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Tere has been growing interest in exploring factors that infuence the success or otherwise of welfare policies in democratic
countries, such as the interrelationships between the proposed policy and the context it will be introduced into, such as the
sociodemographic characteristics of the population and the population’s previous experience with welfare policies. However,
there has been little exploration of factors that could infuence general population support for long-term care for older people.Te
aim of this study was to investigate the general population’s attitudes for determinants of high-quality aged care and diferent
mechanisms for funding and any impact of individual characteristics on these. A representative sample of the Australian general
population aged 18 years and over (N� 10,315, 52% female, 22% aged 65 years and over) drawn via quota sampling participated in
the survey online. Participants were asked to rate the importance of a list of 10 determinants of quality care and their support for
four models of funding, both using a fve-point Likert scale. We identifed consistently high expectations for long-term care
services across the general population, especially among older people, females, those with a family member in care, and those
living in rural or regional areas. In terms of how governments practically fund a high-quality long-term care system, we also
identifed broad support among the general population for both payment of a co-contribution towards the cost of care by older
people using services and increased government funding for the system. Over 40% of participants said they would be willing to pay
additional tax to improve access and quality of aged care services. While often neglected by governments in the past who assumed
voter apathy on the topic, by comparison, our fndings indicate that there is currently a strong appetite among the general
population for improvements to the quality of care provided and that they are willing to consider changes to the funding model.

1. Introduction

With an industry worth more than $20 billion in Australia,
£48 billion in the UK, and $175 billion in the USA, long-term
care can be defned as the environmental support and care
activities undertaken to ensure people with loss of function
and capacity associated with ageing, poor health, frailty, or
disability are able to maintain their wellbeing [1–3]. While
long-term care may be required across the lifespan, older
adults form the predominant users of long-term care [4].
Total public expenditure on long-term care accounted for

1.7% of gross domestic product (GDP) across OECD
countries in 2013, and projections indicate that this share
will need to double by 2060 to accommodate the growing
number of older people living longer with increasing frailty
and health conditions requiring care and support in their
own homes or a residential care facility [5, 6]. Te pre-
dominant basis of funding in many advanced economies for
long-term care services, including in Australia, is from
public funding. Income taxation of working-age people
typically within the 18–65 years, where their engagement
with the workforce is high, forms a primary source of public
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funding [3, 7]. In Australia, the number of people accessing
long-term care services has increased markedly during the
last decade, with a 15% increase in people accessing resi-
dential services and a huge 142% increase in people using
home care services [8]. However, continued adequate
funding of the sector relies upon support from a range of
working-age adults, who may not be utilising the sector
themselves until decades into the future. Increases in tax-
ation or levies to boost funding to the sector are being
considered in countries such as the UK and Australia;
however, the impact these may have on younger working
people and the delicate social contract that holds de-
mocracies together is controversial [9].

Despite the critical role that long-term care plays in
societies, there has been limited empirical investigation of
general population support for the sector or of the individual
or context-level factors that infuence this.

Janus and Koslowski [10] evaluated the level of general
public support for funding for aged care services across 25
countries and identifed greater support for publicly funded
formal services in countries with an already higher level of
public expenditure on aged care services. Concepts from
political science, such as policy-feedback theory, provide
useful frameworks to consider how larger forces at a societal
level can infuence individual-level attitudes towards a pol-
icy, which then infuences the level of ongoing support for
a policy and its “stickiness” [11]. Put simply, policy-feedback
theory posits that the way social policy is implemented will
infuence the level of support or otherwise among members
of the general public for social policy in the future [12]. It
arose from consistent data showing that the same policy,
proposed in diferent countries, can have vastly diferent
levels of public support despite those countries on the face of
it having many similarities (e.g., being well-of OECD
countries, with similar demographic profles). Policy-
feedback theory explains this as the historical experience
of the citizens of those countries with other welfare support
policies (such as healthcare, education, and unemployment
support) infuencing individual-level attitudes, which then
(in democratic countries) infuence popular support for
current government policies, therefore accounting for these
between-country diferences. Tere are a range of sup-
porting theories that further describe how policy-feedback
theory acts on a more incremental level [13–15]. For ex-
ample, studies have shown that the presence of universalism
(i.e., provision of welfare support across the entire pop-
ulation, without means testing) in welfare policies increases
support for the welfare state [11]. Tere are a number of
potential explanations for this. One is that self-interest plays
a role (i.e., I will be more interested in maintaining a pro-
gram and look to elect governments that will support it if I
perceive that I am benefting from that program) [16], al-
though this pattern is not always consistent [11, 17]. Uni-
versal programs have another advantage compared with
more targeted programs.Tey also minimise the appearance
of a welfare program of redistributing from the “rich” to the
“poor,” negating any questions about whether the “poor” in
question is really “deserving” of the additional support [11].
Te development of policy-feedback theory over the past

decades has included investigation of the specifcity of the
efect (i.e., whether exposure to one welfare program will
increase support for welfare programs overall) and the in-
fuence of contextual factors, for example, the interplay
between expected gender norms in a society, exposure to
unequally distributed and unpaid caring roles, and support
for welfare policies overall [13, 18]. Te overall generosity of
the welfare program has been found to play less of a role in
moderating support for welfare than the overall structure of
the programs and how it is delivered [11, 18]. Studies have
generally shown that support for welfare programs such as
healthcare and pensions is high in developed democracies, as
compared to unemployment insurance, which is more
contentious, having the appearance of a more “targeted”
program.

