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1. Executive summary
An international literature search identified that there are no guidelines regarding 
best practice in spiritual care specifically for older people. This significant gap was 
identified as a priority for project partners Meaningful Ageing Australia1 and Spiritual 
Health Victoria. Following a successful funding application to the Department of 
Social Services2, a project was commenced to develop National Guidelines for 
Spiritual Care in Aged Care. This project aimed to develop spiritual care guidelines 
that are applicable for residential care and home care packages to provide spiritual 
care and support to older people and their families/representatives. Whilst the 
target group for the Guidelines is primarily executives, senior managers and key 
influencers, the Guidelines are likely to be useful for a range of users such as spiritual 
care practitioners, staff, volunteers and associated health professionals. Effective 
stakeholder consultation in a series of fieldwork phases and awareness of a sound 
evidence base was central to developing Guidelines to ensure they are relevant, 
useful and accessible to a diversity of aged care organisations. A literature review was 
conducted to inform the fieldwork and development of the Guidelines at all stages.

Summary of stakeholder consultation phases
The fieldwork for stakeholder consultation was undertaken in six phases. These 
phases were broadly sequential, although there were overlaps. Each process provided 
an increasingly strong foundation for subsequent phases.

Discussions were held with stakeholder organisations and key individuals to 
identify views about the shape, content and structure of the Guidelines. 

A total of 17 focus groups were held with 128 staff, management and volunteers 
to discuss what constitutes good practice in spiritual care, as well as to identify 
barriers and enablers. The results were analysed to develop foundation principles 
for the Guidelines. 

A survey was conducted to seek feedback from stakeholders regarding the validity 
of the principles. A total of 723 responses were received from a wide cross-section of 
stakeholders. There was a high-level of agreement with the principles developed.

Interviews were held with 16 older people and their relatives/representatives to 
validate the findings of the focus groups and survey. The views of older people 
were consistent with the findings of the focus groups and survey. 

An Expert Advisory Group of 33 people assisted in the development draft 
Guidelines using an adapted Delphi3 process to achieve a high-level of agreement 
regarding the framework and content of the Guidelines. A survey with 93 
responses confirmed that the draft Guidelines reflect the views of stakeholders.

The Guidelines were piloted by 17 organisations across Australia at 21 sites. 
The pilot focused on conducting a self-assessment of current practice against 
the Guidelines to identify gaps and an action plan. Feedback from pilot 
sites confirmed that the structure of the Guidelines reflects industry needs. 
Suggestions for improvement were made and these were reviewed by a panel. 
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1 Meaningful Ageing Australia was formerly known as PASCOP (Pastoral and Spiritual Care for Older People) until May 2016.
2 Responsibility for the aged care portfolio was transferred from the Department of Social Services (DSS) to the Department of Health (DoH) in September 2015. 
3 The Delphi method is a standard technique to assess agreement among a group of experts. A series of rounds of questions seeks level of agreement to a list of statements until 
consensus is reached, defined by a benchmark for level of agreement.
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The fieldwork confirmed that there is a need for spiritual care guidelines. However, 
it was evident that spiritual care is often conflated with religious and pastoral care.4 
This has a number of flow-on effects; principally that it causes some staff and older 
people to avoid spirituality altogether, so consequently spiritual needs can go unmet. 
This reinforced the need for inclusive language that focuses on meaning, purpose and 
connectedness as well as overall resilience and flourishing. 

Key findings
A recurring theme through the fieldwork was the importance of senior executives, 
care managers/case managers and team leaders actively supporting spiritual 
care. Where all three levels of management practiced the espoused values of the 
organisation, there was a high likelihood that spiritual care is integrated into routine 
aspects of care. Where any one or more levels of management are not supportive, 
it is very difficult for staff to offer spiritual care. In summary, spiritual care can only 
flourish in an environment where there is a supportive organisational culture. Unless 
there is a close alignment between espoused and practiced values, spiritual care can 
easily be overlooked or ignored due to operational constraints.

At all stages of the project, people raised the importance of education and awareness 
of the Guidelines as well as implementation resources. Meaningful Ageing Australia 
is committed to providing a range of resources to support implementation and 
strategies for awareness raising.

Education has a key role to play in ensuring spiritual care is based on needs and 
preferences of each older person rather than the staff members’ paradigm of 
spirituality. Education also needs to support staff to explore their own spirituality, 
and spirituality more broadly. Staff also need to understand the ethical boundaries of 
spiritual care and when to refer spiritual needs to others.

A significant proportion of staff, management and older people conflate religion 
and spirituality. When definitions were clarified, positive attitudes and openness 
was observed. This reinforced the need for the use of language that conveys the key 
principles of spirituality such as meaning, purpose, connectedness and hope.

There was also confusion between spiritual care and pastoral care with many staff, 
management and older people believing only spiritual care practitioners (such as 
pastoral carers, chaplains and clergy) can meet spiritual needs. When clarification 
was provided on the commonalities and distinctions between spiritual and pastoral 
care, there was greater understanding and acceptance that all staff can offer spiritual 
care and that there is a specific and important role for spiritual care practitioners. 

It was apparent that spiritual care needs are identified and met in some 
organisations, but not in others. The existence of a pastoral care program was not 
necessarily an indicator of effective spiritual care. This is because in many cases the 
responsibility for spiritual care was seen to be exclusively the role of spiritual care 
practitioners, rather than all staff. Older people who may not identify with a religion 
appear to be at the highest risk of having unmet spiritual needs. 

There are synergies, overlaps and compatibility between spiritual care and other 
philosophies and principles commonly used in aged care such as person-centred 
care, relationship-based care, holistic and well-being models of care. Staff are often 
familiar with these philosophies and principles through corporate values, staff 
training and policies. Therefore, utilising these familiar concepts to incorporate the 
spiritual dimension is likely to be a successful strategy for staff offering spiritual care 
in routine practice. However, this assumes that the training and approach is genuinely 
reflected in practice, rather than merely a glossy veneer.

4 For definitions of key terms, please refer to  Meaningful Ageing Australia, (2016). National Guidelines for Spiritual Care in Aged Care. Meaningful Ageing Australia, Parkville. 
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A key success factor in offering spiritual care is recruiting and selecting staff who are 
able to connect with older people. There was a strong and repetitive theme that staff 
who have the right attributes, qualities and values can be trained to acquire skills 
and knowledge. However, recruiting and selecting staff primarily based on technical 
skills, knowledge, qualifications and experience is not indicative of their capacity to 
connect with older people. This highlights the importance of embedding spiritual care 
capacities into key processes such as recruitment, selection and staff performance. 

Effective spiritual care is unlikely to be offered by staff in a highly task-orientated 
environment, even when spiritual care is central to the organisation’s mission, 
philosophy and values. Behaviours are heavily influenced by a management focus 
on compliance with regulatory policies and maximising funding. These factors can 
inadvertently undermine corporate objectives unless managers at all levels also have 
accountability for measures that reflect effective spiritual care. This highlights the 
importance of spiritual care being articulated at a governance level and the need for 
accountability at all levels of management.

“Effective spiritual 
care is unlikely to be 
offered by staff in a 

highly task-orientated 
environment...”
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2. Overview
Introduction to the project
This project aimed to develop and pilot national guidelines for spiritual care in 
aged care to be applied in residential aged care and home care packages. The 
purpose of the Guidelines is to facilitate the provision of spiritual care and support 
to older people. Application of the Guidelines is voluntary; there are no regulatory 
requirements requiring providers to meet the Guidelines, nor any additional 
government funds available (at the time of writing). Providers have expressed a range 
of motivations for potentially adopting the Guidelines. These include alignment 
with mission, vision and values, economic benefits and a competitive advantage in a 
contested market. 

Purpose of this fieldwork report
The purpose of this document is to summarise the key processes and findings in 
relation to the fieldwork undertaken to ensure that the guidelines were developed in 
response to stakeholder needs. Fieldwork included stakeholder consultations, focus 
groups, interviews, surveys, expert advisory group input and piloting draft guidelines. 

Project team
The project partners were lead partner, Meaningful Ageing Australia and Spiritual 
Health Victoria (SHV). The National Ageing Research Institute (NARI) had responsibility 
for the literature review and project direction. Improvement Matters Pty Ltd was 
responsible for Guidelines development, fieldwork and project management.

The project team was supported by the Project Advisory Group who provided advice 
and feedback regarding the plans and progress of the project. The Project Advisory 
Group met six times during the project, including a half-day face-to-face meeting half 
way through the project. 

A full list of names and organisations can be found on the ‘Acknowledgements’ pages 
at the back of the Guidelines.

Relationship between the stakeholder consultation and 
literature review
The fieldwork (stakeholder consultation, focus groups, interviews, surveys, expert 
advisory panel and pilots) and the literature review formed the core components 
that shaped the structure, content and style of the Guidelines. This was an iterative 
and interactive process where the literature review informed the fieldwork; and the 
fieldwork also triggered additional literature searches. The fieldwork was largely found 
to validate the literature and vice versa. Therefore, the Guidelines are based on a sound 
evidence-base of literature and fieldwork that reflects the views of stakeholders. 

Measurement, monitoring and evaluation
The Activity Work Plan from the Department of Health set out the key measures 
for focus groups, surveys, interviews and submissions including the quantities of 
consultation processes and the quality of reports.
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3. Stakeholder engagement
Methodology and approach
The stakeholder engagement strategy aimed to inform stakeholders about the project 
and seek input regarding needs and expectations. The strategy used was two-fold. 
Firstly, all organisations belonging to the National Aged Care Alliance (NACA) were 
advised of the project by letter and this was followed up (where contact details 
existed) with a phone call or face-to-face meeting. Secondly, a range of individuals 
were also consulted including providers, pastoral carers, consultants, academics 
and government representatives. These individuals were interviewed to provide a 
diversity of views regarding spiritual care in aged care. 

Stakeholders contacted
• Organisations representing consumers, providers, employees, professionals and 

special needs/interest groups (Appendix 1). 

• Individuals representing approved providers, academics, consultants and 
government were contacted (Appendix 2). 

Findings
Overall, the stakeholder engagement stage elicited a high-level of interest from 
approved providers, representative bodies and academics. As expected, organisations 
and individuals who were already interested in spiritual and pastoral care were more 
likely to be engaged in the project. However, engagement of key influencers was 
actively pursued from individuals and organisations who did not have an explicit 
interest in spiritual and pastoral care. Responses were not received from a small 
minority of representative bodies. Some other organisations were supportive, but 
stated they did not have the resources to be actively involved in the project.

