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1. INTRODUCTION
The Department of Health (the Department) has been working
with the Australian Health Services Research Institute (AHSRI),
the University of Wollongong (UW) and a number of clinicians
and providers across the country to undertake the Resource
Utilisation and Classification Study (RUCS). The project followed
on from the Department’s 2017 review of the Aged Care
Funding Instrument (ACFI) used in residential aged care (RAC).
The aim of the RUCS project was to identify cost drivers and the
proportion of care costs that are shared and individually driven
as well as to develop a new funding model.
The comprehensive study comprises seven reports which can
be accessed here. The new assessment and funding model
proposed by AHSRI and UW has been termed as the Australian
National Aged Care Classification (AN-ACC) system. The AN-ACC
system proposes to introduce a casemix classification system,
separate funding between fixed and variable components,
separate funding and care planning assessments and introduce
external funding assessors. The system aims to incentivise
quality and rehabilitative care as well collate and provide
ongoing and useful insights into quality indicators and the costs
of delivering care.
Acknowledging that many people within the sector are
navigating through changing times, we have prepared a
summary of the RUCS, the proposed new funding model and
assessment tools. In addition, we have highlighted key potential
issues that we have identified with the model which we think
will be important to address before introducing any new model.
This also formed part of our submission to the consultation
period for the RUCS which closed on 31 May 2019.
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2. KEY FINDINGS
▪
▪

▪

▪

▪

▪

▪

▪

▪

The AN-ACC is a casemix model which aims to better reflect cost drivers in RAC.
A key element missing from the model is the cost of delivering care that is consumer-directed and
acknowledges the required investment of resources to meet a resident’s social needs, not just their
clinical care needs.
The model appears to lack a consistency in vision for the sector, which is striving to create an
environment where funding provided is agnostic to the care delivery setting. This is a missed
opportunity for the sector and could result in a review in the near future if we want to deliver personcentred, flexible and portable care.
It is assumed that external assessments for funding will address the perceived conflict of interest facing
providers conducting internal assessments. Our experience internationally, coupled with evidence in
validation downgrade trends in ACFI indicates that external assessors, who would be funded by the
Government, could be influenced in their assessments to address any budget constraints. External
assessors will likely face similar conflicts of interest.
While it is simple, the external assessment tool is a point in time assessment and may not adequately
capture a resident’s ongoing care needs, which often change throughout a 24 hour period. It is likely
that external assessors will still rely on providers to capture and have available information that informs
the assessment.
The proposal to conduct an annual costing study on aged care does not consider the resources and
system investments required to achieve this. To adequately capture the costs of care, we need both
statistically quantitative and qualitative data. The public hospital system has the scale and resourcing
to collect the data required for an activity-based funding arrangement. This proposal does not provide
details on the roles and responsibilities of stakeholders in administering the data collection and costing
processes.
The funding model assumes a degree of similarity between hospital and aged care services. This
assumption is fundamentally flawed, as RAC is provided in the home, not a hospital setting, and the
services delivered are heterogenous and highly variable in frequency over short periods of time.
AHSRI has proposed that pricing reflects the efficient cost plus a reasonable rate on return. This will be
difficult to determine given the reasonable rate of return will differ for public, not-for-profit and forprofit providers.
The proposal to introduce a best practice care planning tool undermines efforts by the sector to
introduce alternative models of care which reflect the individual and unique needs of consumers, staff,
providers and the built environment.
Like many in the sector, we believe there is a need for a new funding instrument. The proposed AN-ACC model
has presented an opportunity to develop a new funding model, however, we believe the assumptions
underpinning the model do not reflect consumers, the public, providers or the Government’s vision for an aged
care system that delivers a holistic, person-centred care service to older Australians.
The proposed system has a significant focus on clinical care needs (reflecting a hospital environment) and a
lack of acknowledgement that the service that should be delivered to our elders goes beyond their disability
diagnosis. It contradicts initiatives undertaken by the sector to move to be a flexible and consumer-directed
industry and we believe additional modifications are required create a funding system that will truly reflect the
care services needed to support older Australians’ physical, mental and emotional wellbeing.
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3. AN-ACC SYSTEM SUMMARY
In a nutshell, the proposed AN-ACC system has the following components:
COMPONENT

