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1.

Executive Summary

Vision
The Bethlehem Health and Retirement Precinct will enable its community to live well with
autonomy, assisted by integrated, flexible services.

Why are we proposing the Bethlehem Health and Retirement Precinct?
Calvary Health Care Bethlehem provides sub-acute specialist palliative care services and
a Statewide Progressive Neurological Disease service. With a focus on wellness and active
engagement in life, the multidisciplinary teams work collaboratively with patients and other
providers as partners in care.
Many of the current Calvary Health Care Bethlehem facilities were built in the 1960s and are no
longer conducive to enabling the delivery of contemporary, best practice health care, nor are they
designed to enable its changing model of care to increasingly ambulatory and community services.
Service gaps identified in Calvary Health Care Bethlehem’s current patient population include:
•
•

Residential care options for people with progressive neurological conditions
Changing levels of support and clinical care requirements for people with chronic conditions
and frail elderly people as their function declines towards end of life

•

People with malignancies who have complex care needs, who may not be able to be managed
at home
Suitable interim care for people with complex care and/or complex psychosocial issues
including the above examples, who require extended sub-acute inpatient stays, as discharge
to home is no longer an option or is delayed due to the need for home modifications and other
support structures

•

The southern metropolitan region of Melbourne, where Calvary Health Care Bethlehem resides,
also has an ageing population. Although older people are living longer and with less disability, this
does provide increasing pressure on informal supports, health and aged care systems to support
greater numbers of older people as they age.

The Opportunity
There is an opportunity for Calvary Health Care Bethlehem to address its ageing infrastructure and
the service gaps for its patient population, whilst also addressing some of the local issues for the
ageing population in alignment with Glen Eira Council’s Positive Ageing Strategy by leveraging
Calvary’s capabilities.
Founded in 1885 by the Sisters of the Little Company of Mary, Calvary is a charitable, not-forprofit, Catholic health care organisation. Calvary’s mission is to provide health care to the most
vulnerable, including those reaching the end of their life. At a national level, Calvary has expertise
in retirement and aged care services operating 15 facilities in NSW and the ACT and providing
community care services across Australia. Calvary also operates 15 public and private hospitals
nationally; Calvary Health Care Bethlehem is a Calvary public hospital located in Melbourne,
Victoria.
By developing residential aged care facilities and retirement apartments on the same site as
Calvary Health Care Bethlehem’s sub-acute services there is an opportunity to provide:
1

•

•

A model that addresses the social and health needs of people to enable them to live well 		
and autonomously
An option to age in place in the local community, and to be supported to live in the same place
as their care needs change
A place to build friendships and stay connected with the local community
A residential care option for people with progressive neurological diseases
Residential options for couples to live in the one location, where one partner has high and
complex care needs
Respite options to support carers, enabling people to remain living in the community

•

Interim care options for people who no longer require care in a health service

•

Integrated, coordinated services that contribute to the sustainability of aged care, 		
disability and health services by ensuring people have access to services in the right 		
setting at the right time by the right person
End of life care in people’s preferred location
A model that can successfully translate to other locations

•
•
•
•

•
•

The redevelopment of the Calvary Health Care Bethlehem site will increase the scale of services
provided and provide opportunities for shared services and the introduction of primary care and
retail services.

The Proposed Model
The Bethlehem Health and Retirement Precinct will provide an integrated health and social model
with:
•
•
•
•
•
•
•

Retirement apartments
Residential aged care facility
Sub-acute specialist palliative and Statewide progressive neurological health services
Community care services
General practitioners, radiology and pathology services
Retail/café tenancies
Social and recreational facilities including public green spaces

Living well with autonomy will be enabled through:
•
•

The opportunity to live a healthy and fulfilled life
Health promoting, safe and enabling environments for all people, including those with 		
cognitive challenges
Social inclusion and access to the broader community
Collaborative monitoring to anticipate and proactively respond to changing needs
Access to appropriate interventions to prolong independence
Levels of support that are flexible to enable participation over the course of a person’s life

•
•
•
•

The integration of available services including primary care, nursing and allied health services,
carers and care coordinators, specialist palliative or progressive neurological services and 24 hour
shared clinical support models across sub-acute, residential aged care and retirement will provide
the opportunity for person centred, seamless, coordinated care.
Sub-acute health services will continue to provide clinical care to support people living in the
broader community and build capacity of local service providers through advice, secondary
consultation, education and training to ensure people can be cared for closer to home. These
services will continue to undertake research, provide leadership and advocacy in relation to end of
life issues and progressive neurological diseases.
2

2.

About this paper

Calvary Health Care Bethlehem is proposing to redevelop its current site to provide a purpose
built facility for its current sub-acute health services along with the addition of a Retirement
Community; the first for Calvary in Victoria. This paper has been prepared to provide information
and ideas about the proposed Bethlehem Health and Retirement Precinct and aims to define
the proposal; examine experiences from elsewhere; and explore a potential model of care.

3.

Calvary and the Bethlehem Health and Retirement Precinct

3.1.

