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Section 1: Background and 
introduction

Individuals in nursing homes are a 
highly vulnerable group of usually 
frail and/or cognitively impaired 
elderly members of society. 
They are at a very high risk of 
adverse events such as falls and 
infections and outcomes (for 
example malnutrition, fractures, 
skin ulcerations or delirium) and 
hence require interdisciplinary 
care from highly skilled and 
motivated health and social care 
professionals.

The ‘residential aged care’ sector 
– the government’s preferred 
term, although residents and 
their families largely prefer the 
term ‘nursing home’ – has a long 
and well-documented history of 
failings [1-8]. Aged care in most 
western countries is a government 
responsibility, it is for government 
to make the necessary systemic 
changes to achieve a well-
functioning care system for frail 
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elderly people who can no longer 
care for themselves. 

Multiple investigations and 
inquiries have repeatedly shown 
the same – systemic – reasons for 
the sector’s failings – insufficient 
funding, privatisation, inadequate 
governance with a process rather 
than outcomes focus, lack of 
responsiveness to often rapidly 
changing resident needs due to 
understaffing, inappropriate staff 
mix and inappropriately low staff 
skills. However, these insights have 
not resulted in any meaningful 
systemic changes to the ‘aged 
care system’. More disturbingly, 
as the three cited reports and 
inquiries [2, 7, 8] have highlighted, 
the changes to specific parts of 
the system have in many cases 
worsened the failings in nursing 
home care. The (inept) actions 
of government have ultimately 
contributed to the unnecessary 
and unacceptable suffering of 
older people in nursing homes 
who were already one of the most 
vulnerable groups of people in our 
communities.

To understand these failings, one 
needs to understand how systems 
operate. The system of aged care 
should be seen as a continuum 
from those services designed 
to support older people living 
independently at home through 

to supported living in voluntary 
retirement villages, and other forms 
of serviced accommodation, onto 
nursing home settings that offer 
higher levels of care and support to 
the more dependent – the ‘aging in 
place’ strategy (Figure 1). Our report 
specifically focuses on the nursing 
home setting and its systemic 
failings. 

A whole-of-system perspective

The nursing home system can 
be described as a socially 
constructed and hierarchically 
layered organisational system. It is 
a complex adaptive system (CAS) 
given its highly dynamic networked 
interactions. The function of any 
organisational system arises 
from four key attributes – the 
organisation has articulated its 
‘purpose’, has set itself a limited 
number of ‘specific goals to 
achieve’, and has agreed upon a 
set of ‘core values’. These are the 
foundation from which the fourth 
attribute of an organisation arises, 
its collectively defined – typically – 
three to five ‘simple (or operating) 
rules’, the rules that determine the 
internal and external interactions 
among its members (the culture 
of the organisation). Hence, the 
nursing home system might best be 
described as a Complex Adaptive 
Organisation (Figure 2).
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Figure 1 – The aged care journey – “aging in place”. Note: only about 0.8% of the total community will 
ever require nursing home care across their lifetime

Figure 2 – The Key Attributes of a Complex Adaptive Organisation
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The effective, or seamlessly 
integrated, functioning of a 
complex adaptive organisation 
depends on all its members at all 
levels of the organisation’s system, 
working collectively towards the 
realisation of its purpose. The 
purpose provides the necessary 
focus that allows its members to 
adapt to the inevitably emerging 
challenges within the organisation 
in its operating environment. It is the 
primary task of an organisation’s 
leadership to maintain everyone’s 
focus on the defining common 
purpose [10], and to ensure that all 
its members have, and utilise, the 
required resources to achieve its 
specific goals.

