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To whom it may concern
Draft Guidance - Aged Care Quality Standards
Thank you for the opportunity to provide input into your consultation process following the release
of the draft Guidance – Aged Care Quality Standards (Guidance). PCA is the national peak body for
palliative care in Australia, providing leadership on palliative care policy and community
engagement. Working closely with consumers, its Member Organisations and the palliative care
and broader health workforce, PCA aims to improve the quality of life and death for people with a
life-limiting illness, their families and carers.
In addition to material we have provided previously to assist in the development of this guidance, I
must draw your attention to the recent Australian Government Productivity Commission Report 1
which states:
About 60,000 people die in residential aged care facilities each year. End-of-life care should be
core business for residential aged care providers but the quality of end-of-life care in residential
aged care is patchy at best. Too often, people are transferred back and forth between hospitals
and aged care facilities, as aged care facilities lack palliative care expertise and qualified staff to
administer pain relief (page 109).
This statement recognises that palliative care needs greater focus and support within residential
aged care, while the overall report highlights the same need for support across other aged care
service locations.
The Aged Care Quality Standards should include a specific section dedicated to palliative care
issues, an argument strengthened by the recent Better Quality of Care – comprehensive
palliative care in aged care Budget investment of $5 billion over five years by the Australian
Government to improve palliative care for older Australians living in residential aged care 2.
Further, the Guidance overlooks the need to provide support with grief and bereavement even
though this is an important area of need for consumers, carers and aged care staff. PCA is informed
Productivity Commission 2017, Introducing Competition and Informed User Choice into Human Services: Reforms to
Human Services, Report No. 85, Canberra.
2
2018-19 Budget Fact Sheet, Better Quality of Care – comprehensive palliative care in aged care
1

of many instances when a lack of support in grief and bereavement from aged care services
significantly impacts on surviving family members. With 35% of all deaths in Australia occurring in
residential aged care 3 there is a need to ensure awareness of grief and bereavement of all staff,
including non-clinical, as often long-term and close relationships are formed with residents and
their families. Upskilling the workforce in this area would not only assist in supporting the families
and carers of the person who has died, but also foster an environment of support for other
residents and the staff themselves, an important component of self-care and staff retention.
It is the frailty and co-morbidities frequently found in aged care that make palliative care and
end-of-life support so critical. The section within the Guidance on page 52 C. Supporting people
living with dementia would be a possible model for such a section and PCA strongly encourage
this consideration. Palliative care is for people of any age who have a life-limiting illness that
cannot be cured, where the primary treatment goal is to optimise the quality of life. Palliative
care is person and family-centred care that offers a support system to help people to live their
life as fully and as comfortably as possible until death, and to help families cope during this illness
and in their bereavement.
To assist you with the analysis of responses in this consultation process, our submission follows
the survey format circulated with the Online Consultation material. If you would like to discuss
any aspect of this submission or require copies of any of the resources mentioned please contact
Kelly Gourlay, National Policy Advisor at kelly@palliativecare.org.au.

Kind Regards

Liz Callaghan
Chief Executive Officer
Palliative Care Australia

3

PCA, Economic Research Note 4, 2017
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Submission to the Draft Guidance - Aged Care Quality
Standards
Do you have any specific suggestions in relation to the draft guidance for Standard 1: Consumer
dignity and choice?
Requirement 1.2 (each consumer is able to and supported to as needed exercise choice and
independence) on pages 15-18: There should be reference to Advance Care Plans as a means of
exercising control about care services.
Advance Care Plans are mentioned at other parts of the guidance (particularly related to Requirement
2.3), however, it would be an appropriate place to include something extra for this specific
requirement about exercising control about care services.
Standard 1 should also include reference to supporting residents to maintain their choice of health
provider wherever possible, and the importance of cultural and spiritual care.
For reference see:
•

National Palliative Care Standards, 5th Edition, 2018, Standard 2: Developing the Care Plan

•

National Consensus Statement: Essential elements for safe high quality end of life care
(2015) Guiding Principles 2, 3, 5, 6

•

Policy Statement: Advance Care Planning & Advance Care Directives (2018)

Do you have specific suggestions in relation to the draft guidance for Standard 2: Ongoing
assessment and planning with consumers?
Page 26 – ‘Ongoing assessment and planning with consumers’, the Guidance should refer to assessing
palliative care needs.
Page 27 – ‘Key resources and relevant legislation‘, please add End of Life Directions for Aged Care
(ELDAC) resources. Refer to https://www.eldac.com.au/
Page 29 – ‘Policies and practices’, evidence of promoting Advance Care Plans should be added.
Page 33 - States: “Requirement 2.2 expressly mentions advance care planning and end of life planning
because often these conversations are left too late and this can cause distress for the consumer, their
representatives, family, carers and for staff when they are unaware of the consumer’s wishes.” Please
note that the actual text at 2.2 does not support this statement and needs to be corrected/clarified.
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Page 35 - Under Requirement 2.3 (assessment and planning identifies and addresses the consumer’s
current needs, goals and preferences, including advance care planning and end of life planning if the
consumer wishes) a specific requirements to assess people’s palliative care needs should be included
under ‘training’ and ‘policies and procedures’.
Page 42 - Under Requirement 2.7 (care and services are reviewed regularly for effectiveness, and
when circumstances change or when incidents impact on the needs, goals or preferences of the
consumer) it is important to insert an example of palliative care or end-of-life care situations in the
context of circumstances changing. This then supports the reflective question that is included further
down the page: “how does the organisation identify a consumer who is at the end of their life and for
whom there needs to be a change to the type of care they receive and the way that care is provided?”
Another point of inclusion would be documented referral pathways for further clinical input (this is
mentioned in Recommendation 3.7 but documentation would also be beneficial at Recommendation
2.7).
For reference see:
•

National Palliative Care Standards, 5 th Edition, 2018, Standard 1: Assessment of needs – Initial
and ongoing assessment incorporates the person’s physical, psychological, cultural, social and
spiritual experiences and needs.

•

Principles for Palliative and End-of-Life Care in Residential Aged Care (attached to this
submission), Principle 1: Consumers physical and mental needs at end-of-life are assessed and
recognised.