Calvary’s history

Calvary was established in 1885 by six courageous Sisters of the Little Company of Mary, who sailed
from Naples to Sydney on the SS Liguria. Theirs is a story of enduring care for the physical and spiritual
health of so many Australians: firstly on the streets of Sydney and the rudimentary beginnings of
home nursing; latterly and currently in the stewardship of some of Australia’s best-known and muchloved hospitals, together with a national Calvary health, community and aged care ministry. Calvary’s
mission is to provide health care to the most vulnerable, including those reaching the end of their life.
Calvary Health Care Bethlehem has been operating in South Caulfield for 75 years. It has
a demonstrated history of anticipating changes in the needs of the communities it serves,
responding to these and to the shifting health contexts in which it operates to develop innovative
models and practices.
Currently Calvary Health Care Bethlehem provide sub-acute services that encompass specialist
palliative care, providing services to the local community and a Statewide Progressive Neurological
Disease Service. Services are provided
in partnership with other local providers,
delivered through inpatient, centre based,
home based and telehealth services. In
addition, Calvary Health Care Bethlehem
has strong capabilities in the provision of
education, research and building capacity in
the broader community.
At a national level, Calvary has expertise in
retirement and aged care services operating
15 facilities in NSW and the ACT, offering
independent living, residential aged care
and respite services. Calvary also provides
community care services across Australia to enable independence and a healthy lifestyle for
people living at home. Calvary also operates 15 public and private hospitals; CHCB is the only
Calvary public hospital in Victoria.
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3.2. Vision
Building on the heritage of Calvary Health Care Bethlehem and the continuing Mission of the
Sisters of the Little Company of Mary:

The Bethlehem Health and Retirement Precinct will enable its community to live
well with autonomy, assisted by integrated, flexible services.
The Precinct leverages our capabilities and will offer an integrated and inclusive health and social
model providing:
•
•
•
•
•
•
•

▪

4.

Retirement apartments
Residential aged care beds
Sub-acute specialist palliative and progressive neurological health services
Community care services
General practitioners, radiology and pathology services
Retail/café tenancies
Social and recreational facilities including a public green space

Why are we proposing the Bethlehem Health and Retirement Precinct?

The proposal for the Bethlehem Health and Retirement
Precinct is underpinned by Calvary’s Mission and Vision; is
aligned to Calvary’s strategic aims for 2016-2020; aligned
with Commonwealth, State and local government policy
and is driven by a need to respond to the changing needs
of our community to deliver a unique model of care which
integrates health and social requirements for both our
current and our forecast local ageing populations.

4.1.

Addressing our ageing infrastructure and current service gaps

Many of the current CHCB facilities were built in the 1960s and are not conducive to enabling the
delivery of contemporary, best practice care. The infrastructure currently does not provide an
environment that enables independence, autonomy, and a sense of community; nor is it readily
adaptable to respond to the changing needs of the patient population or the model of care that is
increasingly ambulatory and community services.
Service gaps identified in CHCB’s current patient population include:
•

Residential care options for people with progressive neurological conditions, both under and
over 65, due to their high and complex care needs, evidenced by long length of sub-acute
inpatient stays whilst awaiting placement for residences that can manage their care needs, in
a location of their choice
People with chronic conditions such as chronic obstructive pulmonary disease, heart disease,
diabetes and renal failure which generally follow a trajectory of acute exacerbations of their
condition resulting in a slow functional decline towards end of life requiring changing levels of
support and clinical care (Figure 1)
Frail elderly people who have complex care needs, are often isolated, have difficulty managing
at home and have a slower trajectory towards end of life. Frailty is characterised by slow
incomplete recovery after a new acute disease, injury or stress (Lang P, 2009) requiring
changing levels of support and clinical care (Figure 1)

•

•
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•

People with malignancies who have complex care needs, including symptom management
and complex psycho-social issues may not be able to be managed at home for their end of
life care due to their high care needs over an extended period

•

Suitable interim care for people with complex care and/or complex psychosocial issues
including the examples above with who in the current model require extended sub-acute
inpatient stays where discharge to home is no longer an option and are awaiting placement
in a residential care facility or discharge is delayed due to the need for home modifications
and other support structures

Figure 1: Trajectories of common conditions (Scott Murray 2011)

4.2. Responding to the changing needs of our community
Aged care, health and disability sector policy is underpinned by evidence that people are enabled
to be as healthy as they can be, live autonomously with the power to choose how and where
they live, age and die; with access to appropriate supports and health care to enable them to
participate and live well.
Australians over the age of 65 are a growing population that:
•
•
•

Are more physically active and are more active members of their communities with 		
strong social connections than in previous years (AIWH, 2016)
Are living longer and with less disability (ABS, 2015)
Make a considerable economic and social contribution to the community through 		
paid and unpaid work (AIWH, 2016)

This is a great triumph for the human race particularly in first world countries, but it also comes
with its challenges - including increased pressures on families and other informal carers and health
and aged care systems to support increased numbers of people as they age (WHO, 2012). For
example:
•
•

40% of hospitalisations were for people over 65 years in 2013/14 (AIHW)
38.6% of older Australians living at home needed assistance with at least one activity in
2015 (ABS, 2015)

The most commonly reported conditions of older Australians in 2015 were arthritis and related
disorders (16.0%), hypertension (9.2%) and back problems (9.2%). Other common chronic
conditions in older age include hearing loss, cataracts, osteoarthritis, chronic obstructive
pulmonary disease, heart disease, stroke, diabetes, cancer, depression and dementia. As people
age, they are more likely to have multiple conditions (National Ageing Research Institute, 2016).
5

People with dementia represent 2.8% of the older population. Younger onset dementia in those
less than 65 years, affects an even smaller number of Australians. The number of people with
dementia is projected to triple to around 900,000 by 2050 with the main risk factor being
advancing age. Most people with dementia live with others in private dwellings (AIHW, 2012).
Calvary has an opportunity to provide a model that addresses the social and health needs of
people enabling them to live well, with autonomy and in their place of choice through:
•
•
•
•

Health promoting, safe and enabling environments for all people, including those with 		
cognitive challenges
Opportunities for participation
Social inclusion and access into the broader community
Collaborative monitoring to anticipate and proactively respond to changing needs

•

Levels of support to enable participation over the course of a person’s life

The level of clinical support that is required can be accessed and provided in an integrated model
inclusive of:
•
•
•
•

Primary care
Nursing and allied health services
Specialist palliative or progressive neurological services
24 hour shared clinical support models across sub-acute, residential aged care and 		
retirement.