In addition, the capability of a 
complex adaptive organisation to 
meet its purpose is governed by 
top-down causation [11]. In other 
words, the nursing home system’s 
‘function’ is based on ‘top-down 
causation’ that ‘enforces’ the 
bottom-up work that needs to 
be done. Top-down causation 
relies on higher levels passing 
on information that (a) conveys 
what work should be done and (b) 

limits the possible ways it can be 
done. Information that too tightly 
constrains fails to provide the 
necessary information for any work 
to be done (for example to meet 
the specific needs of the local 
context) while information that too 
loosely constrains does not clearly 
enough convey what work needs 
to be done and so potentially leads 
to a divergence from ‘purpose’ [9]. 

Translating this into the 
nursing home system allows 
us to construct a multi-level 
interpretation of the system as a 
complex adaptive organisation 
(Figure 3).

Section 2: Analysis and 
insights

The government level (government, 
as defined by the Aged Care Act 
1997) seeks to keep the system’s 
focus on its key purpose (meeting 
the care needs and aspirations of 
the frail elderly and maintaining 
their dignity) and the provision 
and enforcement of instructions 
of behaviours the agents of 
the system have to adhere to. 

In addition, the top layer also has 
to provide the required resources 
to the lower levels so they can do 
the work that needs to be done 
and ensure – through a regulatory 
agency – the accountability and 
governance of the system. 

The proprietor level provides the 
physical infrastructure of a nursing 
home as well as employing the 
necessary staff to deliver the 
required care. It is the related 
facility management level that is 
responsible for implementing care 
and monitoring the quality of the 
work done – in particular, it is the 
role of management to constantly 
adapt resource allocation (physical 
and staff) to the constantly and 
often rapidly changing care needs 
of individuals.

The care team level delivers 
the needed care, but also aims 
– within the limits possible – to 
stabilise and/or minimise disease 
burden and prevent health risks 
arising from a person’s frailty. Staff 
members also have responsibility 
for identifying and mediating their 
own knowledge and skills gaps. 

Figure 3 – Roles and responsibilities within the nursing home system as a complex adaptive organisation
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At the resident level, every resident 
(and their family members) will 
provide input about the care needs 
that need to be met by care staff.

The observed functioning of 
the nursing home system, as a 
complex adaptive organisation, 
emerges from the bottom-up 
based on a complex interplay of 
feedback that represents the ever-
changing requirements to achieve 
the outcomes defined by the 
organisation’s purpose (Figure 3). 
Hence, residents will provide input 
about their care needs which must 
be met by care staff. Care staff 
in turn need to communicate the 
changing needs of each person to 
ensure the adaptive provision of 
physical and workforce resources. 
It is for the nursing home’s 
management to provide required 
resources, but also to ensure these 
are applied in the most effective, 
efficient and equitable way without 
compromising care outcomes. In 
addition, management needs to 
ensure that staff members are 
mentored and upskilled where 
needed so as not to endanger the 
quality of care, or worse, threaten 
people’s safety.

Proprietors are ultimately 
responsible for ensuring the quality, 
effectiveness, efficiency and 
safety of their facilities. They must 
both ensure accountability and 
governance requirements are met 
and advocate that funders provide 
the required financial resource to 
achieve the system’s purpose. Their 
feedback allows overall forward 
planning of policy and financing 
frames at the government level to 
maintain the overall ‘nursing home 
system’ focused on achieving 
the system’s purpose – to provide 
individuals with care that meets 
their needs and maintains their 
dignity.

Only seamlessly integrated, 
purpose-focused organisations 
can consistently deliver the desired 
outcomes as they understand 
them, paraphrasing Drucker [12], 
how to “do the right things right”. 

But the system doesn’t follow a 
whole-of-system approach

“The urge to save humanity is 
almost always a false front for 
the urge to rule.”

