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Parliament House 
CANBERRA  ACT  2600 
 
By email: community.affairs.sen@aph.gov.au  
 
Dear Dr Holland 
 

Care and management of younger and older Australians living with dementia and 
behavioural and psychiatric symptoms of dementia (BPSD) 

 
Thank you for the opportunity to provide a submission to the Senate Community Affairs 
Committee Inquiry on the care and management of Australians living with dementia.   
 
The National Rural Health Alliance is pleased to provide brief comments from the 
perspective of people who live in rural and remote communities.   
 
Comments to the Terms of Reference 
 
a. The scope and adequacy of different models of community, residential and acute 

care for Australians living with dementia and BPSD, with particular reference to: 
i. Commonwealth-provided support and services; 

ii. State- and Territory-provided services; and  
iii. services provided by the non-government sector. 

 
It is plain that overall access to Commonwealth residential and community aged care 
services, including dementia services, is worse outside the major cities.   
 
The Table below shows that the number of Commonwealth aged care packages and places 
per thousand people decreases with remoteness. It is also clear that the proportion of older 
Australians served by Community Aged Care Packages (CACP) increases as the use of 
Residential Aged Care places decreases, and is particularly high in Very Remote areas. 
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High level community care packages (EACH) and those specialised for dementia (EACH-D) 
make up a tiny proportion of aged care services, even in major cities.  The AIHW notes the 
difficulties of providing specialised services in very remote areas.1  
  
Rate of use of aged care packages and places per 1,000 aged population, 2011*  
 

 
 
Note: ‘aged’ is here defined as all Australians over 70 years, plus Indigenous Australians aged 50 to 
69 years 
 

  
rate per 1000 pop (70+, plus 50-69 ATSI) 

 
 

Residential CACP EACH EACHD TCP tot 
MC   86.8   21.2   3.8   1.9   1.5   115.1 
IR   80.7   19.4   3.7   1.7   1.8   107.3 
OR   72.0   16.7   3.1   1.5   1.1   94.5 
R   60.5   28.2   2.7   1.0   0.4   92.8 
VR   43.2   41.3   1.4   0.2 –   86.0 
Aus   83.2   20.5   3.7   1.8   1.5   110.7 

 
* Analysis is based on: 

• data on use of aged care packages drawn from AIHW 2012. Residential aged care in Australia 2010-
11: a statistical overview. Aged care statistics series no. 36. Cat. no. AGE 68. Canberra: AIHW 
http://www.aihw.gov.au/publication-detail/?id=10737422821.   

•  relevant target population by remoteness - all Australian over 70 years plus Indigenous Australians 
aged 50 to 69 years drawn from Attachment Table 13A2 to Chapter 13, Aged care services in the 
Productivity Commission Report on Government Services 2012.  http://www.pc.gov.au/gsp/rogs/2012 

 
 

EACH-D packages for Australians over 70 and Indigenous Australians aged 50-69 fall from 
1.9 per 1,000 in major cities to zero in very remote areas (see Attachment).   

                                                 
1 AIHW, 2012: Residential aged care in Australia 2012-11: A statistical overview. 
http://www.aihw.gov.au/publication-detail/?id=10737419861. 
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The vulnerability of people with dementia who live in rural and remote communities during 
acute care episodes is apparent, but not well explored.  For example, a person with dementia 
requiring acute admission for a fracture following a fall or injury may have to go to a regional 
or urban centre for extended treatment.  Dementia may be missed, associated behaviours 
misunderstood and risk of functional decline may increase where it is harder for friends and 
family to contribute to the person’s support and care during the acute admission or 
subsequent rehabilitation.  
 
b. Resourcing of those models of care 

 
The NRHA favours flexible funding models that allow for pooling of State and 
Commonwealth funding in order to ensure local access to an appropriate mix of acute, aged 
and primary care, in consultation with local communities.  Multi-Purpose Service type 
arrangements can help to improve the viability of smaller rural health services and maintain 
the mix of services the community wants in ways that best meet their needs.  These sorts of 
settings can also help people with dementia through allowing them to be cared for in a 
familiar environment, close to family and friends for acute and/or ongoing care either in the 
facility or through outreach services of day services for people in the community.   
 
The following priority recommendation from the 12th National Rural Health Conference2 is 
worthy of consideration by the Inquiry with respect to resourcing models of aged care: 
 

“Conference calls on the Living Longer, Living Better legislation, with its focus on 
greater support for older people to live in their own homes and communities, to be 
adapted to closely address the particular vulnerabilities of older people living in rural 
and remote communities. These include higher costs of living, a higher proportion 
with low incomes, greater isolation, and greater exposure to adverse weather events 
(eg heat waves, fires and floods). 
 
Measures should include: 

• rural seniors’ fuel vouchers to compensate for poor access to public transport; 
and 

• ‘safe at home’ modifications that include timely access to falls prevention 
modifications, air conditioning, and reflective roofing. 

 
Pooled Commonwealth and State investment in aged and disability services should be 
considered in order to increase the potential for viable home services in under-served 
rural communities.” 

 
The NRHA also favours flexible approaches to funding for health professionals so that they 
can work together and make the best use of local resources in delivering multidisciplinary 
services, working collaboratively with visiting specialist services to provide ongoing care.  
This approach is highly relevant to people with dementia in country areas, so that they can 

                                                 
2 The priority recommendations and proceedings of the 12th National Rural Health Conference, held in Adelaide 
in April 2013 and attended by more than 1,000 people with an interest in rural and remote health from all around 
Australia, are at http://nrha.org.au/12nrhc/ .   
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benefit from specialist care within the context of their own community, and with the support 
of their usual carers and health and aged care providers.  
 
