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Introduction 

Australians living in residential aged care homes (RACHs) deserve access to high-quality, coordinated 

medical care that reflects their individual needs, goals, and preferences. General practitioners (GPs) 

play a central role in delivering this care, yet systemic barriers continue to limit their ability to provide 

consistent, comprehensive services. This AMA Position Statement outlines the principles, enablers, 

and reforms needed to support GPs in delivering optimal care to aged care residents, aligned with the 

new Aged Care Act and broader health system priorities.  

1. Medical care principles  

1.1. Entry into a RACH should not diminish a person’s access to medical services. Continuity of care 

must be preserved through access to a medical practitioner.  

1.2. Care should be patient-focused and aligned with each resident’s goals and 

preference, encompassing preventative health, treatment of illness and injury, oral health, and 

the preservation of overall wellbeing. Every resident should have documented goals of care, 

including clear protocols for hospital transfers and, where appropriate, an Advance Care 

Directive.  

1.3. Clinical care provided to residents of RACHs should be monitored by medical practitioners to 

achieve the best health outcomes for older people. This integration ensures that care is not only 

responsive to changing health needs but also coordinated across providers and settings.  

1.4. Palliative care is a core component of aged care and must be available to all who need it, in any 

setting.   

1.5. Aged care staff should be trained in palliative approaches and Voluntary Assisted Dying in 

accordance with relevant state and territory requirements.  

2. Integrated GP-led team-based care  

2.1. GP-led multidisciplinary teams are essential to delivering high-quality care in RACHs. These 

teams should include general practice nurses, pharmacists, geriatricians, psychiatrists, and allied 

health professionals. Practice nurses should be supported to work to their full scope within GP-
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led models of care, under clinical governance and oversight, with clear role delineation and 

clinical integration to strengthen continuity, risk management and care coordination.  

2.2. Residents benefit most from a longstanding relationship with their usual GP. Where a resident’s 

usual GP cannot provide ongoing care in a RACH, arrangements should, as much as 

possible, to support a thorough clinical hand over to a GP who regularly attends the RACH 

and can establish continuity of care and coordinate timely care with facility staff and families.  

2.3. GPs must be central to care coordination, assessments, and decision-making. Their role should 

be supported by other medical specialists and external services to ensure continuity of care and 

reduce unnecessary hospital admissions. Effective collaboration between GPs and other 

providers is critical, particularly when significant changes to care are required.  

2.4. Dementia care is an increasing component of medical care in RACHs. GPs and care teams need 

the skills, resources and other specialist support to assess and manage behavioural and 

psychological symptoms of dementia (BPSD) in a person-centred way and to minimise the use of 

restraint, through tiered approaches that differentiate responses for mild, moderate and severe 

BPSD.  

2.5. Appropriate registered nurse-to-patient ratios are vital. Nurses play a key role in supporting GPs 

to deliver coordinated and responsive care through monitoring residents’ health, implementing 

care plans, and facilitating timely communication.  

3. Funding and remuneration  

3.1. Funding models must reflect the complexity and time required to deliver high-quality care 

in aged care settings. This includes appropriate remuneration for GPs providing on-call services 

and care to a high volume of residents. A simplified, tiered aged care incentive payment 

structure should replace the current GPACI model, which is overly complex and exclusionary.   

3.2. Medicare Benefits Schedule (MBS) rebates must be increased to recognise the clinical complexity 

and significant non-contact time involved in aged care, including documentation, care 

coordination, and liaison with families and staff.   

3.3. MBS items must also cover essential activities with families and care teams such as phone 

consultations, care planning, multidisciplinary case conferences and palliative arrangements. 

Properly funded medical care will reduce hospital transfers and improve health outcomes, while 

also generating savings across the health system.  

4. Consent and attendance  

4.1. MyMedicare registration is currently impractical for many residents due to consent challenges 

and difficulty contacting guardians or next of kin. Facilities should be empowered to assist with 

registration, and practices must be able to reassign GPs as needed. Registration must not be a 

barrier to care.  

4.2. Consent processes must reflect the realities of caring for older people, including those 

with dementia and cognitive impairment. The AMA supports enduring consent at admission and 

verbal consent for routine interventions.   
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4.3. Medicare definitions of attendance need to be updated to recognise attendance as 

including care activities that take place outside of face-to-face visits such as liaising with nursing 

staff and family members, reviewing charts and coordinating care arrangements.  

4.4. Clear protocols and documentation standards are needed to support consent and attendance 

processes, safeguard residents’ rights, and enable efficient, coordinated care.  

5. After-hours and telehealth access  

5.1. Telehealth services are critical to preventing unnecessary hospitalisations and must be 

supported through new MBS items that reflect the realities of aged care environments.  