– H. L. Mencken

All systems – including rather 
dysfunctional ones – are surprisingly 
stable. The current aged and 
nursing home systems are ‘peddling 
along’ based on the disparate 
‘simple rules’ that drive the 
activities of stakeholders at each 
system layer. It cannot be stressed 
enough – all systems always deliver 
what they are designed for. The 
current aged and nursing home 
‘arrangements’ are not designed to 
function as a seamlessly integrated 
whole. Indeed, there are probably 
three different systems operating 
in the aged care domain, each 
having a different agenda. Or put 
more bluntly – the current aged and 
nursing home arrangements are of 
a design that fail its constituency as 
it has no universally accepted and 
‘enforced’ focus (purpose). Failing 
to maintain the system’s legislated 
focus prevents the emergence of 
system-wide ‘simple (or operating)’ 
rules (see Box):

The importance of ‘simple (or 
operating) rules’

To fully understand the dynamics 
of an organisation as-a-whole 

one must appreciate the 
importance of ‘simple rules’ on 
the behaviours and ultimately 
outcomes of an organisation. 
Simple rules are collectively 
agreed upon guidelines that 
inform how all members of 
the organisation interact 

within its internal and external 
environments. An organisation’s 
simple rules should be explicit, 

and generally number between 
three and five. Whether by 

conscious agreement, or by 
unspoken assent, members of 
a CAS engage with each other 
according to such a short list 
of simple rules. Those simple 

rules shape the conditions that 
characterise the dominant 
patterns (or culture) of an 

organisational system.

Applying the concepts of ‘simple 
rules’ to the current aged care 
arrangements reveals three 
different sets – one for the 
government level, another for the 
proprietor level and a third for the 
nursing home (care delivery) level.

The ‘simple rules’ for the 
government level:

• Address all identified issues to 
the maximum extent permitted; 

• Responsibility is accepted for 
actions, where there is a clear 
direction or a delegation of 
authority; 

• All areas of government are 
resource-constrained, hence 
doing more with less is required.

The ‘simple rules’ for the proprietor 
level:

• Apply business principles in 
decision-making; 

• Stay within the regulator’s rules;

• Avoid overt resident complaints.

The ‘simple rules’ for the nursing 
home level:

• Respect residents unfettered 
autonomy regardless of 
consequences;

• Always strictly follow the 
regulator’s rules, independent of 
context;

• Look after yourself 1 – minimise 
your personal suffering; 

• Be creative with using the 
available limited resources in the 
care of residents.

The current system design puts 
residents at risk

The residential aged care system is 
the responsibility of the Australian 
Government. Its legislation 
constitutes the overall framework 
of the system (Aged Care Act [13]) 
and specifically: 

• Defines its purpose and thereby 
its expected outcomes;

• Provides its financing, and;

• Provides oversight (governance 
and accountability). 
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While all aged care is the 
responsibility of the Federal 
Government, it does not directly 
own or operate any residential 
aged care facilities. The provision 
of aged care is outsourced to a 
mix of corporate, not-for-profit 
organisations, and state and Local 
Government entities. The aim of 
aged care services are subjectively 
defined in terms of wellbeing and 
independence, i.e. focusing on 
quality of life [14]. 

While the stated purpose of 
the system is unambiguously 
defined (by legislation), there is no 
universal shared understanding 
of the system’s purpose among 
all its agents. This creates 
inconsistencies and ambiguities 
that allow different stakeholders 
to pay more attention to their own 
interests. 

The cascading consequence of 
ambiguity of purpose

Complex adaptive hierarchically 
layered organisational systems 
are governed by top-down 
information transfer. The Australian 
Government views those requiring 
nursing home care as consumers 
[15] despite the Aged Care Act 
clearly emphasising that the 
system is for people with needs 
or recipients of care [13]. This 
perception neglects the reality that 
‘people don’t choose’ to become 
nursing home residents, nursing 
home care becomes the last resort 
to ‘keep going’. The ‘consumer 
terminology’ subtly prioritises a 
commercial over a caring culture 
for the sector. The commercial 
influence as the basis for system-
wide information transfer, while 
more overt in the for-profit than 
not-for profit sector, has cascading 
effects that limits the ability of 
nursing home staff to deliver 
the care that the Aged Care Act 
stipulates.