There were a number of themes that emerged from the stakeholder engagement 
phase that were carried through to subsequent phases:

• Guidelines are most likely to be adopted if they are clear, straightforward to 
implement and relevant;

• Guidelines should be targeted towards organisations rather than spiritual care 
practitioners;

• Spiritual care practice is influenced and shaped by organisational leadership, 
governance and management;

• Spiritual care should take place in the context of relationships;

• Education of leaders and staff in spirituality and spiritual care is critically important;

• Guidelines should be consistent with related philosophies such as person-centred 
care, relationship-based care, well-being and holistic care;

• There should be a diversity of activities and strategies to support older people to 
express their spirituality (not just religion);

• Guidelines must be simple enough that staff can operationalise them and spiritual 
care practice can be measured;

• The Guidelines must be workable in a home care package/consumer-directed care 
context as well as residential care;
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• Guidelines need to be relevant to both faith-based and secular organisations;

• Guidelines need to reflect that spiritual care should be part of the routine model of 
care and end of life care;

• Spiritual care is everyone’s responsibility and this should be reflected at all levels 
and in key human resource management practices;

• Guidelines should recognise the constraints of the industry, but it is essential they 
reflect best practice to stretch the industry;

• Implementation resources and awareness-raising is essential for dissemination.

“Overall, the stakeholder 
engagement stage 

elicited a high-level of 
interest from approved 

providers, representative 
bodies and academics.” 
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4. Focus groups

Purpose and intent
The purpose of the focus groups was to explore themes of spirituality and spiritual 
care with those who work in aged care (management, staff and volunteers). The intent 
was to identify existing spiritual care practices, as well as the barriers and enabling 
factors that influence spiritual care.

Ethics approval
An ethics application was made to Melbourne Health Human Research Ethics 
Committee (HREC) based on the criteria for a Quality Assurance/Negligible Risk 
Research project. 

The application was reviewed by a member of the HREC and the Manager, Research 
Integrity & Ethics, the Royal Melbourne Hospital, against the tenets of the National 
Statement on Ethical Conduct in Research (2007). They were satisfied that the project 
met the criteria for a Quality Assurance/Negligible Risk Research project that does not 
require review by the full HREC. The project was granted ethics approval 3 July 2015 – 
Reference: QA2015090. 

Participants were provided with information outlining the project, the purpose and 
structure of the focus groups and explanation of the Guidelines framework. A ‘consent 
to participate’ form was provided and signed copies collected.

Methodology and approach
A number of organisations were invited to host focus groups as a facilitated 
discussion with groups of staff, ideally six to ten people. The groups included a cross-
section of potential users of the Guidelines such as staff, management and volunteers. 
However, the project team did not limit participant numbers.

Every attempt was made to ensure the focus groups comprised representative 
samples including diverse work roles, organisational types and the various 
populations they serve including staff from home care and residential care. 

The facilitation approach was to create an open, trusting and spontaneous 
environment where participants were encouraged and supported to generate a 
number of comments, opinions and ideas in relation to spiritual care more broadly 
and the Guidelines. 

As spiritual care is a very broad and often elusive topic, initially time was spent 
discussing the definition and application of spiritual care. Participants were provided 
with information outlining the project, the purpose and structure of the focus groups 
and an explanation of the Guidelines framework. A ‘consent to participate’ form was 
provided to all and signed copies collected.

The duration of the focus groups was 30-60 minutes reflecting the size of the 
group, availability and the level of interest in the topics. The facilitator posed 8-10 
questions designed to stimulate thinking. The focus groups included a combination 
of engagement questions to open the topic and put them at ease; exploration 
questions to critique the framework of the Guidelines; and exit questions to provide 
an opportunity for final thoughts or other matters to consider. Stories were used 
to illustrate particular points and seek participants’ reactions. The questions were 
shaped according to the audience and their interests. Each focus group raised 
different issues and perspectives, although there were common themes that were 
consistent across groups. 
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Participant information for focus groups
The organisations who agreed to host a focus groups (Table 1) were provided with the 
following documents and requested to provide these to staff in advance:

• Recruitment flyer/invitation to participate.

• Consent to participate.

• Pre-focus group reading and information.

Participants were assured that all information and comments provided would be 
anonymous and would not include any identifying information such as name, role 
title, organisation, gender, or state/territory. 

Recruitment of focus group members
Focus group participants were recruited by each organisation and participation was 
voluntary. Table 1 below shows the attributes of 12 organisations that provided 17 
focus groups (against a contractual deliverable of 12 focus groups). 

Characteristics of the focus group sites were as follows:

Ownership: 

• 33% of sites were faith-based organisations.

• 50% of sites were community or charitable organisations.

• 17% of sites were private organisations.

Locations:

• 5 sites in NSW.

• 1 site in each: Vic, Qld and ACT.

• 2 site in each: SA and Tas.

• 34% of sites were in metropolitan areas.

• 33% of sites were in regional centres (including Hobart & Canberra).

• 25% of sites were in rural areas.

•  8% of sites included participants from metropolitan, regional and rural areas.

Care types: 

• 58% of pilot sites were related to residential and home care services.

• 33% of pilot sites were related to residential care only.

• 9% of pilot sites were related to home care services only.

Despite attempts to recruit home care only organisations, very few participated. The 
consultation period coincided with the 1 July 2015 transition period to new regulatory 
and policy arrangements. Home care organisations were occupied with maintaining 
service standards whilst introducing major system and policy changes. This led to the 
unavailability of managers and home care staff. 
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Due to the timing of the focus groups and mitigating factors, it was not possible to 
schedule visits to the Northern Territory and Western Australia (WA) without delaying 
the project, therefore the decision was taken to include these in the pilot instead.

The total number of focus group participants was 128. The smallest group was two 
people and the largest group was 19 people with the average around 7-8.

Table 1 – Organisations holding focus groups 

No. of 
focus 
groups

Organisation Location of 
group

Type Ownership

1 Abbeyfield Society (District of 
Barossa) Inc.

SA Rural Community

1 Anglican Retirement Villages NSW Metropolitan Faith-based

1 Bupa Aged Care NSW Metropolitan Private

3 Carrington Centennial Care NSW Rural Community

1 Cooinda Aged Care Qld Regional Community

1 Estia Health SA Metropolitan Private

1 Goodwin ACT Regional Community

2 Jewish Care (Victoria) Inc Vic Metropolitan Faith-based

1 Migrant Resource Centre of Southern 
Tasmania

Tas Regional Community

1 Rose Mumbler Village NSW Rural Community

1 Southern Cross Care (NSW/ACT) NSW Mixture Faith-based

3 Uniting AgeWell Vic/Tas Tas Regional Faith-based

17

Focus group participants (128) were invited to indicate their work role and primary 
place of work (residential, home care or both). Most participants fully or partially 
completed the form. Figure 1 below shows the composition of focus group 
participants according to role. In regards to the care context of their primary work, the 
majority of participants were from residential care, although home care was still well 
represented:

• 29 - home care (23%).

• 82 - residential care (64%).

•   5 - both home care and residential (4%).

• 12 - unknown (9%).
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Figure 1 – Composition of focus groups by role
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Data capture, analysis and reporting 
The focus groups were recorded using a portable recording device and participants 
were advised of this and agreed to it as part of the consent process. Each focus group 
was summarised based on questions and topics that arose during the focus group.

Findings
Findings that frequently arose have been categorised into key themes. Findings not 
relevant to the project have been excluded. 

Perceptions of spirituality
Participants were asked what spirituality meant to them and what they think it 
means to older people. This provided the facilitator with an indication of participants’ 
interest, knowledge and approach to the subject.

Conflating spirituality with religion was common. Participants related examples of 
interactions with an older person such as “I am a Catholic, end of story”; or “I have 
no religion and don’t want to discuss it”. Older people who have a firm view about 
religion may close it off as a topic for conversation. Some staff interpreted this as a 
cue to cease all spiritual conversations and they became cautious about raising the 
topic altogether. Participants noted that for many older people who have a strong 
faith or religious affiliation, they cannot think of their spirituality as separate from 
their religion and faith. For other people, particularly those who equated spirituality 
with religion, discussion of spirituality was uncomfortable because they thought their 
spirituality and/or religious beliefs would be questioned. For example, one focus 
group participant almost withdrew when she knew the focus group was related to 
spirituality as she feared she would be asked to reveal her beliefs and values. When it 
was explained that spirituality was about meaning, purpose and connectedness, she 
was comfortable and contributed during the focus group.

Other staff understood spirituality as moving beyond religious labels to that which 
gives meaning, purpose and hope, stating these emerge when a relationship of trust is 
built and you know where the older person is ‘at’. This theme was often accompanied 
by suggestions that spirituality should be described in terms of ‘food for the soul’, 
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comfort, holistic care, well-being and fulfilment as older people are more likely to be 
receptive to these. Participants suggested that the terms ‘spiritual and pastoral care’ 
should not be used as these have negative connotations and a fear of proselytising 
that generates resistance.

In most groups, there was recognition of the broader nature of spirituality in terms of 
an ethos by which older people live their lives including values and beliefs that may 
not be linked to religion. There was a view that spiritual care is about meeting people 
at their deepest need, whatever that is for each person. Self-worth and identity that 
hold people together were considered as important aspects of spiritual care through 
transitional periods as people struggle with identity and loss. It was considered that 
those living with dementia need to have their identity reinforced. In summary, there 
was a link observed between how staff interpret spirituality and how they perceive 
spiritual care. If spirituality is viewed primarily through the prism of religion, then 
staff were more likely to provide examples of spiritual care such as praying with older 
people and talking to them about scripture. This was particularly noticed in examples 
provided where the staff member shared the same beliefs as the older person. 

What brings spiritual comfort and coping?
Participants were asked what could bring spiritual comfort through difficult times to 
themselves and to older people to help them cope.

The majority of groups stated that sources of spiritual comfort and coping could be 
found in the bible or other sacred texts; prayer, meditation and worship; religious 
symbols such as the cross, candles, rosary beads and sheitl were mentioned.

Most groups also indicated spiritual comfort and coping could be found through 
family, friends, photos, pets, music, jewellery, items of sentimental value, cultural 
symbols such as manaia (New Zealand symbol), and culturally significant food (i.e. 
kosher) and the use of technology (i.e. telephone, tablets and internet connection).

There were also a minority of responses stating that spiritual comfort and coping 
could be found in crystals, fairies, good luck charms, alcohol and coloured stones.

Spiritual care in everyday encounters
Participants were asked to describe how they already offer spiritual care in everyday 
routines.

In many groups, there was a noticeable shift from the initial perceptions that 
spirituality was all about religion, to a broader understanding. The key factors in this 
transition appeared to consistently relate to discussion of the definition, highlighting 
the words meaning, purpose and connectedness, as well as clarity on what spiritual 
care is and what it is not. Participants appeared to have a more relaxed approach to 
the discussion and some participants seemed more confident contributing after this 
shift occurred in the discussion. This is an important finding in terms of staff training 
and education in relation to spirituality.