•

National Consensus Statement: Essential elements for safe high quality end of life care (2015)
Guiding Principles 2, 5, 6, 10, 11, 13

•

Policy Statement: Advance Care Planning & Advance Care Directives (2018)

Do you have any specific suggestions in relation to the draft guidance for Standard 3: Personal care
and clinical care?
Ensuring good personal and clinical care requires appropriately qualified, and sufficient numbers of,
care workers, nurses and other clinical and support staff. Palliative Care Australia recommends that
this standard includes the requirement to provide guaranteed safe staffing levels in addition to the
consideration of staffing skill mix.
Page 45 – Please add the “National Palliative Care Standards, 5th Edition, 2018” as a resource.
Page 46 - Please add palliative care specifically under “A. Intent of these requirements.”
Page 49 – Please add palliative care under “B. Overall supporting strategies, reflective questions and
evidence.”
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Page 52 - Please add palliative care under “C. Supporting people living with dementia.”
Page 57 - In the section titled “G. Medication Safety and Minimising Medication Misadventure” there
should be reference to the particular needs of palliative care patients which includes their right to
refuse treatment, strategies to avoid under-dosing of pain medication, and the requirement to have
appropriately trained staff available for the administration of required medicines. The term
“Medication Misadventure” may not be the most appropriate term. Palliative Care Australia suggests
using the term “Medication Safety and Minimising Medication Errors.”
Page 58 – Under “H. Supporting Consumers to Live Without Pain” a reference should be included here
that palliative care patients have particular pain management strategies. It is important to recognise
that addiction to medication is less of a concern for palliative patients than may be the case for other
patients. There should also be a more specific reference to palliative care rather than “residents in the
terminal stages of a disease.”
Pages 65-67 - Requirement 3.4 (The needs, goals and preferences of consumers nearing the end of life
are recognised and addressed, their comfort maximized and their dignity preserved). The statistics
provided on page 65 need to be updated.
Page 68 - Requirement 3.5 (Deterioration or change of a consumer’s function, capacity or condition is
recognised and responded to in a timely manner) should include reference to recognising a change in
function that needs a palliative care response. Further, both the supporting strategies and reflection
questions could incorporate a reference to training the workforce to be able to recognise when a
person has entered the end-of-life phase or their condition requires a palliative care response.
For reference, see:
•

National Palliative Care Standards, 5th Edition, 2018, Standard 1: Assessment of Needs,
Standard 2: Developing the Care Plan, Standard 4: Providing Care and Standard 5: Transitions
within and between services.

•

National Consensus Statement: Essential elements for safe high quality end of life care (2015)
Guiding Principles - all

•

Principles for Palliative and End-of-Life Care in Residential Aged Care (2017) Principle 3 – 5

•

Policy Statement: Palliative Care and Dementia (2018)

Do you have any specific suggestions in relation to the draft guidance for Standard 4: Services and
supports for daily living?
Page 90 - Requirement 4.4 (timely referrals to other providers, organisations and individuals when
necessary). PCA suggests another question such as “Do staff know when it is necessary to refer
patients to specialist palliative care services?”
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Do you have any specific suggestions in relation to the draft guidance for Standard 5: Organisation’s
service environment?
Page 109 - Requirement 5.3 (Consumers can move freely within the service environment, including
both indoor and outdoor areas). PCA suggests adding “occupational assessment of patients mobility
needs are available to meet changing clinical conditions and support staff in their care provision.”

Do you have any specific suggestions in relation to draft guidance for Standard 7: Human resources?
As stated in response to Standard 3 above, ensuring good personal and clinical care requires
appropriately qualified, and sufficient numbers of, care workers, nurses and other clinical and support
staff. The Aged Care Quality Standards describe extensive requirements that staff are meant to
achieve. PCA is concerned that appropriate levels of staffing in order to achieve the requirements is
not being emphasised sufficiently.
PCA supports the provision of a minimum staff to resident ratio in residential aged care to ensure
residents have access to appropriate clinical care to meet their needs at all times, permitted:
•

The ratio specifies the minimum clinical skills that must be available to residents at any one
time, which may include Registered Nurses, Enrolled Nurses and other suitably qualified staff,

•

Any set ratios should not stifle innovative models of care that address particular needs in
certain locations such as rural and remote localities,

•

In-reach models need to be explored and supported, including GPs, Nurse Practitioners and
Specialist Palliative Services.

For reference see:
•

Palliative Care Service Development Guidelines (2018)

•

National Consensus Statement: Essential elements for safe high quality end of life care (2015)
Guiding Principles 7, 8, 10, 11

On a scale of 1 to 10 (1 being not clear at all and 10 being very clear) how clear is the guidance
material overall? What would make it clearer?
PCA believe the current material is rated at 6 for the following reasons:
•

The guidance material is too long. A shorter document is more likely to be read and used more
frequently. PCA suggest the development of shorter fact sheets and checklists to support use.

•

There is unnecessary repetition throughout the guidance material.
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•

A Table of Contents will be a necessity.

•

Suggest use of tables, call out boxes or diagrams and flow charts in the final document to
break up the text and draw attention to certain elements of each requirement.

Are there any gaps in the guidance material?
A serious gap in the current Guidance is the way it overlooks the need to provide support with grief
and bereavement even though this is an important area of need for consumers, carers and aged care
staff. With 35% of all deaths in Australia occurring in residential aged care there is a need to ensure
awareness of grief and bereavement for all staff, including non-clinical, as often long-term and close
relationships are formed with residents and their families. Upskilling the workforce in this area would
not only assist in supporting the families and carers of the person who has died, but also foster an
environment of support for other residents and the staff themselves, an important component of selfcare and staff retention.
Under the section on definitions (starting on page 4) the following definitions should be reviewed and
made consistent with the Australian Commission on Safety and Quality in Health Care National
Consensus Statement: Essential elements for safe high quality end of life care (2015):
-

End of life care

-

Advance care planning

The following definitions are currently omitted and need to be included. They should also be
consistent with the Australian Commission on Safety and Quality in Health Care:
-

Palliative care

-

Advance Care Plan

-

End of life

-

Substitute decision maker

-

Spiritual care

-

Respite

Spiritual care is an integral part of palliative care and there are gaps in understanding about spirituality
and spiritual care by aged care staff and organisational leaders. The Guidance material and Standards
also need to reflect the importance of meaning, purpose and connectedness for people receiving aged
care, as described in the National Guidelines for Spiritual Care in Aged Care. These National Guidelines
are an important opportunity for aged care facilities to offer services that are genuinely orientated
around what is most important for the older person.

