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Access to aged care is the most visible element of the capacity challenge within Australia’s
hospital system, but the reasons why patients cannot leave hospital when clinically ready are
more nuanced. Reasons vary across jurisdictions and within health services, reflecting a mix
of aged care supply, workforce, approvals, family and social factors. This paper explores the
contributing factors to delayed discharge and the role of hospitals.

Part One of this series explored the nature and scale of the issue and identified the state of play in relation to supply

and demand now and into the future within aged care (Table 1).

In Part One, it was identified that:

— Hospitals are feeling the strain: Older Australians
account for a disproportionate share of emergency

department (‘ED’) presentations, admissions and long

stays. Delayed access to aged care compounds these

pressures.

— Wait times are significant: The median wait time
for entry into residential aged care is 41 days from
approval. Meanwhile, it takes 249-267 days to receive
a home care package (‘HCP’), often leading to poorer
outcomes and longer hospital stays.!

Table 1 — Overview of Aged Care Programs

— Residential aged care supply is tight: National
occupancy averages 94%, with the aged care provision
ratio falling,? and a net bed increase of 578 beds in FY25
resulting in fewer beds available per older person.?

— Commonwealth Home Support Programme (‘CHSP’)
is carrying the load: Over 833,670 older Australians are
supported with CHSP, but it is an entry-level program,
which is stretched and with big variations across
states.

Demographic and health trends highlight the urgency of
addressing discharge delays.

The number of Australians aged 85 and over is projected
to more than double between 2024 and 2042 from 420,918
to0 1,117,308.5 New South Wales (‘NSW’) and Victoria will

PROGRAM OVERVIEW .
see the largest absolute growth, while Queensland and
Western Australia (‘WA’) will grow fastest in relative terms.
Commonwealth Entry-level support to help older . . . .
L At the same time, dementia prevalence is projected to
Home Support people live independently at home, ] )
Programme covering basic services such as meals, more than double by 2054, with cases surpassing 812,500
(‘CHSP’) transport, and domestic assistance. nationally, and growth steepest in Queensland and WA.¢
Coordinated, tailored care at four Part Two of our series examines the underlying reasons
levels of need, providing in-home why flow for older patients within hospitals is being
Support atHome | nursing, personal care, and allied

(from November
2025)

Transition Care

health support. The Support at
Home program replaced Home Care
Packages under the new Aged Care
Act.

Short-term care (up to 12 weeks) after
a hospital stay, aimed atimproving

blocked and clarifies the role hospitals themselves play
in this challenge — helping to focus collective effort

on solving the right problems. Addressing these issues
requires urgent, decisive and agile policy and strategy
shifts at both the Australian Government and state/
territory government levels, with coordinated action

:.rrocgl:’a;mme :2ES;’neirnygahnodr:;d;peenrﬁfi:cgelgjg;rf across short, medium and long-term horizons to deliver
term care. lasting change on this complex challenge. Our third
paper will set out the solutions required to address this
Ongoing accommodation and 24-hour significant challenge facing our hospital and aged care
Residential care for people with higher or complex sectors.
Aged Care needs, including clinical care, daily

living support, and social engagement.
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Improvements to patient flow have stalled

Hospitals have made major gains over the past 15 years
in improving efficiency - with shorter average length of
stay (‘LOS’), more procedures delivered as day surgery
and streamlined discharge planning. For example, the
mean LOS for multiple-day admissions in Australia
declined from 6.6 days in 1993-94 to 5.4 days in 2019-20.
The decline was largely driven by a 49% reduction in LOS
for patients aged over 74 years. Over the same period,
hospital activity rose markedly, with annual hospital
separations increasing from 4.61 million to 11.33 million
(@ 146% increase), and separation rates increasing by
66%, particularly among people aged 75 years or more.”®

Yet the pace of decline in LOS has slowed significantly in
recent years, suggesting that many of the “low-hanging
fruit” efficiencies may already have been claimed.®