The redevelopment of the Calvary Health Care Bethlehem site will increase the scale of services
provided which will provide opportunities for shared services and the introduction of primary care
and retail services.

6

5. What we are planning - Bethlehem Health & Retirement Precinct
5.1.

Objectives

The objectives for the Bethlehem Health and Retirement Precinct are listed in table 1.
Table 1: Bethlehem Health and Retirement Precinct Objectives

Objective

Measurement

1.

•
•

Experience survey
Carer stress/burden survey

2. Enablement of all people to remain independent, actively engaged, safe and living in
their place of choice, including people with
physical, behavioural and cognitive challenges

•
•

Surveys
Outcome measures

3. Contribute to the sustainability of aged care,
disability and health services - by ensuring
people have seamless access to services
in the right setting at the right time by the
right person

•

Sub-acute admission length of stay
within targets
Duplication of effort
Uptake of self-management initiatives
Health economics research – rate of
hospitalisation, acute hospital length
of stay, General Practice utilisation

To provide an experience for all people
engaging with the Bethlehem Health and
Retirement Precinct that meets or exceeds
their expectation

•
•
•

4. To enable people to make informed
decisions for anticipatory care planning and
to ensure peoples’ dying experience is in
their chosen location with the level of support they require
5. Integration into the broader community

•
•

•

•

6. Develop a model that is translated to other locations

•

Auditing of records
Surveys

Number of local people utilising services and accessing shared spaces for
community activities.
Survey - community socialisation and
participation
Evaluation framework
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5.2. Model of Care Principles
These are are underpinned by Calvary’s Values of Hospitality, Healing, Stewardship and Respect.

Person and family centred care
•
•

Human rights based approach with recognition that all people have rights and responsibilities
People have autonomy and choice including the opportunity to take risks and can be supported
or assisted in decision making as required
Needs and preferences of individuals are incorporated into care that is also responsive 			
to an individual’s culture, ethnicity, language, gender, age, sexuality, religion and spiritualty
Family sensitive approach and supportive of a network of relationships
The delivery of care is prioritised around the people receiving care rather than the service
providers
Open disclosure ensuring appropriate and professional communication

•
•
•
•

Living Well
•
•
•
•
•

Health promoting and enabling environment
Social inclusion enabled by shared activities, facilities and support to access these
People are enabled to maintain and develop family and community connections and interests
People have the opportunity to learn and contribute
Wellbeing of a person’s network is supported

Consumer Driven
•
•

The needs and preferences of the people served will drive the activities and care
Structures will ensure consumers are engaged in the development of services where possible

Seamless integrated care
•
•
•

Single point of access to services
Coordination and continuity of care between care providers
Clear communication framework between care providers, recipients of care and informal
supports
Collaborative monitoring of wellbeing to proactively respond to and anticipate changing needs

•

Excellence, Quality and Safety
•
•
•

Evidence based, best practice care is provided by appropriately trained and credentialed staff
Unacceptable variation in practice is reduced
Creation of a high reliability culture of care which enable people to have the same experience at
any point of entry, supported by organisational protocols and pathways
The safety of all people is enhanced by the environment and policies and procedures aimed to
minimise risk

•

Research generating, evolving, learning
•
•
•
•

Research generated by the model informs future best practice
Service delivery is agile and responsive to changing needs of the population
New technologies that enable people to achieve their goals are trialled and implemented
A learning culture focused on continuous improvement, supporting broader workforce
development

Sustainable
•
•
•

Operational efficiency and transparent use of resources
Reduction in unnecessary duplication of services
Translatable model
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5.3.		

Integrated Services across the Site

All people residing or accessing services at the site will have access to the following 			
integrated services:

Health
•

Specialist interdisciplinary sub-acute services
•

Statewide Progressive Neurological Disease Service

•

Specialist Palliative Care

•

Access to 24 hour clinical support

•

General Practitioner

•

Radiology and Pathology

•

Pharmacy

•

Nursing services

•

Allied Health services

•

Dental services

•

Gymnasium

•

Hydrotherapy

•

Spiritual care

Hospitality
•

Concierge - support to navigate health, aged care, disability and other systems

•

Cafes and store for everyday needs

•

Meals service

•

Social and recreational facilities

•

Social, physical and spiritual activities

•

Internet

•

Entertaining areas for hosting larger gatherings

•

Private spaces for solo and more intimate gatherings

•

Public green space

•

Transport

Housekeeping
•
•
•

Cleaning services
Shopping and meal preparation services
Personal laundry and ironing services

Care
•

Personal care

•

Hairdressing
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6.

What does the Bethlehem Health and Retirement Precinct look
like?

6.1.