5

Finally, the availability of appropriate respite care options for people receiving palliative care is an issue
of high importance to PCA and we note there are only minor references to the provision of respite
services within the Guidance. Unfortunately the current system is not suitable for people receiving
palliative care and their specific needs. PCA recommends the guidance document includes a reference
to the provision of respite services noting in particular for palliative care:
•

Improved access to training, where staff will need to be well trained to deliver appropriate
respite care to someone receiving palliative care.

•

Adequate resourcing of respite care services to deliver and/or support the delivery of
palliative care, which includes access to specialised equipment and materials to manage
pain and provide symptom relief.

For reference see:
•

Principles for Palliative and End-of-Life Care in Residential Aged Care (2017) Principles 6 - 8

•

Policy Statement: Spiritual Care: Integral to Palliative Care in Aged Care (2017)

•

National Guidelines for Spiritual Care in Aged Care (2016)

•

Consensus Statement: Carer and Consumer Engagement in Palliative Care and End-of-Life
Care (2018)

•

National Consensus Statement: Essential elements for safe high quality end of life care
(2015) Guiding Principles – all
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Policy Statement
Advance Care Planning &
Advance Care Directives
April 2018
This is a joint policy
statement from Palliative
Care Australia and
Advance Care Planning
Australia

Palliative Care Australia is
the national peak body for
palliative care in Australia.
PCA provides leadership
on palliative care policy
and community
engagement. Working
closely with consumers, its
Member Organisations
and the palliative care and
broader health workforce,
PCA aims to improve the
quality of life and death
for people with a lifelimiting illness, their
families and carers.

Advance Care Planning
Australia is a national
program, enabling
Australians to make the
best choices for their life
and health care.
ACPA increases advance
care planning resources
across health sectors and
NGOs, improves workforce
capability, produces
information resources for
diverse consumers and
communities, and builds
the evidence base for
advance care planning.

Dying is a normal part of life, and it is important for all Australians to have
discussions about death and dying. By doing so people and their families
are able to formulate and communicate their end-of-life preferences. This
helps ensure their treatment and care best aligns with their values and
preferences regarding both the type and place of care and place of death.
Advance care planning promotes care that is consistent with a person’s
goals, values and beliefs, and is an essential tool in enabling Australians to
communicate their preferences regarding their end-of-life care. Whilst
advance care planning discussions are valuable in their own right, a written
Advance Care Plan or an Advance Care Directive increases the likelihood
that the person’s preferences will be known and followed.
In 2015, almost 160,000 Australians died and the leading cause of death was
chronic disease i. Two-thirds of deaths occurred in people aged 75 or over and
around half of all deaths occurred in hospital, with another third occurring in
residential aged care facilitates ii. It is unknown how many people had
expressed preferences for care and /or had these preferences followed.
Evidence suggests the uptake of advance care planning remains low iii.
Advance care planning provides a mechanism to improve the quality of care
including end-of-life care for all people. Palliative Care Australia (PCA) and
Advance Care Planning Australia (ACPA) highlight that advance care planning
enables the coordination of access to resources and services, to match
anticipated care needs, and offers individuals the opportunity to take control
of decisions which affect their care. Advance care planning should be
considered as an ongoing conversation between the individual, their care
team and as appropriate, their family, significant others and carers.
PCA and ACPA emphasise that advance care planning is not the exclusive
domain of any particular health sector or setting, and should involve all
members of the care team. Currently there is limited understanding of, and
resources to support advance care planning implementation across sectors.
Promoting awareness of and engaging in advance care planning and end-oflife care discussions is also the responsibility of individuals and the wider
community, and is not just for people with a life-limiting illness, or those
nearing the end of life, but should be considered by everyone.
PCA and ACPA affirm that conversations about advance care planning, dying
and end-of-life require significant knowledge, experience and enhanced
communication skills and should be delivered with respect, compassion and
sensitivity. The competencies of the workforce engaged in advance care
planning and end-of-life care discussions needs further attention.
PCA and ACPA believe an integral component of advance care planning is the
opportunity to choose and prepare a substitute decision-maker. In situations
where an individual is no longer able to communicate their own preferences,
it may fall upon a substitute decision maker. The substitute decision-maker
role must be promoted and supported, with decisions acknowledged and
upheld in all jurisdictions. The capacity of people living with dementia or
other types of cognitive impairment to participate in advance care planning
must also be considered. Capacity is assumed under law unless there is

evidence to the contrary iv. If there is a need to assess capacity, an assessment
should be undertaken. Even if a person lacks capacity, it is important that
they are given support to enable them to participate in advance care
planning conversations as much as possible.
PCA and ACPA highlight that written Advance Care Plans or Advance Care
Directives are an important part of the advance care planning process,
serving as a vehicle for documentation regarding preferences and values as
well as decisions about the type and level of medical intervention people
wish to receive during significant illness and at the end of life. Individuals
must also be provided with opportunities to continually reassess an Advance
Care Plan and/or Advance Care Directive based on current circumstances and
anticipated future needs.
Advance Care Directives have legal status and are intended to uphold a
patient’s previously articulated preferences should the person no longer be
able to make or communicate their own decisions v. All Australian states and
territories currently recognise and support advance care planning and
recognise Advance Care Directives under either state legislation or common
law/policy, however terminology and provisions vary. Navigating available
documents is complex, and this can lead to difficulties in implementation.
There is no one correct way to implement advance care planning. PCA and
ACPA maintain that the process should be controlled by the individual, who
should be free to choose, without force or coercion, and create an Advance
Care Plan or an Advance Care Directive that upholds their preferences and
values for care. People who elect to not participate in advance care planning
must also be supported to make this choice.
PCA and ACPA recommend a nationally collaborative approach to advance
care planning reform, to promote and monitor advance care planning uptake
within Australia. This includes:
•
•
•
•
•
•
Original Date: December 2012
Last Updated: April 2018

Consumer and community initiatives such as advance care planning
advisory services, resources and awareness campaigns regarding advance
care planning and end-of-life care options.
National guidelines to promote good practice in advance care planning,
which should promote whole of health system implementation.
Investment in workforce development and training (undergraduate and
post graduate) to build the capacity of all professionals to engage in endof-life and advance care planning discussions
Harmonisation across state and territory legislation (and terminology)
governing the scope and implementation of Advance Care Directives, as
well as the appointment and status of substitute decision makers.
Development and implementation of the My Health Record as the
national system for recording advance care planning conversations,
Advance Care Plans and Advance Care Directives.
A national Advance Care Directive prevalence data set to monitor uptake
and to assist with implementation, policy development and evaluation.
02 6232 0700 | pcainc@palliativecare.org.au | palliativecare.org.au
03 9496 5660 | acpa@austin.org.au | advancecareplanning.org.au