Tere has been relatively limited investigation of general
population support for aged care policy with the exception of
pensions for older age [18]. However, long-term care also
forms an interesting case study for investigations of the
extent of individual-level factors and how previous expe-
rience with a program infuences support for the welfare
state. In terms of support for funding mechanisms, in the
UK there is evidence of heterogeneity of opinion with one
study showing support for cosharing of costs between the
government and the individual, while another study iden-
tifed more variety in support, with up to 50% indicating the
individual should cover the cost of their care [19, 20]. Both
studies identifed heterogeneity in attitudes within their
samples, associated with sociodemographic characteristics
of the individual such as gender, income, experiences of
caregiving to family members, self-rated health, education,
and occupation type. In Australia, Kaambwa et al. [21]
identifed that a large proportion of the general population
were willing to pay for access to long-term care services at
home (80%), while a smaller proportion were willing to pay
for access to residential aged care (64%). HigherWTP values
were associated with male gender, experience with the long-
term care system, and ability to pay (i.e., income).

In terms of support for principles of a high-quality aged
care system, Hajek et al. [22] found strong support among
the German general population for foundational principles
of personal independence in long-term care, such as free-
dom of choice, shared decision-making, safety, and au-
tonomy. Tey found especially strong support among
females, older people, and those with poorer self-rated
health. Chen et al. [23] evaluated Australian general pop-
ulation preferences for six principles of high-quality aged
care using DCE methodology. Tey too found heterogeneity
of preferences within the sample using latent class analysis,
identifying those with previous experience of aged care,
female, older, and those born in Australia particularly val-
uing outcomes of care, such as being treated with respect and
dignity, maintaining health and wellbeing, and being able to
make your own decisions. However, the extent to which
a wide range of sociodemographic characteristics are as-
sociated with attitudes towards a broad range of principles of
quality care and funding mechanisms in the long-term care
system has not been investigated to date in Australia or
internationally. Tis study sought to investigate the attitudes
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(as compared to the preferences) of the general population
for the determinants of high-quality aged care and mech-
anisms for funding and investigate the impact (if any) of
sociodemographic characteristics on these.

1.1. Typologies of Long-Term Care. Long-term care systems
vary greatly across countries, often using diferent lan-
guages and terms to describe similar concepts, making
cross-national comparisons more challenging. However,
scholars have proposed typologies of systems that are
useful [4]. In their typology, Ariaans categorises LTC
systems using four criteria including (1) supply (referring
to the total expenditure compared with the total GDP, the
number of available beds per capita, and the proportion of
older people in institutions), (2) public-private mix (re-
ferring to the share of private expenditure and whether
benefts can be paid in cash to individuals), (3) access
regulation (referring to the level of choice in service ac-
cess, choice in service provider, and choice in how benefts
are paid and whether the program is universal or has
elements of means testing for access), and (4) perfor-
mance (referring to reporting of indicators of quality of
care. A number of OECD countries, including Australia,
Denmark, Germany, Japan, Korea, the Netherlands, and
New Zealand, have elements of universal coverage in their
long-term care systems and do not include means testing
(i.e., assessment of an individual’s assets and resources) as
a condition of entry into the program [24]. Other
countries, such as England, Canada, and the USA, have
means testing for access to all or some of the programs
(e.g., to access formal care services where an individual’s
care needs (i.e., physical or health-related need for as-
sistance with an activity of daily living) are determined to
be low). Cost sharing (i.e., signifcant fnancial contri-
butions from recipients for their formal care services) is
utilised in a number of countries, including Australia,
Canada, England, Japan, Korea, the Netherlands,
New Zealand, Poland, and Singapore [25].

1.2.TeAustralian Long-TermCare System. In Australia, the
long-term care system is relatively complex, comprising
funding and regulation provided by the Commonwealth
Government, while the care is delivered predominantly by
either not-for-proft providers or private providers external to
the government [24, 26]. Care can be provided through
several programs, including care provided at home (through
the Commonwealth Home Support Program and Home Care
Packages Program) to residential aged care (where older
people live in a purpose-built facility, which is stafed 24 hours
a day and provides support with activities of daily living and
nursing care). Care across the programs in theory can include
a combination of social support, transport assistance, help
with domestic chores, activities of daily living, personal care,
home modifcations, nursing care, allied health services, and
assistance with shopping and meals. While the number of
people receiving care at home has been growing over the past
decade, themajority of government spending (around 60%) is
still allocated to residential aged care [1].

