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Submission Details
Submitting organisation
Ilsa Hampton, Chief Executive Officer on behalf of Meaningful Ageing Australia.
Meaningful Ageing Australia is the national peak body for spiritual care and ageing. It is an
incorporated association registered with the Australian Charities and Not-for-profits
Commission.
Contact details
PO Box 2127, Royal Melbourne Hospital VIC 3050
Telephone: 03 8387 2274
Email: admin@meaningfulage.org.au
Websites: www.meaningfulageing.org.au and www.seemeknowme.org.au
About Meaningful Ageing Australia
Meaningful Ageing Australia is a growing, charitable, peak organisation dedicated to
improving spiritual care for older people. The World Health Organisation views spirituality as
inextricably linked to quality of life (2014). Our vision is for meaning, purpose and
connectedness to be part of every ageing journey. We are primarily funded through
membership fees. In 2014-2016 we received a tied grant from the Australian Government to
research, develop and publish National Guidelines for Spiritual Care in Aged Care. In May
2019, Meaningful Ageing Australia received funding from the Australian Government to roll
out two national programs, which include the development of video resources and the
campaign called See me. Know me.
Representation
Meaningful Ageing Australia membership is open to organisations and groups who provide
support, care and/or accommodation to older people. We promote recognition of spirituality
defined by individuals according to what brings them meaning, purpose and connectedness.
Therefore, we welcome secular, humanistic and faith-based organisations and groups. Our
members reflect a diversity of providers: faith-based, secular, private, government,
charitable, cultural-specific and multicultural. Our members are located in metropolitan, rural,
regional and remote areas across Australia. We support our members through promotion of
spiritual care, as well as a range of practical tools, resources, workshops and events. We
currently have 90 member organisations who provide residential aged care services and
community care across every state and territory in Australia.
Nature of this submission
Meaningful Ageing Australia welcomes a review of the funding of residential aged care.
We believe the current Aged Care Funding Instrument (ACFI) model does not recognise
the importance of spirituality and the cost to providers. We also believe the current ACFI
model is inconsistent with person-centred care, a strengths-based model of care and
principles of empowerment, enablement and dignity. Regrettably, the proposed Australian
National Aged Care Classification model (AN-ACC) does not recognise the spiritual
dimension and its relationship to health. The AN-ACC model does not fund spiritual care at
the level required in the new Aged Care Quality Standards.
Consent regarding this submission
Meaningful Ageing Australia consents to publication of this submission. Meaningful Ageing
Australia is available to meet with Department representatives to further discuss this
submission.
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1. Executive Summary
Spirituality is more than religion. Some older people express their spirituality primarily
through faith and religion, however others express their spirituality in different ways.
Meaningful Ageing Australia support diverse expressions of spirituality as defined by older
people. Every older person should have access to high quality, contemporary spiritual care
according to their individual needs and preferences. Identifying and meeting the spiritual
needs of older people has a cost to it and this should be reflected in the funding model.
There is a strong and credible body of evidence that engagement with spirituality in health
and aged care increases resilience, reduces depression and anxiety, and improves quality of
life. Spiritual care means recognising not only the needs of the person you are supporting,
but also has implications for the model of care in the support relationship. Each person’s
spiritual needs should influence all care planning and goal setting with the older person. It is
vital for whole of life care, including preparation for death. Spiritual care is an integral part of
palliative care (Meaningful Ageing Australia and Palliative Care Australia, 2017).
Spirituality is inextricably linked with health outcomes, but this is not reflected in AN-ACC.
The proposed AN-ACC places disproportionate weight on observing and assessing the
physical dimension as though these needs are disconnected from the whole person. An
instrument to identify and assess spiritual needs to deliver care should have been included
in the range of key instruments. Spiritual needs should not be a lower-order priority or an
‘optional extra’. This understanding is now part of the Australian Aged Care Quality
Standards (to come into effect from 1 July 2019).
As spiritual care is not explicit in the current Aged Care Accreditation Standards, estimated
expenditure is likely to be significantly understated in terms of what is expected from 1 July
in the new Aged Care Quality Standards. In addition, due to spiritual care and associated
wellbeing activities not being directly funded under ACFI, it becomes a self-fulfilling prophecy
to base the new model on current resource use. Residential aged care is known to be a
system under stress.1 There is a clear risk that the AN-ACC is setting providers up to fail
accreditation under the new Standards.
Given that the Australian Aged Care Quality and Safety Commission, World Health
Organisation and other leading health care organisations have accepted the important link
between health and spirituality, it is essential that it should be recognised in the development
of any funding model.

