewing whether permanent staff should be able 
to decline shifts allocated on the day of service without needing to take leave should be 
considered, as this was an area of particular concern for care workers. 
 
Focus Group Participant: They do not give me work sometimes, [you] give them a call in the 
morning but you can’t log off. You don’t get paid an on call, no amount for being available but we 
are expected to be there at a drop of a hat. 
 
Focus Group Participant: I don’t dare do anything just in case. 
 
Operations Participant: I think it’s a massive flaw, and a massive turn off and contributes 
significantly to our overall turnover [of staff]. 
 
The focus group participants were engaged in a range of employment types across casual, 
permanent part time and permanent full-time arrangements. In analysing the focus group 
discussions, it was apparent that generally those staff on permanent part time contracts seemed 
more satisfied with the consistency and fullness of their roster. There were exceptions to this, 
with some participants feeling they still had too many gaps or extensive travel time despite being 
permanent. Operational staff described a desire to see a workforce filled with more permanent 
part time staff, but noted difficulties in ensuring or monitoring that there were enough hours to 
fill all contracts and avoid paying hours not worked. One operational staff member also stated 
that the monitoring of if a care worker’s minimal contract hours have been filled is done 
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manually, and that the current system is not optimised for this to be done automatically. This 
creates excess workload for rostering staff and is reflective of the limitations and challenges of 
the technology systems used by the agencies that participated in this study. 
 
Operations Participant: It’s about being able to offer meaningful contacts for our staff, because I 
don’t believe that having a casual work force is the best way to engage with your workforce and 
to keep a loyal dedicated workforce. 
 
Several operational staff did explain that having some causal component to the workforce is 
critical, as it allows the flexibility to cover sick leave, holidays and last-minute service changes. 
The desire for some causal staff to remain casual was highlighted in both the focus groups and 
interviews. For the most part, this was attributed to lifestyle choice or need. However, several 
operational staff noted that some casuals preferred to have the money in their take home pay 
rather than additional benefits such as annual leave or sick leave. There was an obvious tension in 
relation to casual staff wanting regular clients and hours because, as highlighted by operations 
staff, this conflicts with current industrial legislation in which casual staff ‘usually work irregular 
hours. A casual employee does not have a firm commitment in advance from their employer 
about how long they will be employed for, or the days (or hours) they will work’ (Fair Work 
Ombudsman, 2019). Kaambwa et. al. (2015) have previously noted the limitations industrial 
relations legislation places on enabling continuity of care. There is an opportunity for 
organisations to have conversations with staff about these issues, giving clarity as to why casual 
staff are unable to see regular clients, why their shift patterns are not consistent and why they 
must have flexibility during their nominated availability. By clearly articulating what ‘truly causal’ 
employment entails in a CDC environment, it can be proposed staff will better understand their 
rosters and feel better informed when discussing changing employment types. Although out of 
scope for this project, it was also noted that staff felt that some aspects of the overarching 
employment award did not reflect the fluid and unpredictable rostering of Home Care work, 
particularly in relation to the impacts of gaps, travel and administration time. One operational 
staff member noted that a specific award for Home Care would be more appropriate as the role is 
significantly different to other community-based roles and residential aged care. 
 

Reasonable choice 

When asked what ideas they had to improve rostering processes, several participants described a 
system of ‘reasonable choice’ where people receiving care would be able to choose services 
within nominated time windows. This would allow clients choice and control, but may help 
rostering teams plan days more efficiently. When this concept was discussed with operational 
staff it was revealed that this system is in many ways already in effect, albeit with some 
challenges. For example, in one organisation when coordinators plan services with clients they 
will discuss with them that a specific worker may only have certain available times, or suggest 
service times where there may be opportunities to allocate them a regular worker. They will also 
discuss with people when activities such as transports or social outings are available or planned. 
One organisation in this study utilised service windows as a system of reasonable choice, giving 
clients a window of time a worker may arrive, allowing the organisation flexibility if services ran 
over or if shifts needed to be changed.  
 