Participants described a range of ways spiritual care can be incorporated into 
everyday routines. For example, training staff to identify and recognise signs that an 
older person may be sad, depressed or pensive and gently encouraging them to talk 
about it if they wish. Listening to older people to understand what they need featured 
highly. Some of those needs are met through validation, a hug, some special time or 
reminding them of something significant to them such as a cross. Asking what older 
people would like to do today and empowering them to recognise that they have 
choices was also important. 
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A registered nurse described how information about the person’s story is utilised to 
structure the care plan and daily routines. For example, client who is a former farmer 
may have different needs regarding more outside time and activities, and different 
timing and preferences regarding hygiene routines. Another example was provided 
regarding many Italian older people who have found significant meaning and purpose 
through growing their own tomatoes and bottling sauce. This influences the care 
plan in terms of aiming for a reasonable level of physical fitness using strengthening 
exercises and maintaining dexterity so older people can continue these activities.

Spiritual care in everyday encounters was also described in terms of respect. This 
included respecting preferences of older people in how they wish to be addressed 
and known. Respect also extended to being open-minded about religious beliefs and 
diverse cultural traditions that older people may hold. 

Most of the ways participants described spiritual care being offered are consistent 
with person-centred care, relationship-based care and holistic care philosophies. 
This reinforces the synergies between spiritual care and other philosophies. As these 
are reasonably familiar to most staff, exploring spirituality as an extension of these 
concepts is a way of building upon existing knowledge.

Staff attitudes to spirituality and spiritual care
Participants provided a range of views regarding staff attitudes to spirituality 
and spiritual care. Overall, the consistent view was that all staff do have a role in 
offering spiritual care, however most groups noted that staff need to have a basic 
knowledge of spirituality and understand their scope and boundaries. A supportive 
organisational culture is also essential, not only as expressed in the corporate 
philosophy but also by leaders on the floor.

Some participants stated that some staff are very comfortable with spirituality 
and naturally connect with older people on a deeper level without being asked or 
prompted. A number of staff expressed the view that they saw their role primarily 
through relationships and meeting spiritual care needs. Below is an example; 
however there were similar sentiments from staff in a range of roles:

“I get to know my older people and they talk to me and sometimes it’s very deep. They 
know they can trust me and it’s not going to go anywhere, it just stays between us. I 
do hug them. I work and I talk – I get my work done but I do it within a relationship, 
unless they need my full attention and then I stop and then I go back to my work. I 
need to have a balance between my work and the relationship – this is because I 
know that cleaning makes them happy. Cleaning is part of my spiritual care for that 
person and it comes from my heart”. 

As with the example above, many participants highlighted the importance of mutual 
relationships with older people where staff share their stories and give of themselves 
as extended family: 

“Staff share snippets of their lives and the older people feel like they are part of us, so 
when the need arises, they know they can trust us”. 

For some, this extended to arranging video calls between older people and staff who 
were on holidays, as well as sending postcards and photos of family weddings/events. 
Other examples related to staff sharing aspects of their lives regarding children, moving 
house or the excitement of good news such as the birth of a grandchild. There was a 
high level of awareness amongst staff across roles of the importance of appropriate 
boundaries and not burdening older people with major issues or problems. 

Participants raised some concerns in relation to staff offering spiritual care. There was 
a view that some staff seek to rescue and ‘fix’ problems of older people and others 
overstep the boundaries, push views on older people or are otherwise inappropriate. 
An example was provided where a resident’s partner died and a staff member tried 
to be helpful by sharing with the resident that she had seen a ghostly image of the 
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resident’s deceased partner who said the deceased was in a ‘good place’. This greatly 
distressed the resident and family who were trying to come to terms with grief and 
loss at highly emotional time. Stories such as this were rare and appeared to relate to 
one or two staff only. However, despite the infrequent occurrence, stories like these 
seemed to have a profound impact and appeared to create a risk-averse approach to 
staff meeting spiritual needs, particularly from management staff. 

Many staff highlighted the importance of carers knowing ‘who’ older people are as 
people. Participants stated that there may not be a lot of time, but it is possible to talk 
to older people as they do their work. A few also expressed the view that it is a pity to 
only find out things about the older person at the funeral when it would have been 
useful to know more when they were alive. Participants had a high-level awareness of 
the links between connectedness, knowing the person and spirituality.

Responsibility for spiritual care
Whilst the focus groups agreed that all staff have a role to play in offering spiritual 
care, some expressed the view that this view is not shared by others. 

Some participants’ recounted examples where staff had told them of spiritual needs 
that had been identified but the staff member always referred these to the ‘Lifestyle’ 
or spiritual care practitioners. This was further explored to reveal two different 
perspectives. Firstly, there was a view that some staff view spiritual care to be a 
specialist activity that they believed they were not competent to handle. Secondly, 
and perhaps more pronounced was that ‘spiritual matters are someone else’s job, not 
mine’, highlighting that some staff saw this as a role boundary issue, with overtones of 
industrial implications: 

“Not my job [spiritual care] here- I am a nurse”. 

“Nurses are very clinical minded and that is what they focus on, so it is about breaking 
down part of their training so it links with the whole person including spirituality”. 

There was not a sense that these participants viewed spirituality as part of holistic 
care. It is also possible that this view is driven by pressures of high ratios of older 
people to nurses and the fact that the ACFI funding instrument does not recognise 
spiritual care. 

Staff selection
Almost all groups expressed the view that suitable staff must be selected in the first 
instances. There was a recurring theme that organisations need to hire staff who 
firstly see their role as relating to people rather than tasks. It is possible to train 
people to do tasks if they have the right attitude in terms of connecting to older 
people, but very hard to do it in the reverse. Therefore, selecting staff who are able to 
connect with older people should be a high-priority. Some expressed the view that it 
is difficult to talk ‘spirituality’ to some people because they don’t understand it and 
don’t have it:

“It is well integrated here and if we employ someone who does not ‘get-it’, they stick 
out like a sore thumb and don’t last long”. 
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Training and orientation
There was also a widespread view expressed by all groups that leaders and staff need 
effective training in spiritual care. Quite a number of participants expressed views 
suggesting that unless spiritual care was part of the initial training and employment 
expectations, it could be hard to retrain existing staff. However, there were many 
suggestions that it should be presented to staff as an extension of the organisation’s 
philosophy of care that is likely to already be well-understood. Participants stated 
that staff needed education and training, otherwise they may just think it is all about 
religion and they may need to be shown a different view of spirituality. Concerns were 
also expressed that the time and cost of training staff in spirituality and spiritual care 
would be a deterrent to some organisations.

Task-focus and time pressures 
A major barrier expressed by many participants was the fact that most staff are 
primarily focused on completion of their duty list. Many staff don’t see themselves 
as spiritual providers, or spiritual care as their role. Given most staff are feeling 
pressured to complete all expected tasks during their shift, some believed that staff 
would be antagonistic to providing spiritual care: 

“Is this another thing I have to do without being given extra time?” 

A spiritual care practitioner noted:

“These are one of the lowest paid workers and most are just so stretched and battling 
to survive, let alone taking on spirituality as well”.

However, most staff in the focus groups did not appear to share this view and agreed 
it was not additional work, but rather recognising the spiritual dimension as they do 
their work.

Many participants were also critical of colleagues who see older people through 
the lens of tasks to be done. This was also evident in the focus groups as some 
participants actually described older people requiring support during a shift as tasks 
such as the number of ‘dementias’, ‘pegs’ or ‘feeds’. This de-humanising language 
reflected the pressure some workers felt to complete specific tasks in a given period.

In the home care context where there has been considerable legislative and 
regulatory change the view was expressed that a casual low-paid workforce may 
object to being asked to do more. It was observed that many staff are already 
overwhelmed with policy changes i.e. consumer-directed care, LGBTI and culturally 
appropriate care. 

Other participants expressed concern that they are not allocated time to read life 
histories about older people, particularly if they are short-staffed. Posters are a quick 
visual reminder and make it easier for those who may not understand written English. 
There was also a view that there are simply insufficient staff to provide spiritual care 
and those who are rostered on, just do not have the time to offer spiritual care. 

“Staff are so stretched and it is often difficult to find a staff member, so the thought of 
staff being available to sit with the residents is unrealistic and unimaginable”.

Organisational culture
There was a recurring theme that philosophies of care such as person-centred 
care, relationship-based care, well-being and holistic models are espoused but not 
consistent with the culture or every day practice. Participants recounted examples of 
where a particular philosophy of care was reinforced through training, ‘champions’ 
and corporate slogans. However management acted in ways that staff believed 
undermined that philosophy of care such as large cuts in staff hours to shifts, staff 
hassled for being too slow when they stop to listen to older people who need time. 
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There is also a perception that those staff who are most ‘efficient’ in completing their 
tasks are rewarded with favourable shifts and opportunities to be team leaders and 
to ‘buddy’ new staff. New people are often mentored by the most ‘efficient’ staff who 
often may not practice the principles of the philosophy of care and this perpetuates 
the task-based culture. These ‘efficient’ staff often have a paternal approach to older 
people about what is good for them. Furthermore, sometimes staff are considered 
‘loafing’ by their colleagues if they spend time with older people. 

“The [good] people get discouraged and leave and we are left with the task-based 
people”.

Some expressed the view that a barrier to offering spiritual care is that management 
often do not understand the importance of spiritual care, and how it differs 
from pastoral care. There was a suggestion from some groups that management 
(including those with financial responsibility) and the governing body should be 
educated on spirituality. 

Cultural diversity
Some spiritual care practitioners noted that older people had shared that staff from 
non-English speaking backgrounds presented some issues. This included older 
people not understanding them especially if they had heavy accents and this meant 
they did not feel they could share with them. Some older people, including those who 
are living with dementia, may hold racist attitudes and express intolerance towards 
some cultural groups and religious beliefs of staff. Consequently, older people may be 
unlikely to accept spiritual care or engage in spiritual discussions with staff to whom 
they don’t relate. This again reinforced the view that older people conflate spirituality 
and religion. However, others noted that even when a staff member may not speak 
fluent English, they are able to communicate care, warmth and a sense of connection 
through touch and other gestures. 

Preferences of older people
It was noted that some participants expressed the view that not all older people 
wish to discuss spiritual matters as they consider this private and only a matter to be 
discussed with clergy or religious representatives. Some older people decline visits 
from spiritual care practitioners because they think they are religious and likely to 
proselytise. These factors can have an unintended consequence of staff avoiding the 
topic of spirituality altogether for fear of upsetting the older person. 

Conversely, some older people want to know the spiritual position of the person such 
as a volunteer and will ask if they go to church and then follow-up with a request to 
pray with/for them. Also it was noted that when older people and a staff member 
share similar faith and beliefs, this can enhance the feelings of connectedness. Some 
people may avoid talking about spiritual matters for fear the staff or volunteer may 
avoid them because they are uncomfortable.

There were a number of comments that demonstrated participants already bring an 
awareness regarding respecting the preferences of older people. 

“A lot of people do not open up about these deeper issues in their life; one client has a 
lot of health issues and relies heavily on her faith to the point where she almost tries 
to convince others of it because it is important to her – she would be in the minority as 
most don’t open up”.

A number of groups provided examples of how older people had changed their 
spiritual beliefs late in life, particularly in residential care. 

“People sometimes seek God at the end of their life even though previously they had 
never been religious”. 