In WA, excess hospital days arising from patients deemed
medically fit for discharge (because of delays in aged

care or disability services) were identified at 40,000 days
over a year - equivalent to over $90 million in cost.® In
Queensland, extended admissions contribute to resulting
costs estimated at approximately $52,000 per older long-
stay patient.®

This is often viewed as an aged care issue - specifically,
aresidential aged care (‘RAC’) issue. As our first paper
highlighted, there are genuine supply and workforce
constraints within the aged care sector. However, it is
likely that there are a proportion of patients discharged
to RAC who may not require residential care placement.
In some cases, alternative discharge pathways such as
short-term reablement/restorative care, transition care,
home modifications, or Support at Home packages could
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be more suitable. Strengthening discharge decision-
making and triage processes has the potential to reduce
premature transitions into RAC and improve flow across
the system. Evidence shows that patients flagged as
“eligible and awaiting entry to residential aged care”
spend, on average, 13 days longer in hospital than those
without this flag, highlighting the downstream impact of
discharge pathways on hospital flow.!

Rising demand for sub-acute and non-acute services
suggests that pressure is being displaced rather than
resolved. In 2023-24, 1 in 20 hospitalisations (5.2%) were
for sub-acute and non-acute care, with these types of
hospitalisations increasing by 7.3% in public hospitals and
10% in private hospitals over the previous year. Over the
last five years, sub-acute and non-acute hospitalisations
have grown by an annual average of 3.8% in public
hospitals and 4.8% in private hospitals.'? Rehabilitation
care accounted for around 486,000 hospitalisations, 82%
of which occurred in private hospitals, with NSW and
Queensland together accounting for four in five of these
episodes.'?

Together, these trends indicate that despite

significant efficiency gains, hospitals are increasingly
accommodating patients requiring ongoing, complex,
or transition care - often because the right supports are
not available in the community. Evidence from recent
Australian research underscores that multidisciplinary,
person-centred and community-based care models
can help older people remain at home longer, delaying
or avoiding entry into residential aged care and in turn
easing pressure on acute services.'?



PART TWO: INSIDE THE FACTORS CONTRIBUTING TO DELAYED DISCHARGE

Aged care roles and responsibilities

Funding, policy and regulation of the aged care system
is overseen by the Australian Government. However,
state and territory governments also play an active
role within the aged care system, including delivering
aged care assessment services. Transition care is
jointly funded by Australian Government and state/
territory governments, and administered by state/
territory governments.

Most state/territory governments deliver aged

care services in regional, rural and/or remote areas
through multi-purpose services (‘MPS’). Some state
governments deliver RAC outside of MPS. This
includes Victoria, which delivers approximately 5,200
public sector RAC beds, primarily in regional and

rural locations. Table 2 provides an overview of the
division of responsibilities and challenges between the
Australian Government and states, setting out their
respective roles in aged care and hospital discharge.

FTI Consulting, Inc.

Historically, states and territories also played a

much larger role in aged care. This was through
direct control of the Home and Community Care
(‘HACC’) programme, which transitioned into CHSP,
and the Aged Care Assessment Teams who delivered
complex assessments for entry into aged care. The
Aged Care Assessment Teams transitioned into a
single assessment workforce from December 2024,
with states and territories retaining hospital-based
assessments only for patients who will be discharged
to residential care or transition care only. Community-
based assessments are undertaken by assessment
agencies on behalf and under the direction of the
Commonwealth.

Table 2 — Australian Government vs state/territory roles in aged care and hospital discharge!**
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LEVEL OF CONTRIBUTIONS TO
GOVERNMENT CORE RESPONSIBILITIES DISCHARGE/HOSPITAL FLOW CHALLENGES AND GAPS
— Policy responsibility is outside of the
— Funds and hospital and thus outside state control.
regL.Jlates. aged care — CHSP, HCP, residential — Limited accountability for discharge
(residential, home aoed care places outcomes.
care, CHSP, Support & P ’ .
at Home from 2025). — Aged Care Assessment Asssessme.nt occurs lgrgle!y quday to Friday
o (delivered by Health durlngofflce h9urs, limiting discharge .
— Assesses eligibility assessment teams). planning to office hours. Referral to hospital-
Australian and peed for ) based assessment teams occurs once
services. — Policy reforms (e.g. new discharge plan is determined. Assessment
Government

— Sets national quality
standards.