There was resistance to allocating specific times for specific service types, with reasoning that it 
would in effect limit a client’s choice significantly, and in essence not fit within the CDC model. 
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For one operational participant, a system with specific service blocks would be about staff 
preference, not client choice. Furthermore, given the competitive nature of the CDC 
environment, if an agency was not able to accommodate a person’s request due to rigid 
scheduling, they would run the risk of losing that client to another agency that could meet that 
need. Additionally, it was noted that having specific, non-flexible service times would not account 
for clients that, as described by one participant, might need an earlier shower due to a hospital 
visit one day. Despite this, interview participants acknowledged that some form of structure 
would help support more cohesive rosters. Although one organisation was utilising service 
windows, they noted a challenge with these that underpinned why the other site had not 
implemented them: People receiving care do not like them. One participant empathised with this, 
asking, ‘who wants to sit around for hours waiting for someone to turn up?’ Upon exploring this 
with operational staff, they were generally receptive to reviewing how to best optimise service or 
arrival windows, proposing ideas such as smaller time frames for certain services like domestic 
assistance, whilst other services (such as personal care or transport) would be at client specified 
times. Given that some form of ‘reasonable choice’ system already exists, yet frontline staff 
perceive services being at the total demand of clients, it could be argued that there is potential 
for increased communication with frontline staff about how services are planned with people 
receiving care and the associated need for flexibility to ensure that clients are able to access what 
they need when they need it. 
 
Similarly, there is potential for increased communication regarding the contrasting flexibility and 
funding for HCP clients and CHSP clients, and the limitations providers face in providing CHSP 
services. Care workers see a mix of people receiving HCP and CHPS, and although they can access 
this information, it may not always be clear or readily available to them. Consequently, this may 
foster frustration or misunderstanding around why some clients can be more flexible or receive 
more support than others. In providing better clarity around CHSP needs and limits it can be 
argued workers will be better equipped to understand and undertake this particular form of 
service. 
 

Care worker roster engagement 

There was clear support from the focus groups for frontline staff being more engaged with the 
rostering process. This included examples of having the rostering team coming and speaking with 
them at team meetings as well as having a rotating system where a care worker could sit with the 
rostering team and learn how rostering is done and the challenges faced by that team whilst also 
providing insight into what may or may not work in the frontline. Focus group participants 
explained current systems require them to call the office when a service is running late, or if they 
finish a service early. They described difficulties in getting through to the office, and frustration 
that they weren’t able to manage their day in some capacity. This is reflective of the National 
Aged Care Workforce Census and Survey in which lack of autonomy to manage work has been 
noted to impact worker satisfaction (Isherwood, Mavromaras, Moskos, & Wei, 2018; Parvazian 
et. al. 2012). One worker employed casually across several agencies described two very different 
systems she had encountered in Home Care compared to those used at the organisations in this 
study. These included being given a list of clients for the day, and the expectation she 
communicates with the person directly if running late, or if she needed to move a service to 
accommodate a person’s schedule. The other was what could be described as an “Uber” style 
system, where jobs would be sent to care workers via an application on their phone and the 
worker could scroll through and choose their clients for that day. McCallum & Rees (2017) have 



 

 25 

previously described an “Ubercare” system for clients, in which they can book a care worker on 
demand. In this study, such a facility was seen as a tool to help workers plan their day more 
effectively. From an operational perspective, ringing clients was seen as a coordinator or 
rostering role, out of scope for care workers, despite this task being noted as a significant drain 
on these staff. Additionally, the ‘Uber’ style approach might prove to only be effective for those 
workers operating on the aforementioned ‘truly casual’ basis, as full implementation might erode 
any notion of continuity of care. There could also be significant difficulties filling services that no 
one elects to ‘pick up’. 
 

Role Diversity 

The idea of role diversity, in which a Home Care worker may undertake a range of services such 
as personal care, domestic assistance, transport, and medication etc. during one day, raised two 
very distinct views within the focus groups. The first saw it as a positive that not only allowed 
them to undertake a variety of activities, but also reduced the gaps they experienced in their 
roster and ensured they had a reasonable number of hours. They also noted the potential for role 
diversity to positively impact continuity of care, if one worker could do multiple services for one 
client.  
 
Focus Group Participant: If we don’t have variety we are not going to get the hours. 
 
