
 

 

29 July 2026 

Committee Secretary 

Senate Standing Committees on Community Affairs 

PO Box 6100 

Parliament House 

Canberra ACT 2600 

 

Dear Committee Secretary 

The Royal Australian College of General Practitioners (RACGP) welcomes the opportunity to provide feedback on 

the Inquiry into the Support at Home program.  

The RACGP is supportive of aged care reforms that streamline access to appropriate services for older people. 

However, we remain concerned that the Support at Home Program represents a missed opportunity to support 

better integrated specialist general practitioner (GP) led care for older people.  In its current form, the Support at 

Home program does not recognise the expertise of GPs or accept their clinical opinions and recommendations. 

Rather the program often requires unnecessary additional assessments.1  

GPs and the care needs of older people 

Continuity of care is a cornerstone of the high-quality healthcare needed to support older people age in place, 

which is associated with reduced potentially preventable hospitalisations and improved health outcomes.3–6 Older 

people require unique support to maintain their independence and to account for health conditions associated 

with the progression of years, including multimorbidity and polypharmacy.2 Access to general practice and aged 

care services supports safety and better health for older people while maintaining social engagement and 

enabling independence for those with higher support needs.  Specialist GPs work closely with non-GP specialists, 

nurses, allied health professionals, support workers and administrative staff to enable older people to age in 

place.  

Under the Support at Home Program, GPs have a key role in providing holistic high-quality medical care for older 

people, referring patients for aged care assessments, guiding patients through care pathways, supporting access 

to other services, discussing with and facilitating, voluntary assisted dying and liaising with other members of the 

care team. However, funding for older people to access GP care is limited.  

This care is largely funded through the Medicare Benefits Schedule (MBS) which incentivises short consultations 

over longer consultations and predominantly funds time with the patient, not administrative work. This 

disadvantages older patients who have complex care needs and significant administrative requirements. While 

additional incentives exist for patients in residential aged care, there is no additional funding to support the care of 

older people in home care. Where GPs can support patients to stay well in the community, it reduces the 

likelihood that their heath will deteriorate to the point that they need to enter residential aged care. 

This work becomes increasingly important where there are delays in assessment for support and reassessments 

under the Support at Home program. Many patients are waiting far too long to receive appropriate assessment 

and have their needs funded. These delays cause harm to patients and GPs must mitigate and manage their 

patients while awaiting Support at Home’s assessment processes to be completed.  

Barriers to the End-of-Life Pathway 

While the end-of-life pathway provides significant funding support for palliative patients who are able to stay in 

their homes, it can be difficult for patients to access. A significant barrier is the frailty associated with a patient 



 

 

who would score 40 or lower on the Australian-modified Karnofsky Performance Status (AKPS). Such a low 

AKPS score means that it is very difficult for these patients to attend a general practice in person to receive the 

necessary AKPS assessment to access the End-of-Life Pathway. A home visit by the GP would be the most 

appropriate way to deliver this assessment, however, the existing MBS funding for home visits are insufficient to 

cover the cost of providing a home visit. While GP telehealth MBS items can assist with this somewhat, they are 

not a replacement for face-to-face assessments. Additional funding is required to support home visits and improve 

access to assessments for the end-of-life pathway. 

The integrated assessment tool and dementia 

A GP’s expertise is currently not adequately recognised in the Integrated Assessment Tool (IAT) which is the 

primary tool determining what support patients receive under the Support at Home Program. The most significant 

barrier to receiving appropriate support is when patients have dementia. The IAT currently does not recognise a 

GP’s diagnosis of dementia as a “confirmed diagnosis”. Currently, in many cases these patients need to receive 

additional, unnecessary referral to neurologists or geriatricians to receive a “confirmed diagnosis”. When patients 

suffer delays in receiving home support for their dementia they risk further deterioration to the point that by the 

time care is received it is already insufficient.  Whereas GPs have often been supporting the patient since their 

earliest dementia symptoms and will be well aware of the patient’s condition. Requiring them to receive an 

additional diagnosis from a geriatrician or neurologist adds significant cost and delays to the patient due the 

waiting lists and high out of pocket costs associated with non-GP specialists. Recognising a patient’s dementia 

diagnosis from a GP in the IAT would make it significantly easier to receive care for their dementia under the 

Support at Home program. 

The current Support at Home program also lacks mechanisms that align with the progressive nature of dementia. 