— Subsidises care
costs, with means-
tested contributions
from older
Australians.

Aged Care Act, Support
at Home programme).

— Transition Care
Programme (‘TCP’)
(jointly with states/
territories).

from hospital to home care can’t occur -
assessment can only occur once patient is
home.

Programme rules often complex, slow, or
fragmented, and multiple departments can
be involved.

Funding of aged care and risk settings may
act as a disincentive for post-acute support.
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LEVEL OF CONTRIBUTIONS TO
GOVERNMENT CORE RESPONSIBILITIES DISCHARGE/HOSPITAL FLOW CHALLENGES AND GAPS
Direct investments — Manage discharge pressures without formal
that support discharge control over aged care supply.
. (e.g. Victoria’s 5,200 — Reporting/definitions of “delayed discharge”
— Operate public public RAC beds, MSPs inconsistent across states.
hospitals and in rural/remote areas, .
emergency state-operated TCPs). — Legacy expectations fr9m when HA(?C (now
States and departments. CHSP) was state-run still shape service
S Responsible for - Sub—a.cyte,. delivery profile and Australian Government
hospital services, rehabilitation and funding. Uncertainty of the future of CHSP
e palliative services. is impacting strategic consideration of the
safety. — Delivery of assessments programme.
for residential care — Lack of investment, and/or consistency
and transition care for across states in sub-acute care may result in
patients in hospital. aged care being a default option.
— TCP jointly funded. — Short-term cooperative
Shared/ — Coordination during models showed delays — No permanent joint governance -
interface crises (e.g. COVID-19 can be reduced when accountability remains split.
discharge planning). systems align.

System configuration: how differences
between states shape patient flow

Analysis of hospital and aged care capacity across
jurisdictions shows that while total system size varies,

the way capacity is distributed between acute, sub-acute
and residential aged care differs markedly between states
and territories (Table 3).* Despite these differences, all
states and territories report challenges with transitioning
patients from hospital settings to aged care. However,
these challenges are exacerbated in some jurisdictions.

Across Australia, there are approximately 65,900 available
public hospital beds and 246,000 RAC places, equivalent
to roughly 3.7 aged care places for every available public
hospital bed. However, this ratio - and the balance
between public hospital, sub-acute and aged care
capacity - varies substantially across jurisdictions.

*Work has been commissioned by the Australian Government to resolve this issue.

Hospital capacity

NSW and Victoria have the largest public hospital bases,
operating 21,200 and 15,900 available beds respectively,
while smaller states such as South Australia (‘SA’) (5,180)
and WA (6,871) operate significantly fewer available beds.
Tasmania and the Northern Territory (‘NT’) have fewer
than 2,000 and 1,100 beds respectively, yet Tasmania
records one of the highest available beds-per-capita
ratios (2.98 per 1,000 population), reflecting its smaller
and older population base.

Aged care capacity and ownership

Victoria and NSW have the highest total residential aged
care places, with 65,900 and 81,100 respectively, but the
public ownership profile differs sharply. Publicly-operated
aged care places account for only 0.2% in NSW, 0.3% in
WA and around 2-4% in Queensland and SA, compared
with 8.1% in Victoria. In theory, this should mean
Victoria’s health system has a greater degree of direct
control over aged care discharge destinations. However,
these aged care places are often in rural locations, may
not be available at the right time, nor align with an older
person’s preferred RAC provider.
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This challenge is occurring alongside a broader system
decline in RAC capacity. Nationally, the number of
residential places per 1,000 people aged 70 and over
has fallen from 76.1 in FY20 to 71.4 in FY24. Although
policy is rightly focused on enabling people to stay at
home, declining residential capacity means hospitals are
increasingly caring for older adults with complex needs,
including dementia, who cannot safely be supported

in the community. Compounding this, access to home-
based care remains limited, with long waits for Support
at Home packages, meaning many older people cannot
be safely supported at home even if they prefer to avoid
residential care.