1

https://www.abc.net.au/news/2019-03-20/aged-care-under-financial-pressure-even-before-royal-commission/10919748
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1.2 Summary of Recommendations
Recommendation 1: Review the model to include a spiritual assessment component and
weight it accordingly to ensure validity of the tool.
Recommendation 2: Review the fixed cost component to ensure that it accurately reflects
the full cost of spiritual care, pastoral care/chaplaincy and meeting spiritual needs through
this workforce and meaningful activities such as through wellbeing/lifestyle teams.
Recommendation 3: In regards to assessment and reassessment, the home should
conduct these internally with a validation system in place. Or if it must be an external
assessor, this should be conducted by an independent organisation with appropriate
workforce capability.
Recommendation 4: Unless the external reassessment takes place within a month, the
provider’s reassessment should be accepted and back-paid to the date the reassessment
was requested.
Recommendation 5: Include changes to the psycho-social-spiritual domain as a legitimate
trigger for reassessment.
Recommendation 6: Develop and disseminate a best practice assessment and care
planning tool that holistically recognises the whole person and is focused on quality of life.
Recommendation 7: Accept that the Aged Care Quality Standards include sufficient
provision for regular assessment and care planning that engages with residents and their
choices.
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2. Relevance of Spirituality
What is spirituality and why is it important?
2.1 The word ‘spirituality’ is often misunderstood and because of this misunderstanding, it is
often sidelined or ignored. Spirituality can be explained simply as: meaning, purpose and
connectedness, including connectedness with ourselves, others, creativity, nature and
Something Bigger (sometimes called ‘the sacred’). More formally, it can be defined as: “the
aspect of humanity that refers to the way individuals seek and express meaning and
purpose and the way they experience their connectedness to the moment, to self, to others,
to nature, and to the significant or sacred” (Puchalski, et al. 2014). For some people this has
a religious expression, and for others it does not. Regardless of how a person expresses
their spirituality, we recognise that to be human is to have a spiritual dimension and
therefore each person has spiritual needs. This application of the word ‘spirituality’ is not yet
in broad use by the general public, however, its wider dimensions have been explored by
academics and some parts of the care system for decades. Recognising spiritual need is
now part of the Australian Aged Care Quality Standards (2018) and included in the
Guidance and Resources for Providers to support the Aged Care Quality Standards (2018).
2.2 Spiritual care is by necessity profoundly ‘person-centred’ (listens, is flexible, responsive)
and orientated around collaboration and networks. It is deeply embedded in understanding
and enhancing the experience of each older person who is engaged with the aged care
system by knowing what is most important for him/her. Spiritual care means recognising not
only the needs of the person you are supporting, but also has implications for the model of
care in the support relationship.
2.3 Spiritual care is vital for whole of life care, including preparation for death. Attending to
each person’s needs for meaning, purpose and connectedness at this time can make a
significant contribution to a person’s sense of completion and need for reconciliation as they
face their mortality. This also impacts those who are closest to the person in the lead up to
their death, and in their final days.2 Spiritual care is an integrated part of palliative care
(Meaningful Ageing Australia and Palliative Care Australia, 2017).
Spiritual care is offered across a continuum by all members of the care team. It begins with
compassion, kindness and respect by all staff. Each person’s spiritual needs should then
influence all care planning and goal setting with the older person. It is the context within
which the relationships of care occur. Below is a figure showing the place of spiritual care as
the foundation of all practice and care models, which then leads to improved quality of life for
older people and workforce engagement.

2

https://palliativecare.org.au/what-is-palliative-care
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Integrated
end of life
care
Integrated 'later life' care:
-Palliative Care
- Clinical Care
- Enablers of Meaningful Life 'Activities'
- Enablers of Participation in Networks

Spiritual Care
(meaning, purpose, connectedness)

Figure 1: Spiritual care as the foundation for all effective treatment and support

Credible evidence that spirituality improves outcomes for older people
2.4 There is a strong and credible body of evidence that engagement with spirituality in
health and aged care increases resilience, reduces depression and anxiety, and improves
quality of life. There is also evidence that spiritual care improves the ‘customer experience’
as well as enhancing the experience of the workforce. A person’s beliefs are integral to their
spirituality, and this is a key influencer of their ‘health behaviour’. Each person’s beliefs are
the place from which key decisions are made about compliance and engagement with the
healthcare or any helping system, including, for example, palliative care and advance care
planning.
2.5 Below is a brief summary of major themes that appear in literature related to spirituality,
spiritual care and key outcomes for older people (see our list of references on our website3).
These outcomes have significant implications for the way older people experience care and
services:
•
•
•
•
•
•
•