Te long-term care system in Australia was recently
the subject of a Royal Commission, and in common with
many other high-income countries, elder abuse and ne-
glect and the poor quality of care and services provided in
long-term care settings have been highlighted [26–29].
Structural problems magnifed by the pandemic include
inadequate staf training, casualisation and insecure work
environments, and diferences in access to essential
equipment in the long-term care sector as compared to the
health sector [30, 31]. Almost 90% of residential aged care
facilities in Australia have been assessed as a poor or very
poor standard [32]. Te funding of the system and its
infuences on the care provided and outcomes for older
adults have come under signifcant scrutiny recently [6].
Funding is provided not based on the actual care pro-
vided, but rather on an assessment of the level of defcit in
an older person’s functional abilities and activities of daily
living [33]. Tis creates perverse incentives in a system
that rewards overclaiming and underservicing of clients.
Additionally, there is no incentive to rehabilitate an older
person’s function—this would likely result in a reduction
in funding to the organisation [33]. Among other con-
cerns, poorly planned regulation and a focus on con-
straining increasing costs have resulted in an
undertrained, undervalued, and underpaid workforce in
long-term care [31, 33]. Less than 20% of workers in
residential aged care (where older people with some of the
most complex needs are cared for) are registered nurses
[34]. Instead, the majority of care is undertaken by per-
sonal care attendants, who, while they may be dedicated,
have low levels of formal training [31]. Historically, there
have been no minimum stafng levels for the sector and
more than half of facilities have unacceptable stafng
levels [35]. Australians are likely much more aware of the
quality of the aged care system and challenges facing it
than ever before following media reports of negligent care
and the Royal Commission, and it has even started to
appear as an issue in elections [36]. However, meaningful
reform in the sector has remained elusive in Australia and
elsewhere [31, 37]. Tere are a number of barriers to
efective reform. Broadly, ageing is still associated with
stigma in most developed democracies, and older people
requiring long-term care have signifcant physical,
mental, and social challenges that limit their ability to get
a public platform to voice their concerns [31, 38]. By
comparison, aged care in Australia and elsewhere is in-
creasingly an industry, with the mobilisation and lobbying
power associated [38, 39]. Providers (especially the
growing number of private providers) have an imperative
to constrain costs and protect their bottom line. Suggested
reforms such as increasing worker pay to attract higher
quality workers, increasing the number of staf providing
direct care, or improving food will likely cost more money
[37, 40]. Any changes to requirements for copayment or
how assets are incorporated into means testing need to be
implemented within a context where residents are already
receiving care under the previous system. How should this
be handled? Should they stay on their current system?
Tere are a number of challenges to implementing change
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in the currently running system, and it often seems easier
to let things continue as they are even if improvements
could be made.

2. Materials and Methods

2.1. Teoretical Framework. Providing complex services
such as long-term care systems in resource-constrained
environments requires governments, service providers,
and older people to make decisions about what services are
needed and when and how they should be delivered.Tere is
a large literature that describes models of decision-making
from disciplines such as psychology, mathematics, and
economics [41]. Te concept of “attitudes” is grounded in
social psychology and refers to the judgement of a particular
entity as positive or negative [42]. It is often measured
through simple rating questions, for example, asking par-
ticipants to use a Likert scale to indicate the extent to which
they consider a service good, very good, poor, very poor, or
somewhere in between. However, attitudes provide little
information about the individual components of a good or
service that are most valuable or preferred by consumers.

Other decision-making models provide approaches that
account for this, such as the concept of “preferences” found
in economic theory [42]. Te basis of preferences in eco-
nomics hinges on the understanding that a good or service
has a value to an individual comprised of its component
parts, described as its “utility” [43]. Economics assumes that
individuals move through their lives making decisions to
maximise this “utility,” i.e., the value they get from the goods
and services they consume [44, 45]. Preferences can be
measured through methods assuming a monetary value for
the utility (i.e., through willingness to pay or willingness to
accept methods) or without assuming a monetary value (e.g.,
through discrete choice analysis or conjoint analysis
methods). A disadvantage of preferences, however, is that
most methods usually assume individuals have perfect in-
formation about the available goods and services and that
they make decisions in a completely rational way. Tere are
many situations, including making decisions about aged
care, where these assumptions do not hold. Attitudes and
preferences ofer useful information about decision-making,
but both have their limitations. Given the valuable but as yet
imperfect models available to describe consumer decision-
making, a potentially robust approach would be to measure
both preferences and attitudes to provide us more conf-
dence in our fndings. Preferences of the general population
for six key aged care quality criteria were recently in-
vestigated via DCE [23] and WTP methodology [21]. Tis
study will focus on measuring general population expec-
tations for long-term care quality and funding using atti-
tudinal approaches.