Sub-acute and transitional care

Sub-acute care (encompassing rehabilitation, palliative
and geriatric services) represents about 15% of hospital
activity nationally, but this share ranges from 12% in
the NT to 20% in SA and the Australian Capital Territory
(‘ACT’).
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— SA’s high sub-acute share (20%) indicates deliberate
investment in hospital-based step-down and
rehabilitation services, providing an internal buffer for
patients awaiting aged care placement.

— Queensland (17%) and Victoria (15%) also show
strong sub-acute activity, reflecting efforts to expand
rehabilitation and restorative care capacity.

— WA and NSW (14%) sit below the national average,
suggesting fewer dedicated step-down options and
potentially longer acute stays for patients awaiting
discharge supports.

Transitional programmes such as the TCP and Short-Term
Restorative Care (‘STRC’) provide further flexibility but
are unevenly distributed. WA and SA record relatively high
densities of MPS and TCP places per hospital bed, offering
additional step-down options (particularly in rural and
regional areas), while Queensland and NSW have lower
transitional care capacity relative to hospital size.

Table 3 — Comparative hospital and aged care capacity by state and territory (2023-25)%312

0 -
STATE/ A‘Lﬂ;ﬁ?cl- - BEDSPER  RESIDENTIAL I:’ELSAICDEE;‘ :IEI:!L /‘()sPTl/j\I:IEI-C TRA:':;'ON SHORT-TERM Pm’:;:E Ascl::BTE
TErRiTory  HOSPITAL 1,000 AGED CARE AVAILABLE  OPERATED) oo =~ RESTORATIVE (. " SHARE(%
BEDS  POPULATION PLACES (2025) PUBLIC RACPLACES ™ 1 0, CARE(‘STRC) upc"  PATIENT

(2023-24) HOSPITALBED  (2025) DAYS)
NSW 21,238 2.54 81,136 3.82 0.22% 1,513 626 1,243 14%
viC 15,856 2.33 65,934 4.16 8.15% 1,045 563 359 15%
QLD 14,021 2.57 47,803 3.41 2.26% 783 494 492 17%
WA 6,871 2.38 22,946 3.34 0.28% 576 262 636 14%
SA 5,180 2.79 19,170 3.70 4.39% 387 135 669 20%
TAS 1,712 2.98 5,514 3.22 1.11% 134 74 81 15%
ACT n/a n/a 3,007 n/a 0.00% 78 70 0 20%
NT 1,057 4.10 665 0.63 0.00% 49 45 8 12%
Australia | 65,935 2.47 246,175 3.73 3.12% 4,565 2,269 3,980 15%

Aged care ratios and interdependencies

When comparing total aged care places to hospital beds,
Victoria has the highest ratio (4.2 residential places per
hospital bed), followed by SA (3.7) and NSW (3.8). The NT
has the lowest ratio (0.6), underscoring its reliance on
hospital infrastructure to care for older patientsin the
absence of aged care alternatives.

Analysis of long-stay separations shows clear differences
across states and territories (Table 4). When viewed as

a share of all separations coded as awaiting residential
aged care or needing support at home, the proportions
range from around 10% in SA to more than 50% in the NT.
These differences are likely shaped by a combination of
factors, including the availability of aged care and sub-
acute services, local discharge and assessment practices,
workforce capacity, and how jurisdictions record and
manage these cases.
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The NT, ACT and Tasmania record the highest population-
adjusted rates, with Queensland and NSW also sitting
above the national average. Victoria’s very low rate may
reflect the state’s practice of supporting many older
people awaiting RAC through alternative, non-acute
pathways, resulting in fewer hospital days being captured
in this dataset. Broadly, states with more developed
sub-acute and transitional care options - some of which
directly rely on Commonwealth capacity and investment
- tend to have fewer extended stays, while those with
limited downstream capacity experience higher pressure.
Because each jurisdiction uses different pathways and
reporting approaches, these comparisons should be seen
as indicative rather than definitive.
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Although these separations represent a relatively