There were stories of how this is difficult for families who struggle to accept a person 
has changed their long-held beliefs. Supporting families to respect an older person’s 
beliefs was seen as integral to the process. 
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“Moving beyond those religious labels to meaning, hope, is about knowing where 
older people are at, i.e. if they are approaching death, they may have a change of 
heart from a fixed position to be open to change - this is more likely in residential care. 
In home care, the life-stage is consistent with choice and decision-making and most 
are less likely to be open to change”; “When family are committed to a particular 
position, but the older person wants to make a change - families have a lot of control, 
so they might step in and stop that”.

In summary, there was a strong view that the Guidelines should be based on older 
peoples’ needs and preferences. This raises some challenges when it comes to 
obtaining views and preferences from older people who may not be able to express 
themselves in a way that can be understood due to factors such cognitive decline, 
language barriers and conditions impacting on communication. However, obtaining 
information from families, using interpreters, pictures and observing responses are all 
legitimate alternatives for understanding preferences.

Consumer-Directed Care (CDC)
A number of groups raised complexities in relation to offering spiritual care in the 
context of a consumer-directed care model in home care. Under CDC, older people 
who have control over their budget may resent staff talking to them much about 
anything when they are supposed to be performing a particular task such as cleaning. 
They may have a view that staff engaged for a specific purpose ought to work only 
within their scope. Also clients may not perceive staff providing domestic assistance 
as having the right knowledge and skills regarding spiritual care. This view is likely to 
reflect a belief that spiritual care is of a religious nature and should only be provided 
by spiritual care practitioners. 

“Is spiritual relationship appropriate and welcome? In homecare it is not always the 
case and staff can misjudge this”. “In terms of home care, staff are working within a 
time budget that the client has determined and it would be a problem if staff were 
talking to them about spirituality in the time they are supposed to be cleaning”. 

Families, carers and representatives 
Participants noted that families do not always understand spiritual care and may 
be hesitant about spiritual care that is perceived to be religious. Some participants 
recounted experiences where families can be resentful that a staff member or 
volunteer is getting too close to the person. This may result in fears such as disclosure 
of a family secret, or ‘skeleton in the cupboard’ or that staff may exercise undue 
influence in terms of beliefs. This was noted to be particularly problematic where an 
older person changes their long-held beliefs. For example, people who have been 
atheist/agnostic may wish to explore religious beliefs, as well as those previously 
of faith leaving their beliefs and practices. Participants provided examples of where 
senior staff and pastoral care professionals tried to navigate a resolution focused 
on supporting the family to accept the older person’s wishes, however this can be 
difficult particularly in relation to older people with dementia.

Participants also recounted that families often have expectations that ‘quality 
care’ equates with their loved one being dressed and up in the chair by 10am. They 
sometimes struggle to understand that may not be the preference of the older person, 
particularly if the older person was awake a lot during the night. This has application 
for spiritual care in that it appears families may be underestimating the importance 
of meaning and purpose in favour of more tangible signs of ‘good’ care such as being 
dressed. There was a view that when families are supported and educated about 
ageing, spirituality and dementia, there is greater understanding, acceptance and less 
criticism of staff. 
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Staff unfamiliar with older people
Several participants noted that when shifts are frequently filled from labour-hire 
companies, or where staff are not frequently rostered on to the same group of older 
people, it is not conducive to building trusting relationships. Nor is it possible for 
unfamiliar staff to understand and relate to the unique story of each older person. 
Therefore, participants expressed the view that consistent assignment of staff caring 
for the same group of older people is highly desirable. This has implications for 
rostering in terms of minimum shifts and consistent allocation to the same older 
people (recognising these will vary due to older people moving in and out of care). 
It was observed that where consistent assignment is applied, staff were much more 
likely to describe examples of where spiritual care is integrated into routine care. 

Enablers to offering spiritual care
Participants were asked about what enables spiritual care and makes it more likely 
to happen. Participants gave a range of responses that included factors such as staff 
skills and attitudes, admission processes, management attitudes, clinical practices, 
physical environment and interface with spiritual care practitioners.

There was consistent feedback that staff showing compassion and empathy is 
very important and this was perceived more as a personal quality rather than an 
acquired skill. 

“Some workers are able to do it, others very clinical and it would be out of their 
comfort zone because it’s not in their nature”. 

This points back to the importance of recruitment and selection of staff with 
attributes that are necessary for spiritual care. Flowing from this, spiritual care is 
more likely to occur when staff show respect without being judgmental, noting that 
some older people take a while to trust. 

Most groups recognised the importance of staff education and raising awareness of 
spirituality, culture and religion that reflects the profile of older people. 

Another aspect that was considered important is the continuity of spiritual care 
practitioners in building trusting relationships. It was observed that spiritual and 
pastoral care work effectively when there is a collaborative approach between the 
clinical, lifestyle and spiritual aspects of care. This appeared to more dependent on 
the openness and willingness of individuals, particularly the overall manager rather 
than the corporate culture. Again, this highlights the importance of recruitment 
and selection processes that place importance on the spiritual dimension. In one 
organisation, the focus group comprised staff from eight different homes. Within this 
group, despite the organisation’s explicit commitment to pastoral and spiritual care, 
there was great diversity in the level of collaboration between managers and spiritual 
care practitioners. Some worked very closely, some in parallel and others felt their 
managers created barriers to spiritual care.
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Spiritual care practitioners
In most faith-based and community organisations offering pastoral care, this seemed 
to be offered in parallel with the care model. In the majority of focus groups, there 
appeared to be a delineation where ‘spiritual needs’ identified are primarily seen 
as the responsibility of the spiritual care practitioners or lifestyle staff. Overall, 
there appeared to be very little integration of spiritual needs into the model of care. 
Furthermore, the spiritual care practitioners did not have much influence on the 
operational model of care. This was evident even when the senior spiritual care 
practitioner reported directly to the chief executive officer. For example, spiritual 
measures to monitor well-being appear to be given much less prominence than 
physical measures such as falls, skin integrity, infections etc.  
 
Information about spiritual needs may be accessible through electronic or hard-
copy care plans, but it was unusual for nursing staff to fully utilise this information 
in assessments and care planning. The reasons for this were not explored in depth, 
however this is an area that would benefit from research and closer analysis. Based 
on other feedback, it is possible that reasons could include conflating spirituality with 
religion; demarcation of responsibility; lack of competence and or confidence. It is 
also likely that compliance with regulatory policies such as ACFI and quality standards 
drives a focus on physical care.

A number of spiritual care practitioners noted that often they have to educate staff 
regarding their role because it has not been included corporate orientation training. 
Some spiritual care practitioners noted they have to ‘push their barrow’ to some 
extent because there is not that corporate acceptance or understanding of their 
role. However, in other organisations spiritual care practitioners always present 
a component of the compulsory induction section outlining spiritual needs and 
their role. Differences were also observed in terms of referral. Where spiritual care 
practitioners were attached to a residential aged care home on a full-time basis, 
referrals were reported to be informal and spontaneous. For example, a carer may 
suggest in passing that the spiritual care practitioner might like to have a chat with 
Mrs J. In other organisations, there are formal referral structures and carers must 
report to the care manager who discusses needs with the spiritual care practitioner 
directly. The latter model appears more common in home care settings where carers 
rarely encounter spiritual care practitioners directly. 

There were also differences observed in the role of spiritual care practitioners in 
relation to supporting staff with spiritual needs. Some spiritual care practitioners 
reported they had an explicit role in supporting staff and others were told they were 
only there to serve older people. This was confirmed by a manager who expressed 
the view that the needs of older people are so great there are not sufficient resources 
to meet staff needs as well. Staff who did have access to spiritual care practitioners 
affirmed the value of it saying it was particularly helpful during time of grief when 
older people had died. One person commented that if management want staff to 
practice the corporate philosophy of care, then this philosophy should be part of 
caring for staff.

The implication for spiritual care is that spiritual care practitioners have an important 
role to play in raising awareness of, and meeting spiritual needs. The role of spiritual 
care practitioners could be made clear to staff at orientation and on an on-going 
basis. The process for referrals should also be simple and as informal as possible. The 
scarcity of resourcing in regards to meeting spiritual needs is recognised. However, 
recognising the spiritual needs of staff especially in relation to loss and grief appear 
to have flow-on benefits to older people. The flow on benefits appear particularly 
through modelling spiritual care and building the resilience and capacity of staff.
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Organisational structures
Participants were provided with an example of a story about an older man who 
experienced a rapid and unexpected deterioration in heath that meant he was in his 
final stages of life. The spiritual care practitioner was on leave and his family were a long 
drive from the home. Two cleaners who knew the man and his family well, knew his 
story and his faith, sat with him reading scripture, reminiscing and playing his favourite 
hymns. Participants were asked if that scenario would happen in their organisation and 
what would need to be in place for that kind of spiritual care to be offered.

The responses were mixed, some groups provided similar examples stating that 
this situation is not out of the ordinary and does happen with a range of staff who 
particularly connect with some people. Other groups stated they would like this 
to be the case as it is consistent with the organisation’s care philosophy, however 
there are a number of organisational factors that would need to change for this to 
happen. In some cases, there appears to be a disconnect between the espoused 
and practiced corporate values. For example, a number of organisations espoused a 
person-centred care (PCC) philosophy and this was supported by training, leading by 
example through ‘champions’, posters on the wall and policies. This was supported by 
examples from management of changed operational practices such as extended meal 
hours and more options for older people to make decisions for themselves. However, 
views were expressed that suggest organisational culture and operational processes 
may be inconsistent with this philosophy. This was expressed through staff comments 
such as: 

“We [management] are going to talk about PCC, but we are going to cut six hours out 
of your shifts… or we want PCC, but also want everyone up and showered by 11.30”.

“Managers on the floor may advise that they are short staffed, so anyone who does 
not want to get up can stay in bed, but then staff are asked why Mrs X is not up?” 

“They [staff] would have to know that management would not come down on them 
‘like a tonne of bricks’ because they hadn’t been doing their job”; “Need agreement 
and understanding between staff if one staff member is effectively off the floor and 
others have to carry that workload”. 

This reinforces the view that at least some of the focus on completion of tasks could 
be due in part to families’ expectations of ‘quality care’. Whilst participants accepted 
‘being with’ rather than just ‘doing for’ an older person was important, there were 
concerns about the impacts on other older people, perceptions of families, colleagues 
and management. It was not clear whether these concerns were perceived fears or 
based on past experience in regards to the way families, management and colleagues 
would respond. 

Implementation
Many participants asked about the availability of resources to guide organisations 
and staff at various levels through the process of implementation. There was also 
interest in how the industry as a whole would be informed that the Guidelines 
exist. Two questions were commonly asked in relation to the Guidelines: would the 
Guidelines be a regulatory requirement; and whether additional funding would be 
provided to organisations who meet the Guidelines.
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5. Interviews with older people
Purpose and intent
The purpose of the interviews with older people was to validate that the findings of 
the focus groups and survey reflected the views of older people; and to identify any 
additional aspects of spirituality and spiritual care that had not previously emerged.