Reduced depression, increased cognition, reduced anxiety and reduced
loneliness
Increased wellbeing and resilience
Positive role with people who have dementia
Increased health / reduced risk
Quality of life, meaning and purpose, dignity
Improved family/client satisfaction
Important for palliative care and preparation for end of life

3

https://meaningfulageing.org.au/wp-content/uploads/2017/06/Meaningful-Ageing-Summary-of-Evidence-key-points24.5.17.pdf
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Serious consequences of unmet spiritual needs
2.6 MacKinlay and Trevitt note that ‘failure to thrive’ is a well-documented concept in
paediatrics (2007). They highlight that this concept has also been studied in the broader
context of frailty, and a sense of despair may indeed lead to failure to thrive in later life. One
aspect of failure to thrive in the context of ageing may be a lack of nourishment of the
person’s inner sense of self (called by some, soul), lack of love or spiritual care. MacKinlay’s
work of mapping the spiritual dimension with elderly nursing home residents who are
experiencing frailty indicated a possible link between frailty, failure to thrive and lack of hope
(MacKinlay and Trevitt, 2007).
2.7 Depression is not a normal part of ageing and should never be regarded as such. A
report by the Australian Institute of Health and Welfare (AIHW, 2013) found that over half
(52%) of all permanent residential aged care residents had symptoms of depression.
Between 2008 and 2012, residents admitted to care for the first time who had symptoms of
depression were more likely to have high care needs. In an analysis of depression in
Australian residential aged care, Fleming found “a great many depressed people living in
aged care homes and having an ‘empty life’” (p. 6) and that “those elderly people in
residential care with a healthy spiritual life are less likely to be depressed” (p. 8) (Fleming,
2002). It has also been noted that an older person’s tiredness may not be due to their age
but rather to the inactive care culture of which they are a part (Whitaker cited in Dwyer,
Nordenfelt and Ternestedt, 2008).
2.8 Older people living with dementia may lose the capacity to articulate in words how they
feel and experience the world around them, so they try to communicate through so-called
‘behaviours’. Unmet spiritual needs can lead to spiritual distress. This can manifest in
behaviours that are distressing for the person, other older people around them, carers and
employers who are supporting the person.
2.9 Unmet spiritual needs are likely to have a negative, even critical impact on an older
person. Unmet spiritual needs may also increase the burden on carers and employees. This
not only has an emotional ‘cost’ but also a financial cost to aged care providers in terms of
increased care needs. There is also a societal cost to the health system.