A community that lives well and in their place of choice

6.1.1. Living Well
Healthy lifestyles and actively participating in
one’s own care are important at all stages of a
person’s life with and without disability. Engaging
in appropriate physical activity, healthy eating, not
smoking and using alcohol and medications wisely
can prevent disease and functional decline, extend
longevity and enhance one’s quality of life (WHO,
2012). Participation in regular, moderate physical
activity can reduce the onset of chronic diseases
in both healthy and chronically unwell people
and can improve or sustain function. It can also
increase independence and reduce the risk of falls
(National Ageing Research Institute, 2016). Active
living improves mental health and often promotes social contacts. Inadequate social support is
associated with an increase in mortality, morbidity and psychological distress as well as a decrease
in overall general health and well-being (Leedalh, 2014).
Living well in the Bethlehem Health and Retirement Precinct will be enabled through a range
of social, educational, spiritual, community and physical activities and facilities; and access to
services both onsite and within the broader community. The development of social support and
close relationships between people living onsite, family, staff and broader community members
is important and has been demonstrated to have an influence on health and well-being of people
living in similar accommodation facilities in the UK, with trust being of particular importance
(Leedalh, 2014). Healthy meals will be available through onsite cafes or can be purchased and
delivered to individual apartments and will be provided in the residential aged care facility in
rooms and dining facilities.
A growing body of research suggests formal volunteering is associated with better mental,
physical and functional health and that activities lead by older adults are better positioned to
foster others engagement (Greenfield E, 2012). Participation will be enabled through the provision
of volunteering opportunities to deliver volunteer programs and roles on site and into the
community, providing support, including but not limited to:
•
•
•

sub-acute services
people and programs in residential care
leading social, physical, educational and community activities

In addition to social and community participation, the ability for young people to actively pursue
their interests and their sexual needs, will be considered in the development of the model,
particularly for those living permanently onsite. There is, however, an opportunity through the
National Disability Insurance Scheme (NDIS) to consider programs suitable to integrate other
young people into centre-based group programs which will assist ensuring a breadth of activity to
meet individual needs.
Physical environments that are enabling, support independence and facilitate physical activity
and social interaction will be important. This includes aspects that support vision, mobility and
reduce the risk of falls as well as environments that support cognitive deficits (National Ageing
Research Institute, 2016) and sensory stimulation. Access to natural light and nature are important
to support well-being. A home-like environment can add continuity and familiarity to everyday life,
encourage continued family involvement and strengthen family and friendship ties for people with
10

dementia (Brawley, E, 2005). An attribute to support social needs is walkability (Nichole, 2016).
The vertical integration within a retirement community provides easier walkability compared with
single villa style accommodation to access others and activities.
In a study that reviewed attributes for health and well-being for residents of retirement villages
(Nathan A, 2015), walking was the most popular mode of exercise undertaken. Retirement
communities need to be located within reasonable walking distance to public transport and other
destinations to support sufficient amounts of physical activity. Factors negatively influencing the
amount of exercise was the distance to the shops and having amenities onsite. Conversely, having
amenities improved the likelihood of social participation. The literature also suggests that locating
communities in neighbourhoods rather than on the urban fringe is beneficial in maintaining friends,
family and community connections.
The development of a community hub that is integrated into the broader community is a key
concept of the model. This is to support the development and maintenance of broad relationship
networks. Services available to the local public such as
cafes, primary care services and the recreational park
will invite the local community into the facility including
a range of ages to enliven the precinct. Family and
friends can be hosted in any of the public and shared
spaces as well as in private spaces.
Group and individual activities in the local and broader
community will be enabled by transport options for
example walks along the beach, trips to the local
shopping precinct, shopping centres and to the city for
theatre, sports, and other cultural activities.

6.1.2. Autonomy and Ageing in Place
Maintaining autonomy and control is a key driver for individuals wanting to age in place in the
location of their choice (Lofqvist, 2013) (Stones, 2016). Facilitating ageing in place for those
moving into retirement communities and residential aged care is important. Further re-location
due to increasing care needs or fluctuating health has been associated with negative health and
wellbeing consequences (Nichole, 2016). For ageing in place to be successful the design of the
space needs to support the person over their life span. The care available also needs to be flexible
to support changing needs in the same location. Table 2 shows the living arrangements of older
adults in Australia currently, which demostrates the increasing proportion of people living in
residential care after the age of 85. Providing an environment that is flexible to support people’s
needs as they change, including the level of support they require, may enable a greater number of
people to remain in their place as they age.
Table 2: Living arrangement of people over 65 years by age group (ABS, 2015).

AGE IN YEARS
Living in cared-accommodation

65-69
0.7%

70-74
1.3%

75-79 80-84
3.1%
7.4%

85-89
17.4%

90+
36.8%

Total
5.2

Living in households
99.2%
(includes retirement communities)

98.6%

96.8% 92.3%

83.0%

63.0%

94.8
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The Bethlehem Health and Retirement Precinct will support personal autonomy - a person’s right
to make their own decisions. This includes decisions about their lifestyle, as well as life decisions.
Active decision making relies on a person’s capacity to participate (Human Rights Commission,
2012). Capacity can be limited by cognitive functioning due to neurological changes associated
with diseases including dementia. Decisions can be made independently, supported or assisted as
required. Supported decision making is based on the broad definition of capacity that recognises
the wishes of the individual and the trusting relationships in their network. Assisted decision
making means that the person has the capacity to make decisions but needs assistance with
information gathering for example.
Achieving a preferred place of death is a quality marker of palliative care and will be a measure
of the success of the Bethlehem Health and Retirement Precinct. An increased knowledge of a
person’s preferred place of death and a reduced number of deaths occurring in hospital have been
achieved through advance care planning (ACP). However of all deaths in Australians over 65 years
of age 32% occur in residential care facilities and 67% in acute hospitals, including 13% of residents
‘on leave’ from residential aged care facilities (Broad, 2015). Research shows that most people
want to die at home, and home includes their residential aged care facility.