Ethics approval
An ethics application for conducting interviews with older people was approved by 
Melbourne Health (MH) Human Research Ethics Committee (HREC) 1 September:

• MH Project Number: 2015.183

• Project Title: National Guidelines for Spiritual Care in Aged Care  -  HREC/15/MH/262 

The Melbourne Health HREC is accredited by the Consultative Council for Human 
Research Ethics under the single ethical review system.

Methodology and approach
Interviews were conducted with 16 older people from five organisations (Table 2). A 
standard set of questions was used as a starting point, however the conversations 
differed according to the individual, their interests and cognitive capacity. 

Prior to commencing the questions, a rapport was established by exploring the 
person’s story and talking about their home/room, photos and items of interest. 
The interviews were 15-30 minutes in duration depending on the level of interest 
and capacity to sustain a conversation. Where possible, 3-5 questions were asked 
to explore older people’s perception of spiritual care. There were three types of 
questions: engagement questions to open the topic and put them at ease; exploration 
questions; and exit questions to provide an opportunity for final thoughts or other 
matters to consider. Older people were also invited to have a relative/representative 
or advocate present, however very few elected this option. 

Preliminary information 
As noted with staff groups, interviewees were given a short overview of the 
project to read before the interview. They were also provided with a consent form. 
Representatives were encouraged to be involved to ensure residents living with 
dementia and/or communication limitations were represented in the sample.

Interviews
Interviews took place in the older person’s home or residential care home in a 
location that was quiet and undisturbed. 

Data capture, analysis and reporting
The interviews were recorded using a portable recording device. Participants were 
advised of this and most agreed to it as part of the consent form. 

Confidentiality was assured and necessary for older people to feel they could open 
up to an interviewer they had never met and would be highly unlikely to meet again. 
Therefore, it was decided not to use even de-identified coding due to the small 
sample to ensure no possibility of identification.
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Schedule
In total 16 older people were interviewed between September and November with 
the majority living in residential care. Arrangements were made to interview 20 
older people, however some were unavailable on the day due to illness, doctor 
appointments and unexpected visitors. A long lead-time was required for arranging 
interviews as it required advance provision of information and gaining of consent, 
which involved consultation with older people and often relatives/representatives as 
well. Therefore, it was not practical or ethical to find substitute interviewees on the 
day when the planned interviews could not proceed. Furthermore, the outcome of the 
interviews that did take place overwhelmingly confirmed previous findings. Therefore, 
saturation point was reached early and whilst the subsequent interviews were useful 
for reinforcing previous findings, they were not generally adding new perspectives.

Table 2 – Interviews with older people

Organisation State Location Ownership Home Care Residential 
Care

Total

Arcare Qld Metro Private  2 2

Baptcare Vic Metro Faith-based  3 3

Baptistcare ACT Metro Faith-based 2 3 5

RSL LifeCare NSW Metro Charitable  1 1

UPA NSW Metro Faith-based 2 3 5

    4 12 16

25% 75%

Findings
The interviews with older people were useful in strengthening the themes that had 
previously emerged from the focus groups and industry survey. Therefore, although 
the interviews did not yield substantial new information, there were a number of key 
areas where the feedback from the interviews did amplify some of the key findings 
from the focus groups that were not considered a high priority. 

Some interviewees were keen to initiate a conversation about spirituality, beliefs 
and faith without prompting or waiting for the formal question. Other interviewees 
wanted to tell their life story and/or focus on their current circumstances such as a 
recent illness. These aspects of life were very important in terms of spirituality and 
life meaning. Some of the interviewees expressed that being interviewed was the first 
time anyone had sat down with them to hear their story and really listen to them. 
For others who did not have a religious faith, there was a sense that they talked 
about other aspects of life to avoid the topic of spirituality and life meaning as it was 
considered a ‘private’ subject they rarely discuss. 

It should also be noted that a majority of the interviewees had some degree of 
either cognitive decline and/or sensory impairment. These factors combined to 
make it challenging for many to focus on the topic and respond to the questions. 
Nonetheless, there was still sufficient valid information obtained to draw reliable 
conclusions because there was a high-level of consistency between the interviews, 
focus groups and survey.
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Perceptions of spirituality 
The majority of older people interviewed made very little distinction between 
spirituality and religion. This may reflect a limitation of the research sample in that 
those willing to participate in the interviews were aware of their spiritual dimension 
and hence more interested in the topic. Conversely, it could also be possible that 
older people who were not religious perceived they may not have much to contribute 
or may even feel they lacked spirituality, so chose not to participate. There is also a 
generational factor where the majority of the current cohort of older people are likely 
to have had some exposure to religion and hence view this as spirituality.

When asked about spirituality in relation to spiritual care offered by staff, some older 
people conflated spirituality entirely with religion. In some cases, this initially resulted 
in misunderstanding the intention of spiritual care guidelines. Misconceptions arising 
included the fear of proselytisation, staff not having sufficient competency or time 
to provide spiritual care, pressure for older people to discuss their spirituality, staff 
spending lots of time inquiring into their spirituality, and the potential for this leading 
to services being conducted by lay people (who are not fully qualified professionals 
in religious leadership) rather than clergy. If organisations follow the Guidelines, 
the likelihood of any of these fears coming to fruition is extremely low. Therefore, it 
suggests that when communicating about spirituality, it may be more helpful to use 
more inclusive language such as: well-being, meaning, purpose and connectedness so 
spiritual concepts are not misunderstood.

When terms such well-being, meaning, purpose and connectedness were used and 
clarified, there was much more acceptance by older people and the fears seemed to 
dissipate. The main hesitation in staff offering spiritual care related to concerns about 
it placing more pressures on their time. 

Spirituality and coping
All interviewees were able to describe spiritual coping strategies they had used to 
help them through difficult life experiences. For most interviewees, their faith and 
belief in God was central to their capacity to transcend their grief, loss, disabilities 
and limitations. The faith of older people was supported by bible reading, devotions, 
prayer, worship services, rituals, symbols, sacraments and companionship with others.

There were a number of comments regarding how gardening and being outdoors in 
the natural environment had been a source of comfort in the past, but now this is 
not possible due to mobility issues. This reinforced the need for bringing the natural 
environment inside to those who have very limited access to the outdoors.

There were a few who stated their primary coping strategies came from relationships, 
books, and activities such as crosswords. There was one older person who wept 
saying she felt life had no meaning or purpose at all and she was merely existing 
rather than living. One older person revealed that the interview was the first time 
she had ever discussed or explored her spirituality with another person. Without 
disclosing any aspects of the interview, it was suggested to the manager that it may 
be useful for someone to visit this older person. This example reinforced the view that 
being part of a faith-based organisation does not necessarily equate with effective 
spiritual care. Organisations are faced with allocation of scarce specialist resources in 
comparison to the enormity of unmet spiritual needs. This strengthens the argument 
that all staff have a role to play in meeting spiritual needs and it cannot be left to a 
few spiritual care practitioners.



26

Spirituality and staff
There were some differences observed regarding views of staff providing spiritual 
care between those living in residential care and those living in the community. 
Whilst relationships were important to all older people interviewed, feeling 
connected to staff seemed much more important to those living in residential care. 
This was observed in older people who had regular family visitors and those who had 
almost no visitors.

Those living at home perceived staff primarily through their role such as cleaners and 
carers, hence their expectations were focused on their capacity to do those tasks. 
However, some of these older people also talked about the isolation, loneliness and 
lack of people to talk to in a meaningful way. There were some that had formed strong 
connections with some staff, but most noted the staff are so busy that they do not 
have much time to talk about anything, let alone talking about something as deep as 
spirituality. Capacity of staff to communicate with older people was also significant 
with one older person summing up this sentiment in the comment: 

“There is no point as she can’t understand me and I can’t understand her”. 

This emphasised that a pre-requisite for connectedness appears to be proficient 
language and communication skills in the languages relevant to the population of 
older people. For people of CALD populations, this is likely to be very important.

Older people living in residential care were far more focused on the importance of 
connections to staff. Most were able to cite examples of staff members whom they 
really related to and could share their thoughts. Older people noted they are often 
able to talk more freely to staff than family, particularly about sensitive matters such 
as spirituality. Consequently, their vulnerability means they are more comfortable 
being cared for by someone they know and who knows them. 

Sacred space
One of the aspects that was raised only marginally in the staff focus groups was the 
need for a sacred space. However, for most older people living in residential aged 
care who were interviewed, this was a matter of great importance. A multi-purpose 
communal space was not deemed suitable, as many defined a sacred space as a 
dedicated place for private prayer and contemplation they could visit anytime, 
not just for worship services. One older person in particular had researched the 
benefactors who established the home and found that a chapel was part of their 
vision. Subsequently, she wrote to the CEO requesting the organisation fulfil its 
mission and this was positively received. Other comments included the need for a 
microphone to ensure the service can be heard by those with a hearing impairment.
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6. Survey
Methodology and approach
There were two industry surveys conducted. The first and main survey was conducted 
August to December 2015. Key principles were distilled from the stakeholder 
consultations and focus groups and these formed the foundation of the Guidelines. 
Parallel to the field work was a literature review exploring similar concepts that also 
informed the principles that were to underpin the Guidelines content. The objective 
of the first survey was to validate that the principles for the spiritual care Guidelines 
reflected the wider views of older people, staff, management, volunteers and other 
interested parties. 

An electronic survey was designed with three questions:

1. Tell us about your views in relation to spirituality and spiritual care – 17 principles.

2. What is most important to include in the Guidelines?

3. How would you best describe your MAIN role/connection with aged care?

Responses to survey 1
The survey link was sent to all members of the National Aged Care Alliance requesting 
them to send it out to their members. A newsworthy article based on the literature 
review findings was published in industry periodicals to attract people to complete 
the link. A PDF document was also available to enable older people to complete the 
survey in hard copy. 

Total responses received 
726 responses were received over a five month period with the majority of responses 
occurring in August 2015.

Figure 2 – Survey responses per month
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Profile of respondents
The respondents reflected a diverse range of stakeholders: 

• 65% of respondents were directly engaged in the aged care industry (paid and voluntary)

• 19% of respondents represented older people (or their relatives/representatives) 
living in residential aged care, or receiving care and support at home 

• 13% of respondents provide services to the aged care industry such as visiting 
medical practitioners, suppliers and consultants

• 3% not stated

Table 3 – Profile of survey respondents

How would you best describe your MAIN role/
connection with aged care?

Category Response 
Percent

Response 
Count

Spiritual care practitioners such as pastoral 
carers/chaplains/religious representative/clergy 
(paid, visiting or voluntary)

Spiritual carers 28% 201

Nurses, lifestyle staff, care workers, educators 
and allied health

Aged care staff 22% 158

Older person or relative/carer/representative of 
an older person

Consumer 19% 138

Executive/Senior manager Aged care 
management

15% 112

Volunteers, government, consultants, 
academics

Others 13% 98

Not stated 3% 19

Total responses 100% 726

Those with a direct interest in spiritual care were the highest responders (28%). 
Overall, the diversity and volume of respondents demonstrates a high level of 
interest in the Guidelines. ‘Others’ comprising 13% included volunteers, suppliers, 
representative bodies, consultants and academics.