Spirituality in the new Aged Care Quality Standards
Key spiritual care concepts that intersect with the Aged Care Quality Standards (in bold):
• Maintain an older person’s identity (Standard 1)
• Help older people to make connections with others (Standard 1)
• Partner with consumers (Standard 2)
• Optimise health and wellbeing (Standard 2, 3, 4)
• Understand what is ‘right’ for each consumer (Standard 3)
• Understand each person’s needs, goals and preferences (Standards 3, 4)
• Optimise quality of life (Standard 4) including 4.2 (3b) services and supports for
daily living promote each consumer’s emotional, spiritual and psychological
wellbeing
• Create a sense of belonging, safety and comfort (Standard 5, supported to give
feedback 6)
• Have a workforce that is kind, caring and respectful of each person’s identity,
culture and diversity (Standard 7)
• Risk management supports consumers to live the best life they can (Standard 8)
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The Aged Care Quality and Safety Commission’s Guidance for Service Providers further
explains the many ways that organisations are expected to respond to each person’s need
for meaning, purpose and connectedness. For example,
“Consumers who need help to stay at home or who live in residential care may be
experiencing challenges, change or loss, including to relationships, independence,
self-worth, mobility and flexibility. They could also be experiencing a reduced sense
of purpose and meaning. Approaches that promote emotional, spiritual and
psychological wellbeing will minimize the risk of stress, depression or anxiety, and
help consumers experience meaning and purpose. This could be through specific
pastoral care, cultural, or religious activities that are meaningful to the individual
consumer, or through everyday encounters that promote a sense of connection and
community” (p. 77).
Key terms are mentioned numerous times such as purpose and identity (p. 79), meaningful
relationships (p. 80), meaningful activities (p. 78, 79) and connection with other
organisations to meet needs for meaning and purpose (p. 85). In ‘definitions’ identity
includes spiritual needs (p. 5). In 1.1 it states that Consumers’ spirituality is accepted (p. 10),
in 2. Consumers say they have been listened to and their care and services are planned
around what is important to them, such as …spirituality (p. 31). 2.6 asks, How does the
organisation monitor that a consumer’s assessment and care planning includes the
consumer’s social, cultural, language, religious, spiritual, psychological and medical needs?
(p. 31). In 3.1, 3.2 and 3.3 the intent talks about optimising the consumer’s health and
wellbeing including their spiritual and emotional life (p. 48).
There is mention of a timely response at end of life if in spiritual distress (p. 55) and 4.2
services and supports for daily living especially mentions spiritual wellbeing (p. 70). The
Guidance material asks How the workforce builds and maintains trust with each consumer?
(p. 77) and Do interactions …meet their emotional, psychological and spiritual needs, goals
and preferences? (p. 77). It asks, How does the organisation help consumers access a
diverse range of spiritual care practitioners to meet their needs, goals and preferences? This
may include community leaders, cultural or religious communities, chaplains or pastoral care
practitioners (p. 77). Whilst some of this may be provided through volunteers, both
volunteers and employed staff all require funding.
The Guidance material goes on: Workforce orientation, training or other records that show
how the organisation supported the workforce to meet this requirement (p. 78) and in 5.1,
Consumers say they have spaces to interact with others and spaces for quiet reflection.
They also have spaces for religious or cultural practices and private spaces if they need (p.
97) and in 7.3, Consumers say the workforce is able to meet their social, cultural, religious,
spiritual, psychological and medical care and support needs (p. 125).
This cannot be achieved within a funding model that privileges a biomedical approach.
“Illnesses are deeply meaningful events within people’s lives, events that often
challenge people to think about their lives quite differently. Spirituality sits at the heart
of such experiences. A person’s spirituality, whether religious or non-religious,
provides belief structures and ways of coping through which people begin to rebuild
and make sense of their lives in times of trauma and distress. It offers ways in which
people can explain and cope with their illness experiences and in so doing discover
and maintain a sense of hope, inner harmony and peacefulness in the midst of the
existential challenges illness inevitably brings. These experiences are not secondary
to the ‘real’ process of clinical diagnosis and technical care. Rather they are crucial to
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the complex dynamics of a person’s movement towards health and fullness of life
even in the face of the most traumatic illness” (Swinton, 2005).

3. Responses to Questions
1. Are there any risks or benefits of the proposed funding model that have not
been identified?
There is an unidentified risk that the AN-ACC proposed funding model does not recognise
the link between spirituality and health.
There is a risk that the AN-ACC does not factor in the cost of providing spiritual care,
pastoral care or chaplaincy and other wellbeing-related supports such as meaningful
activities.
Section 9 in the AN-ACC Assessment Tool, the ‘Behaviour Resource Utilisation
Assessment’ uses language that is inconsistent with the principles of relational and personcentred care. There is a risk that inappropriate language could reinforce negative
stereotypes. We recognise that the tool itself may be valid and it was outside the scope of
the Residential Utilisation Classification Study to correct this. However, we make the point
that deficit-based language potentially risks further reinforcement of inappropriate care
cultures that we are seeking to change.
The Royal Commission has recently highlighted the use of medications for depression when
experts have explained that non-pharmaceutical solutions that focus on meaningful
activities, social connections and emotional wellbeing are often effective. The AN-ACC does
not reflect the care costs of non-medication interventions and these can be higher than
providing medication. Medications in this situation are more likely to have unintended
consequences such as falls.
There is a risk that the AN-ACC is setting providers up to fail accreditation. The Aged Care
Quality Standards are clear that whole of person care is a vital part of the care and support
experience. If activities and supports that promote wellbeing and develop resilience are not
funded, it is unclear how organisations will meet these requirements. Refer to section two of
this submission for further details.
It is positive to see some acknowledgement of the additional needs of a resident upon first
moving in. The needs that arise, however, are not only about the volume of assessments
that have to be completed and completing advance care planning. Moving in to residential
care is a significant period in a person’s life and can lead to spiritual distress. Many people
are confronted with their mortality (this is their ‘final home’) and their life circumstances are
such that they ‘have’ to be there (it doesn’t feel like ‘home’). It is a “monumental life change”
and “All residents, even those whose relocation experience was generally positive,
described components of the process as “difficult,” “upsetting,” and “challenging”” (Sussman
and Dupois, 2014, p. 444).
By investing more in spiritual and emotional support during their transition in to care, the
person’s adjustment to aged care will be improved. The transition funding should therefore
include emotional and spiritual support and care planning such that staff in these roles are
funded to have an initial spiritual conversation with someone before entry as well as after
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they move in.4 For example, time for rituals of farewell from the old place/life, a person being
able to choose what to bring with them, having opportunities to reflect and tell stories as they
come to terms with this life phase all takes time.
By bringing this information and initial relationship with a supportive staff member to the care
setting, immediate plans can be made to connect the person with what is most meaningful
and for them to feel seen and heard ‘as a person’. Below is a figure developed by
researchers in the US about the transition in to care. We run workshops on the transition to
care with residential care staff around Australia. When we show staff the below figure,
although it was developed in the US and some years ago, staff resonate with the phases
depicted. Whilst there will be some variation to this depending on a person’s prognosis, the
reality is that the move in to care is a spiritual process that needs appropriate support.