Tis paper reports the fndings from a subset of ques-
tions embedded within a larger survey to assess general
public attitudes towards the determinants of high-quality
aged care, their preferences for how care should be provided
and funded, and their willingness to pay for quality aged care
in Australia [46]. Te survey contained four main sections:
Section A comprised a list of potential characteristics of

a quality aged care service, and participants were asked to
rate the importance of this characteristic using a Likert scale;
Section B comprised a discrete choice experiment, which
aimed to understand the preferences of participants for
diferent aspects of aged care quality; Section C of the
questionnaire comprised questions about the willingness of
participants to pay to receive access to hypothetical aged care
services at home or in residential aged care settings in the
future, and attitudes to the level of funding and how it is
provided to the sector; and Section D asked sociodemo-
graphic questions, such as their age and gender, income, and
level of experience with the aged care sector. A brief report of
the responses for the entire set of study questions for the
sample has been provided previously [47]. However, this
prior report did not include a detailed analysis of the in-
fuence of sociodemographic variables on responses to the
survey, which this manuscript describes. Terefore, the aims
of this study are to frstly investigate the attitudes of the
Australian general population towards determinants of
high-quality aged care, secondly to investigate their level of
support of diferent methods of funding for aged care, and
thirdly to examine the extent to which sociodemographic
characteristics of the individual are related to these attitudes.

2.2. Survey Development. Tis analysis will focus on ques-
tions from Section A (i.e., attitudes to determinants of
quality aged care) to Section D (attitudes to levels and
methods of funding for the aged care system) of the survey.
Te survey asked participants to frst use a fve-point Likert
scale ranging from “not important” to “very important” to
indicate how important they felt diferent determinants of
aged care quality were for the long-term aged care setting
[47]. Secondly, the survey asked participants to indicate the
extent to which they would agree with providing additional
funding for long-term aged care on a fve-point Likert scale
ranging from “strongly disagree” to “strongly agree” [47].
Statements were developed through a multistep approach.
Firstly, a comprehensive literature review (including grey
and peer-reviewed literature) was undertaken to identify and
synthesize the aspects of quality of care in long-term care
settings [48]. Te fndings of this review were used to de-
velop key questions and statements regarding the quality of
care in long-term care settings and potential funding
mechanisms by the research team. Tese key questions were
then reviewed by the Project Advisory Group (comprising
consumers, long-term care provider representatives, and
state and federal government representatives), who made
suggestions regarding the comprehensiveness of identifed
concepts, missing key concepts, wording, and phraseology.
Tese questions were then piloted via a face-to-face in-
terview with an adult general public sample (aged 18 to
70 years, N� 12) purposefully selected from various socio-
economic backgrounds. Minor revisions to the survey
questions to improve phraseology and question readability
were made. Te fnal statements are included in Supple-
mentary Table A.1 for reference. Participants were also asked
a range of questions about their sociodemographic char-
acteristics. Ethics approval for the project was obtained from
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the Flinders University Social and Behavioural Research
Ethics Committee (Project No. 8378). Participants were
provided with detailed information regarding the study and
its risks prior to undertaking the survey. Te completion of
the online survey implied consent for the research study.

2.2.1. Participants. Te survey was administered online via
an online panel network based in Australia. Panel members
who were aged 18 years and over, residing in Australia,
currently not using long-term care services, and able to read
and respond in English were invited to take part in the
survey (Supplementary Table A.1). To ensure that the survey
views were representative of members of the general pop-
ulation living in Australia, demographic quotas were applied
to ensure the fnal sample was representative of 2018 pop-
ulation estimates based on age group, state or territory of
residence, and gender. Te survey was undertaken between
September 2019 and October 2019. A total of 15,798
members of the general public accessed the survey, and
10,315 (65%) people completed the survey and were in-
cluded in the data analysis.

2.3. Outcome Variables. In total, 10 aged care quality and 4
funding attitudinal statements were presented (see Sup-
plementary Table A.1). Each of the 10 aged care quality
statements was evaluated on a 5-point ordinal scale of
importance ranging from “not important” to “very impor-
tant.” Due to low utilisation, the two lowest categories were
combined to form a 4-point ordinal scale: 1� not/slightly
important, 2�moderately important, 3� important, and
4� very important.

Te four funding statements were as follows: statement
1, “Te government should provide more funding for aged
care”; statement 2, “I would be willing to pay more tax to
ensure Australians are able to access aged care services when
they need them”; statement 3, “Australians should con-
tribute towards the funding for the aged care services that
they receive in line with their ability to pay”; and statement 4,
“I would be willing to pay more tax to improve the aged care
services being provided to older Australians” [47]. Each
funding attitudinal statement was rated on a 5-point
agreement ordinal scale. Similarly, due to low utilisation,
the two lowest and two highest categories were combined to
form a 3-point ordinal scale: 1� strongly disagree/disagree,
2� neither agree nor disagree, and 3� agree/strongly agree.