SUMMARY DESCRIPTION

Initial Funding

▪

One-off adjustment payment for each new resident

▪

50% of funding is fixed for the costs of care shared equally by all residents such as
facility management, care co-ordination, administration and education
Adjusted for facility size, location, homeless specialisation and indigenous
population
50% of funding is variable which reflects the costs of individualised care for each
resident and is based on their AN-ACC casemix classification and assessment tool

Fixed Care Funding
(Base Care Tariff)

▪

Variable Care Funding
(AN-ACC Class)

▪

Funding & Care
Planning Assessments

▪
▪

Funding assessments undertaken by external assessors
Care planning assessments undertaken by the care provider

There are 13 different classes which can be grouped as follows:
AN-ACC Classes

▪
▪
▪
▪

Admit for palliative care: one class
Independent mobility: two classes with and without compounding factors (CF)
Assisted mobility: five classes split by cognition and CF
Not mobile: five classes split by function, pressure score risk and CF

The AN-ACC assessment tool uses 7 different tools to determine a resident’s class:

AN-ACC Assessment
Tool

▪
▪
▪
▪
▪
▪
▪

The Resource Utilisation Groups – Activities of Daily Living (RUG-ADL)
The Australia-modified Karnofsky Performance Status (AKPS)
The Rockwood Clinical Frailty Scale
The Braden Scale
The modified De Morton Mobility Index (DEMMI)
The Australian Modified Functional Independence Measure (AM-FIM)
The Behaviour Resource Utilisation Assessment (BRUA)

Separate questions regarding technical nursing care needs include: transfers and
locomotion due to weight; oxygen; enteral feeding; tracheostomy; catheter and stoma
care; peritoneal dialysis; daily injections; and complex wound management
▪
Initial Assessment
▪
▪

Reassessment
▪

Pricing

▪

If an AN-ACC assessment is undertaken prior to entry, the provider will not be
informed of the class assigned
The home would still be provided with the information from the ACAT
Residents can be assigned to a higher paying class if their needs change through a
reassessment. The three grounds for reassessment are proposed as:
1. Significant hospitalisation
2. Significant change in mobility
3. A standard time period for assessment
If a resident’s capabilities improve, they don’t have to be reassessed and
potentially assigned to a lower class
An annual national costing study will inform an efficient price. The funding would
be equal to the efficient price plus a reasonable return on investment
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CASEMIX CLASSIFICATION DESIGN
Variable care funding will be based on the AN-ACC casemix classification with 13 classes designed to
capture the cost drivers of all aged care residents. Casemix classification is the application of a
consistent method of classifying types of services and their associated costs. A variety of casemix
classifications are used in funding arrangements for Australia’s public hospital system.

FIGURE 1: AN-ACC VERSION 1.0 CASEMIX CLASSIFICATION
CLASS 2
Without compounding
factors
Independent Mobility
CLASS 3
With compounding
factors
CLASS 4
Without compounding
factors
Higher Cognitive Ability
CLASS 5
With compounding
factors

All Residents

Assisted Mobility
Medium Cognitive
Ability

CLASS 1
Admit for palliative
care

CLASS 8
Low cognitive ability

CLASS 6
Without compounding
factors
CLASS 7
With compounding
factors

CLASS 9
Without compounding
factors
Higher Function

CLASS 11
Lower function & lower
pressure sore risk

Not Mobile

Lower function & higher
pressure sore risk

CLASS 10
With compounding
factors
CLASS 12
Without compounding
factors
CLASS 13
With compounding
factors