In contrast, some frontline staff were extremely resistant to role diversity, as summarised by one 
participant who felt there was increasingly too much domestic assistance work: ‘We are carers 
first and cleaners second.’ The dislike for domestic assistance was complex. It appeared to stem 
not only from a view that care work and domestic assistance are separate roles, but also from the 
struggle staff experienced with the physical demands of domestic assistance services and client 
expectations for these. Operational staff also acknowledged the difficulty of having several 
domestic assistance services in a row, but did highlight that personal care such as showering is, in 
effect, just as physically demanding. All operational staff agreed that frontline staff able to 
undertake a range of activities are easier to roster, and more likely to have full schedules and 
regular clients. They noted that when they undertake the interview process for new care workers 
they stress the importance of being willing to undertake all service types. Nonetheless, they were 
aware that some care workers were still resistant to domestic assistance. In sum, recruitment 
plays an important role in not only expectation management, but in ensuring the right people are 
employed to facilitate role diversity and, in turn, continuity of quality care. 
 
Focus Group Participant: More cleaning, since CDC. Can turn up and they want cleaning, then we 
ring office and they say yeah that okay, it’s in their package. 
 
Operations Participant: There’s much greater benefits for our consumers if we have workers who 
are actually aged care workers who have be trained to interact with and support older people in 
their homes, for whatever they need and that should be a diversity, domestic assistance, personal 
care, social support medications all those sorts of things.  
 
It was apparent that operational staff struggled with care workers being disengaged from 
domestic assistance, as they believe it forms a vital aspect of care work. Interview participants 
noted that a majority of people require domestic assistance, and that a domestic assistance client 
now may be a personal care client in the future. It was clear for operational participants that 
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domestic assistance is highly valued for their clients, and critical in meeting their care needs. 
Some care workers also described the importance of domestic assistance in facilitating social 
engagement for people who may be isolated, and noted that that they enjoyed working alongside 
their clients to support them in any service type they required. It could be proposed that a 
reframing of domestic assistance to allow care workers to see this value may be beneficial, 
potentially reducing aversion to role diversity and, in turn, improving roster concerns such as 
gaps. 
 
Recommendation Two: Review rostering strategies with the aim of enhancing staff and client 
satisfaction. 
 
To implement this recommendation it is suggested that organisations: 
 

 Review the availability process to ensure that it is equitable for both staff and the 
organisation. Once complete, the availability process should be communicated to all staff 
to ensure clarity and understanding of its purpose and implementation. 

 Seek to increase staff knowledge of workforce structure and CDC requirements, with a 
focus on the role and capacity of casual staff to meet client need within current industrial 
legislation. 

 Continue exploration of reasonable choice options, including where service windows may 
or may not be appropriate and in what format. Simultaneously work to improve staff 
knowledge about how services are planned and offered. 

 Increase frontline worker engagement in rostering processes, through team networking 
and participation in information sharing.  

 Review alternative processes, technology and systems for rostering that reduce time 
spent manually managing hours and calling clients and care workers to update them on 
service times and roster changes. 

 Invest in rebranding and retraining around domestic assistance to better promote the 
importance of this service for clients amongst care workers. 

 Continue to invest in training to facilitate increased workforce diversity. 

 Ensure staff are allocated a range of services during their work day to prevent excess 
workload and service type exhaustion. 

 

Team design 
This study highlighted the negative impacts that the isolated nature of Home Care work and large 
service or travel areas has on staff engagement and sense of being supported by their 
organisation. Reviewing team design was identified as a possible strategy to address these 
impacts and, in turn, improve continuity of care, rostering, team engagement and employee 
satisfaction.  
 
Focus Group Participant: We are isolated. 
 
Throughout the focus groups, participants explained that they felt they were often traveling large 
distances between clients, or that their region could differ by day. Some frontline staff explained 
that Google Maps is used to estimate how long it will take them to get between jobs and that it 
was not always reflective of the actual travel time. Issues such as traffic, road works, red lights 
and diversions not consistently being picked up by Google Maps were described. Staff felt that 
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this impacted their ability to attend rostered services at the times communicated to clients. In 
instances where this occurs, frontline staff call the appropriate contact and advise of the delay 
and seek approval for extra mileage or time if applicable. There is an opportunity for increased 
staff satisfaction through the review of this system, for example by exploring if allocating 
additional time to that estimated by Google Maps would help to reduce the stressors felt by 
frontline workers when unexpected traffic issues arise. There is also potential for review of when 
Google Maps is checked against actual travel time. Additionally, review of the communication 
method for getting approval of additional travel time/mileage is merited, as it could be argued 
that the current approach compounds issues previously identified in relation to administration 
tasks. 
 