2.4. Covariates. Te covariates included in the analysis were
based on the demographic characteristics collected from
survey respondents. Covariates were age (18–39 years,
40–64 years, and >64 years), gender (0� female and
1�male), country of birth (0� not born in Australia and
1� born in Australia), region (0� regional area, i.e., country
or rural area, and 1�metropolitan area, i.e., large urban
centre or capital city), education (primary or secondary, high
school, Technical and Further Education (TAFE) and vo-
cational training, undergraduate, and postgraduate), em-
ployment (unemployed, part-time or full-time employed,

students, and retired), income (<$30,000, $30,000–$59,999,
$60,000–99,999, and >$100,000), currently paying tax
(0� no and 1� yes), and family member or close friend
receiving aged care (0� no and 1� yes). Tose participants
with responses of “other” to the employment variable
(n� 659) and “prefer not to say” to the income variable
(n� 951) were excluded from the relevant analyses as these
variables were included as a covariate.

2.5. Data Analysis. Analyses were conducted using STATA
version 16.0. Participants who flled one of the following
criteria were identifed during data cleaning and excluded
from the analyses (n� 22): (1) lacked variation in their re-
sponses to questions (i.e., “straight-lining”), (2) undertook
the survey too quickly (i.e., they were more than 2 standard
deviations lower in their response time than the median
duration), and (3) provided ambiguous text as a response in
the survey. Descriptive and summary statistics were calcu-
lated and presented for the sociodemographic variables and
attitudinal statements and expressed as frequencies, per-
centages, mean± standard deviation, and median with
intraquartile range (IQR). Responses to the attitudinal
statements were collated and presented for the total sample
and participant subgroups stratifed by three age groups
(18–39, 40–64, and≥ 65 years). Pearson’s chi-squared test of
association was used to test for the association between age
groups and responses to attitudinal statements [49].

As all aged care quality and funding attitudinal state-
ments had ordered categories, multiple regression analysis
was conducted using ordinal logistic regression analysis for
each statement to investigate which covariates infuence
general public attitudes towards aged care quality and at-
titudes towards preferences for funding. Each of the 14
regression models (refective of each individual statement
presented) included covariates that were associated with
dependent variables at a signifcant level of ≤0.20 on uni-
variate analyses [50]. Odds ratios with 95% confdence in-
tervals were estimated and reported. Te assumptions of
multicollinearity and proportional odds (i.e., the relation-
ship between each pair of outcome groups is the same using
the Brant test) were tested to assess the validity of each of the
models separately. A 2-sided alpha of ≤0.05 was considered
statistically signifcant [49].

3. Results

3.1. Descriptive Statistics. Table 1 presents the demographic
characteristics of the sample according to age group. A
greater proportion of participants in the younger age group
lived in metropolitan regions as compared to rural or re-
gional centres. In addition, education level decreases across
the sample with age, with over a third of the participants
aged 18 to 39 years indicating an undergraduate education
level (37.2%) as compared to only 19% in those aged 65 years
and over. Current taxpayers comprised 63.6% of the total
sample, and 24% indicated they had some experience with
the long-term care system through a family member or close
friend receiving services. Te sociodemographic
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characteristics of the samples who indicated they were
paying tax and those who indicated they were not are in-
cluded in Supplementary Table A.2.

Te responses to the attitudinal statements by age group
for statements 1–5 are presented in Figure 1 and for
statements 6–10 are presented in Figure 2. When consid-
ering the fndings for the total sample, the majority indicated
that all statements were either important or very important
for ensuring the quality of long-term care. Respect and
dignity were of the utmost importance to participants: the
vast majority of participants (80%) considered it very im-
portant that “Older people should be treated with respect
and dignity.” Tis was closely followed by the statements
regarding safety (“Older people should feel safe and com-
fortable receiving aged care services whether in a nursing
home or their own home”) and staf having appropriate
skills and training (“Aged Care staf should have the skills
and training needed to provide appropriate care and sup-
port”), with 77% of participants considering these aspects
very important.

Te vast majority (70% or more) of participants across
the three age groups identifed all of the attitudinal state-
ments as either very important or important. Tere was
a signifcant association between age and responses to all the
attitudinal statements (p< 0.001), with younger subgroups
less likely to indicate that the statements were very important
as compared to older subgroups. Te statement “Older
people should be treated with respect and dignity” was
considered very important by 71.9% of those aged
18–39 years as compared to 83.7% of those aged 40–64 years
and 87.9% of those aged 65 and above. Te statement “Aged
Care staf should have the skills and training needed to
provide appropriate care and support” was considered
important by 68.7% of those aged 18–39 years, 79.8% of
those aged 40–64 years, and 86.6% of those aged 65 years
and above.

Te responses to the funding statements are presented in
Table 2. Te majority of survey respondents either strongly
agreed (53.0%) or agreed (34.6%) that “Te Government
should provide more funding for aged care” and that
“Australians should contribute towards the funding for the
aged care services they receive in line with their ability to
pay” (22.1% strongly agreed and 46.1% agreed). In addition,
regarding their preferences for funding, around one-third
agreed that they “would be willing to pay more tax to ensure
Australians are able to access aged care services when they
need them” and “to improve the quality of the aged care
services being provided to older Australians.” Tere were
signifcant diferences in responses to all the funding
statements across the age groups, with those aged 65 years
and above more likely to strongly agree that “Te govern-
ment should provide more funding for aged care” (58.2%),
as compared to those aged 18–39 years (45.0%). Tose aged
65 years and above were also more likely to agree that
“Australians should contribute towards the funding for aged
care services that they receive in line with their ability to pay”
(52.3%) as compared to those aged 18–39 years (44.3%). Te
reverse was true for the two statements regarding whether
the respondent would be willing to pay more tax to (1)

“ensure Australians are able to access aged care services
when they need them” and (2) “improve the quality of the
aged care services being provided to older Australians,” with
those aged between 18 and 39 years more likely to agree with
the statements than those aged 65 years and over.