small portion of overall hospital activity, they highlight
important pressure points in patient flow and signal
where aged care, home support and sub-acute capacity
may not be keeping pace with demand. A more complete
view of system performance would also consider
admissions from RAC into hospitals, to understand how
well the two sectors are working together.

Table 4 — Public hospital separations for care type ‘maintenance’ for people aged 50 years or over
(Aboriginal and Torres Strait Islander) and people aged 65 years or over (non-Indigenous) in 2022-2023%1¢

DIAGNOSIS: PERSON AWAITING ADMISSION TO RESIDENTIAL AGED CARE

(Z75.11) OR NEEDS ASSISTANCE AT HOME, NO CARER AVAILABLE (Z74.2) LONG STAY RATE
STATE/ PER 100,000 ANY DIAGNOSIS
TERRITORY Length of stay in separation (STATE/TERRITORY

Total POPULATION)

<35 days, n (%) >35 days, n (%)
NSW 8,368 (84) 1,643 (16) 10,011 197 856,172
vIC 60 (77) 18 (23) 78 0.3 819,140
QLD 7,632 (85) 1,311 (15) 8,043 24.1 691,219
WA 2,146 (86) 336 (14) 2,482 116 275,222
SA 3,334 (90) 362 (10) 3,696 19.5 224,260
TAS 475 (76) 149 (24) 624 26.0 78,178
ACT 650 (83) 130 (17) 780 276 47,430
NT 71 (49) 73 (51) 144 28.3 91,306
Australia 22,736 (85) 4,022 (15) 26,758 15.1 3,082,927

What this means for patient flow

These variations underscore the complexities in
improving patient flow. While total aged care bed
numbers are important, consideration should also be
given to striking the appropriate balance in capacity
across the entire health and aged care systems.
Optimising the balance between acute, sub-acute and
community-based capacity and ensuring that hospitals

have practical discharge pathways - either through public

aged care, MPS, or well-resourced TCPs - are a potential
part of the solution.
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The reasons behind delayed discharge
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Queensland Health identified at a high level the barriers faced by hospitals to discharge older patients.’” We have built
on these to identify the potential underlying reasons for these barriers (Table 5).

Table 5 — Barriers to hospital discharge, potential underlying reasons and implications for hospital and aged care
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BARRIER UNDERLYING REASONS IMPLICATIONS FOR HOSPITALS AND AGED CARE
— Aged care is challenging to understand
and navigate, resulting in delays
in referral for assessment.
— Workforce shortages in assessment teams.
— Assessments are undertaken mostly in office
— hours, and not on weekends or after hours. — Patients remain in hospital while
waiting s
assessment for — Complexity of cases requires IO TS,
aged care! multiple assessments. Bottleneck slows both RAC
— Regional areas particularly affected and home care access.
due to lack of access to assessment.
— Existing assessment process/referral
restarts when patient is admitted
to hospital as assessment must be
done by health aligned assessors.
— Shortage of packages for care at home.
— Limited access to suitable social housing.
— Barriers to accessing home modifications Patients fit for discharge remain
Community (e.g. tenancy restrictions, with a growing in hospital awaiting services.
barrier share of people over 65 living in rental Hospital system substitutes
housing*®) and/or assistive technology. as social safety net.
— Lack of family/social support.
— Costs of private services.
Prolonged hospital stays for people
medically fit for discharge reduces bed
availability, driving ED congestion, ambulance
— Insufficient RAC supply due to limited ramping and elective surgery delays.
capital investment to meet demand, Families face heightened stress and
both currently and in the future. may make rapid, unplanned decisions
— Time to plan, approvals and build new about long-term care placement.
o RAC beds is too long to impact supply Older Australians face higher risk of hospital-
Residential in the short to medium-term.

aged care beds
unavailable

Workforce shortages.