Focus Group Participant: Would like travel time between clients looked at, more time between [is] 
needed. Can’t cut a client short, and can’t call ahead to next client if running late. Google maps is 
used, don’t account for red lights, accidents etc. There is no buffer time; they say there is a five-
minute buffer, but not really in practice. 
 
Focus Group Participant: What, do you think I’m flying a jet? There’s no way I can get there in 15 
minutes.  
 
Focus group participants supported a geographical, region-based system, believing this would 
limit their travel time, facilitate seeing the same clients more consistently and, hopefully, reduce 
gaps. When this was raised with operational staff they agreed that this was an optimal system, 
and that currently they do try and operate on geographic regions, albeit large ones. There was 
generally support at an operational level to reduce the size of these regions, and to develop 
smaller care worker teams around groups of people receiving care.  
 
Operations Participant: We have the 30-30 rule in place, no more than 30 minutes travel and no 
more than 30kms customer to customer and [we] are about to embark on another body of work 
to bring that in even more. 
 
Care workers also suggested that smaller teams that worked with the same people would 
enhance continuity and reduce the isolation felt by workers. These small teams were envisaged 
as being groups of less than ten that saw the same clients, and this was anticipated to allow the 
person receiving care to get to know their regular workers, enable coverage when someone was 
ill or on leave, and reduce travel distances. Another approach identified to reduce travel time and 
build team connection was the hub and spoke model. One participant specifically mentioned this 
model, whilst other participants described components of it in practice. 
 
Operations Participant: One of the things we don’t do is we don’t leverage the geography of our 
residential care sites and create a hub and spoke model … We don’t create that carer community 
using the footprint we have out there to enable our Home Care workforce to have a 
neighbourhood. 
 
It was clear in this study that staff at both levels felt a lack of localised geographic connection, 
creating feelings of dissociation amongst frontline staff. Participants articulated a concept of a 
centralised administration office with local centres, potentially based from existing infrastructure 
such as residential care facilities. Although this model was recognised as theoretically sound, 
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several challenges were highlighted in putting these smaller regional teams into practice, 
including how to ensure continuity of care as requested by clients when rearranging geographic 
regions. Several operational staff gave the example of moving a worker, but that worker then 
having one or two clients outside of their new region who did not want to lose that worker. Two 
options for managing this were noted, including having that worker see the client in question 
until they ceased to require the service, or explaining to the client that the worker was no longer 
available. The latter was acknowledged as likely to result in short-term customer dissatisfaction, 
but could produce long term impacts for staff and clients in building continuity of care and staff 
retention. There were also concerns regarding difficultly in recruiting the right number of staff in 
to a region to underpin this system effectively, and recognition that some workers may not want 
to change areas.  
 
Operations Participant: It’s something we’ve thought about, bite the bullet and say point blank 
that person is not available in your region at all or we just let natural attrition happen, let them do 
a few outliers until the consumer is no longer with the program, but that decision hasn’t been 
made yet.  
 
Leadership was described as an important factor in bringing teams together and maximising job 
satisfaction within the focus groups. Leaders who were engaged, responded to and followed-up 
with feedback, and who checked in with their care workers, were highly valued. This is reflective 
of literature exploring the aged care workforce more broadly (Aged Care Workforce Strategy 
Taskforce, 2018). A senior care worker leadership role was described at one site in this study: This 
was notable as it was seen as a significant positive contribution to a sense of team and belonging. 
This role was unique in that senior care workers operate as a link between management and care 
workers, undertaking operational, training and staff performance tasks as well as direct care 
work. It was evident that care workers felt connected to the senior care worker team, and that 
operational staff felt that senior care workers helped them better understand frontline challenges 
and deliver policy and process information. Frontline workers also perceived them as having a 
mentoring capacity. Comparatively, the other site in this study utilised team leaders. This role 
overlapped with many of the senior car worker functions, but team leaders do not undertake 
direct care work themselves, instead having higher-level operational duties. Several focus group 
participants at this site reported that they felt disconnected from their team leader, however 
some reported excellent work relationships and support. The primary limitation to both of these 
roles was balancing the required administration with time spent with care workers. All 
operational staff noted that it would be optimal if they could facilitate more face-to-face time 
between senior staff and care workers. There are opportunities for reviewing how to better link 
frontline staff and operational staff through team design, such as further enhancing senior care 
worker style roles to facilitate inclusion and more effective communication. 
 
Focus Group Participant: Before senior care workers, didn’t know who to go to, it was less clear. 
 