3.2. Ordinal Regression Results

3.2.1. General Public Attitudes towards Aged Care Quality.
Independent variables that had no association with the
dependent variables (p> 0.20) on univariate analyses were
excluded from the fnal models [50]. Te variables excluded
were the level of income and whether survey respondents
had a family member currently receiving care for the ma-
jority of the attitudinal statements. Whether a survey re-
spondent was born in Australia was excluded from the
statement “Older people should be treated with respect and
dignity.” Older respondents, specifcally females, were more
likely to consider all 10 statements as having higher im-
portance than younger individuals and males.Te odds ratio
for those aged 65 years and above considering the statement
as very important as compared to those aged 18–39 years
and 40–64 years was highest for the statement “Aged Care
Staf should have the skills and training needed to provide
appropriate care and support” (OR� 15.70) followed by the
statements “Older people should be treated with respect and
dignity” (OR� 9.47) and “Older people should feel safe and
comfortable receiving aged care services whether in
a nursing home or in their own home” (OR� 9.40) given that
all other variables in the model were held constant (Tables 3
and 4).

Having a country of birth as Australia was a positive and
statistically signifcant predictor only for 3 statements: “Aged
Care Staf should have the skills and training needed to
provide appropriate care and support,” “Older people and
their families should be supported to raise any concerns they
have with the aged care service they are receiving from
organisation(s) providing their care,” and “Older people
should be supported to maintain their social relationships
and connections with the community.” Tose living in re-
gional areas were more likely to consider all the statements
very important than those in metro areas (however, this was
not statistically signifcant for 2 statements: statement 3,
“Older people and their families should be supported to raise
any concerns they have with the aged care service they are
receiving from organisation(s) providing their care,” and
statement 10, “Older people should have a trusting and
supportive relationship with the staf providing their care”).

Tose with a family member currently accessing aged
care services were more likely to consider that “Older people
should be supported to maintain their social relationships
and connections with the community” (OR� 1.23) and “Te
identity, culture and personal history of the older person
should be known and valued by staf” (OR� 1.22) as very
important to defning quality of care in long-term care
service provision relative to those who did not have prior
experience holding all other variables in the model constant.
People with higher education, employment status, or higher
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income were more likely to consider all the statements
important or very important, but these trends did not reach
statistical signifcance (Table 2).

3.2.2. General Public Attitudes for Aged Care Funding.
Independent variables that had no association with the
dependent variables (p> 0.20) on univariate analyses were
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not included in the fnal models [50]. Tis included whether
survey respondents had a family member currently receiving
care and whether the survey respondent was born in Aus-
tralia or lived in a metropolitan region for the statement
“Australians should contribute towards the funding for aged
care services that they receive in line with their ability to
pay.” For the other statements, the complete set of in-
dependent variables was included.

Older participants specifcally females were more likely
to agree or strongly agree that the government and Aus-
tralians in general should contribute more towards aged care
funding. Tose who had a close family member(s) receiving
care were more likely to agree or strongly agree with
statement 1, “TeGovernment should provide more funding
for aged care” (OR� 1.26); statement 3, “I would be willing
to pay more tax to ensure Australians are able to access aged
care services when they need them” (OR� 1.37); and
statement 4, “I would be willing to pay more tax to improve
the quality of the aged care services being provided to older
Australians” (OR� 1.32). Except for statement 1, re-
spondents with a higher education were also more likely to
agree or strongly agree with the other 3 statements: “Aus-
tralians should contribute towards the funding for the aged
care services they receive in line with their ability to pay,” “I
would be willing to pay more tax to ensure Australians are
able to access aged care services when they need them,” and
“I would be willing to pay more tax to improve the quality of
the aged care services being provided to older Australians.”
Interestingly, only respondents who had household incomes
of $30K–<$60K and $60K–<$100K weremore likely to agree
with statement 2, “Australians should contribute towards the
funding for the aged care services that they receive in line
with their ability to pay,” and only those with the household
income of $60K–<$100K were more likely agree or strongly
agree with statement 3, “I would be willing to paymore tax to
ensure Australians are able to access aged care services when
they need them” (Table 5).

4. Discussion

Tis study represents a rare example of a detailed quanti-
tative examination of the attitudes of the general population
towards components of high-quality care and funding for
long-term care for older people [22, 51–54]. Other previous
studies have focused on the attitudes and preferences of
older people receiving services [55, 56]; the preferences of
older people, people living with dementia, and their family
member carers [57–59]; or the preferences of experts in
dementia care [60].