The Australian Government 
decided not to be ‘directly involved 
in aged and nursing home care’ 
and outsourced the funding 
and regulation of the aged and 

nursing home sector to ‘so-
called independent’ government 
instrumentalities.

Financing

The aged care system can be 
seen in economic terms only as a 
series of ‘imperfect markets’, where 
little consumer choice prevails 
and markets are distorted by a 
concentration at the profitable 
provider end, with frequent 
government intervention. The 
current Australian Government 
legislation and policy settings are 
designed to fund the operation 
of nursing home care based on 
a disease-specific instrumental 
indicators of need (ACFI-model 
[16]), rather than ‘overall – physical, 
emotional, social and cognitive – 
care needs.’ [17]. 

Oversight – the regulatory frame

Regulation refers to state 
intervention in economic and 
social activity, aimed at directing or 
encouraging behaviour valued by 
the community, so as to facilitate 
the pursuit of collectivist goals that 
might not otherwise be realised 
and which constitutes a form of 
‘public law’ in the sense that it 
is generally for the state (or its 
agents) to enforce the obligations 
that cannot be overreached by 
private agreement between the 
parties concerned [18].

The Aged Care Quality and Safety 
Commission is charged with the 
oversight of the aged and nursing 
home system. However, the 
regulator is potentially conflicted by 
its interdependent powers [19]: 

• Giving potential operators the 
right to provide aged care 
services;

• Enforcing a particular view on 
how to deliver services; and

• Being the adjudicator 
of imposing sanction or 
withdrawing their right to 
operate.

Besides this the regulator, rather 
than providing oversight, has 

adopted an ambiguous compliance 
framework [19] that infers a 
prescriptive process-focused 
micromanagement philosophy. 
Such an approach stifles any 
form of flexibility necessary to 
respond to the often rapid and 
unpredictable changing care needs 
of frail nursing home residents. The 
consequences of this approach are 
a climate of fear – for proprietors 
and management, the constant 
concern about avoiding sanctions 
and for care staff a ‘double fear’ of 
losing one’s job for failing to meet 
documentation requirements and 
failing to properly care for residents 
(Figure 4).

Proprietors 

Proprietors, constrained by limited 
government funding, are limited in 
their ability to meet their obligations 
of providing flexible and adaptive 
care to meet their residents’ needs 
and to maintain their dignity. 
Proprietor status – for-profit or 
not-for-profit – has an impact 
on staffing arrangements and 
quality of care outcomes. Financial 
viability concerns have resulted 
in ‘economy of scale’ thinking, 
with nursing homes becoming 
bigger [20-22] and more hospital 
like [22]. Institutionalised nursing 
home settings are contrary to the 
objective of providing a home-like 
environment for a smaller number 
of (between eight and 12) residents 
and, contrary to common economic 
belief, are not more cost-effective. 
On the contrary, small cluster model 
experiments have demonstrated 
their ability to deliver a higher 
quality of care and higher resident 
and family satisfaction at a lower 
cost [23-26].

Workforce

Nursing home care involves three 
separate, but interrelated, domains: 

• Personal care – provided by 
personal care assistants (PCA) 
and assistants in nursing (AIN);

• Clinical care – provided by 
registered nurses (RN – with 
general, geriatric and mental 
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health experience) and enrolled 
nurses (EN), nurse practitioners 
(NP), physiotherapists, 
podiatrists, dieticians and 
physicians (primarily GPs and, on 
a consulting basis, geriatricians 
and psychiatrists); and 

• Social care – provided by 
lifestyle therapists, diversional 
therapists and volunteers such 
as musicians, artists or animal 
handlers.

However, the Australian Health 
Care Act 1997 [13] only applies a 
minimalist approach to staffing mix 
and staffing levels – it requires that 

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

These minimalist requirements 
and the fact that staffing is the 
highest line item in the budget 
of a nursing home results in 
nursing homes employing larger 
numbers of lowly qualified and 
lowly paid casual personal care 
staff in favour of highly qualified 
– usually permanent – nursing 
staff [27-31]. 