5.2. Access to GP care must extend beyond regular hours to ensure responsiveness to urgent health 

needs. Targeted MBS items should support after-hours care and telehealth services, including 

indirect care delivered via RACH staff. Facilities must document clear after-hours arrangements 

that prioritise access to the resident’s usual GP or a designated substitute.  

6. Digital infrastructure and interoperability  

6.1. Investment in digital infrastructure is essential to support interoperability between general 

practice, RACH systems, and public hospital imaging. Funding models must enable the use of 

modern, efficient clinical software that prioritises safety, privacy, and usability.   

6.2. Minimum software standards should be established for RACHs to ensure compatibility with 

general practice systems and enable real-time information sharing. Facilities must be supported 

to upgrade digital platforms to allow shared access to patient records, electronic prescribing, 

and real-time documentation. These upgrades will reduce fragmentation, improve safety, and 

enhance care quality.  

6.3. Digital infrastructure should also support virtual care delivery, particularly when transporting 

residents is impractical. This includes enabling access to non-GP specialist consultations and 

multidisciplinary services. Systems must integrate seamlessly with GP practice software, allowing 

remote access to records and appropriate read-only access for RACH staff.  

6.4. Dementia care relies on timely, accurate information sharing between general practice, 

specialists, hospitals and aged care providers. Systems must reduce fragmentation by 

supporting coordinated care, adequate time for GP consultations and strengthened clinical 

supports for dementia diagnosis and post-diagnostic care, enabled through interoperable 

records and clear communication pathways across services.  

6.5. The AMA recognises that My Health Record is currently not fit-for-purpose for aged care and 

calls for investment in tailored digital systems that meet the needs of RACHs and general 

practice.   

7. Regulatory environment   

7.1. The current regulatory environment is contributing to a growing reluctance among GPs to 

remain engaged in the sector. Many GPs perceive that they are burdened with compliance 

obligations under the Aged Care Act and Quality Standards and responsibilities are unclear.  
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7.2. Misunderstandings between providers and GPs often result in unnecessary administrative tasks, 

particularly around medication management. To retain GPs, the regulatory environment must 

clarify their role, reduce compliance confusion, and promote collaborative care. Education for 

both GPs and providers, strengthened standards that formalise responsibilities, and recognition 

of best practice partnerships are key.  

8. Clinical governance   

8.1. Clinical governance must ensure that older people receive adequate medical care throughout 

their healthcare journey. While GPs coordinate individual medical care, aged care providers are 

responsible for establishing governance systems that support safe and effective care.  

8.2. An overarching clinical framework is needed to prevent siloed care and ensure timely exchange 

of patient information. Governance should include monitoring health changes, facilitating access 

to services, and establishing effective communication channels with health professionals.  

8.3. GPs and, where possible, geriatricians should be included in governance teams to ensure quality 

care and oversight. Their participation must be appropriately funded.  

8.4. Restrictive practices must be minimised and used only as a last resort. Chemical restraint is a 

medical decision requiring informed consent and regular review.   

8.5. The AMA defines chemical restraint as the use of medication for the purpose of influencing or 

controlling a person’s behaviour. Psychotropic medications constitute chemical restraint when 

used for behavioural control, regardless of drug class. Medications prescribed for the treatment 

of a diagnosed medical or psychiatric condition do not constitute chemical restraint when used 

therapeutically, with appropriate consent, documentation and review.  

9. Workforce sustainability   

9.1. A sustainable GP workforce is essential to delivering long-term, high-quality care in RACHs. 

Structured registrar placements should be funded to provide supervised experience and 

build expertise in aged care.   

9.2. Incentives are needed to train, attract and retain GPs, registrars, and medical students in aged 

care settings.  

9.3. Medical students should have the opportunity and be offered incentives to participate in aged 

care delivery, including vaccination programs and care coordination, as part of a broader 

workforce development strategy. Training for aged care and in RACH’s is a core component of 

GP care.  

9.4. An aged care curriculum is an essential part of training for GP registrars and should include 

topics such as clinical governance, advance care directives, consent and decision-making for 

people with limited capacity, guardianship, aged care assessment, and elder abuse awareness. 

Facilities must provide supportive environments for registrars and pre-vocational doctors, 

including supervision, mentoring, and professional development.  
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Conclusion   

General practitioners are the cornerstone of medical care in residential aged care homes. To support 

them effectively, Australia must invest in integrated care models, fair funding, modern digital 

infrastructure, and sustainable workforce strategies. This AMA Position Statement provides a clear 

framework for reform, ensuring Australians receive the dignified, coordinated, and high-quality care 

they deserve - wherever they live.  
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