ABS (2016). Causes of Death, Australia, 2015. ABS Cat No. 3303.0 Canberra
AIHW (2017). National Hospital Morbidity Data and National Aged Care Data Clearinghouse.
iii
Ruseckaite, R., Detering, K. M., Evans, S. M., Perera, V., Walker, L., Sinclair, C. Nolte, L. (2017). Protocol for a national
prevalence study of advance care planning documentation and self-reported uptake in Australia. BMJ Open, 7(11), e018024.
iv
‘Supporting substitute decision makers’. Dementia Australia. [accessed April 2018]
v
'Advance Directives'. QUT End of Life Law in Australia. [accessed March 2018]
i

ii

2018
CONSENSUS STATEMENT

Carer and Consumer
Engagement in Palliative
Care and End-of-Life Care

Introduction
This consensus statement has been developed by Palliative Care Australia, Consumers Health Forum
of Australia and Carers Australia. Palliative care and end-of-life care should be strongly responsive
to the needs, preferences and values of people, their families and carers. People should be able to
access appropriate palliative care support, regardless of income, background, diagnosis, prognosis;
they should be able to access palliative care when and where they need it.
Palliative care is an all-inclusive approach to improving the quality of life for people living with a life-limiting
illness, their families and carers. This involves:

1

early intervention to prevent or relieve pain and other distressing physical symptoms (such as breathing
difficulties, nausea, vomiting and delirium).

2

the provision of psychological and spiritual support to reduce suffering and distress related to feelings of
helplessness, remorse, loss, anxiety and loneliness as people and their families face mortality.

3

social support to address practical and financial issues related to the person’s social and living
circumstances, access to carers and their functional independence.

The individual needs of people who are living with a life-limiting illness, their carer and family will determine which
services they access at any given time.
This Statement draws upon the National Consensus Statement: Essential Elements for Safe and High Quality
End-of-Life Care developed by the Australian Commission on Safety and Quality in Health Care1 and the National
Palliative Care Standards2 developed by Palliative Care Australia.

1. National Consensus Statement: Essential Elements for Safe and High-Quality End-of-Life Care, Sydney, ACSQHC, 2015.
2. National Palliative Care Standards, Canberra, PCA, 2018
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Consensus Statement
Person and Family Centred Care
• A person and family-centred approach to palliative care and end-of-life care accepts that an illness has an
impact on both the individual and their family and carers.
• The focus of care should be on the individual and the family unit. This requires effective communication,
supported or shared-decision making and respect for personal autonomy
• People must be empowered to direct their own care whenever possible, as the more choice and control a
person has over their own health and care the better the outcomes. This includes people with dementia and
other types of cognitive impairment.
• Care should reflect people’s changing priorities, needs, goals and wishes over the course of their illness and as
they approach death.
• Many factors may shape or change a person’s preferences about where their treatment and care occur.
Changes in family circumstances, such as the poor health or loss of carers, may reduce the possibility of
receiving palliative care or end-of-life care at home.
• Consumers must be treated with dignity and respect, their need for privacy considered and the right for
regular personal care needs maintained, throughout palliative care and end-of-life care, including after death.
• Families, carers and friends should be supported to spend as much time with a loved one as they wish,
including after death.

Carers need support
• The extent and quality of support provided to the carer and the person nearing the end of life is key to the
experience they both have. Caring for someone who is dying is an individual commitment and can be a rich,
rewarding and challenging experience.
• There is often a heavy emotional strain associated with caregiving at the end of life, with carers experiencing
fatigue, resentment, social isolation and stress.
• Carers need support to allow them to provide care in a manner that also promotes their health, wellbeing and
personal aspirations. These include:
-- improved access to timely in-home support (including services, equipment, information, education and
resources)
-- expanded access to planned and emergency respite care services to support carers
-- early identification of carers’ emotional and physical health needs, including during bereavement
-- addressing carers’ needs for greater financial support, including prompt access to the carers allowance, and
-- carer-sensitive workplace policies that support flexible working hours and leave arrangements for carers of
people receiving palliative care or end-of-life care
• Young carers3 caring for a person receiving palliative care may need additional support in accessing services
for themselves and for those they are caring for. This includes school support to ensure that their education
needs are being met, enabling access to training and employment opportunities and participation in key social
networks.

3. Young carers are people under 25 years of age.
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Community, culture and beliefs
• Health and care delivery must not be impeded by cultural barriers, power imbalance or knowledge/information
differences between those receiving and those delivering care.
• Providing for cultural, spiritual and psychosocial needs of people, and their families and carers is as important
as meeting their physical needs.
• Dying is a normal part of life and a human experience – not just a medical event. The whole community is
responsible for normalising discussions about advance care preferences, death and dying.
• Spiritual and cultural needs and preferences in relation to death and grief practices must be respected.
• Services need to respect diversity and provide end-of-life care that meet the needs of consumers, including
those from culturally and linguistically diverse backgrounds, Aboriginal and Torres Strait Islander peoples and
people who identify as lesbian, gay, bisexual, transsexual or intersex.
• In line with the values of the Compassionate Communities movement,4 consumers, families and carers are
supported to identify and maintain caring networks.

Responsive care delivery
• Health and care services need to be shaped by, and respond to, community values and priorities. People should
be viewed as partners in their own care.
• Co-design should be standard practice, where consumers serve as equal contributors to work with policy
makers, commissioners of services and service providers during review, planning and implementation.
• Improved respite services are urgently needed that can be responsive to, and provide the type of care required,
of a person receiving palliative care or end-of-life care.
• Health and care service staff should recognise deterioration of carers health and well-being so this care is not
overlooked.
• Health and care services must have access to appropriate equipment to support end-of-life care and manage
symptoms, with all people able to receive adequate pain and other symptom management.
• Palliative care and end-of-life care should be delivered by appropriately trained and skilled staff and teams,
including volunteers. All staff with a caring role must be trained and supported to recognise when a person’s
needs have changed.
• All services should have access to specialist palliative care support when required. This is a challenge for rural
and remote locations and may need innovative solutions.
• The roles of all those involved in end-of-life care need to be recognised, respected and supported. This includes
specialist palliative care, general practitioners, pharmacists, nurses, care staff, support and services staff,
volunteers and those providing social and spiritual support.
• Transfers to other services should be informed by need and consumer/carer choice and always discussed with
the consumer/carer. Transfers should always be coordinated to ensure continuity of care, including needed
support for carers.
Palliative care is person and family-centred care provided for a person with an active, progressive,
advanced disease, who has little or no prospect of cure and who is expected to die, and for whom the
primary treatment goal is to optimise the quality of life. Dying is a normal process with palliative care
offering a support system to help people to live their life as fully and as comfortably as possible until death
and to help families cope during this illness and in their bereavement.
People are approaching the ‘end of life’ when they are likely to die within the next 12-months.