Working in geriatric care is 
widely seen as an undesirable 

and unrewarding career path. 
Workloads are high, the job is 
emotionally challenging and pay is 
low relative to other settings. This 
makes it difficult to attract suitably 
qualified staff with an intrinsic 
commitment to the care of frail 
people at the end of their life.

The workplace conditions have 
two interrelated consequences: 
firstly, the perception of ‘low value’ 
coupled with job-insecurity limits 
commitment to the workplace 
and, as a corollary, limits the all-
important development of personal 
relationships with residents. 
Secondly, staff commitment 

Figure 4 – The intent and the unintended consequences of ambiguous regulations
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impacts the quality-of-care 
residents receive, which in turn 
increases their risk of otherwise 
avoidable complications, but also 
increases the risk of a nursing 
home being sanctioned. 

Residents

People entering nursing home 
care are getting older and sicker 
[32] and have increasingly 
more complex care needs [16] 
which inevitably necessitates 
a disease-focused process-
oriented approach to resident care. 
This also endangers a focus on 
residents’ general concerns – the 
maintenance of personal well-
being [33]. 

A particular concern regarding the 
safety of the system arises from 
the weak voice of the resident. 
They frequently experience the 
feeling that staff, management and 
proprietors resent their feedback, 
or that it gets lost, which prevents 
the early recognition of emerging 
risks and allows the embedding of 
undesirable behaviours and abuse. 
Resident feedback is crucial for 
achieving an effective, efficient, 
safe and seamlessly integrated 
aged and nursing home system.

And, finally, a widely neglected 
resident issue is the lack of end-
of-life planning and a society-wide 
avoidance of engagement with 
death and dying.

Figure 5 summarises the key – 
overlooked – interdependencies 
within the current nursing home 
system.

Section 3: Discussion and 
transferable learnings

How do we get to where we want 
to be?

“We cannot get to where we 
dream of being tomorrow unless 
we change our thinking today.”

– Albert Einstein

As ‘all systems always deliver what 
they are designed for’ we need 
to find a universally accepted 
focus (purpose) for the nursing 
home system that achieves the 

Figure 5 – Summary of the key – but overlooked – interdependencies towards a seamlessly 
integrated residential aged care system
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outcomes we aspire to as citizens 
and potential nursing home 
residents. This is only achievable if 
we – collectively – think differently 
about nursing homes and the 
services they ought to provide in 
terms of meeting the needs and 
maintaining the dignity of the most 
vulnerable section of the elderly in 
our communities. In simple terms, 
it means unequivocally embracing 
the purpose of the system, which 
in turn entails the adoption of new 
‘simple rules’ (see Box):

New ‘Simple Rules’ must 
refocus on what matters

The purpose of the aged care 
system

The needs and aspirations of 
each resident

Permission to adapt to rapidly 
changing resident needs

The resourceful application of 
limited financial resources

Accountability in the context of 
the system as a whole

It also entails acknowledging 
the need for culture change 
and, consequently, assembling 
a facilitating leadership team 
– one that helps ‘those who 
have to do the work to find their 
locally feasible solutions’ [10]. 
Organisational culture is the 

focus of individuals’ learned 
behaviours [34]. Thus, testing their 
understanding of the ‘simple rules’ 
is a good first step and might even 
lead to improvements. Influential 
leadership guides the application 
of ‘rules-based’ behaviours in a 
mutually satisfying way to achieve 
the organisation’s concerns [35]. 
It necessitates for some giving up 
– perceived – privileges, for others 
to become confident to speak up 
and being supported in raising 
issues of concern (Figure 6).

A systems-based approach

Four concepts need to be 
considered in the redesign towards 
a seamless integrated nursing 
home system.