The volume and representation of respondents gave confidence to the project team 
that the findings of the survey reliably reflected the views of stakeholders. 
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Table 4 – Survey respondents identifying as having special needs

Respondents who identified with a special needs group Response 
Percent

Response 
Count

Living in a rural or remote area 22% 74

Cultural and linguistically diverse (CALD) background 18% 58

Living with a disability 13% 41

Living with mental health issues 13% 41

Veteran of the Australian Defence Force, or an allied defence force - or 
spouse or widow/widower of a veteran

9% 29

Living with dementia 6% 21

Financially or socially disadvantaged 6% 20

Lesbian, gay, bisexual, transgender, intersex (LGBTI) 6% 20

Aboriginal /Torres Strait Islander 3% 13

Homeless or at risk of becoming homeless 2% 6

Others 2% 6

Total number of special needs from 203 respondents 100% 329

In total 28% of the 203 respondents indicated that they identified as belonging to 
one or more special needs group. This again demonstrated that respondents were 
representative of the general population and reinforced the need for special needs 
groups to be considered in the Guidelines. ‘Others’ included Care Leavers (includes 
Forgotten Australians, Former Child Migrants and Stolen Generations) and parents 
separated from their children by forced adoption or removal.
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Location of respondents
As shown in Table 6 below, 66% of respondents were from metropolitan areas, 
19% from regional centres, 13% from rural areas and 2% from remote areas. Rural, 
regional and remote areas were represented in most states and territories amongst 
respondents. The representation roughly correlated with population centres and 
density of aged care organisations for example, New South Wales and Victoria were 
much higher than other states/territories. Queensland, Western Australia and the 
Northern Territory were slightly underrepresented.

There has also been some interest in the project outside Australia with overseas 
respondents coming from the United Kingdom and New Zealand. 

Table 5 – Location of survey respondents 

Primary location Metropolitan Rural Regional centre Remote Totals

Victoria 171 45 46 1 263

New South Wales 135 32 44 1 212

Queensland 51 4 26 2 83

South Australia 37 7 1 0 45

Tasmania 20 6 16 1 43

Western Australia 27 1 3 1 32

Australian Capital Territory 29 0 0 0 29

Outside Australia 8 0 0 0 8

Northern Territory 0 0 4 7 11
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Table 6 – Responses to the key principles

Tell us about your views in relation to 
spirituality and spiritual care

Disagree Uncertain Agree % 
Agree

Spiritual needs can arise at any time 7 13 706 97%

Spiritual needs should be considered as part of 
care planning, assessment and evaluation

10 14 702 97%

Person-centred care includes meeting the spiritual 
needs of a person

6 20 700 96%

Organisations should support the choice of older 
people by providing access to information to faith 
and/or religion

11 26 689 95%

Referrals should be made to specialist spiritual 
workers where appropriate (clergy, chaplains, 
pastoral carers)

7 34 685 94%

Spirituality may help older people find meaning, 
purpose and hope

10 37 679 94%

Spiritual dimensions such as meaning, purpose, 
identity and connectedness should be part of 
everyday life and interactions

13 38 675 93%

There should be a whole-of-organisation 
commitment to spiritual care

12 44 670 92%

All staff should have training in basic awareness of 
spirituality as it relates to older people

17 41 668 92%

Spiritual Guidelines should be relevant across the 
organisation

8 52 666 92%

Spirituality may help older people to transcend 
loss and disability

9 51 666 92%

Part of being human is having a spiritual 
dimension

25 70 631 87%

Spiritual indicators are as important as quality of 
care measures (i.e. falls, infections, incidents)

31 80 615 85%

All staff should have responsibility for spiritual 
care (appropriate to their role)

44 104 578 80%

Effective spiritual care is about putting on 
a ‘spiritual lens’ when working with older people

43 197 486 67%

Staff need to be comfortable with their own 
spirituality before they can support older people 
with their spirituality

96 155 475 65%

Relationships and connectedness with older 
people are more important than performing tasks

62 195 469 65%
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Findings 
As shown in Table 7 above, the majority of respondents agreed with all 17 
principles. Eleven principles had an ‘agree’ rating greater than 90%. Three 
principles had an ‘agree’ rating greater than 80%, and three principles had an 
‘agree’ rating greater than 65%. The bottom six principles with the lowest levels of 
agreement also had relatively high levels of ‘uncertain’ responses. This indicated 
that the majority of respondents were not opposed to these principles per se. Some 
respondents provided comments indicating they were not sure what was meant 
by these principles, or they were not sure how they would apply, rather than being 
opposed to them. 

Overall, the high levels of agreement to the principles validated the findings of 
the fieldwork and the literature review. It also provided a sound basis for the 
development of the Guidelines. 

Summary of themes from the fieldwork
In addition to the principles described above, a number of key themes emerged from 
the consultation processes (interviews, focus groups and survey) that were also useful 
in the development of the Guidelines:

• Corporate commitment and management support of spiritual care is essential.

• Many staff are already providing spiritual care, but not systematically, or 
consistently.

• Spiritual needs should be incorporated into care model, not running parallel to it.

• In residential aged care, spirituality should be part of the leisure, lifestyle and 
activities programs in terms of supporting older people to find meaning and purpose.

• There is great diversity regarding who provides spiritual care.

• Spiritual care can and should be part of everyday activities, not an added-extra.

• Older people want access to a sacred space in residential care.
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7. Expert Advisory Panel

Methodology and approach
After the consultation process (focus groups, interviews and survey) was completed, 
Guidelines were drafted based on the principles and themes. An Expert Advisory Panel 
was selected to critique the draft Guidelines. 

Input from the Expert Advisory Panel was obtained using a modified Delphi approach 
to achieve considered consensus among experts. The members of the panel were sent 
three electronic surveys over a three-month period. The surveys included questions 
on the structure of the guidelines documents, the inclusion of special needs groups, 
the composition of the five domains of spiritual care and statements under each 
domain. After each survey, the Guidelines were modified according to the feedback 
from the panel. 

Expert Advisory Panel
The Expert Advisory Panel (EAP) comprised three main groups and two others with 
specific expertise (Appendix 3):

• Academics/experts who have published, conducted research and currently teach in 
relevant areas such spirituality, pastoral care and ageing.

• Consumer representatives who were able to express views regarding the potential 
impact of the Guidelines on older people.

• Providers who have expertise regarding leading the implementation of standards 
and guidelines within organisations. This group included chief executive officers, 
quality management executives, senior chaplains and a pastoral care practitioner. 
Providers represented charitable, faith-based and private organisations who run a 
combination of residential and home care services.

• A quality consultant brought expertise in terms of how this integrates with the 
overall quality management system.

• A representative from the Australian Aged Care Quality Agency brought expertise in 
relation to ensuring the Guidelines were consistent with the standards in aged care 
and other regulatory requirements. 

Findings
In the final survey, the EAP were asked to rate their views in regards to the five 
domains and 10 detailed statements that sit beneath each domain. The EAP was 
asked to select a rating from ‘Strongly disagree, Disagree, Neutral, Agree and Strongly 
Agree’. Against the 50 statements across five domains, the EAP average rating was 4.5 
out of 5 (90%) in agreement with the statements. Where there was not agreement, it 
was confined to only one or two members of the EAP who consistently rated ‘neutral’ 
or ‘disagree’. None of the EAP rated any of the statements as ‘strongly disagree’. It 
is not usual practice in Delphi methodology to seek or to achieve 100% consensus. 
However, the project team believe there was sufficient consensus to proceed to the 
next stage. This decision was informed by literature on Delphi methods regarding 
suitable benchmarks for consensus.



34

Survey to validate findings of the EAP
After the EAP process was completed a limited survey was sent out to validate:

• The framework of the Guidelines document – table of contents provided.

• The five domains and supporting statements – all detail provided.

This survey was conducted during January 2016 and although every attempt was 
made to generate publicity and responses, many people were on leave or short-
staffed. However, this was an important step before the Guidelines were piloted in 
February. The intention of this survey was to once again engage stakeholders and 
invite comments. Also, this survey required responders to download two documents 
and read in detail before responding. With this combination of factors, it was not 
surprising that only a modest number of responses were received (93). However, the 
quality of the feedback and the diversity of responders provided credible validation 
that the Guidelines were aligned to stakeholder views and suitable for proceeding to 
the pilot stage.

Profile of respondents
The respondents reflected a diverse range of stakeholders: 

• 60% of respondents were directly engaged in the aged care industry (paid and 
voluntary). 35% of this group related to spiritual care practitioners.

• 12% of respondents represented older people (or their relatives/representatives) 
living in residential aged care, or the receiving care and support at home.

• 25% of respondents provide services to the aged care industry such as researchers, 
visiting medical practitioners, suppliers, volunteers and consultants.

• 5% of respondents were from aged care representative bodies.

Table 7 – Profile of January 2016 survey respondents

How would you best describe your MAIN role/
connection with aged care?

Category Response 
Percent

Response 
Count

Spiritual care practitioners such as pastoral carers/
chaplains/religious representative/clergy (paid, 
visiting or voluntary)

Aged care 35% 33

Volunteers, government, consultants, academics Other 25% 23

Executive/senior manager Aged care 
management

15% 14

Nurses, lifestyle staff, care workers, educators and 
allied health

Aged care staff 8% 7

Older person or relative/carer/representative of an 
older person 

Consumer 12% 11

Representative body for providers, consumers, 
professionals

Rep body 5% 5

Total responses 100% 93
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Location of respondents
As shown in Table 9 below, rural, regional and remote areas were represented in most 
states and territories amongst respondents. The representation roughly correlated 
with population centres and density of aged care organisations for example, New 
South Wales and Victoria were much higher than other states/territories. Queensland, 
Western Australia and the Northern Territory were slightly underrepresented. Outside 
Australia responders were from the UK and Canada. Some responders indicated more 
than one area hence the total response count (102) exceeds the actual number of 
responses (93). 

Table 8 – Location of survey respondents

Location Metro Rural Regional 
centre

Remote Response 
Count

New South Wales 19 2 8 0 29

Victoria 20 5 3 0 28

Queensland 8 0 5 0 13

South Australia 9 0 2 0 11

Western Australia 5 0 1 0 6

Australian Capital Territory 2 0 3 0 5

Tasmania 2 0 2 0 4

Northern Territory 0 0 2 0 2

Outside Australia 0 1 2 1 4

Total responses 102
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Summary data
Below (Table 10) is a summary of responses to key questions regarding the 
Guidelines structure and content. There was a high level of agreement, with the 
majority of respondents rating ‘agree’ or ‘agree with comments’. The majority of 
comments reflected positive statements regarding the need for the guidelines; and 
the importance of staff training regarding implementation as they were not in a 
position as individuals to implement the Guidelines. This endorsement was deemed 
by the project team to validate the outcome of the EAP and hence the Guidelines 
were considered suitable to pilot.