4. Compassionate Communities aims to promote and integrate social approaches to dying, death and bereavement in the everyday life of
individuals and communities. http://www.compassionatecommunities.net.au/#ccns

Contact
Palliative Care Australia
palliativecare.org.au

Carers Australia
carersaustralia.com.au

Consumers Health Forum of Australia
chf.org.au
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Policy Statement
Palliative Care and Dementia
May 2018
This is a joint policy
statement from Palliative
Care Australia (PCA) and
Dementia Australia.
Palliative Care Australia is
the national peak body for
palliative care in Australia.
PCA provides leadership
on palliative care policy
and community
engagement. Working
closely with consumers, its
Member Organisations
and the palliative care and
broader health workforce,
PCA aims to improve the
quality of life and death
for people with a lifelimiting illness, their
families and carers.
Dementia Australia is the
national peak body for
people, of all ages, living
with all forms of
dementia, their families
and carers. It provides
advocacy, support
services, education and
information. An estimated
425,000 people have
dementia in Australia. This
number is projected to
reach more than 1.1
million by 2056. Dementia
Australia is the new voice
of Alzheimer’s Australia.
Dementia Australia’s
services are supported by
the Australian
Government.

While the age of diagnosis, speed of onset, severity and type of symptoms
of dementia will vary depending on the individual and the disease that
initially caused it, ultimately dementia is a terminal condition. Because of
this it is essential that palliative care is discussed and made available from
the diagnosis of dementia. A person living with dementia, just as any other
Australian, has the right to appropriate, compassionate and timely
palliative care, which includes pain relief and symptom management, and
the prevention and relief of suffering.
Dementia i is different from other terminal conditions; in part because of the
long, unpredictable course of the disease, issues around capacity for decision
making, difficulties in communication and lack of community understanding
of the disease. Many people living with dementia struggle to access palliative
care that appropriately responds to their needs and respects their wishes.
Access can be especially difficult for people from diverse backgrounds and
those with behavioural symptoms of dementia ii.
PCA and Dementia Australia highlight that many aged care services and
community based services are not equipped to address the unique palliative
care needs of people living with dementia due to limited resources or
appropriately trained staff. By expanding the awareness and understanding
of palliative care and dementia across the community and healthcare sectors
PCA and Dementia Australia assert that it is possible to improve the
accessibility of appropriate palliative care for people living with dementia.
PCA and Dementia Australia emphasise that comprehensive palliative care
for people living with dementia should be available when and where it is
needed, including community or home based care, residential aged care,
hospice care, and acute care settings. There is a need to improve the
provision of palliative care services for people living with dementia in each of
these settings, and to increase the ability of health professionals, staff,
families and the community to meet the specific palliative care needs of
people living with dementia.
PCA and Dementia Australia encourage individuals, their families and health
professionals to engage in advance care planning iii conversations at the time
of diagnosis as this is critical in supporting people living with dementia to
exercise choice and control over the care and treatment they wish to
receive at the end of life, while they are still able. Even if a person lacks
capacity, it is important they are given support to enable them to participate
in advance care planning conversations. A person living with dementia must
also be provided with the opportunity to choose and prepare a substitute
decision-maker, who may be required to make decisions when the person is
no longer able to communicate their own preferences.
PCA and Dementia Australia acknowledge the importance of supporting
families and those caring for people living with dementia. It is critical that
carers are able to access high-quality respite care that is responsive,
respectful, culturally appropriate, and which addresses the needs of the
person they care for, respecting the persons individuality, and promoting a
good quality of life.

Palliative care is person
and family-centred care
provided for a person with
an active, progressive,
advanced disease, who has
little or no prospect of
cure and who is expected
to die, and for whom the
primary treatment goal is
to optimise the quality of
life. Dying is a normal
process with palliative care
offering a support system
to help people to live their
life as fully and as
comfortably as possible
until death and to help
families cope during this
illness and in their
bereavement.
People are approaching
the ‘end of life’ when they
are likely to die within the
next 12-months.

PCA and Dementia Australia recommend and advocate for improved
awareness and understanding of the unique palliative care needs of people
living with dementia, their families, carers and community.
•

•

•

•

•

•

•
•

•
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There must be early involvement of the person, where possible, and
their family and carers, where appropriate, in decision making,
identification of goals, and delivery of palliative care.
A flexible model of care is required which enables health and care
professionals to provide the right care, at the right time, and within the
right setting to accommodate the changing needs of people living with
dementia, and their carers, as the disease progresses.
Improved access to specialist palliative care services in the community is
needed to address the complex needs of dementia and to enable
greater choice in the type of care that is provided.
Health and care professionals need additional training in palliative care,
end-of-life care, advance care planning, the assessment of symptoms
such as pain and distress, and how to appropriately identify, care for
and manage the behavioural and psychological symptoms of dementia.
All health and aged care facilities must be equipped and supported to
provide appropriate care to people with behavioural and psychological
symptoms of dementia so that no person is turned away from these
services due to a diagnosis of dementia.
People living with dementia and their carers need to be supported,
through improved access to information and discussions with health
professionals, to consider and document their end-of-life care wishes
through advance care plans as soon as possible following diagnosis or
onset of dementia symptoms.
Improved access to support and respite is needed for families and carers
of people living with dementia.
Nationally consistent advance care planning legislation is needed to
reduce jurisdictional confusion, provide protection to health
professionals and community members, and allow care recipients to
transition across borders to be closer to family and their community.
Advance care plans should be linked to My Health Records, if the person
living with dementia or their decision maker wishes, to ensure they can
be accessed by all health professionals involved in the care of the
individual in a timely manner.