Tis study has identifed, to a large extent, consistently
high expectations for long-term care services among the
Australian general public. Respect and dignity were identifed
as the most critical components of long-term care services,
with 80% of respondents identifying this as very important.
Te importance of treating older people with respect and
dignity is often highlighted in the long-term care literature as
central to providing person-centred care, but it is somewhat
difcult to identify clearly when this is occurring in practice
[48, 61]. Practical conceptualisations of respect and dignity in

long-term care settings include respecting older adults’ pri-
vacy and possessions, considering the whole person when
undertaking care, considering the older person’s prior and
current capabilities, maintaining communication, and in-
volving the older person in decision-making around their care
and daily life. However, despite the focus on person-centred
care and its importance to the general population and older
people receiving long-term care, there is evidence that this
basic care need is not being met currently. Reform for health
and long-term care in Australia and countries across the
world such as the United Kingdom (through the Individual
Budgets program) has recently focused on transferring
decision-making and control over fnances and services
provided to the care recipients [62, 63]. However, our study
and other previous studies indicate that individual choice
although viewed positively may not be as highly valued by
older people themselves as other key components of care
quality [53, 64]. Piloting of a consumer-directed care model of
aged care (where older people have much more choice and
responsibility in the administration of the care they receive) in
Australia showed no improvement in the quality of life for
older people, and other similar pilots internationally have
shown similar results for older people [26, 64]. A key re-
quirement for functioning consumer-directed care is the
principle of an efcient market-based system, i.e., where aged
care providers compete with each other to provide long-term
care for payment from a “budget” allocated to an individual
older person [65]. Te older person in this theoretical model
holds a lot of power, in that they make the choice about what
services to purchase and from whom. However, in practice,
this assumption does not hold in the current Australian
system [31, 35]. Te long-term care system remains complex
and difcult to navigate, with older people fnding it hard to
fnd reliable information about their options for care.Tere is
limited information about the quality of services of diferent
care providers and strong disincentives for older people and
their families to change providers once they have started
receiving care—including fnancial and administrative bar-
riers. Tis suggests that aged care policies focused mainly on
choice, without a focus on other highly valued components of
care, such as respect and dignity, well-qualifed staf, and
feeling safe and comfortable receiving care, are unlikely to
fully meet the expectations of citizens.TeGrattan Institute in
Australia has proposed a more comprehensive model of long-
term care for Australia, focusing on a rights-based system
[35]. Tey propose basic principles such as universal access to
the system, support for older people’s independence and
participation in the community, equity and non-
discrimination in access, support for informed choice and
control, and maintaining dignity across the entire period of
access to care. Our fndings show there is strong support in
the general population for this more comprehensive approach
to reform, incorporating principles of a person-centred
system.

Tis study also investigated the extent to which de-
mographic characteristics infuenced attitudes towards de-
terminants of quality and funding of the long-term care
system. Some key fndings will be discussed in turn in the
following section.
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We found that respondents in older age groups were
more likely to respond that all of these statements were very
important in comparison with those in younger age groups.
Tis could show evidence that the current use of long-term
care, or the intention to use it in the near future, may be
infuencing the levels of support participants feel towards
maintaining or improving the system. Te current system in
Australia is designed with principles of universal access
among the older population (i.e., access available to all older
people, without means testing). Policy-feedback theory
predicts that universality is one of the strongest predictors of
intercountry diferences in support for welfare programs, via
the creation of a large population base who consider
themselves the benefciaries of the welfare program, creating
a positive-feedback loop infuencing their attitudes towards
the program. Additionally, older adults are at risk of ex-
periencing socioeconomic barriers to health and wellbeing,
even if they are not receiving long-term care services, which
policy-feedback theory would predict would also increase
their support for the long-term care system although by
a nuancedmechanism [66]. Older adults are at risk greater of
experiencing insecure housing, low income, and food in-
security worldwide. Tey may have had recent experience
with other social welfare programs, such as support with
housing, or income support through government pensions,
even if they have not had experience with the long-term care
system specifcally. Drawing from policy-feedback theory,
there is evidence that the positive-feedback loop enacted by
experience with welfare programs may have “spillover” ef-
fects on other welfare programs; i.e., there is evidence that
increased welfare support enacted by the US government
during the COVID-19 pandemic led to increased support for
other similar long-standing income support programs [12].

In terms of attitudes regarding funding, the relationship
with age was more mixed. Tis study identifed a signifcant
positive relationship between support for increased funding
and the principle of co-contribution for services (in line with
an individual’s ability to pay) with increasing age, but not
a willingness to pay additional tax to improve aged care access
or quality. Tis may be for practical reasons: as people age,
they are more likely to retire and less likely to pay income tax.