Figure 2: Wilson’s model for adjustment to nursing home life (1997)

2. Are the proposed resident assessment and classification processes
appropriate? If not, why not?
The proposed resident assessment and classification processes are inappropriate. The ANACC does not recognise the spiritual dimension as required by the new Aged Care Quality
Standards. This is a specific and explicit requirement in Standard 4 (3) (b) for providers to
recognise and promote the spiritual needs of consumers:
Services and supports for daily living promote each consumer’s
emotional, spiritual and psychological wellbeing.
This is further reinforced throughout the document: Guidance and Resources for
Providers to support the Aged Care Quality Standards. ‘Spiritual’ is mentioned over 30
times in relation to Standards 1, 2, 3 and 4. Promoting each consumer’s spiritual
wellbeing is rightly an essential part of care. Therefore, spiritual care is integral to the
provision of assessed care needs. See section two in this submission for further
details.

4

Meaningful Ageing Australia has a tool for this purpose, ConnecTo.
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Spirituality is inextricably linked with health outcomes, and this is not reflected in AN-ACC.
Monod et al. (2011) describes how spirituality can impact on health and hence care required:
“Clinical research on the relationship between spirituality and health finds that
spirituality is a critical resource for many patients in coping with illness, and is an
important component of quality of life, especially for those suffering chronic or
terminal diseases. However, some aspects of spirituality have been negatively
associated with health outcomes. For example, low spiritual wellbeing and religious
struggle have been associated with higher mortality rates, more severe depression,
hopelessness, and desire for hastened death. These observations have led clinicians
to agree about the importance of assessing and addressing spiritual issues in health
care settings”.
The AN-ACC is based on a range of key instruments (Eagar, 2019, p. 9), yet none of these
specifically address assessment of spirituality. The Neuropsychiatric Inventory – Nursing
Home version (NPI-NH) is the only instrument that even remotely assesses psychosocial
issues. It is recognised that the AN-ACC model is “designed to capture only those items that
relate to the resources required to deliver care”, not for care planning (Eagar, 2019, p. 9).
We argue that an instrument to identify and assess spiritual needs to deliver care should
have been included in the range of key instruments. Any consideration of resources to
deliver care, especially for residential aged care which is not limited to an acute ‘episode’,
should take into account the resources required for quality of life.
External assessment is not a valid strategy to determine the AN-ACC class for a resident. In
the proposed model, the AN-ACC class is assigned for each resident based on an
assessment conducted by an independent assessor who is not employed by the care home,
using the AN-ACC Assessment Tool. It is estimated this assessment will be around 1 hour in
duration. We believe cultural, emotional and spiritual needs that impact on the level of care
required will emerge over time. A resident may not disclose these aspects to a stranger
whose focus is likely to be on clinical matters especially given the short time frame. We
believe either the external assessment needs to be more comprehensive, or the aged care
home is given the opportunity to determine the AN-ACC class for a resident based on
trusting relationship, interview and observation over a period of time.
Whilst the idea of an objective assessment is laudable, in reality this would be very difficult
to achieve. Assessors would be acting on government instructions and retention of their role
is dependent upon them meeting the expectations of their employer, for example, cost
containment. There have been numerous stories published in the media of the National
Disability Insurance Scheme NDIS assessments that have left people with severe disabilities
underfunded to meet their basic needs.5 If this is implemented, the assessors would need to
be recruited based on their aptitude for holistic care, not only clinical excellence. They would
then need further training in understanding spirituality and how to undertake spiritual
screening. The assessment would need to occur in two phases to ensure this data was
captured, and then reviewed and adjusted over time. “Comprehensive geriatric assessment
is the gold standard in specialist care for older people with complex needs relating to frailty,
functional dependency and their interaction with environmental, psychological and social
factors” (Philip et al., 2017, p. 9). The Victorian state government has published a
‘comprehensive health assessment’ which is an improvement on a limited clinical