02 6232 0700 | pcainc@palliativecare.org.au | palliativecare.org.au
02 6278 8900 | nat.admin@dementia.org.au | dementia.org.au

Dementia describes a collection of symptoms that are caused by disorders affecting the brain. There are many different
forms of dementia and each has its own causes. The most common types of dementia include Alzheimer's disease, Vascular
dementia, Parkinson's disease and Huntington's disease. Dementia Australia (2017) ‘What is dementia?’ Help Sheet 1.
ii
Alzheimer’s Australia (2012) ‘Consumer Engagement in the Aged Care Reform Process’.
iii Advance care planning enables the coordination of access to resources and services, to match anticipated care needs, and
offers individuals the opportunity to take control of decisions which affect their care. Advance care planning should be
considered as an ongoing conversation between the individual, their care team and as appropriate, their family, significant
others and carers. PCA and ACPA (2018) ‘Policy Statement: Advance Care Planning & Advance Care Directives’
i

Principles for
Palliative and End-of-Life Care
in Residential Aged Care

Introduction
These principles have been developed collaboratively by Palliative Care Australia, Alzheimer’s
Australia, COTA Australia, Aged & Community Services Australia, Leading Age Services Australia,
Catholic Health Australia and the Aged Care Guild to present a united commitment in recognising
the diverse needs of residential aged care consumers, families, carers, aged care staff and service
providers in providing palliative and end-of-life care.

Principles for Palliative and End-of-Life Care in Residential Aged Care

The Australian population is ageing and the need
for palliative and end-of-life care across all care
settings is increasing. As the population ages, so
too does the demand for aged care in both the
home and in residential care settings.
In 2010–11, 75% of the 116,481 people aged at least
65 years who died in Australia had used aged care
services in 12 months before their death. The older a
person was when they died, the more likely they were
to have been accessing a service at the time of death.1
It is important that older people are supported to
receive high quality end-of-life care in the setting of
their choice, whether that be in their own home, in
residential aged care, in an acute care hospital or in
a dedicated hospice service. Many people receive
palliative care in an acute care hospital, but there is
a growing recognition that acute care hospitals are
not always the most appropriate settings from which
to provide dedicated end-of-life care that promotes
comfort and quality of life.
Nationally there were 231,500 permanent residents in
Australia in 2014–15 with completed ACFI appraisals, yet
only 1 in 25 of these indicated the need for palliative care.2
Ensuring the availability of high quality palliative
and end-of-life care services in aged care facilities
and people’s own homes, will enable more older
Australians to have a good death, better support
their families and carers during the dying and
bereavement processes and facilitate the better
allocation of scarce health resources.
The principles draw upon the National Consensus
Statement: Essential Elements for Safe and HighQuality End-of-Life Care (The National Consensus
Statement) developed by the Australian Commission
on Safety and Quality in Health Care, particularly:3

Palliative and end-of-life care delivered in
accordance with these principles will help older
Australians in residential aged care to have the best
death possible, and to live the remainder of their
lives to the fullest with dignity and in comfort. It will
also support families and carers in caring for their
loved one and during the bereavement period and
support staff to deliver the best care possible.
The principles reflect the need to:
• recognise when an aged care consumer is
approaching the end of life
• assess, document and meet changing care
requirements
• ensure equitable access to high quality
end-of-life care
• ensure residential aged care services are
adequately resourced to provide high quality
palliative care
• ensure staff are adequately trained and
supported in delivering end-of-life care
• ensure care is holistic and seamless
• respect dignity, privacy and diversity, including
spiritual, cultural and gender diversity.
• understand and meet the needs of consumers
with dementia
• support families and carers in bereavement
• appropriately acknowledge the contribution
of the consumer.

Take care with the end as you
do with the beginning.4

• Dying is a normal part of life and a human
experience, not just a biological or medical event
• Patients must be empowered to direct their own care,
whenever possible. A patient’s needs, goals and
wishes at the end of life may change over time
• Providing for the cultural, spiritual and psychosocial
needs of patients, and their families and carers is as
important as meeting their physical needs
• Recognising when a consumer is approaching
the end-of-life is essential to delivering
appropriate, compassionate and timely
end-of-life care.

1. AIHW 2016, Palliative care in residential aged care. 2. AIHW 2015, Use of aged care services before death, Data Linkage Series Number 19.
3. National Consensus Statement: Essential Elements for Safe and High-Quality End-of-Life Care, Sydney, ACSQHC, 2015, p.4.
4. Attributed to Lao Tzu, quoted in A matter of life and death – 60 voices share their wisdom, Rosalind Bradley, Jessica Kingsley Publishers, 2016.

Principles for Palliative and End-of-Life Care in Residential Aged Care

2

Principles
The following principles reflect the views of Palliative Care Australia, Alzheimer’s Australia, COTA Australia,
Aged & Community Services Australia, Leading Age Services Australia, Catholic Health Australia and the
Aged Care Guild .

1

2

Consumers physical and mental needs at
end-of-life are assessed and recognised
a. End-of-life care should be recognised as
part of the normal scope of practice of
residential aged care, acknowledging that
aged care facilities are home for many
people at the end-of-life.
b. All care is consumer and family centred
and directed.
c. The end-of-life needs of residents of aged
care services are assessed, documented and
regularly reviewed.
d. The stages of life-limiting conditions are
recognised, with end-of-life care needs
acknowledged as requiring a palliative
approach.
e. Changes in consumer health status are
recognised and changing needs documented
and met.
f.

The mental health needs of consumers are
assessed, documented and met including
treatment for anxiety or depression if required.

Consumers, families and carers are
involved in end-of-life planning and
decision making
a. Consumers, families and carers are kept
regularly informed of the stages of the
life‑limiting condition and treatment options
and supported through treatment decisions
if circumstances change.
b. Consumers, families and carers are supported
to develop and regularly review advance care
plans, particularly if circumstances change.
c. Consumers are supported to regularly discuss
and understand the implications of treatment
options and different end-of-life care choices,
with their needs and wishes documented.
d. Consumers, families and carers are
supported to change advance care plans
or treatment decisions if circumstances
change. Consumers, families and carers
understand their right to request or decline
life-prolonging care.
e. Consumers understand that unless required
by law, doctors are not obliged to initiate
or continue treatments that will not offer a
reasonable hope or benefit or improve the
patient’s quality of life.5
f.

Where appropriate, substitute decision
makers are identified and actively involved in
discussing the consumer’s needs and wishes.

5. Op.Cit (3), p5.
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5

Consumers receive equitable and timely
access to appropriate end-of-life care
within aged care facilities
a. Consumers are able to access appropriate
palliative care support, regardless of
income, background, diagnosis, prognosis
or geographic location.
b. Consumers receive adequate and timely
pain and symptom management.
c. Consumers and staff have access to
appropriate equipment to support end-of-life
care and manage symptoms.