Table 9 – January 2016 survey respondents’ views 

Overall, considering the five domains and the table of contents, what are your views?

Answer Options Disagree Neutral Agree Agree 
but with 
comments

Response 
Count

Based on the table of contents, 
the structure of the Guidelines is 
likely to be useful

1 (1%) 5 (5%) 84 (91%) 3 (3%) 93

The five domains clearly reflect 
good practice in spiritual care

3 (3%) 6 (6%) 79 (85%) 5 (6%) 93

The referencing system is easy to 
follow and useful

4 (4%) 20 (22%) 66 (71%) 3 (3%) 93

Our organisation is likely to 
consider implementation of the 
Guidelines

4 (4%) 25 (27%) 54 (58%) 10 (11%) 93

Do you have any comments? 35

Total responses 93

“There was a high level of 
agreement with the majority of 

respondents rating ‘agree’ or ‘agree 
with comments’.”
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8. Piloting and evaluation of the 
draft Guidelines

Methodology and approach
It is likely to take one or two years to make any changes required by implementation 
of the Guidelines, depending upon the number and scale of gaps between existing 
practice and the Guidelines, as well as the corporate capacity in spiritual care. 

The draft Guidelines were piloted and evaluated between February and April 2016. 
The purpose of the pilot was to evaluate whether the Guidelines are likely to meet 
industry needs and expectations, and to make improvements where possible. The 
pilot process provided useful feedback from organisations who have worked closely 
with the Guidelines to identify strengths and weaknesses. 

The most effective strategy to pilot the draft Guidelines was via a self-assessment 
where the Guidelines were used to determine gaps. Pilot organisations were briefed 
in person by the project manager in February 2016. All pilot organisations were 
provided, in advance, with hard and soft copies of the draft Guidelines, templates and 
a PowerPoint presentation with notes to brief staff unable to attend the briefing. Over 
a 6-8 week period, pilot sites were asked to:

• Review the draft Guidelines document.

• Conduct a self-assessment against the Guidelines.

• Develop a desk-based action plan (but not implement).

• Complete three electronic surveys to determine their views.

During the pilot, sites were offered telephone support and queries were answered. 
Most sites completed the tasks as requested and provided verbal feedback in 
telephone debrief meetings after the pilot period.

Different organisations had varying approaches to the pilot task. Some involved a 
small group of 2-3 people, whereas others had 5-10 people involved. Some involved 
front line staff, whereas others engaged their entire senior management team. 
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Organisations participating in the pilot
The draft Guidelines were piloted by 17 organisations at 21 sites (against a contractual 
obligation of 6). Two organisations piloted the Guidelines at two sites with separate 
survey responses and one organisation piloted the Guidelines at three sites but 
provided one survey response. 

Characteristics of the pilot sites were as follows:

Ownership: 

• 62% of sites were faith-based organisations.

• 28% of sites were community or charitable organisations.

• 10% of sites were private organisations.

Locations:

• 4 sites in NSW.

• 3 sites in each: NT, Qld and Vic.

• 2 sites in each: ACT, SA, Tas and WA.

• 47% of sites were in metropolitan areas.

• 43% of sites were in regional centres (including Darwin, Hobart & Canberra).

• 10% of sites were in remotes areas (Alice Springs).

Care types: 

• 71% of pilot sites were related to residential and home care services.

• 24% of pilot sites were related to residential care only.

• 5% of pilot sites were related to home care services only.

Previous involvement: (excluding responses to anonymous surveys)

• 86% of pilot sites had no previous known involvement in the project.

• 14% of pilot sites had participated in the focus groups.



39

NATIONAL GUIDELINES FOR SPIRITUAL CARE IN AGED CARE  |  Stakeholder Consultation Report

Table 10 – Organisations involved in the pilot 

Organisation Location 
of pilot

Ownership Location Specific 
focus on 
Special 
Needs 
Groups1

Care 
type

Previous 
involvement

Anglican Retirement 
Villages

NSW Faith-based Metro RC/HC Focus group

ARRCS (Australian 
Regional & Remote 
Community Services), 
Community Care 
Central

NT Community Remote Aboriginal HC None

ARRCS (Australian 
Regional & Remote 
Community Services), 
Old Timers Village

NT Faith-based Remote Aboriginal RC None

Baptcare Vic Faith-based Metro RC/HC None

Bethanie Group WA Faith-based Metro RC/HC None

Burrangiri Aged Care 
Plus Respite Centre 
(ACT)

ACT Faith-based Regional RC/HC None

Churches of Christ in 
Queensland

Qld Faith-based Metro RC/HC None

Cooinda Aged Care Qld Community Regional small RC Focus group

Eldercare SA Faith-based Metro RC/HC None

Elm Aged Living Vic Private Regional RC None

Freemasons’ Homes of 
Southern Tasmania

Tas Faith-based Regional RC/HC None

Glenview Community 
Services

Tas Community Regional LGBTI RC/HC None

IRT (ACT & Illawarra) NT Faith-based Regional RC/HC None

IRT (Sydney regions) NSW Community Regional RC/HC None

Jewish Care (Victoria) 
Inc

Vic Faith-based Metro CALD RC/HC Focus group

Montrose Aged Care 
Plus Centre (NSW)

NSW Faith-based Metro Mental 
health

RC None

People who Care WA Community Metro Aboriginal RC/HC None

Riverview Gardens, 
Aged Care Plus Centre 
(Qld)

Qld Faith-based Regional RC None

Southern Cross Care 
(SA/NT) 

NT Faith-based Regional RC/HC None

SummitCare NSW Private Metro RC/HC None

The Society of St 
Hilarion Inc Aged Care

SA Community Metro CALD RC None

1: Note that other facilities also catered for special needs groups without a specific focus on a particular group
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Findings
Three surveys were sent to the pilot sites to complete during pilot period. All 17 
organisations completed the pilot. There was a 95% completion rate to the surveys 
overall, however not all sites completed every survey. 

At the completion of the pilot and submission of the surveys, all organisations were 
invited to participate in a telephone debrief. This was an opportunity to provide any 
additional feedback that may not have been covered in the surveys. In total 10 of 17 
organisations elected to participate in a telephone debrief. 

Sections 1, 2, 3, 5, 6, 9, 10 and 11 of the Guidelines (sections 4, 7 and 8 are 
below)

The pilot sites were asked in surveys 1 and 3 to rate whether they disagreed, agreed or 
agreed with comments in relation to sections of the Guidelines. There was a high level 
of agreement in regards to the majority of statements (two respondents disagreed 
with the statement regarding Section 6). Very little additional feedback was received 
through the comments sections and these were summarised into two categories:

Comments regarding relevance of the Guidelines in home care
One home care pilot site with a particular focus on the Home Support Program 
(formerly known as HACC) often rated ‘disagree’ to aspects of the Guidelines. This 
highlighted the need for the Guidelines to clearly explain the target groups are 
specifically residential aged care and home care packages. 

Comments regarding Section 6 - Implementation of the Guidelines
The pilot sites were provided with a draft matrix showing the levels of competence staff 
would require. There were many positive comments, however, there were sufficient 
comments that the matrix was confusing, to suggest it would be better left out. 

Section 4 – Domains of spiritual care 

As shown in Table 12 below, the pilot sites were asked to pilot 2-3 domains, although 
two sites chose to pilot all five domains. The pilot sites selected the domains to be 
piloted based on areas of most interest to them, synergies with other initiatives and 
areas identified for improvement. Each domain was piloted by a minimum of 11 
and maximum of 13 different sites. The organisations involved in the pilot had no 
known contact with each other in relation to the pilot and hence the potential for 
collaboration regarding responses was negligible.
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Table 11 – Allocation of Guideline domains to pilot sites

Guideline Domain

Organisation/pilot site 1 2 3 4 5 total

Anglican Retirement Villages   1 1 1 3

ARRCS (Australian Regional & Remote Community Services), 
Community Care Central

 1 1 1  3

ARRCS (Australian Regional & Remote Community Services), 
Old Timers Village

  1  1 2

Baptcare 1 1  1  3

Bethanie Group 1 1 1   3

Burrangiri Aged Care Plus Respite Centre (ACT)    1  1

Churches of Christ in Queensland 1 1 1   3

Cooinda Aged Care 1  1  1 3

Eldercare 1 1   1 3

Elm Aged Living 1 1 1 1 1 5

Freemasons’ Homes of Southern Tasmania 1   1 1 3

Glenview Community Services 1  1   2

IRT (Illawarra/ACT) 1 1  1  3

IRT (Sydney region)   1  1 2

Jewish Care (Victoria) Inc  1  1 1 3

Montrose Aged Care Plus Centre (NSW) 1 1    2

People who Care  1 1 1  3

Riverview Gardens, Aged Care Plus Centre (Qld)   1  1 2

Southern Cross Care (SA/NT) Darwin  1 1  1 3

SummitCare  1  1 1 3

The Society of St Hilarion Inc Aged Care 1 1 1 1 1 5

 11 13 13 11 12  
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In relation to the five domains, pilot sites were asked to rate whether they disagreed, 
agreed or agreed with comments with the statements below: 

Table 12 – Survey statements in relation to views of the domains

Statements for each domain 

1. The statements in the domains are clear

2. We had sufficient guidance to evaluate our performance against the Guidelines

3. We can map our existing practice to the Guidelines

4. The rating scale was useful

5. We were able to identify gaps

6. We know what is required to address the gaps

7. The language is an appropriate balance between the ‘art’ and ‘science’ of spirituality  

8. Any comments?  Are there any statements that could be clearer?

Domain 1 - Organisational leadership and alignment

In respect to Domain 1, there was 95% agreement to all statements. A few comments 
related to the following issues:

• Input from higher management is essential for implementation.

• Statement 1.5 needs clarity.

• Statements 1.9 and 1.10 are difficult to implement in existing buildings.

• Language used can be ambiguous, too clinical and too academic.

• Note some repetition of information/questions.

• There are too many statements in each domain.

In the post-pilot telephone debriefs, comments provided were explained. There was 
general feedback that the statements in Domain 1 are all valid, but the language 
could be simplified. 

Domain 2 – Relationships and connectedness

In respect to Domain 2, there was 80% agreement to all statements: 

• One respondent disagreed with statements 1 and 5; and two respondents 
disagreed with statement 7.

All the above statements that were rated ‘disagree’ were essentially related to the 
need to simplify the language. A few comments related to the following issues:

• Too many statements under each domain.

• Repetition of themes across the domains.

• Need to simplify language.
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Domain 3 – Identifying and meeting spiritual needs

In respect to Domain 3, there was 86% agreement to all statements: 

• One respondent disagreed with statement 1 and two respondents disagreed with 
statement 7.

Again, the statements that were rated ‘disagree’ were essentially related to the need 
to simplify the language. A few comments related to the following issues:

• Too many statements under each domain.

• Repetition of themes across the domains.

• Need to simplify language.