Geographic mismatch between bed
locations and patient needs.

Family may not want family member to be
discharged to aged care and/or may want a
particular RAC facility for their family member.

acquired complications and functional decline
due to unnecessary time in acute care.

Health resources are diverted away from acute
patients, lowering system-wide efficiency.

Patients without strong family supports
are disproportionately affected,
compounding equity gaps.

Lack of capacity in hospitals for acute,
elective patients resulting in poorer
outcomes and safety/quality compromise.
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BARRIER

UNDERLYING REASONS
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IMPLICATIONS FOR HOSPITALS AND AGED CARE
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Behavioural and
psychological
systems of
dementia
(‘BPSD’);
mental health;
challenging
behaviours

Legal process

Social delay

Clinical needs

— Lack of access to specialised services
within health system to support
behaviour management.

— Few psychogeriatric/step-down units.

— Limited specialist dementia/memory
support units within RAC facilities.

— Providers reluctant to accept high-
needs patients due to risk and
staffing profile required.

— Residential care funding (Australian
National Aged Care Classification (‘AN-ACC’)
funding model) potentially underweights
cognitive/behavioural complexity.

— RAC facilities lack enough staff and
capability to manage psychiatric needs.

— Providers risk-averse due to safety
and regulatory scrutiny.

— Disconnect between management of
patients with BPSD within hospitals and
aged care, particularly in relation to
the use of psychotropic medication.

— Family disputes over decision-making.

— Guardianship/administration orders
required before discharge.

— Tribunal/court backlogs.

— Guardianship processes often
complex and difficult to navigate.

— Families slow to choose facilities
or arrange finances.

— Patient/family reluctance to
accept available beds.

— Cultural and language barriers
delaying decision-making.

— High-acuity requirements (e.g. dialysis,
tracheostomy, complex wounds) not
manageable in most RAC facilities.

— Specialist nursing/allied health
limited in community.

— AN-ACC funding model does not
support very high levels of care.

— Patients with dementia remain
longest in hospitals.

— RAC facilities are perceived to “cherry
pick” lower-complexity residents.

— Patients with psychiatric conditions
remain in acute settings far longer.

— Added pressure to mental health wards.

— Legal delays keep patients in hospital
even when care places exist.

— Hospital staff tied up in
administrative follow-up.

— Occupied hospital beds not clinically required.

— Increased frustration for staff and families.

— Long hospital stays for complex
but non-acute patients.

— RAC facility admission refusal for
medically complex cases.
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The reasons behind delayed discharge

To properly understand and compare discharge delays, a broader set of perspectives is needed. Exit block varies
by age, diagnosis, geography and socioeconomic status.

Time in system

Length of stay differs depending on discharge destination. Patients transferred to RAC typically remain longer in
hospital, as placement availability, assessment and family agreement must all be secured (as outlined above).

Australian Institute of Health and Welfare (‘AIHW’) data shows that patient days rise steeply with age. Between
2019-20 and 2023-24, Australians aged 75-84 and 85+ accounted for the largest and fastest-growing share of hospital
bed-days (Figure 1).

Figure 1 — Patient days by age group, public and private hospitals, Australia, 2019-20 to 2023-24*°
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—
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€
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Note: There may be minor differences with previously published data due to revisions of historical data. This visualisation excludes hospitalisations for ‘newborns with
unqualified days only’.

Source: AIHW National Hospital Morbidity Database

10
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Looking at state-level patterns, NSW, Victoria and Queensland dominate hospital use among older cohorts, with people
aged 75-84 and 85+ in these states representing the bulk of long-stay patient days (Figure 2). Smaller jurisdictions such
as Tasmania and SA also show significant proportions relative to their population base, indicating that discharge delays
are not confined to the eastern seaboard.