Source: Department of Health, Proposal for a New Residential Aged Care Funding Model, Consultation Paper – March 2019
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4. IMPLICATIONS & RECOMMENDATIONS
Based on our understanding of the proposed funding model as well as direct experience and discussions
with clinicians and providers, we have summarised some of the key implications of the proposed system
and recommendations.
DATA FOR ANALYSIS AND BENCHMARKING
The dataset created by a well calibrated classification system would offer the aged care industry a new lens
through which to analyse models of care, indicators of high and low quality care and benchmark the
performance of facilities. A key recommendation of the study is that de-identified data captured by the ANACC assessment be released publicly in a report on the needs of residents in the residential aged care sector.
This recommendation recognises the potential advantages in newly collected data on aged care services
and the transparency it provides customers, Governments and service providers.
We agree that data captured through the AN-ACC funding arrangements should be released on a timely basis
to the sector.
DESIGN AND IMPLEMENTATION OF THE COSTING PROCESS
Consultation on the AN-ACC funding model to date has provided few details on the design and scope of the
proposed costing process. An annual costing study would divert resources away from consumers and place
considerable administrative and compliance burdens on providers. This is particularly important for smaller
providers in the industry, who may lack the scale and resources required to participate in a detailed costing
study each year. Compliance and reporting requirements as well as any new Information Technology (IT)
system requirements for providers should be a primary consideration in system design and implementation
going forward.
To adequately inform the AN-ACC system, information from providers of various sizes and locations is
required. Lessons learned from the hospital sector has found that data collected through the public hospital
system (who are publicly funded) is more robust than that collected through private providers.
We recommend additional consideration be given to the resourcing required to encourage and facilitate the
collation of costing and quality data.
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CLASSIFICATION DESIGN AND MAINTENANCE
A constant challenge faced in implementing an activity-based funding arrangement is ensuring the
classification and costing processes reflect evolving models of care. A poorly designed classification and
funding model would hamper efficiency, create perverse incentives and risk stifling innovation and the
adoption of alternative models of care. For these reasons it is imperative that service providers be involved
in consultation on the design and ongoing maintenance of the classification and funding model.
We recommend that a working group comprised of service providers, clinicians and industry representatives
is established to consider the implementation and efficiency of the aged care funding system.

CONFLICTS WITH CONSUMER DIRECTED CARE
The aged care industry has been moving away from standardised service models in favour of flexible,
responsive care and accommodation that reflects consumer needs and preferences. The Living Longer,
Living Better reforms introduced in 2013 were designed to provide privacy, dignity and flexibility for
residents. The standardisation of funding arrangements based on models used in public hospitals
threatens recent positive developments in moves towards more consumer-focused aged care.
In addition, the Aged Care Roadmap describes a future single funding mechanism that allows consumers
choice, including whether care is delivered at home or in residential aged care. We do not believe this
model considered the implications of the ability for it to apply in a community setting.
Another key area that has not been addressed in either the AN-ACC or ACFI model is the ability to deliver
social care. As evident in the new Aged Care Quality Standards, there is growing emphasis placed on the
ability for a provider to address a consumer’s overall wellbeing, not just their clinical care needs. This
model does not capture the time and resources for services that address holistic wellbeing of consumers
and it is not acceptable to assume that this is covered in the proposed base tariff or basic daily fee.
We believe additional research should be undertaken to consider the application of the AN-ACC in a consumer
directed and portable funding system that reflects the requirements for providers to deliver a holistic
wellbeing service.
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PRIVACY AND CONFIDENTIALITY
An activity-based funding system would necessitate a more robust system to manage data security and
privacy. An annual costing study collects financial data on the operation and performance of service
providers. Much of this data is commercially sensitive, particularly for listed and for-profit providers and
there has been precedent for data breaches in other industries. Resident assessments would create
personally sensitive information on the health and wellbeing of residents. The implementation of an activitybased funding mechanism should defer to the preferences of providers and their residents regarding privacy
and data security.
We recommend that data security and privacy be considered a priority in the implementation of a new funding
system for aged care.