• Clearly define the focus 
(purpose) of the system2.

• Stakeholder interdependencies 
must align to achieve the 
system’s purpose. 

• The system must entail effective 
feedback to enable adaptation 
in a constantly changing 
environment. 

• Ensure the top-down system 
constraints are ‘just right’ to 
allow everyone to do their job.

Applying these four concepts 
allows for the proper top-down 

consideration of who – at each 
level in the system hierarchy – has 
to create ‘what kind of constraints’ 
to achieve the conditions for the 
seamless integrated function 
of the nursing home system. At 
the same time, it allows each 
level to determine the bottom-
up requirements to effectively, 
efficiently and equitably provide 
the services that meet residents’ 
needs and maintain their dignity 
(Figure 7).

A new set of simple rules

‘Simple rules’ or ‘how to rules’ are 
the – tacit or outspoken – operating 
principles that determine the 
dynamics and the achievements 
of a system. They provide the 
necessary ‘guidance’ for decision-
making to all agents, regardless of 
their place and role in the system. 

Developing a new set of ‘simple 
rules’ is a deliberative process 
– it must take into account the 
system’s values and its purpose. 
Aged and nursing home care is 
about providing frail people with 
the necessary support that meets 
their needs and maintains their 
dignity. Suggested ’simple rules’ 
to achieve an effective, efficient, 
equitable and sustainable aged 
and nursing home system are: 

Figure 6 – The ‘iceberg metaphor’ of understanding an organisation and the impact on its function. Note: Top 
level managers don’t know the majority of problems encountered by the members of the organisation. Their 

responses typically are reactive rather than explorative (reproduced from [9]).
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Figure 7 – Creating a seamlessly integrated complex adaptive aged and nursing home system

Suggested ‘simple rules’ for a 
redesigned system

First and foremost, focus on 
the purpose of the system – to 

provide care that achieves 
residents’ desired quality of life 

and maintains their dignity
Adapt your behaviours and 

actions to emerging challenges – 
within your level of expertise and 

responsibilities
Share your concerns

Engage in the problem-solving 
processes

What does this mean in practice?

The most effective and efficient 
way to get to where we want to be 
is through a collaborative redesign 
process [36, 37]. Redesigning is as 
much a philosophical approach 
re-examining the purpose and 

the value of the system, as it is a 
pragmatic technical exercise in 
brainstorming and testing new 
approaches.

A blueprint for the redesign of 
the aged and nursing home 
system might entail the following – 
interconnected and interdependent 
– steps and considerations 
(Figure 7). This blueprint takes 
account of the key systemic 
features of complex adaptive 
organisations:

• The need to know the purpose of 
the organisation;

• An appreciation of the 
hierarchically layered network 
structure of an organisation; and

• The top-down impact of 
constraints on limiting the 
emergent bottom-up abilities to 

do the work that needs to be 
done.

The success of an organisation relies 
on understanding and harnessing 
the feedback loops that exist within 
and across the networked layers 
of the organisation. Organisational 
leadership is dispersed across the 
organisation and leaders distinguish 
between the – top-down – focus 
on determining WHAT needs to be 
done. Leadership trusts their staffs’ 
aptitudes and sense of responsibility 
and explicitly grants – bottom-up – 
permission to conceive (and adapt) 
HOW that work will be done [10]. 

Special considerations

Getting to a seamlessly integrated 
complex adaptive aged and 
nursing home system is principally 
a matter of unifying all stakeholders 
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behind a common purpose, 
goals, values and ‘simple rules’ 
agreement. Nevertheless, a number 
of issues need to be considered in 
greater detail. 