6.1.3. Integrated, coordinated care
Developing integrated care requires overcoming barriers between primary and secondary care,
physical and mental health, and health and social care to provide the right care at the right time in
the right place (Ham, 2013). An individual’s outcome needs to be valued more than the interests of
separate agencies or disciplines (Agency for Clinical Innovation, 2014). To be achieved, integrated
care requires good communication, information sharing and a shared understanding of the
roles of all those in the relationship network including the person themselves and their informal
supports. The main benefits of integrated care derive from clinical and service integration not
from organisational integration (Goodwin N, 2014; Ham, 2013). Use of ICT systems is an important
enabler but not a necessary requirement of integrated care (Goodwin N, 2014).
The Bethlehem Health and Retirement Precinct will build on CHCB’s experience in providing
integrated care across institutional boundaries with a multitude of other community health, health
and social providers through its specialist palliative care and progressive neurological services.
With the addition of primary care, aged care and retirement apartments to the site, there is
an opportunity to provide integrated coordinated care for those living on-site as well as in the
community. There will be an imperative to break down any barriers between care provided by
Calvary streams which have historically worked in isolation, as well as developing or strengthening
relationships with other local service providers such as local GP’s and public and private aged care,
health and disability providers.

Some strategies to support the good management of health include providing multidisciplinary
and person-centred care; coordinating care for multiple chronic diseases; comprehensive health
assessments; medication reviews; self-management programs, including education, goal setting
and ongoing support; and access to clear spoken and written communication. (National Ageing
Research Institute, 2016).
12

A general medical practice onsite if chosen by individuals, is in a good position to
coordinate the care of those in the residential aged care facility and retirement apartments.
GP’s are also recognised as being in a good position to promote active ageing and to
provide information on physical activity and healthy eating. They can also monitor mental
health and develop advance care plans with their patients. (National Ageing Research
Institute, 2016) (RACCP Curriculum for Australian General Practice, n.d.)
Other key roles to support the coordination of care in the Bethlehem Health and Retirement
Precinct for people with more complex needs are clinical care liaison roles, the support
coordinator roles that will emerge through NDIS, case managers of care packages, medical
specialists, and nursing and allied health roles. There is also the potential for new roles to
assist in the navigation of health, aged care and disability services. A nurse or care liaison
role is increasingly available in retirement facilities to monitor health and wellbeing of people
and assist with anticipating increasing care needs.

6.4. Residential aged care
It is predicted that a third of all men and half of all women will enter permanent residential
care at some point (Australian Commonwealth Department of Health and Ageing 2009 cited in (Stones, 2016) (Broad. JB, 2013).
Residential aged care facts 2014/15(AIWH, 2016):
• Average age of a person in
residential aged care was 84
Months
years (2014/15)
70
• 77% were over 80
60
• 3.6% (6400 people) were less
than 65
50
• The average length of stay in a
residential aged facility is three
40
years
• The majority of separations
30
in 2014/15 were due to death
(82%).
20
• 83% of residents were rated
on the Aged Care Funding
10
instrument (ACFI) for high care
across one of the domains of
0
<50
50-54
behaviour, complex health care
needs, and activities of daily
living

Male

55-59

60-64

Female

65-69

70-74

75-79

80-84

85-89

90-94

95-99

>100

Age (yrs)

Dementia is present for 52% of people in residential aged care facilities (AIWH). Several
recent studies have indicated that for people with dementia, with high levels of physical
dependence, residential care can be less costly than home-based care (Easton T, 2016).
Residential aged care in the Bethlehem Health and Retirement Precinct will enable quality
of life for people with high care needs, requiring access to 24 hour clinical support,
including those with cognitive challenges. Living well will be enabled through a person
centred approach and network of relationships which will continue to involve informal
supports where desired. Engagement in personal, domestic, social, educational, spiritual and
community activities and intergenerational programs of choice will be enabled.
13

6.4.1. Integration of specialist sub-acute services
Statewide Progressive Neurological Disease Service
There is inadequate supply of residential care facility options for people with complex care needs,
such as progressive neurological diseases, evidenced by the average of four sub-acute inpatients
at any one time at CHCB whose length of stay is in excess of 21 days awaiting placement. A review
of cases at CHCB has found that choice of residence is influenced by location and the ability for
the residential facility to cater for their high and complex care needs.
High and complex care needs in the
progressive neurological disease population
include the changing functional ability for
individuals, some which require access to 24
hour clinical support including:
•
•
•
•
•
•

assisted ventilation
secretion management
PEG or assistance with feeding
communication set-up
assistance with personal care, transfers
and mobility
complex behaviours and mood disorders

Independence and autonomy will be enabled by carers who understand an individual’s care needs,
preferences and assistive technology. The education and training of carers can be supported by
the Statewide Progressive Neurological Service. Health issues can be managed by the nurses,
the general practioner and the sub-acute multi-disciplinary teams either in clinics or in the
residence. The National Disability Insurance Scheme (NDIS) aims to support participants to live in
community-based settings or other age-appropriate settings where possible. However, the NDIS
will support people under 65 years to live in residential aged care facilities with high and complex
care needs when alternative care is not available. The NDIS will provide supports for care, to
engage in social activities, equipment and therapy supports (www.NDIS.gov.au, n.d.).
Specialist Palliative Care Services
The CHCB Specialist Palliative Care Service is currently receiving an increased number of referrals
from residential aged care facilities. Further investigation for the reasons associated with the
increased number of referrals is required. Numerous research studies have identified obstacles to
provision of palliative care in residential aged care facilities and include inadequate staff education
and training, lack of skilled staff, limited time and significant work pressures, lack of medical
support and failure to implement timely end of life plans (McVey P, 2014). The opportunity to
consider alternate models to integrating specialist services into residential care facilities may be
enhanced with the opportunity of a residential care facility onsite alongside CBCB’s sub-acute
specialist services.
The Australian government funded Palliative Care Toolkit was rolled out in 2013 to improve the
quality of life of residents in residential aged care approaching end of life by focusing on the
education of the primary care staff in a palliative approach. Further to this, a model of care has
been implemented in which specialist palliative care services are integrated into clinical care of
residential aged care facilities in three locations in Australia. The model includes education of staff
(identification of deteriorating patients, symptom management and communicating with GP’s and
relatives) and direct clinical work (assessment, complex symptom management). Needs rounds are
also undertaken to identify residents likely to die in the next six months (Chapman M, 2016).
A pilot study evaluated by Calvary in the ACT found this model normalised death and dying,
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through increased exposure to the principles and practices of health promoting palliative care
(Johnston N, 2016) and that length of stay in acute hospitals was reduced by 3.77 days. 76% of
people who were randomly selected into the new model had preferred place of death documented
and all residents who had expressed this died in their preferred place. For 96% of people with
documented preferred place of death it was the residential aged care facility. (Chapman M, 2016).