COST DRIVERS AND CLASSIFICATIONS
We agree with the cost drivers identified; however, we believe that a major cost driver has not been
identified, which involves consumer-centric and holistic care. It is universally accepted that providers must
care for a resident’s clinical care needs, however the initiatives of the sector and Government (as reflected
in the new Aged Care Quality Standards and the Living Longer, Living Better reforms) now expect providers
to also be able to deliver services that improve a resident’s physical, emotional and mental wellbeing.
The proposed assessment tools and funding instrument reflect a resident’s clinical needs and do not
consider a provider’s obligation to deliver consumer-centric care which includes social and holistic services
as well as treating consumers with dignity by empowering them to exercise decision making, even if this
results in them taking a risk. Whilst aspects of this care model can be more resource and cost intensive than
clinical models, ultimately the consumer greatly benefits through enhanced mental wellbeing and being
given a sense of purpose during the end stages of their lives. Again, it cannot be assumed these elements
are covered in either the basic daily fee or proposed base tariff.
The tools are sufficiently comprehensive to capture information needed for an assessment for clinical
purposes, however it is unclear how some information will be gathered in some domains to form a balanced
assessment.
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AN-ACC ASSESSMENT TOOL AND PROCESS
There are several problematic assumptions nested in the proposed AN-ACC assessment process.
External Assessors
The assessment of residents will be undertaken by an independent assessor using a conversational
approach rather than formal clinical review. The AHSRI considers that this assessment will be able to be
completed within one hour.
In theory, separating the funding and care assessments may allow and incentivise the provider to
complete assessments for care planning that support enablement, independence and client wellbeing
without compromising funding.
However, providers are in the best position to make a reliable assessment of client needs and resourcing
requirements, following an appropriate period of observation. Whilst it may be possible to undertake the
assessment in one hour, it is unclear whether this assessment will rely on information and assessments
from the provider. Residents’ needs typically change following an adjustment period that can last up to
three months compounded by the fact that the care needs of many residents are determined by
unpredictable events such as a fall, infection, stroke or undiagnosed illness.
The AN-ACC assessment tool requires a high degree of professional judgement to take into consideration
variance in a person’s abilities and behaviours over a 24-hour period. Assessors are required to make
clinical judgements in a relatively short period of time and therefore need expert clinical skills and
experience:
“Future AN-ACC assessors should be credentialed individuals from appropriate professional groups whose
undergraduate degree includes function and mobility as a core component i.e. nursing (registered),
occupational therapy and physiotherapy.”
AHSRI, RUCS Report Two
There is a shortage of experienced and qualified clinical staff across Australia’s health care system. This
means that the qualification requirement is likely to be impractical and risks increasing the costs and
waiting times associated with resident assessments
External assessments are unlikely to reduce the burden of assessment for providers and will place
additional pressure on the Department to provide and fund skilled resources. This would exacerbate the
deficiencies already experienced throughout Australia with long outstanding ACCRs and extend the delays
for residents to gain timely access to care services.
Whilst external assessments may address the perceived conflict of interest, providers are best positioned to
understand the full care needs of a resident. There is a risk that the proposed short assessment timeframe
may not capture the changing needs of a resident over a 24-hour period and that there will be a burden on
providers to collate information for funding purposes only. It is unrealistic to assume they would be
consistently timely.
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Initial Assessment
The AHSRI recommends that the initial assessment be undertaken within four weeks of entry into care.
Under such an arrangement, service providers have limited knowledge of the needs of residents to assess
whether they are able to appropriately support the resident in their home. The lack of information at initial
entry will introduce uncertainty into the care planning process at a time when residents are already
undertaking the difficult transition into care, with detrimental outcomes for the quality of care. Whilst there
appears to be a belief that some providers “cherry pick” residents, the decision usually reflects the service
providers knowledge of their homes, staff skill set, expertise, equipment and built environment.
Reassessment
Reassessments are also to be undertaken by external assessors. The grounds for reassessment include
significant hospitalization, significant change in mobility and a standard elapsed time since the prior
assessment. Our experience in New Zealand demonstrates that the use of external re-assessment results in
lengthy delays in addressing escalation in resident dependence to meet dependence. This can create a huge
cost burden on providers that facilitate ageing in place.
The proposal does not provide detail on the ability to escalate if a provider disagrees with the decision and
again portrays providers as attempting to game the system by suggesting that penalties be introduced if
there are “unnecessary” reassessment requests.
Conflicts of Interest
Based on our experience in New Zealand, we have evidenced conflicts of interest with the assessment
process that can be detrimental to the quality of care delivered. Although ACFI is undertaken internally, it is
evident from analysing validation trends that Government agencies can influence funding.
Analysis of ACFI funding reviews reveals a persistent decline in the total number of funding reviews
conducted since 2016. Over the same period the proportion of reviews that result in a downgrade in funding
has increased significantly.
As evident in the Figure 2, this trend in the increase of proportional downgrades through validation reviews
aligns with the Commonwealth Government’s 2016 budget which resulted in major cuts to the ACFI in
response to the Department’s belief that providers were “gaming” the system and ACFI growth was
exceeding budgeted assumptions. This highlights the potential issues in the implementation of an activitybased funding system.
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Source: Department of Health (Ageing and Aged Care) ACFI Review Quarterly Reports