Assessments involving dementia should anticipate decline in functioning and independence and patients and 

carers should be able to access this anticipated support without lengthy reassessment processes. Patients and 

carers report that they are reluctant to apply for reassessment due to fears they will be downgraded and receive 

less funding for support.  

GPs have heard from their patients that the Support at Home Program’s assessment process routinely 

underestimates the support needs of patients with cognitive conditions such as dementia. This is resulting in 

patients receiving a lower funding level than what is required. Additionally, the assessment process doesn't 

adequately involve carers who can often best describe the support needs of a patient with dementia. Further, 

assessments only assess patients at single point in time, when dementia symptoms can fluctuate day to day and 

throughout the day.  

Frailty and the Support at Home program 

Frailty is a significant predictor of hospitalisations, loss of independence and death amongst older people. 

Currently the Support at Home Program provides insufficient support to manage frailty amongst older people that 

access it. Adequate frailty care is preventative; it starts before someone becomes frail and intensifies when they 

have the potential to become frailer. Support at Home does not provide preventative care, it just aims to address 

the needs the person currently has. If the older person experiences a fall or otherwise becomes frailer, Support at 

Home does not have a mechanism to quickly unlock access to additional care to prevent the patient from 

deteriorating further. The long waiting lists associated with Support at Home also increase the possibility that an 

older person may deteriorate before they’ve had the opportunity to receive care that might reduce their risk.  

Hardship applications 

Patients and their carers have reported that awareness of hardship provisions in the Support at Home program is 

low and that those who do apply find the process onerous with poor success rates. Patients and carers may have 

little time and resources to navigate what they have described as a confusing and burdensome hardship 



 

 

application process. Hardship application processes are also focused on previous expenditure and not what 

expenditure is anticipated based on the patient’s increasing support needs.    

Recommendations 

To address the issues outlined above, the RACGP recommends amending the Support at Home program as 

follows: 

• Require Support at Home providers to identify and communicate with the person’s usual GP, share 
relevant care plans and assessment outcomes, and notify the practice of significant deterioration or 
material changes in services. 

• Maintain the ability to refer a patient for assessment for a home care package by telephone or 
electronically.  

• Ensure there are clear, clinically triggered and expedited reassessment pathways e.g. hospitalisation or 
emerging palliative needs. Rapidly progressive disease should trigger expedited reassessment, and 
evidence from the person’s usual GP and treating specialists should have defined weight. 

• Ensure assessments performed by GPs within their scope of practice unlock necessary funding and 
restore clinical discretion and oversight over assessment and prioritisation outcomes. 

• Improve pricing transparency across the program. 

• Assess co-contributions according to clinical consequence as advised by the patient’s GP-led 
multidisciplinary care team, not merely service category. For a frail older person, meals, transport, or 
domestic support may be critical to preventing malnutrition, falls and hospitalisation. 

• Strengthen clinical handover, interoperability and ensure clinical governance and escalation 
responsibilities are explicit. Providers require clear obligations to recognise and escalate deterioration, 
nothing this should not be positioned as a substitute for the person’s GP. 

• Define thin markets by more than geography, including metrics of unmet need. Thin markets also affect 
people with complex/multifactorial diseases, dementia, palliative needs and culturally specific 
requirements in metropolitan areas. 

• Provide funding for GPs to deliver home visits to support patients with impaired mobility and support 
access to the End-of-Life Pathway. 

• Recognise the validity of a GP’s dementia diagnosis in the IAT. 

• Develop a clear communication pathway between Support at Home care providers and the GP to 
provide more accurate information about the patient’s care needs and current level of care. 

• Increase assessor training in the impact of dementia and how to conduct carer-inclusive assessment.  

• Simplify and improve awareness of the hardship application process. 

More broadly, the RACGP recommends government: 

• Increasing funding for longer GP consultations (over 20 minutes) to support complex care and remove 
structural incentives to provide shorter consultations.  

• Providing greater incentive for specialist GPs to provide services including follow ups referrals and 
reviews for older people through blended funding models that incorporate fee-for-service, recognition for 
complex high-quality care and compensate GPs for work that currently goes unfunded. 

If you would like to discuss this matter further, please contact Shayne Sutton, Chief Advocacy Officer on 0410 508 

541 or via Shayne.Sutton@racgp.org.au.   

Yours sincerely  

 

Dr Michael Wright  

President  

mailto:Shayne.Sutton@racgp.org.au
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