6.4.2. Social and health model
The Green House project is a model of small-house
nursing homes in the USA (Jenkens et al. 2011, Cutler and
Kane 2009, Kane et al. 2007) cited in ( National Ageing
Research Institute, 2016). Each Green House is designed
as a self-contained home with 10-12 residents. The design
is more home like, less institutional and offers residents
more opportunities to participate in both private and
communal activities. Each Green House home is staffed
by nursing assistants who have expanded roles, including
cooking, housekeeping, personal laundry, personal care,
and activities. The model is intended to support person centred care and relationships networks.
A clinical support team work in partnership with the nursing assistant team to address any clinical
issues of residents. Positive outcomes on evaluation of the model include an improved quality
of life and physical functioning among residents and higher levels of satisfaction among family
members than those in traditional nursing homes (Lum et al. 2008, Kane et al. 2007, Cutler and
Kane 2009 cited in (National Ageing Research Institute, 2016).
The potential to provide aspects of this model which utilises care staff to enable residents to
engage in all aspects of daily life and where clinical staff support the health needs of individuals in
conjunction with their GP and other health professionals as required will be further explored.
After hours support will be enhanced by clinical coordination across the whole site. After hours
clinical support in the sub-acute and residential aged care facilities will be supported through
remote monitoring and other communication technologies to enhance support between clinicians
in different locations. Clinical support will also be provided to people living in the retirement
apartments as part of this model.
Examples in the literature that support access to appropriate clinical care to create cost savings
from a broader health care perspective include:
•

•
•

•

A hospital in Western Australia found 13% of emergency admissions from residential aged
care were ‘inappropriate’ e.g. PEG tube, IDC insertion, neurological observations (Finn JC,
2006)
A study in the USA found a reduction of hospitalisations occurred by providing after hours
physician support by a dedicated Telehealth service (Easton T, 2016)
Another study reported that increased staff to resident ratio of physical therapists and oc		
cupational therapists was more effective in, promoting, maintaining and limiting functional
decline in functional status, resulting in a reduction of care delivery resources saving the 		
RAC US$283 per resident (Easton T, 2016)
Increasing direct nursing care levels reduced ulcers, urinary tract infections, in turn reducing
hospitalisations (Easton T, 2016).

6.4.3. Interim Care
Access to a flexible pool of interim beds in the residential aged care facility on site will be required
to support the sub-acute inpatient model of care. These beds could be utilised for transition to
home after a short inpatient stay, terminal care of one to two months duration with care needs that
can’t be managed at home or for people awaiting placement onsite or in another residence of their
choice.
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6.5.

Retirement Apartment Living

A small but increasing number of people are moving into retirement villages (Nathan A, 2015).
There are ‘push and pull factors’ described in the literature for considering a re-location to a
retirement village. ‘Push factors’ are associated with a change in health or disability status or death
of a spouse. ‘Pull factors’ include the opportunity to maintain a healthy lifestyle and preparation
for future health concerns. In a survey of 515 Australians aged 55-95 years, adults aged 55-64
were 1.72 time more likely to consider re-location to a retirement village than those aged 65-74.
Retirees and those considered to have enough money were 1.63 and 3.55 times more likely to
have considered relocation. Better physical health and greater perceived social cohesion within
their neighbourhood was associated with reduced likelihood of considering a retirement village in
the future. (Crisp DA, Considering relocation to a retirement village: predictors from a community
sample, 2013).
Retirement apartment living will enable people to live
independently with access to high levels of support. It will
be a place to build friendships and stay connected with the
local community. Living well will be enabled by access to
facilities to support self management of health and social
interactions as well as coordinated social, educational
and participation opportunities. There is an opportunity
to facilitate people with chronic conditions or those
at risk of becoming or having become frail to live well,
through coordinated integrated services and by enabling
preventive strategies and access to appropriate support
and restoration after acute episodes.
Case management and care services are likely to be located onsite to enable people to choose this
flexible model as their care needs change. In a pilot project reviewing supported care packages for
people living in retirement villages showed that onsite staff or a dedicated team of care workers
enabled some projects to deliver a personalised level of service that has high preventive care and
social support value for care recipients at relatively low cost. This was demonstrated in frequent,
short visits to care recipients (for example, up to three times daily) to check on condition, assist
with medications and, where necessary, provide guidance or physical assistance to promote
mobility. The cost of providing this level of assistance is likely to be prohibitive unless care
recipients are co-located and using the same provider. The evaluation found evidence that the care
packages helped delay entry to residential aged care among retirement village residents (AIHW:
Hales C, Ross L & Ryan C , 2006).
Clinical support in case of emergencies will be available 24/7 onsite through available technology,
such as wall buttons, pendants or other devices. Primary care services will be available onsite for
ease of access and integration of care. A concierge role will provide support to navigate health,
aged care, disability and other systems and other roles may monitor health and provide assistance
with anticipatory support needs. Access to specialist sub-acute services will be enabled in clinics
and in retirement apartments through early referral where appropriate. Specialist palliative care
services will provide education to build capacity for health and care staff to provide a palliative
approach to care when supporting end of life care at home, as well as providing specialist
intervention as required.
Informal supports may continue to provide support in the retirement apartments to maintain
people’s roles as they choose. Most assistance provided to people over the aged of 65 living in the
community, is from informal providers. This includes, for example, support for the 91.3% of people
in need of reading or writing support, support for the 90.5% of people in need of communication
support and support for the 88.3% with mobility needs. Formal providers were utilised for 64.8%
of health care tasks eg taking medication and 48.1 % of household chores and 40% of property
maintenance needs (ABS, 2015). Informal assistance is most likely to be provided by a spouse or
partner, followed by daughter and son.
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Figure 1: Persons Aged 65 years & over who needed assistance, by sex, ABS 2015
Partners of people living in residential care have an opportunity to occupy a retirement apartment
to enable them to be close by. Figure 1 shows the activities that older Australians require assistance
with to enable them to live independently in the community, including in retirement villages.
Further details are included in Appendix 1.