We oppose the proposed external assessment model. There are obvious and inherent conflicts of interest
for a Government that is responsible for both funding and administration.
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PROVISION OF QUALITY SERVICES AND MODELLING ASSUMPTIONS
Another key element that has not been fully or clearly addressed in the AN-ACC system is the pricing or
funding and how the delivery of quality care is accounted for in the model. As evidenced in the NDIS,
there has been significant backlash to both pricing assumptions and their ability to deliver quality
services.
The fundamental assumptions surrounding pay rates, utilisation and governance in the initial NDIS
pricing model has resulted in many large and trusted not-for-profit providers leaving the sector as they
have been unable to efficiently deliver a quality service.
It is proposed that an annual national costing study be undertaken to inform the calculation of the price
weights for the funding model. Based on our experience in the United States, we agree that both
financial and qualitative data is useful in informing decision making and improving the quality of care.
Leveraging public hospital pricing practices (known as the National Efficient Price (NEP)), AHSRI and UW
propose that the price for residential aged care funding be equal to the “efficient cost” plus a reasonable
return on investment. AHSRI state that “there is no reason to adopt a different approach in the pricing
of residential aged care”. There are numerous issues with this assumption, two of which we have
detailed below:
1. The NEP is used for public hospital pricing. The reasonable rate of return for the public sector
will differ to the reasonable rate of return for not-for-profit, private and listed providers.
Assuming that a reasonable rate of return can be applied across the sector demonstrates a
fundamental flaw in the understanding of the sector. Residential aged care providers are aiming
to create unique home environments which reflect the needs and backgrounds of older
Australians. This assumption implies that providers deliver a homogenous service which we
disagree with.
2. The AN-ACC also assumes the ability to undertake a comprehensive costing study to inform
price. As discussed previously, there will be significant resources required to capture the data
required and there is no indication of how this would be funded at the provider or Government
level.

ASSESSMENT CARE PLANNING
The separation of care planning and funding assessments is intended to give service providers autonomy
over care planning and promote consumer directed care (CDC) principles. At odds to this key design
principle, AHSRI also recommends that a best practice needs identification and care planning assessment
tool be developed for use by residential aged care facilities (Recommendation 9). Any attempt to
standardise care planning assessments risks limiting the autonomy of service providers and their ability
to provide care on an individual basis. There is also a longer-term risk of scope creep of funding models
into care planning.
Any attempt to standardise care planning assessments risks limiting the autonomy of service providers and
their ability to provide care on an individual client basis.
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5. CONCLUSION
A fundamental flaw in the AN-ACC model is the assumption
that residential aged care services reflect services delivered in
a hospital. The industry has been striving to deliver services
that are consumer directed, enable choice and reflect the
unique ageing experience of older Australians.
Whilst there is acknowledgement across many in the sector
that ACFI does not necessarily reflect all of the key cost drivers
in residential aged care, we believe additional modifications
are required to the proposed AN-ACC system to deliver a care
funding system that will truly reflect the services needed to
ensure care for older Australians physical, mental and
emotional wellbeing. Key points we believe need to be
addressed include:
▪

▪

▪

▪
▪
▪

Costing the provision of care support and services that
extend beyond “clinical care” needs. It is not
acceptable to assume that this is covered in the basic
daily fee or in the proposed base tariff.
Changing the assessment process to reflect the
required involvement of providers, regardless of the
assessment being conducted externally.
Further consideration of the time and resources
required by providers to be involved in annual cost
studies.
Not proceeding with a standardised care planning tool.
Ongoing industry representation in the design and
implementation of the funding model.
Consideration of privacy and data security in
implementation.
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REPORT SUMMARIES
REPORT SUMMARIES
REPORT ONE: THE AUSTRALIAN NATIONAL AGED CARE CLASSIFICATION (AN-ACC)
Report One covers the results of Study One on service utilisation and classification development and outlines
the proposed AN-ACC casemix classification development and assessment tool. The report provides a detailed
descriptive analysis of the resident assessment dataset. There was substantial variation across the range of
values in each instrument and a good level of consistency between those domains measured in several tools.
Classification development was undertaken through an iterative process of data analysis and clinical
consultation, based on the following principles:
▪
▪
▪
▪

Classes are based on the characteristics of the resident rather than the care they receive or the facility
where they reside;
Classes are comprehensive, mutually exclusive and consistent so that each resident can be classified
to a single class;
Classes are clinically meaningful so that they make sense to clinicians; and
Classes are resource-use homogenous so that, within a class of caring for residents is roughly the
same.