Figure 2 — Patient days by age group and state/territory, public and private hospitals, Australia, 2023-24%°
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These patterns suggest that while efficiency gains have reduced average overall stays in hospitals, the absolute volume
of older patients is driving prolonged occupancy and highlighting the importance of regional planning.

Patient cohorts

Dementia is a leading driver of prolonged hospital stays. The number of hospitalisations due to dementia increased
steadily from 2014-15 to 2023-24, rising to more than 35,000 cases annually (Figure 3).

Figure 3 — Number of hospitalisations due to dementia, Australia, 2014-15 to 2023-24%
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Age-standardised rates also grew, particularly for women, reaching almost 50 per 10,000 people aged 60+ (Figure 4).

Figure 4 — Age-standardised rates of hospitalisation due to dementia per 10,000 people aged 60+,
Australia, 2014-15 to 2023-24%
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These patients often require specialist RAC facility units
or behavioural supports that are in short supply, leaving
them as some of the longest-stay patients in hospitals.

Regional differences

Overnight acute separations per 1,000 people are
significantly higher in very remote areas compared
with major cities, while same-day separations are more
concentrated in metropolitan settings (Figure 5).

This reflects thinner service markets and limited access to
home care or rehabilitation in regional areas, resulting in
longer hospital stays and fewer alternatives to inpatient
care.

Figure 5 — Same-day and overnight acute separations
per 1,000 population, by remoteness of residence,
Australia, 2023-24%
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Equity differences

Patients from lower socioeconomic areas are more likely
to be admitted overnight and remain longer in hospital.
Overnight acute separations per 1,000 population are
highest in the lowest socioeconomic status (‘SES’) quintile
and decline steadily with higher SES (Figure 6).

This pattern reflects the impact of affordability barriers,
weaker informal supports and provider reluctance to
admit higher-complexity or lower-income residents.
Socioeconomic status therefore emerges as a structural
determinant of delayed discharge.

Figure 6 — Same-day and overnight acute separations per
1,000 population, by socioeconomic status of residence,
Australia, 2023-24%
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System integration and navigation

Families, hospitals and providers often struggle to
navigate and coordinate safe transitions out of hospital.
Key barriers include:

— Housing and home modifications: Access to
appropriate social housing is limited and tenancy
rules frequently prevent modifications to state-
owned properties, as well as privately owned rental
properties. With more older Australians renting, this
issue is growing.??

— Fragmented navigation support: Programs such as
Care Finders were intended to guide vulnerable older
people into aged care, yet utilisation remains low.
Hospitals rarely refer patients, leaving many without
support.?

— Role mismatch: Care Finders are formally positioned
as facilitators, but in practice they often act as
case managers, connecting health professionals,
government services and community supports because
no one else fills the gap. This creates inconsistent
service delivery and further delays.*®

— Limited integration with hospitals: Navigation roles
generally sit outside hospital systems. In states like
Queensland and Victoria, attempts to link housing
and navigation supports to discharge planning remain
small-scale, leaving most hospitals without structured
pathways.

The impact:

— Discharge is stalled while patients wait for housing,
home modifications or service coordination.

— Families and clinicians face duplicated assessments
and unclear responsibilities.

— Patients without strong informal supports are most
affected, often remaining in hospital longer than
clinically necessary.

State/territory vs Australian Government roles

While aged care is an Australian Government
responsibility, states and territories manage the
immediate consequences of delayed discharge. This
tension is longstanding but is now more visible as
hospitals operate at or above capacity.
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— Fragmented accountability: Because the Australian
Government funds aged care and state/territory
governments run hospitals, neither level of government
has full visibility or responsibility for discharge
outcomes. Older people and families experience this
as fragmentation - multiple assessments, duplicated
paperwork and long waits for approvals.

— Comparability of reporting: States and territories
report and measure access block, ramping and long-
stay patients differently, making it difficult to compare
performance nationally. Developing consistent national
definitions of delayed discharge, like the UK’s National
Health Service “criteria to reside” model, would allow
better benchmarking and accountability.?