6.6. Living in the Broader Community
People living in the broader community will be able to access:
•
•
•
•
•
•
•

Primary care services
Café and stores
Shared amenities including gym, hydrotherapy pool
Activities hosted by the facility or community groups to enable active ageing
A range of carer support services that enable independence, improve social
connections and promote health and well-being provided by Community Care
Specialist sub-acute services
Respite services

		

6.6.1. Specialist sub-acute services
With a focus on wellness and active engagement in life, the Specialist Palliative and Progressive
Neurological Services work collaboratively with patients and their other health care providers as
partners in care. Multidisciplinary intervention and support is coordinated across the following
settings, and individually tailored to the needs of the patient and their family:
•
•
•
•

Centre based clinics
Day centre
Home based care including home and residential care settings;
Inpatient sub-acute beds
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The multidisciplinary team includes:
•
•
•
•
•
•
•

Medical Specialists: Neurologists, Neuro-Psychiatrists, Respiratory Physicians,
		
Palliative Care Physicians
Allied Health: Physiotherapists, Occupational Therapists, Speech Pathologists,
Dietitians, Clinical Psychologists, Neuropsychologists, Social Workers and Music 			
Therapists
Specialist Neurological and Palliative Care Nurses
Pastoral Care Workers
Bereavement Support Staff
Researchers (Research coordinators and research nurses)

Both Statewide Progressive Neurological Service and Specialist Palliative Care Service provide
consultancy support to health providers, staff of residential and disability accommodation for
symptom advice and disease management which enables patients to be cared for closer to home.
This will also apply to residents on site in either the retirement apartments or the residential aged
care facility. The provision of clinical advice, education and training either via Telehealth or onsite
placements allows The Bethlehem Health and Retirement Precinct specialist sub-acute services to
build capacity across health, aged and disability systems.
Specialist sub-acute services will continue to undertake a role in advocacy with governments and
peak bodies on policy development in relation to end of life issues and progressive neurological
conditions and health promotion and build community capacity and networks of support.

6.6.2. Respite Services
Access to respite care to support the wellbeing of carers is required for all patient groups with high
care needs, including those with dementia, progressive neurological and other chronic diseases.
The main reasons carers report requiring respite are due to emotional stress and strain and the
increasing care needs of the recipient (AIHW, 2012). Respite will be able to be accessed as:
•
•
•

6.7.

Sub-acute inpatient care or residential care (depending on goals of care and stage of 		
disease)
Day Centre respite through funded programs
In home respite

Access

Ease of access to all services will be facilitated through one point. Access to the site and shared
facilities will be through a central ‘hub’ and will support social, community and intergenerational
integration.

6.8. Education, training and research
6.8.1. Education and Training
Onsite education, training and clinical placements; including both undergraduate and post
graduate students of all disciplines; will be available through the aged care, disability services,
specialist palliative care and progressive neurological services.
Periodic visits to Level 4 and Level 3 providers across the state for education, training, awareness
and clinical care changes for the progressive neurological disease patient cohort will continue
to be provided to support ongoing capacity building in the Victorian health system for this
population.
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Workshops /Seminars:
•
Workforce development and skills training
•
Community awareness and health promotion

6.8.2. Research
A number of research projects are currently underway at Calvary Health Care Bethlehem in its
areas of specialty. These will be extended potentially into active ageing concepts and health
economics research in relation to residential aged care and retirement communities. Research
partnerships are currently being sought for interested parties.

7.

Conclusion

The Bethlehem Health and Retirement Precinct aims to develop an innovative, integrated model
of care that responds to the current service gaps and needs of the local community in a changing
context of health, aged care and disability services that can be translated to other settings.

8.