Having a close family member or friend in long-term
care was found to positively infuence the importance ratings
for two statements, in particular, “Older people should be
supported to maintain their social relationships and con-
nections with the community” (OR� 1.23, P< 0.05) and
“Te identity, culture and personal history of the older
person should be known and valued by staf” (OR� 1.22,
P< 0.01). In a previous study of the preferred home support
services with people with dementia and their carers, op-
portunities for social and recreational activities were con-
sidered the most important service component for people
with dementia, while for carers, this service component was
not as highly valued [59]. It is possible that social connection
and respect for identity, culture, and history are more highly
appreciated by those who have a more acute awareness of the
social isolation and loss of connection that older people may
experience in long-term care [48]. Additionally, having
a family member currently receiving care was associated

with greater support for an increase in government funding
and a willingness to pay additional tax to support greater
access and high-quality services. Again, this is in line with
predictions from policy-feedback theory, in which family
members are part of the recipients of welfare policies who
then are more likely to support continuing and expanding
similar policies in the future [11].

Expectations from policy-feedback theory are also
supported by our fndings of greater support for the
statements outlining principles of high-quality care and for
increased government funding to the sector among females.
Females are more likely to be impacted by changes to
government policy in long-term care, as the vast majority
(72%) of the over 2.65 million carers in Australia are female
[67]. Alternatively (or additionally), support among females
for increased funding may be due to higher collectivism (i.e.,
higher value placed upon collective societal wellbeing rather
than individual needs and goals) [68].

Tose born in Australia were more likely to support that
“Aged Care Staf should have the skills and training needed
to provide appropriate care and support,” that “Older people
and their families should be supported to raise any concerns
they have with the aged care service they are receiving from
organisation(s) providing their care,” and that “Older people
should be supported to maintain their social relationships
and connections with the community.” Additionally, they
were more likely to be willing to pay additional tax to
support greater quality and access to aged care services. Tis
high level of support may be more due to Australians’ ex-
perience with other well-established welfare programs, such
as the universal access to healthcare through the Medicare
system [69] as outlined by policy-feedback theory. Partic-
ularly, the universality of both Medicare and long-term care
systems in Australia as compared to a more limited targeted
program may be protective of the level of support shown for
these programs despite their large outlay from the public
purse. Research has shown that the universality of welfare
programs is particularly predictive of general population
support for the welfare state [11].

Tere was evidence that greater education (e.g., com-
pleting high school, a bachelor’s degree, or higher) was as-
sociated with greater support for the principle of co-
contribution towards services and willingness to pay addi-
tional tax to allow greater quality and access to aged care
services. Te infuence of income was less striking. Tis study
did not fnd an impact of income on attitudes on quality
determinants for aged care. Tere was a small impact of an
increased income (for those between $30,000 to $99,000 per
year) on support for co-contribution to aged care services and
willingness to pay additional tax to increase access, but not to
increase the quality of services. Tere was no signifcant as-
sociation for those with an income greater than $100,000.

A key limitation of this study was that it was based on
quota-based samples comprising computer-literate mem-
bers of the general population who were likely familiar with
online surveys. It is, therefore, possible that our main
fndings are infuenced by the sociodemographic charac-
teristics of the respondents and the online mode of ad-
ministration of the survey. However, a strength of this study
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sample was that it was large and was fairly representative of
the Australian adult population according to several key
demographic indicators including state or territory of res-
idence, gender, and age distribution. Our sample did not
target Indigenous Australians specifcally, and this is
a limitation, as their experiences, priorities, and responses
may be signifcantly diferent from those of the mainstream
general population. Tere is a particular need for future
research to incorporate the perspectives of Indigenous
Australians on this topic. Unusually, in the older adult age
group, there were a larger proportion of males than ex-
pected. Tis could be owing to the quota sampling method
used by the online survey panel company. For example,
given the large sample size of the study, it may be that there
was difculty recruiting sufciently large numbers of females
aged 65 years and over. Tis is a limitation of the study.
Secondly, the content validity and face validity of the
statements are supported by the initial detailed literature
review of both peer-reviewed literature and grey literature,
the expert and stakeholder involvement in the item devel-
opment, and the pilot testing of the items. However, a de-
tailed assessment of the construct validity and reliability of
the items was not carried out for this study. Future work to
undertake a detailed assessment of the construct validity and
reliability of the items would need to be undertaken if these
statements were to be used as an attitudinal scale.

5. Conclusions

Tis study identifed consistently high expectations for long-
term care services across the general population, indicating
a high level of postmaterialist expectations for these services.
Australians expect more than just providing care, which
meets basic health needs and care with activities of daily
living, and they also expect that older people should have
opportunities for independence, autonomy, and mainte-
nance of dignity. In terms of how to achieve this, there was
broad support among the general population both for
payment of a co-contribution to the cost of care by older
people using services and for increased government funding
for the system. Tis study also identifed that the majority of
working-age people would be willing to contribute more
income tax for aged care, under the proviso that a higher
quality system would be achieved. Highlighting the impacts
on the individual and the widespread use of the long-term
care system may be a way for policymakers to gain support
for widespread reforms in the sector.
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