4
End-of-life care is holistic, integrated and
delivered by appropriately trained and
skilled staff
a. End-of-life care is considered a core
competency for aged care workers.
b. End-of-life care is delivered by appropriately
trained and skilled staff and teams.
c. All staff with a caring role are trained and
supported to recognise when end-of-life care is
required and a consumer’s needs have changed.
d. Residential aged care services are adequately
resourced to deliver and/or support the
delivery of end-of-life care. This includes
access to specialised equipment and materials.
e. Staff actively develop and document care plans
and a care leader is identified to ensure care is
appropriate, in accordance with the consumer
and family wishes, coordinated and holistic.
f.

All residential aged care services have access
to specialist palliative care support when
required. We recognise that this is a particular
challenge for rural and remote locations.

g. The roles of all those involved in end-of-life care are
recognised, respected and supported, including
specialist palliative care, general practitioners,
primary health care, pharmacists, nurses, care
staff, support and services staff, volunteers and
those providing social and spiritual support.

The end-of-life care needs of consumers
with dementia or cognitive impairment
are understood and met within residential
aged care
a. Dementia is recognised as a terminal illness.
b. Where possible, staff will encourage and
support end-of-life care planning and
decision-making with early involvement of
the consumer, family and carers at the time
of a dementia diagnosis.
c. Residential aged care services will provide
appropriate care to consumers with
behavioural and psychological symptoms of
dementia or cognitive impairment, ensuring all
appropriate services including end-of-life care
are identified, documented and accessed.
d. Substitute decision makers are actively
involved in discussing the consumer needs
and wishes.

6
Consumers, families and carers are
treated with dignity and respect
a. Consumers are treated with dignity and
respect throughout end-of-life care,
including after death.
b. Consumers, families and carers have their need
for privacy respected, including after death.
c. Families, carers and friends are supported to
spend as much time with a loved one as they
wish, including after death.
d. Intimate care needs are attended to regularly
and with respect to the consumer and their
family and carers.
e. Consumer possessions are appropriately cared
for and returned to family (or as directed by
the consumer) in a timely manner after death.

h. Staff in residential aged care services
are appropriately supported in caring for
consumers with life-limiting conditions.
i.

Transfers to other services are based on
necessity or consumer/carer choice, with
care plans shared.
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7
Consumers have their spiritual, cultural and
psychosocial needs respected and fulfilled

Families, carers, staff and residents are
supported in bereavement

a. Residential aged care services respect
diversity and provide end-of-life care that
meet the needs of consumers, including
those from culturally and linguistically diverse
backgrounds, Aboriginal and Torres Strait
Islander peoples and people who identify as
lesbian, gay, bisexual, transsexual or intersex.

a. Families and carers are supported to care for
and/or stay with, a loved one after death.

b. Spirituality, defined as ‘the way we seek and
express meaning and purpose; the way we
experience our connection to the moment,
self, others, our world and the significant or
sacred’6 is discussed with consumers and
families, and consumers and families are
supported in having those needs met.

b. Spiritual and cultural needs following death
are understood and respected and families
and carers supported in undertaking death
and grief related practices and rituals.
c. Families and carers are offered support in
grief and grieving, or referred to appropriate
support services.
d. Staff and other residents of aged care
services are appropriately supported in
loss and grief.

c. Cultural needs are discussed with consumers
and families, and consumers and families are
supported in having their needs met.
d. In alignment with the values of the
Compassionate Communities movement,7
consumers, families and carers are supported
in identifying and maintaining caring networks.
e. Consumers are offered support to document
key aspects of their lives, to reflect their
contributions and chart a ‘life story’.
f.

As far as is practical, consumers are
encouraged to identify and fulfil last wishes
and goals.

Residential aged care services and staff should take the
appropriate steps to recognise and acknowledge the consumer’s
life and contribution after their death.

6. Meaningful Ageing Australia, Definitions, http://meaningfulageing.org.au/definitions. 7. Compassionate Communities aims to promote and integrate social
approaches to dying, death and bereavement in the everyday life of individuals and communities. http://www.compassionatecommunities.net.au/#ccn.
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Definitions
The World Health Organisation8 defines palliative
care as follows:
Palliative care is an approach that improves the
quality of life of patients and their families facing
the problem associated with life-threatening illness,
through the prevention and relief of suffering by means
of early identification and impeccable assessment
and treatment of pain and other problems, physical,
psychosocial and spiritual.
Palliative care:
• provides relief from pain and other distressing
symptoms;
• affirms life and regards dying as a normal process;
• intends neither to hasten or postpone death;
• integrates the psychological and spiritual aspects
of patient care;
• offers a support system to help patients live as
actively as possible until death;
• offers a support system to help the family cope
during the patients illness and in their own
bereavement;
• uses a team approach to address the needs of
patients and their families, including bereavement
counselling, if indicated;
• will enhance quality of life, and may also positively
influence the course of illness;
• is applicable early in the course of illness, in
conjunction with other therapies that are intended
to prolong life, such as chemotherapy or radiation
therapy, and includes those investigations needed
to better understand and manage distressing
clinical complications.

The World Health Organisation also states:
Addressing suffering involves taking care of issues
beyond physical symptoms.
Palliative care uses a team approach to support patients
and their caregivers. This includes addressing practical
needs and providing bereavement counselling. It offers
a support system to help patients live as actively as
possible until death.
Palliative care is explicitly recognised under the
human right to health. It should be provided through
person-centred and integrated health services that pay
special attention to the specific needs and preferences
of individuals.
The National Consensus Statement: Essential
Elements for Safe and High-Quality End-of-Life Care9
states that people are ‘approaching the end of life’
when they are likely to die within the next 12 months.
This includes people whose death is imminent
(expected within a few hours or days) and those with:
• advanced, progressive and incurable conditions
• general frailty and co-existing conditions that
mean that they are expected to die within
12 months
• existing conditions, if they are at risk of dying
from a sudden acute crisis in their condition
• life-threatening acute conditions caused by
sudden catastrophic events.

8. World Health Organization Fact Sheet No 402, Palliative Care, July 2015. 9. Australian Commission on Safety and Quality in Health Care,
National Consensus Statement: Essential Elements for Safe and High-Quality End-of-Life Care, Sydney, ACSQHC, 2015, p33.
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Joint Position Statement
Spiritual Care: Integral to
Palliative Care in Aged Care
May 2017
This is a joint position
statement from Palliative
Care Australia and
Meaningful Ageing Australia.