Next steps

Phase 2 model of care development:
This paper aims to set the scene for the detailed design of the model of care which will be
developed consultation with consumers, peak bodies, staff and other stakeholder to confirm:
•
•
•
•
•
•
•
•
•
•

Patient flows
Workflows
Clinical requirements
Consumer and staff perceptions
Key enablers
Operational and clinical governance
Workforce implications and plans
ICT implications
Financial implications
Building implications
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Appendix 1: Disability, Ageing and Carers, Australia: Summary of Findings,
2015
Table 28.3 All persons aged 65 years and over, need for assistance, by age, sex and activity type–
2015, proportion of persons

Age Group (years)
65–69 70–74 75–79 80–84 85–89

90 +

Total
% of all
persons

PROPORTION OF PERSONS BY AGE %

All persons
Activities for which assistance needed
Personal activities
5.1
6.5
1.0

7.0
9.7
2.0

10.0
13.1
3.3

18.7
26.2
6.8

29.8
37.4
12.3

49.4
60.9
26.7

12.3
16.1
4.6

•
Cognitive or emotional tasks
•
Health care
All needing assistance with personal activities
•
Reading or writing tasks

4.0
10.8
14.5
2.2

5.3
15.4
19.5
4.0

6.6
21.9
26.4
6.6

13.2
36.3
40.6
13.4

20.5
48.4
53.2
24.5

37.5
69.0
72.9
44.7

8.9
22.9
27.1
8.7

•
•
•
•
Total

7.2
9.5
12.9
2.5
100.0

9.8
11.7
17.0
2.7
100.0

13.3
16.0
21.8
3.9
100.0

26.8
25.7
29.3
8.2
100.0

34.5
29.4
34.5
11.7
100.0

39.0
35.2
32.5
13.6
100.0

All needing assistance with at least one activity
Assistance not needed
Total
Living in cared-accommodation

22.2

29.1

39.5

56.8

72.5

88.5

77.8
100.0
0.7

71.0
100.0
1.3

60.6 43.0
100.0 100.0
3.1
7.4

27.5
100.0
17.4

11.8
100.0
36.8

61.4
100.0
5.2

Living in households
Total
© Commonwealth of Australia 2016

99.2
100.0

98.6
100.0

96.8 92.3
100.0 100.0

83.0
100.0

63.0
100.0

94.8
100.0

•
•
•

Self-care
Mobility
Communication

Transport
Household chores
Property maintenance
Meal preparation
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15.2
16.1
20.2
4.8
100.0
38.6

								
								
								

Appendix 2 : What are older adults seeking?
Crisp DA, Windsor TD KJ Anstey, P Butterworth: Australasian Journal of Ageing 2013, Vol 32; 3:163-170

Factors influencing relocation
Assistance in case of declining health – 40% very likely, 30% likely (90% likely – incl very,
likely, somewhat, a little)
Reduce family burden - 35% very likely, 25% likely (85% total)
Assistance with household tasks – 20% very likely, 35% likely (80% total)
Convenient location to faciltiies - 18% very likely, 35% likely (80% total)
Communal /supported living - 17% very likely, 27% likely (75% total)
Less stress - 17% very likely, 27% likely (80% total)
Improved security - 17% very likely, 25% likely (78% total)
Inbuilt facilities - 17% very likely, 25% likely (78% total)
Being around people their own age - 15% very likely, 20% likely (75% total)
Opportunities for keeping active - 15% very likely, 25% likely (75% total)
Greater social life - 10% very likely, 15% likely (65% total)
Perceived factors influencing discourageing relocation
Loss of independence – 40% very likely, 25% likely (80% total)
Lack of privacy - 38% very likely, 25% likely (85% total)
Don’t want to move from family - 30% very likely, 20% likely (78% total)
Too expensve - 30% very likely, 25% likely (80% total)
Don’t want to leave family home - 30% very likely, 25% likely (75% total)
Don’t want to - 25% very likely, 20% likely (80% total)
Lack of respect - 25% very likely, 25% likely (80% total)
Wanting something to bequeath - 25% very likely, 15% likely (65% total)
Limited space -25% very likely, 15% likely (65% total)
Just for older people -17% very likely, 20% likely (65% total)
Have to change doctors -10% very likely, 12% likely (55% total
Don’t want to lose neighbours - 10% very likely, 15% likely (60% total)
Influence of services & facilities that are important
Having independence - 65% very likely, 35% likely (98% total)
Space to get out and walk around - 62% very likely, 35% likely (98% total)
Assisted living component - 58% very likely, 30% likely (98% total)
Being able to have visitors stay - 55% very likely, 25% likely (90% total)
Access to medical facilities - 55% very likely, 35% likely (98% total)
Single level units - 45% very likely, 35% likely (95% total)
Close to public transport - 40% very likely, 25% likely (95% total)
Lock-up garage - - 40% very likely, 25% likely (90% total)
Garage door straight through to house - 38% very likely, 25% likely (90% total)
Close to shops - - 35% very likely, 305% likely (98% total)
Pets allowed - - 30% very likely, 10% likely (40% total)
Heated swimming pool – 18% very likely, 20% likely (65% total)
Community dining/lounge - -18% very likely, 22% likely (80% total0
Gym facility - 18% very likely, 22% likely (75% total)
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Appendix 3: Dementia Australia (AIHW, 2012), Source: AIHW analysis of the
2008 Community Care Census.

Table 4.35: Primary carers(a) of National Respite for Carers Program care recipients with and
without dementia, by key reason for carer first accessing respite care, 2008
Primary carers of
recipients with dementia
Number
Per cent

Primary carers of recipients
without dementia
Number
Per cent

Carer-related reasons

2,788

74.4

3,391

68.8

•

1,846

49.3

1,872

38.0

343
248
132
131
88
915

9.2
6.6
3.5
3.5
2.3
24.4

525
515
183
155
141
1,365

10.7
10.5
3.7
3.1
2.9
27.7

22.2

1,049

21.3

Emotional stress and strain

•
Employment issue
•
Maintain regular activities
•
Slow physical health deterioration
•
Acute physical exhaustion/illness
•
Other carer-related reasons
Care recipient reasons
•

Increasing needs of care recipient 831

•
Other care-recipient reasons
Other reasons(b)

84
43

2.2
1.1

316
171

6.4
3.5

Total

3,746

100.0

4,927

100.0
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