How to assure one stays on track 
– the need for an ‘outcomes’ 
framework

The first issue to address in the 
redesign of the aged and nursing 
home system is a change in its 
oversight framework. What the 
legislation proclaims, and what 
nursing home residents aspire to 
from their care, is quality of life and 
the maintenance of their dignity. 
Oversight needs to focus on what 
matters, it must be outcomes, not 
solely process/output, focused. It 
is the outcome to be achieved that 
determines the services required, 
which in turn determines the 
resources needed and the skills 
mix of staff to deliver the required 
care. Delivering the required care 
must be effective, equitable and 

efficient (addressing primarily 
policy concerns) which closes the 
perpetual loop that ensures ongoing 
high-quality care (Figure 8).

How to finance an outsourced 
‘common good’ like aged care – 
for-profit or not-for-profit service 
provision

Society throughout history has 
contemplated the nature and 
the purpose of ‘common good’ 
provisions. Adam Smith argued 
that in order to realise common 
interests, society should shoulder 
common responsibilities to ensure 
that the welfare of the most 
vulnerable is maintained [38] and 
John Rawls pointed out that the 
common good is the core of a 
healthy political system – common 
goods are provided equitably to 
everyone’s advantage [39].

The promotion of neo-liberal 
doctrines, starting in the 1970s, 
have blurred the otherwise 

longstanding notion that 
healthcare, and by implication 
healthcare towards the end of life, 
is provided for the benefit of society 
at large. The idea that healthcare 
can be broken down into distinctive 
bits that have a ‘distinctive 
value and thus can be sold at a 
price’ has led to an ‘industrious 
understanding’ of healthcare as 
the ‘delivery of a series of defined 
products’. This view negates the 
fact that the effects of healthcare 
as-a-whole arise from the 
interdependent impacts of ‘global 
care’ and the ‘instrumental care’ of 
specific conditions. 

These shifting appreciations 
allowed the emergence of for-
profit and not-for-profit providers in 
health and aged care. However, the 
status of a provider organisation 
necessitates different objectives. 
While both want to be efficient 
in the way they provide care, 
corporations – by law – have a 
primary duty to shareholders to 

Figure 8 – Dynamic outcomes framework for an outcomes-focused adaptive aged and nursing home system
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work towards profit maximisation, 
whereas not-for-profit entities are 
free to focus on the most effective 
way to apply their resources 
to deliver care outcomes for 
stakeholders. 

How to resolve the governance and 
accountability tensions – the need 
to refocus on ‘what matters’ 

The focus of governance and 
accountability frameworks needs 

to resolve the tensions arising from 
its build-in current ambiguities – a 
new framework must clearly state 
what matters, how to assess what 
matters and by what means it can 
be achieved. Only then can the 
prevailing culture of fear and the 
inherent confusion among staff be 
resolved, allowing them to most 
effectively, efficiently and equitably 
spend their limited time managing 
the often rapidly changing needs of 
residents under their care (Figure 9). 
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define the necessary tasks to be attended to. The failure to recognise that outcomes should determine output and 
process measures creates tensions resulting in uncertainties and fears – both of which hinder system improvement
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Endnotes
1. Resulting from: (1) Employer 

sponsored visa holders 
(a substantial proportion of 
nursing staff) are bonded to do 
their time in residential aged 
care; any misadventures can 
lead to deportation (enforces a 
mental mindset of: do your prison 
time and move on); (2) the ‘more 
direct’ power dynamics between 
employers and employees in 
nursing home settings compared 
to hospital settings

2. This is already defined by the 
Aged Care Act 1997

3. That which is seen as best for 
a whole community and not 
simply for any individual or small 
group within that community. 
This may be seen in purely 
utilitarian ways, but it may 
be founded upon natural law 
theory. The ideas behind law 
and democracy assume that 
the common good is something 
that can be achieved, or at least 
should be pursued. (The Free 
Dictionary – https://financial-
dictionary.thefreedictionary.com/
Common+Good+(organization)

4. Common good, that which 
benefits society as a whole, in 
contrast to the private good 
of individuals and sections of 
society. (Britannica – https://
www.britannica.com/topic/
common-good)
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