Operations Participant: I have a management approach where I like to lead by example, not being 
above my staff … Lots of team building, trust, respect, integrity. I like to see myself as one of the 
team, not just the manager. 
 
Recommendation Three: Review Home Care team design with focus on increasing team 
connection and networks. 
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To implement this recommendation it is suggested that organisations: 
 

 Increase focus and resources on developing smaller geographic teams. 

 Develop a clear policy for transition into smaller teams with regards to managing existing 
client preferences. 

 Explore the capacity for the use of existing infrastructure to operate as a hub and spoke 
model, and where possible leverage this infrastructure to reduce care worker isolation. 

 Update current systems for travel to better reflect the potential delays in traveling 
between clients and to reduce administration for reporting in, including ensuring 
estimates from Google Maps are in real time. 

 Increase investment in senior care worker type roles to enhance communication and team 
connection. 

 
In reviewing administration processes as previously recommended, it is recommended that this 
includes an audit of the administration commitments of senior care workers and team leaders to 
facilitate increased face-to-face time with care workers. 
 

Communication  
It was clear throughout this research that communication was a key component in facilitating 

engaged staff to provide quality care. This is reflective of other literature exploring CDC 

transitions (Laragy & Allen, 2015). Throughout discussions with frontline staff, there were 

identifiable areas where they felt communication was lacking or where they were unsure of 

policy which, in turn, meant they experienced confusion or frustration. In raising issues with 

operational staff around process and policy, it was also evident that there were ‘crossed wires’ in 

some instances, which may be a result of communication breakdowns. 

Focus Group Participant: Don’t trust the company because we don’t know what’s going on. 
 
Operations Participant: There are many communication challenges and messaging to the cohort 
has been difficult [in relation to care workers]. 
 
Staff wanted to be able to communicate with their fellow care workers about how to best 
undertake a service or to work with the nuances of particular clients. This collaborative 
information sharing was seen as a strategy to increase the quality of work and reduce worker 
frustration. However, staff felt not only unsure of what the boundaries of this were, but also that 
there were limited opportunities to undertake this activity. As shown by the following quotes, 
several focus group participants believed they were unable to discuss clients at all with other 
workers.  
 
Focus Group Participant: I don’t think the company likes us to discuss our clients. 
 
Focus Group Participant: For the client privacy we understand, but we can’t communicate with 
each other. 
 
This was raised with operational staff, who noted that it is admirable that frontline workers are 
striving to maintain client privacy, but recognised that the lack of clarity about appropriate 
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information sharing may cause roadblocks to improved care. There is significant opportunity to 
increase staff engagement in this area through training around confidential, appropriate and 
person-centred information sharing and case consulting. Additionally, it can be proposed that 
through facilitating staff conservations around best care practice, a sense of team can also be 
fostered.  
 
Operations Participant: I think the collaboration between workers is an opportunity we haven’t 
harnessed yet properly. 
 
Operations Participant: Some of the best success stories come through the story telling, from 
a brainstorming opportunity, because it allows people to talk about the best of their experiences. 
 
Furthermore, whilst care workers identified minimal opportunities to information share regarding 
practice, they also experienced this more broadly about policy and role. This is reflective of the 
previous theme in which feelings of isolation appeared to impede worker satisfaction. Currently, 
at both sites, care worker teams meet as a group approximately every eight weeks. Whilst most 
participants were positive about these meetings, they felt that they were sometimes too heavily 
focused on training and not on team building or opportunities for discussion. Operational staff 
acknowledged the importance of these meetings, but described challenges with rostering all care 
workers on at the same time, associated with cost and ensuring service needs are met. Reviewing 
the structure and frequency of team meetings may prove beneficial in enhancing communication, 
especially if staff are given opportunities to connect with each other and time is allocated to 
practical problem-solving activities around client expectations and staff roles. This form of 
meeting was reported to be occurring successfully at an operational level, particularly around 
workshopping challenging clients, operational issues and the new 2019 Aged Care Quality 
Standards and associated service changes. Increased inclusion of care workers in these existing 
meetings, or building from this model, may arguably facilitate opportunities for connection and 
reduce feelings of separation between care workers, coordinators and management.  
 
Focus Group Participant: [There are] less meetings internally and chances to talk to other workers, 
meetings mostly training, no funding [for team meetings]. 
 