REPORT TWO: THE AN-ACC ASSESSMENT MODEL
Report Two presents the findings on the external assessment tool and the AN-ACC class assignment process.
The AN-ACC assessment model is designed to separate the assessment for funding purposes from the
assessment for care planning. External assessors will undertake assessments for funding purposes and gather
the information necessary to assign residents to a payment class.
Expert clinical advisory panels, involved throughout the study, found that the most significant cost drivers in
residential age care facilities include admission for palliative care, frailty, mobility, activities of daily living (ADL)
function, cognition, communication and behaviour. The report covers specific implementation issues including
the nature and timing of assessments, conditions for reassessment and workforce and training requirements.

REPORT THREE: STRUCTURAL AND INDIVIDUAL COSTS OF RESIDENTIAL AGED CARE SERVICES IN
AUSTRALIA
Report Three outlines the analysis of the results of a study to determine the fixed and variable cost structures
of aged care facilities. Fixed care-related costs concern shared care and are linked to characteristics of the
facility rather than the care needs of the residents. Characteristics of the facility identified as drivers of the
fixed costs structure of a facility include remoteness, a facility size of less than 30 approved beds in remote
locations, and the provision of specialised care for indigenous and homeless people. The report states that
the results of Study Two were found to be consistent with the high-level findings of Study One regarding
service utilisation and classification development and support the development of a single harmonised
funding model.
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MODELLING THE IMPACT OF THE AN-ACC IN AUSTRALIA
Study Three modelled the introduction of the AN-ACC as a replacement for the ACFI currently being used.
This report outlines the results of establishing the casemix profile of a sample of residents and then compares
the distribution of funding under AN-ACC and ACFI funding models. More than 3,000 resident profiles were
sampled from 80 facilities across diverse geographic regions, facility sizes and ownership types (Government,
not-for-profit or private for-profit).
The report outlines indicative funding relative to the funding received through the ACFI. Notable findings
include:
▪
▪

▪
▪
▪

▪
▪
▪

Homes specialising in care for homeless and indigenous people receive substantially more funding
under the AN-ACC funding model.
Payments under AN-ACC are highest for the youngest age groups (age 65 or less) and lowest for the
oldest group of residents (85 and above). This likely reflects young people with disabilities admitted
into residential aged care due to the lack of suitable alternatives.
Long staying residents are more likely to fall into expensive AN-ACC classes.
Aboriginal and Torres Strait Islander residents attract a payment more than 20 percent higher than
the sample average, compared with eight percent lower under ACFI based funding.
Residents for whom English is the preferred language fell in the more independent classes more
often than those for whom English in not their preferred language, who consequently attract more
funding.
Less clinically complex patients tend to be located in remote areas but received more funding under
AN-ACC.
A higher proportion of clinically complex patients resided in government facilities followed by not
for profit facilities.
Small and medium facilities gain slightly at the expense of large facilities under the AN-ACC model.

REPORT FIVE: FUNDING MODEL FOR RESIDENTIAL AGED CARE
Report Five outlines the proposed AN-ACC funding model and its key design principles. This includes
consideration of existing payment supplements, a discussion of incentives in the funding model and key
implementation issues. Funding will consist of fixed, variable and one-off components.
Under AN-ACC, residents are classified into one of 13 classes based on an independent assessment of their
attributes and care requirements. Fixed payments fall into six different rates reflecting the structural cost
differences between facility types.
The recommended implementation strategy includes a gradual and progressive implementation over a twoyear period, the use of stop loss protections and the time-limited continuation of some subsidies to ensure
continuity of funding. To support the transition AHRSI recommends a communication strategy and change
management plan be developed and implemented as well as further studies on components of the funding
model not yet addressed.
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REPORT SIX: AN-ACC: A NATIONAL CLASSIFICATION AND FUNDING MOEDL FOR RESIDENTIAL
AGED CARE: RECOMMENDATIONS AND SYNTHESIS
Report Six provides a consolidated account of the background, methodology and goal of the RUCS and a
summary of the AN-ACC assessment system and funding model. The report makes a series of
recommendations to the Commonwealth regarding the adoption and implementation of the AN-ACC
funding model. This includes outlining the conditions for resident class assignment and reassessment,
publication of data and analytics captured by the AN-ACC, provisional price weights for funding calculations,
proposed treatments for existing of Commonwealth subsidies and the development of an implementation
and communication plan.

REPORT SEVEN: AN-ACC TECHNICAL APENDICES
The technical appendices contain additional detail on the development of the classification and funding
model, the costing process and aggregated results of resident assessments.
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