Spirituality is the way we seek and express meaning and purpose; the way
we experience our connection to the moment, self, others, our world and
the significant or sacred. Spiritual care occurs in a compassionate
relationship. It responds to our search for meaning, self-worth, and our need
to express ourselves to a sensitive listener.1
Palliative Care Australia and Meaningful Ageing Australia affirm that:



Palliative Care Australia
(PCA) is the national peak
body for palliative care in
Australia. PCA provides
leadership on palliative care
policy and community
engagement. Working closely
with consumers, its Member
Organisations and the
palliative care and broader
health workforce, PCA aims
to improve the quality of life
and death for people with a
life-limiting illness, their
families and carers.

Meaningful Ageing Australia
is the national peak body for
spiritual care and ageing.
Meaningful Ageing
Australia’s mission is to
enable access to high quality
pastoral and spiritual care for
all older people in Australia.
We do this by creating high
quality, practical resources;
and advocacy.









Spiritual care is an integral part of palliative care.
A palliative approach includes spiritual assessment, and the involvement
of appropriately trained staff.
There are gaps in understanding about spirituality and spiritual care
across the community, including amongst aged care staff and
organisational leaders.
Further education and specific funding is needed, for spiritual care
practitioners to function as part of the team in the palliative approach.
Religious and spiritual beliefs can affect decision-making about
treatment, medicine and self-care as well as expectations of, and
relationships, with health and aged care service providers.
Individualised spirituality-based interventions can lead to lower
depression scores and reduced anxiety.
Cross-disciplinary palliative care is required to address psychosocial and
spiritual needs at end-of-life in long-term care settings.

Palliative Care Australia and Meaningful Ageing Australia call for:








All aged care organisations to recognise the importance of spirituality
and spiritual care for people, particularly those receiving end-of-life and
palliative care, and respond appropriately to these needs.
Aged care funding models to include specialised spiritual care support.
Aged care workforce development to recognise spiritual need,
particularly for those receiving end-of-life and palliative care, and
improve capability to provide basic spiritual care.
Consistent spiritual screening and assessment of all people in aged care,
particularly at the point of commencing end-of-life and palliative care.
Australian aged care standards to reflect the importance of meaning,
purpose and connectedness for people receiving aged care, as described
in the National Guidelines for Spiritual Care in Aged Care.
02 6232 0700 | pcainc@palliativecare.org.au | palliativecare.org.au
03 8387 2616 | admin@meaningfulage.org.au | meaningfulageing.org.au

1

Meaningful Ageing Australia “Definitions”, Meaningful Ageing, accessed 21 April 2017 http://meaningfulageing.org.au/definitions. For the purposes of this
document, pastoral care will be referred to as specialist spiritual care.

The Palliative Approach and the National Guidelines for Spiritual Care in Aged Care
More than ten years ago the Australian Government identified a particular need for people with a life-limiting
illness or who are dying as a consequence of the ageing process to receive palliative care in residential aged
care. The government later released the Guidelines for a Palliative Approach in Residential Aged Care2 which
acknowledged the importance of palliative care for people in community based and residential aged care as
they enter the final phase of life.
These guidelines describe the palliative approach and call for an integrated and holistic approach to spiritual
care in palliative care for older people. The guidelines emphasise that for both residential and community based
care the primary goal of a palliative approach is to improve the person’s level of physical comfort and function,
and to address their psychological, spiritual and social needs.
Building on the government’s commitment, Meaningful Ageing Australia developed the National Guidelines for
Spiritual Care in Aged Care3 which specify that “spiritual care is an essential component of palliative and end of
life care” and that “understanding the older person’s spiritual needs is essential to be able to provide spiritual
care that is appropriate for each individual”. To support this, screening by staff who have had training in spiritual
care is recommended, followed by more in-depth care by a spiritual care practitioner or other suitably qualified
member of the care team as required.
The importance of spirituality and spiritual care 4
Religious and spiritual practices and beliefs may impact the way people understand diagnoses, illness, health,
loss and recovery, their strategies for coping with illness and resilience, resources and sense of support;
enhance pain management, improve outcomes following surgery, and reduce the chance of substance abuse.
Numerous studies demonstrate the role of spiritual support in overall wellbeing including health outcomes such
as increased hope, greater longevity, coping skills, health-related quality of life, and less anxiety, depression and
suicide. Further, self-reported spirituality is a strong predictor of adjustment to ageing and following spiritual
care interventions, reports from nursing staff noted that clients seem relaxed, peaceful, grateful, and calm states believed to aid healing and recuperation or peaceful death.
Medical support with a focus on spiritual care and specialised spiritual care visits is associated with higher
quality of life scores near death. People can be better supported to prepare for their final months and weeks of
life through reflecting on their life and its contribution, exploring unresolved issues, reinforcing their worth and
having their preferences recorded and respected.
Spirituality and grief4
Families and staff form a vital part of the older person’s palliative care team. For families spiritual care activities
are associated with increased overall family satisfaction. Sensitive spiritual support for families in the time
leading up to end-of-life and immediately after their loved one has died is essential. Without this in place,
normal grief processes are in danger of being de-railed.
Another key finding during the development of the National Guidelines for Spiritual Care in Aged Care was the
importance of spiritual support for staff. In order for staff to be fully available and present to the people in their
care, they need to be given the opportunity to acknowledge their experiences of being a carer, and allowed to
develop and access their own spiritual resources.
Despite the significance of spirituality within end-of-life and palliative care, there is currently no funding
specifically for spiritual care, and the availability of spiritual care in aged care is left to the discretion of the care
provider. Palliative Care Australia and Meaningful Ageing Australia would like to see the universal acceptance of
the importance of spiritual care in aged care, and particularly for those receiving end-of-life care, their families,
carers and staff.

2

Australian Government Department of Health and Ageing, Guidelines for a Palliative Approach in Residential Aged Care Enhanced Version (Canberra:
Commonwealth of Australia, 2006), 4.
3 Meaningful Ageing Australia, National Guidelines for Spiritual Care in Aged Care (Parkville: Meaningful Ageing Australia, 2016) Developed in partnership
with Spiritual Health Victoria and project managed by the National Ageing Research Institute.
4 Comprehensive references can be provided on request. Please contact Meaningful Ageing Australia.