Focus Group Participant: We read each other’s progress notes, we know what the consumers [are] 
up to where they are at, but not each other. We don’t really communicate. We have meetings 
monthly that’s when everyone can sort of catch up. 
 
Operations Participant: We are about to go into the new Aged Care Standards so that’s forcing us 
to review certain processes and the way we do things. It’s making us look at our plan for 
continuous improvement and constant review to make sure we are doing the right thing. Because 
we need to ensure our staff are competent and know the standards as well, we are also doing a 
lot of staff engagement and I think the staff are feeling like they are not just out there forgotten, 
they are actually feeling a part of it. 
 
Related to information sharing challenges were concerns related to communication with 
coordinators. Contact between care workers and coordinators was reported as being focused on 
issues with client requests, time allocated for services and reporting concerns for client wellbeing. 
Care workers reported that they found it difficult to make contact when needed. Some staff 
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noted that they had only spoken with a central line, and not with their coordinator directly. One 
care worker felt that coordinators needed to be more specific in relation to services in care plans 
for both staff and client benefit. Operational staff acknowledged that coordinators have 
significantly large client loads, and at times struggle to regularly meet their client after initial 
intake, let alone the care workers supporting them. This reflects concerns around appropriate 
resourcing. This is an important issue to note, although out of scope for this project, and is linked 
to broader concerns around effective and accurate funding. Despite this, frontline staff were 
eager to connect, proposing more time allocated in team meetings for conversations with 
coordinators, regular coordinator updates to care workers broadly, and more simple, efficient 
systems for reporting information regarding clients.  
 
Focus Group Participant: We generally go through the office, sometimes we can [contact 
coordinator], but we are not supposed to. We are supposed to go directly to the office. In some 
instances we can go directly to the coordinator, just depends. The coordinator can contact us, but 
not the other way around. 
 
Focus Group Participant: I’d like to see interaction time between the CSM and their employee. I 
know it’s hard to fit in, but perhaps during one of our team meetings they can sit in. We only know 
them by name, we don’t know who they are. It might good to find the background information 
about a particular client. 
 
Focus Group Participant: On phone, via SMS or email, [for] actual issues [we] call [the] 
coordinator. Coordinators [are] understaffed, no time to communicate. We lose, and then 
consumers lose. 
 
Correlated to difficulties in communicating client issues, frontline staff reported they often felt 
that there were challenges in giving feedback, either from ineffective feedback systems, or from a 
lack of follow up once feedback had been given. Operational staff acknowledged that, although 
they were very receptive to feedback, closing the feedback loop and updating the worker who 
raised that feedback is an area where improvement could occur. Workers were less concerned 
about whether their feedback was implemented, but more frustrated with not being provided 
information as to when or why a decision was made. An example of this noted by both frontline 
staff and operations was where a worker may report an issue with a client, but the next worker 
would not know if that issue had been resolved or not, and they would then not report 
themselves. In some cases this resulted in an issue not being resolved as effectively as it could 
have been. This can be linked to worker concerns that they get limited or delayed feedback from 
coordinators regarding clients, and previous discussion around resourcing and coordinator-client 
caseloads. As one operational staff member stated, ‘they are stretched, it’s hard to close the loop 
with current workloads.’ Suggestions to resolve these kinds of process breakdowns included 
more reactive feedback or reporting systems that reduce ‘double handling’ and provide 
information on outcomes or decisions.  
 
Focus Group Participant: Feedback doesn’t come back. 
 
It was clear that technology could facilitate or hinder communication, especially in relation to 
feedback and reporting tasks. The focus groups suggested increased real time connection would 
help them do their job more effectively and allow them to feel connected to their team and 
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coordinators. Currently, ComCare is utilised by staff at both of the sites that participated in this 
study. Frontline staff felt that the initial transition to ComCare had been hard, but overall it 
helped with their jobs. They felt it was limited by the information it could provide, which was 
described as pre-appointment or alert information, and noted that they cannot use it as a 
feedback tool regarding clients. A review of the ComCare system to ensure it is not only the best 
fit for the agency, but that is being optimised to its full potential, is one strategy that may 
significantly improve staff engagement and capacity to provide care.  
 