The 12th National Rural Health Conference priority recommendation about the National 
Disability Insurance Scheme recognises this new opportunity to make the best use of health 
professionals available locally in rural and remote communities across health, aged and 
disability care sectors: 
 

“The current focus on the NDIS highlights the key role played by allied health 
professionals in disability and rehabilitation services.  
 
In rural areas there is an urgent need to increase sustainable allied health services, by 
integrating disability, aged and health care. 
 

• To expand the availability of allied health services to meet the increased demand 
from sectoral integration (health, aged care, disability), funds should be allocated 
to enable local residents to undertake Cert IV in Allied Health Assistance. 

• A supervision framework for allied health professionals, students and assistants 
must be provided. 
 

This increase in access to allied health services will enable allied health professionals to 
take leave and professional development entitlements, and provide local employment for 
local people.” 

 
Use of telehealth for gerontology and mental health care, where these more specialised 
services are scarce outside the major centres, is growing.  For example, another of the priority 
recommendations from the 12th National Rural Health Conference was that: 
 

“Australia is ready for telehealth development that does not undermine the provision of 
face-to-face specialist services in rural and remote areas and is driven by clients’ needs, 
not by commercial gain and efficiency at the expense of quality care. 

• Conference calls for additional program funds and a flexible approach to access 
which would include store-and-forward services as well as real-time consultations 
and would be unaffected by State and Territory borders. These telehealth services 
will be underpinned by broader MBS items and appropriate training and support. 

• Telehealth developments should focus on practical, regular interactions between 
doctors, nurses, allied health professionals and Aboriginal Health Workers with 
their patients in challenging communication environments. Uses will include 
health monitoring, video consults, interim reviews between consultations, 
professional supervision sessions and new uses as they emerge. 

• In view of the need to systematise and integrate telehealth care into rural and 
remote practice, Conference calls on government to continue the work of the 
ACRRM Telehealth Advisory Committee and other professional organisations 
and to provide resources for the evaluation of approaches to guide future 
development.” 

 
However, a more cautionary message about the use of telepsychiatry in people with advanced 
dementia came from one of the more specialised concurrent sessions at the Conference: 



5 
 
 
 

 
“To maximise the effectiveness of telepsychiatry for older persons living in rural and 
remote regions, the approach should involve both a psychiatrist and other care providers.  
 
Even with the best technology, telepsychiatry should be used cautiously in the case of 
advanced dementia patients, patients with serious sensory deficits and those having 
disorders affecting psychomotor activity.” 

 
c. Scope for improving the provision of care and management of Australians living 

with dementia and BPSD, such as: 
i. Access to appropriate respite care, and 

ii. Reduction in the use of both physical and chemical restraints. 
 
Respite care is recognised as a necessary service for the effective care and management of 
people living with dementia and its behavioural and psychiatric symptoms.  Respite care is 
especially important – but more difficult to achieve – for clients and their carers who live in 
rural and remote communities where isolation and distances increase the challenges they face 
day-to-day.  Residential respite services funded by the Commonwealth are only a small part 
of the picture.   
 
There was considerable support at the 12th National Rural Health Conference for a 
recommendation about the large and growing need for innovative person-centred respite 
programs for people with dementia and their carers.  Respite programs need to have 
considerable flexibility to be of use to country people, where the greatest concern about and 
barrier to use of respite services is concern about the person with dementia being unhappy to 
be sent away.  Community programs such as local drop-in centres, regular mobile respite care 
visits, out of hours care and trusted in-home care options can make a difference for carers for 
daily practicalities like shopping trips through to longer absences for their own health care.  
In rural and remote areas, particular attention must also be paid to practical and affordable 
transport arrangements.    
 
We often hear stories from rural people about the far-reaching effects on couples where one 
person has dementia and becomes unable to drive or cannot be left alone due to risk of 
wandering in what can be more isolated situations.  Managing to take the person with 
dementia along on trips for shopping, medical care or social interaction for themselves and/or 
the carer can be a particular challenge due to the considerable time and distances involved.  
These challenges are compounded when the spouse or carer is in poor health or does not 
drive.  Even day respite options are often out of reach and residential respite is an enormous 
concern to the person with dementia and their families and carers if it means sending the 
person to a facility in a regional centre where frequent visits are not possible.   
 
Of course the respite needs are not just about the carer either; people with dementia are likely 
to benefit from social engagement outside the home as long as possible too – no matter where 
they live.   
 
Education and awareness for health professionals and the community 
The Alliance is not qualified to make clinical comment on the use of physical and chemical 
restraints in dementia.   
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However, the issue is indicative of considerable demand from the front line health 
professionals in rural and remote communities to have better information and understanding 
about the management and treatment of people with dementia in all its forms, including 
BPSD.  As for many other ‘life course’ conditions, where the choice of specialised care is not 
available locally, people may look to their local health professionals to support them to 
achieve the best care possible, without relocating to major centres.  It is important that in-
service training about dementia is accessible to the full range of health and aged care 
professionals in rural and remote communities.  The training needs to be available locally and 
needs to include provisions for leave or backfill so that people can participate in the course or 
program.   
 
A strong message from many of the people who live in rural and remote communities is that 
we need to ensure increased awareness of dementia for everyone.  This includes 
acknowledging the role of health professionals, policy makers and support groups, and the 
greater impact of this disease in the community, in order to achieve good quality care for 
people with dementia wherever they live.   
 
Thank you for your consideration of these matters. 
 
 
 
Yours sincerely 

 
Gordon Gregory 
Executive Director 