— Lessons from COVID-19: During the pandemic, the
Australian Government, states and territories and
providers coordinated more closely in all areas across
the health system, especially in moving patients out
of hospitals and addressing aged care workforce
shortages. While more informal, these mechanisms
showed that when governments act in tandem,
discharge delays can be reduced. Permanently
embedding this level of joint-planning is critical.?

— Future governance questions: If integrated care
is the goal, should stewardship of aged care remain
solely with the Australian Government? Options such
as pooled budgets, joint commissioning of services,
or shared state/territory-Australian Government
accountability for transition care could strengthen
alignment between the systems.

Where to from here?

Hospitals are not inefficient - they are blocked. Over the
past two decades, states and territories have invested
heavily in improving hospital efficiency: average length
of stay has fallen, more procedures are delivered as day
surgery and discharge planning has been streamlined.
These gains mean hospitals are, in many ways, already
doing more with less.

Yet patients remain in acute beds not because they
require acute care, but for a range of complex reasons
which are often intertwined. These include situations
where the aged care, housing and community supports
required after discharge are unavailable, inaccessible

or where transition arrangements are too slow. The key
reasons for these challenges are summarised in Figure 7.
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Figure 7 — Key themes and contributing factors
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Aged care supply

Substantial wait times for Support at
Home packages and no additional growth
funding for CHSP

Lack of RAC beds, with limited development
pipeline

Limited capital investment in greenfield
developments, partly due to poor financial
performance of RAC facilities and policy
settings to support capital investment

Significant variations in residential aged care
places per hospital bed across states

Geographic mismatch between bed locations
and older person needs

Long timeframes to plan, approve and build
new RAC beds

Workforce shortages in locations which
impacts on bed availability due to care minutes

Dementia and clinical
complexity factors

Increasing acuity of individuals
in the community and
residential sectors requiring
more complex care

Differences in use of
psychotropic medication
between hospitals and
residential aged care

Lack of opportunity

to implement non-
pharmacological management
of dementia in hospital

Limited specialist dementia/
memory support units within
RAC facilities
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(

Social and
family factors

— Family decision-making
delays in choosing facilities

or arranging finances

Older person/family
reluctance to accept
available beds

Limited access to suitable
social housing

Barriers to accessing home
modifications and assistive
technology to make home
suitable

o

e

Healthcare system capacity
and configuration issues

~

Rising demand due to ageing
population and increasing prevalence
of dementia

Variation in availability and type

of sub-acute care and transitional
programs including programs post-
discharge

Limited understanding, knowledge
base and time required for health
workers, and older people and their
families to navigate aged care system
to support discharge

Default for discharge planning for
older patients is residential aged care

( )

Governance and
system fragmentation

Split accountability between
Australian Government (funding
aged care) and states/territories
(managing hospitals)

Inconsistent reporting and
definitions of “delayed discharge”
across states and territories

Complex program rules creating
barriers to efficient discharge

Funding disincentives for post-
acute support

Fragmented care coordination
between families, hospitals, and
aged care providers

J

-

Assessment and
administrative barriers

— Waitlists for aged care
assessments with processes
that are challenging and
difficult to engage/refer

Aged care assessment

workforce capacity, demand
and current office hours work-
based constraints

Delays due to guardianship

processes, and tribunal
backlogs

~
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Hospitals cannot solve this alone. Whilst further
hospital efficiency gains exist; the greater prize lies
in strengthening the interface between hospital and
aged care. To start to shift the dial, it will be critical
to address the root causes of the challenges. This will

In Part Three of this series, we will explore practical
solutions - from funding reforms and operating
models to new governance structures - to unlock
and increase capacity to support better outcomes

require leadership, resourcing and intervention from the for older Australians

Australian Government over a protracted period, along

with joint action across the Australian Government,

states and territories and aged care providers.
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