Domain 4 – Ethical context of spiritual care

In respect to Domain 4, there was 95% agreement to all statements: 

• One respondent disagreed with statement 1.

Again, the statements that were rated ‘disagree’ were essentially related to the need 
to simplify the language. A few comments related to the following issues:

• Repetition of themes across the domains.

• Need to simplify language.

Domain 5 – Enabling spiritual expression

In respect to Domain 5, there was 72% agreement to all statements: 

• Two respondents disagreed with statement 1, one respondent disagreed with 
statements 2, 3, 6 and 7.

Again, the statements that were rated ‘disagree’ were essentially related to the need 
to simplify the language. The comments received were related to the following issues:

• Repetition of themes across the domains.

• Need to simplify language.

• Improvements to be made to rating system.

• Clarity required for statement 5.8.
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Section 7 and 8 – Implementation 
The main tasks associated with the pilot related to conducting a self-assessment 
against the Guidelines and developing an action plan to address the gaps. This was to 
be purely a ‘desk-exercise’ with pilot sites asked not to actually implement the plan. 
The sites were not required to submit their self-assessments or action plans although 
a few sites elected to send these anyway. 

Pilot sites were asked to rate whether they disagreed, agreed or agreed with 
comments with the statements below: 

Table 13 – Survey statements in relation to views on implementation

1. The ‘Action Plan’ tool is easy to complete

2. Converting gaps into action plan items was straightforward

3. The action plan provides us with direction and clarity

4. The action plan links with our continuous improvement plan

5. Using the self-assessment process and action plan tool, we have a plan we could implement

In respect to the self-assessment and action plan statements, there was 80% 
agreement to all statements: 

• Three respondents disagreed with statement 4, two respondents disagreed with 
statement 5.

The statements that were rated ‘disagree’ were essentially related to the need to 
simplify the language. A few comments received were related to the following issues:

• Repetition of the need for staff training.

• Need to engage management in the self-assessment and action-planning process.

• Minor suggestions for improvement on the structure of the templates.
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Summary of the piloting of the draft Guidelines
There was a high level of agreement in regard to the majority of statements. All the 
pilot sites reported the exercise was useful for their organisation and they intend to 
make improvements as a result. As previously stated, there was one pilot site that 
consistently rated ‘disagree’ as the Guidelines were not considered as relevant for the 
Home Support Program. 

There was consistent feedback on the need for clearer language that is easily 
understood. A panel reviewed the feedback and agreed on the need to reduce 
duplication, clarify some statements and improve the readability of the statements.

Combining the feedback from the briefings, survey responses and de-briefs, it 
was apparent that the most significant success factor in the pilot process was the 
engagement and involvement of senior management. Where senior management 
such as the deputy/chief executive officer (CEO) or executive managers were actively 
involved in the pilot, some profound changes were observed. One site reported that 
any polices presented to the CEO henceforth should include consideration of spiritual 
care. Others stated they are already planning changes such as rostering of consistent 
staff. Conversely, where the pilot primarily involved staff in non-management roles 
there were difficulties. These related to inability to complete some aspects of the self-
assessment that required management input, as well as lack of organisational power 
to develop an action plan to address gaps. 

Where spiritual care practitioners were involved in the pilot, there was a common 
view that the Guidelines had broadened their view of spiritual care. Many reported 
that they were intending to work more closely with management, clinical and lifestyle 
staff to implement a more holistic model of care. 

Community and private organisations not associated with a faith-community 
reported the pilot process was important in raising awareness of the importance of 
spirituality. Many reported that they are planning on incorporating spirituality into 
existing philosophies of care such as well-being, relationship-based care and person-
centred care models. Some reported significant ‘light-bulb’ moments through the 
pilot where they identified that spirituality had not been sufficiently recognised in 
key processes.

“There was consistent 
feedback on the need for 

clearer language that is easily 
understood.”



46

9. Distribution and promotion of the 
Guidelines

Contractual obligations
The project includes contractual obligations in relation to distribution promotion of 
the Guidelines: 

Objective Deliverables Timeframe Measures of success

Distribution 
and 
promotion

Press release on 
final version and 
publish on website

20/6/16-
30/6/16

Final version is fit for 
purpose and accepted 
and adopted by 
industry

Workshops 
During the project there was considerable feedback regarding the importance of 
dissemination and education of the sector regarding the Guidelines. The original 
project plan only included a press release and publishing a final version on the 
website. Feedback from stakeholders suggested this will be inadequate and not 
conducive to a high uptake rate.

Therefore in addition to contracted fieldwork, a workshop was conducted in each 
state and territory to promote the Guidelines. 

The workshops were 1.5-2 hours in duration depending on the number of 
participants. The workshop included the following content:

• Introduction and overview:

 ▷ Spirituality and ageing

 ▷ Links with other philosophies and principles

• Guidelines:

 ▷ Process of development

 ▷ Scope and target group

 ▷ Framework to the Guidelines

 ▷ Five domains

• Implementation:

 ▷ Self-assessment and action plan

 ▷ Enablers and barriers

 ▷ Additional resources and tools
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Schedule of workshops June 2016 
(correct at time of publication)

Date Location Venue

20 June Perth Bethanie Group

21 June Adelaide Anglicare

22 June Melbourne BlueCross 

23 June Hobart Freemasons Homes of Southern Tasmania

24 June Brisbane Churches of Christ

27 June Darwin Southern Cross Care (SA/NT)

28 June Sydney Anglican Retirement Villages 

29 June Canberra Baptistcare 

Participation
Participation in the workshops was voluntary and free. The workshops were 
promoted to site/service and program managers such as directors of care, case 
managers, lifestyle managers and spiritual care practitioners.

Publicity
Publicity was generated through stakeholders groups, industry publications, websites 
and press releases. The official launch on 9 August 2016 provided another opportunity 
to generate sector interest in the Guidelines.
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10. Appendices 
1. Stakeholder engagement - organisations
Organisations representing consumers, providers, employees, professionals and 
special needs/interest groups.

Aged and Community Services Australia Exercise and Sports Science Australia

Aged Care Guild Federation of Ethnic Communities’ Council of 
Australia

Alzheimer’s Australia Health Services Union

Anglicare Australia Leading Age Services Australia

Association of Independent Retirees Legacy Australia

Attendant Care Industry Association Lutheran Aged Care Australia

Australasian Services Care Network Macular Disease Foundation Australia

Australian Aged Care Quality Agency National Aboriginal Community Controlled 
Health Organisation

Australian and New Zealand Society for Geriatric 
Medicine

National LGBTI Health Alliance

Australian Association of Gerontology National Presbyterian Aged Care Network

Australian College of Nursing National Rural Health Alliance

Australian Healthcare and Hospitals Association National Stroke Foundation

Australian Nursing and Midwifery Federation Occupational Therapy Australia

Australian Physiotherapy Association Palliative Care Australia

Australian Psychological Society (Psychology and 
Ageing interest group)

Pharmacy Guild of Australia

Australian Red Cross Primary Healthcare Networks

Baptist Care Australia Public Sector Residential Aged Care Leadership 
Committee

Beyondblue Retirement Living Council

Black Dog Institute Returned and Services League of Australia

Carer’s Australia Royal Society for the Blind

Catholic Health Australia Speech Pathology Australia

Centre for Ageing and Pastoral Studies Spiritual Care Australia

Combined Pensioners & Superannuants 
Association

The Salvation Army Aged Care Plus

Council on the Aged (COTA) United Voice

Dietitians Association of Australia Uniting

Diversional Therapy Australia Vision Australia
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2. Stakeholder engagement - individuals consulted
Individuals representing approved providers, academics, consultants and 
government were contacted. 

Ms Mahjabeen Ahmad Independent researcher and policy advocate 

Mr Mark Brandon Approved provider Estia Health

Mr Ian Burge Approved provider BUPA Aged Care

Ms Danielle Greenwood Approved provider Arcare

Ms Liz Grogan Pastoral carer Southern Cross Care (Vic)

A/Prof Ann Harrington Academic Flinders University

Ms Debbie Hurlbutt Director - Palliative 
Care Section

Department of Health

Mr Ross Low Approved provider BaptistCare 

Rev Prof Elizabeth MacKinlay Academic Charles Sturt University

Prof Tracey McDonald Approved provider/
academic

RSL LifeCare

Mr Paul McMahon Approved provider Southern Cross Care (NSW/
ACT)

Prof Wilf McSherry Academic Staffordshire University, UK

Rev Andrew Nixon Approved provider Anglican Retirement 
Villages

Ms Allison Pachett Approved provider Uniting AgeWell (Vic/Tas)

Ms Cynthia Payne Approved provider SummitCare

Ms Ljubica Petrov Manager Centre for Cultural Diversity 
in Ageing

Ms Lorraine Poulos Consultant Lorraine Poulos and Assoc

Mr Graham Reed Approved provider Living Care 

Mr Nick Ryan Government Australian Aged Care 
Quality Agency

Rev Prof John Swinton Academic University of Aberdeen, UK
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3. Expert Advisory Group

Title First Name Last Name Organisation Type of expert Location

Mr Andrew Allsop Silverchain and 
Palliative Care Australia

Provider WA

Dr Cathy Balding Qualityworks Quality 
consultant

Vic

Ms Wendy Bateman RSL Consumer 
representative

Vic

Ms Briony Black Southern Cross Care 
(NSW/ACT)

Provider NSW

Ms Christine Bryden Consumer/author/
advocate

Consumer 
representative

ACT

Rev John Clarke Uniting AgeWell (Vic/
Tas)

Provider Vic

Dr Jeffrey Cohen University of NSW Academic/expert NSW

Prof Sr Maryanne Confoy Jesuit Theological 
College

Academic/expert Vic

Prof Richard Fleming Wollongong University Academic/expert NSW

Ms Daniella Greenwood Arcare Provider Vic

Ms Liz Grogan Southern Cross Care 
(Vic)

Provider Vic

Ms Ilsa Hampton Baptcare Provider Vic

A/ Prof Ann Harrington Flinders University Academic/expert SA

Rev Andrew Heron Anglican Retirement 
Villages

Provider NSW

Ms Sandra Hills Benetas Provider Vic

Ms Linda Justin Uniting Provider NSW

Mr John Killick Dementia services Academic/expert UK

Dr Tracey MacDonald RSL LifeCare Provider NSW

Rev 
Prof

Elizabeth MacKinlay Charles Sturt University Academic/expert NSW

Rev Dr Laurence McNamara Catholic Theological 
Centre

Academic/expert Vic

Dr Prof Wilf McSherry University of 
Staffordshire, UK

Academic/expert UK

Ms Cynthia Payne SummitCare Provider NSW

Dr Bruce Rumbold La Trobe University Academic/expert Vic

Mr Nick Ryan Australian Aged Care 
Quality Agency

Government NSW

Ms Josephine Stevens National Seniors 
Australia 

Consumer 
representative

Qld

Rev Trevor Wight Baptistcare Provider NSW

Dr Ann Zubrick Charles Sturt University Academic/expert WA
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