Mobile phones were an important tool for frontline staff, as they were often the only form of 
connection they had with the organisation for lengthy periods of time. They were also utilised for 
rostering updates and taking photos to demonstrate issues with things like cleaning equipment. 
However, care workers felt at times they received too many calls while driving, that the roster 
update format was inconsistent (sometimes a call, sometimes text), and that they still 
experienced challenges in utilising the phone to connect with other care workers or coordinators 
effectively. Many workers described difficulties with getting through on phones to central office 
and suggested more staff are required to manage incoming calls to reflect the increasing number 
of clients and region size. Given resource limitations, there may be benefit in reviewing what 
information is required to be called through, to whom and when, and if systems such as ComCare 
can be better employed for non-urgent updates. Staff were positive towards email 
communication and newsletters to stay up to date and connected with the agency, policy and 
best practice ideas, but suggested that more input/information sharing from the care work team 
might improve this.  
 
Focus Group Participant: Sometimes I wish we had a bit more [communication]. The enquiry line 
we do have, it’s very rare you get through, [we have to] leave a message. [The enquiry line is] 
wonderful when we do get through. 
 
Recommendation Four: Commit to continuous improvement of communication channels 
between staff, organisations and clients. 
 
To implement this recommendation it is suggested that organisations: 
 

 Seek to increase care worker engagement in all aspect of operations, including 
workshopping client concerns, policy discussions and rostering decisions. 

 Seek to clarify organisational policy around information sharing and client confidentiality 
with care workers. 

 Invest in increasing time for information sharing and collaboration between care workers. 

 Increase story sharing of best practice and care worker innovation across the business via 
team meetings, newsletters and email. 

 Develop specific internal feedback systems for staff that ensure all feedback is responded 
to in a timely manner.  

 Ensure that communication between care workers and coordinators is streamlined, with 
clear process for reporting, prioritising and responding to information. 

 Modify care worker meeting structures to allow more discussions between care workers 
and coordinators, and to increase team connectedness. 

 Explore current use of technology, seeking expert insight into more effective systems that 
are a better fit for organisational purpose.  
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 Develop internal organisational communication flow charts that help workers know who 
to speak to and when. 
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Conclusion 

There is significant optimism that the Consumer Directed model of care will provide immense 

benefit for clients through increased choice, flexibility and autonomy. There are recognised 

hurdles to a completely successful transition to CDC, many of which have been outside of the 

scope for this particular study. However, what this work has done is drawn on the experiences 

and voices of the people who facilitate and provide care to older Australians in a Home Care 

context, to highlight the important role they play in care provision. At a time in which concerning 

examples of aged care have been raised via a Royal Commission, it is encouraging that all those 

that participated in this study demonstrated a passion about improving the service they provide 

and, in turn, about improving the lives of those they care for. It is evident, however, that they 

face challenges in doing their jobs within the new CDC model.  

This report highlights that frontline workers face difficulties in balancing expectations from clients 

within the CDC model, and often felt they had more tasks to complete with less time. They 

described concerns about whether the funding packages allocated met the needs of the people 

they see and demonstrated empathy towards clients who were struggling to have their needs 

met. Staff articulated the importance of flexibility and choice for the people receiving care, but 

also described challenges in being able to provide that service in a way that was suitable for both 

the client and care worker. There is a clear tension within CDC, in that one group effectively has 

to compromise for the benefit of the other. This was particularly evident in rostering, and 

providing meaningful contracts to staff. These challenges were directly connected to the sense of 

engagement and satisfaction frontline staff experienced in their job, which in turn impacted their 

ability and capacity to provide quality care. Notwithstanding this, this report also identifies 

innovative and effective strategies for overcoming these challenges. These strategies include 

clearer communications and policy, enhanced team connectedness through improved team 

design, championing of senior care worker type roles, and enhanced role diversity. Equally as 

important, it was evident that leadership, effective feedback systems and improved technology 

would also contribute to a more effective work force. 

In outlining these challenges and identifying potential strategies for managing or reducing them, 

this report contributes to the evidence base that clearly demonstrates the link between quality 

jobs and quality care. Additionally, it highlights the point that enhancing the work experiences of 

staff will, in effect, enhance the experience of older Australians receiving care. Moreover, this 

study has demonstrated that there is significant desire to work collaboratively to improve worker 

engagement within the organisations that participated. It is important that the voices of those 

that provide care continue be heard, and that organisations continue to seek out ways in which to 

improve staff engagement and consequently improve the care they provide. The 

recommendations and insights within this report provide a sound starting position for achieving 

this, whilst also providing evidence that can be utilised in advocating for more appropriate 

resourcing.  
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