5

See for example, https://www.theguardian.com/australia-news/2017/sep/27/ndis-childrens-support-failing-at-rapid-rate-due-tounderfunding which describes the assessors’ misunderstanding of the complexity of the issues.
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assessment.6
The care cost of spiritual care is not adequately recognised in the AN-ACC model. It is not
clear in Study Two data collection items how many facilities included ‘chaplaincy/pastoral
care costs’ or the extent of expenditure on this item as part of residential financial data
(McNamee et al., 2019). However, as spiritual care is not explicit in the current Aged Care
Accreditation Standards, the expenditure included is likely to be significantly understated in
terms of what is expected from 1 July in the new Aged Care Quality Standards. So even if
some chaplaincy/pastoral care costs were included, it is likely to be grossly insufficient to
meet the actual care needs under the requirements of the new Standards. Also, due to
spiritual care and associated wellbeing activities not being directly funded under ACFI, it
becomes a self-fulfilling prophecy to base the new model on current resource use.
Residential aged care is known to be a system under stress.7 The revised funding model
should address this.
Recommendation 1: Review the model to include a spiritual assessment component and
weight it accordingly to ensure validity of the tool.
Recommendation 2: Review the fixed cost component to ensure that it accurately reflects
the full cost of spiritual care, pastoral care/chaplaincy and meeting spiritual needs through
this workforce and meaningful activities such as through wellbeing/lifestyle teams.
Recommendation 3: In regards to assessment and reassessment, the home should
conduct these internally with a validation system in place. Or if it must be an external
assessor, this should be conducted by an independent organisation with appropriate
workforce capability.

3. Are the proposed reassessment triggers appropriate? If not, why not?
The proposed reassessment triggers are inappropriate. The premise of basing
reassessment on hospitalisation is flawed. An older person may be hospitalised for an event
of significant impact, however that may not be reflected in the length of stay. For example,
Mrs H fell and dislocated her shoulder. The doctor in consultation with the resident and
family decided surgery was too risky and it would be preferable to live with limited function
than risk a general anaesthetic. Mrs H was discharged after two days. However, her care
needs considerably increased as a result of her shoulder injury as her right arm was
permanently placed in a sling and hence she requires far more assistance. However she
would not have met the reassessment test despite the increased care costs. Furthermore,
we have received feedback from our members about older people being prematurely
discharged from hospital due to a shortage of beds. This issue has been discussed in
various publications as ‘early discharge’ (Ellison et al., 2004). Very little can be reliably
inferred in regards to the length of hospital stay as there are so many contributing factors
that determine hospital stay other than acuity.
The proposed arrangements do not specify a minimum or maximum period in which the
reassessment will take place. This means that a provider could be incurring significant
additional costs including spiritual care whilst waiting for reassessment.

6

https://www2.health.vic.gov.au/ageing-and-aged-care/residential-aged-care/safety-and-quality/improving-residentcare/comprehensive-health-assessment
7
https://www.abc.net.au/news/2019-03-20/aged-care-under-financial-pressure-even-before-royal-commission/10919748
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Recommendation 4: Unless the external reassessment takes place within a month, the
provider’s reassessment should be accepted and back-paid to the date the reassessment
was requested.

4. Are there other factors that should be considered for inclusion as
reassessment triggers?
The AHSRI-identified grounds for reassessment should be altered to include a significant
change in psycho-social-spiritual factors. When a resident experiences a traumatic life
event, it can lead to depression, anxiety, changing expressions (such as a person in distress
communicating through agitation or anger) and a deterioration in emotional, spiritual and
mental health. Such a deterioration often involves additional care and interventions.
Recommendation 5: Include changes to the psycho-social-spiritual domain as a legitimate
trigger for reassessment.

5. Should the Commonwealth consider the introduction of reassessment
charges for services that trigger unnecessary reassessments?
We believe that providers should not be penalised for genuinely seeking reassessments but
neither should there be loopholes for dishonest operators to exploit. We agree that the
government should consider imposing reassessment charges if there is a trend by a provider
to request reassessments without a sound evidence base. However, the first strategy should
be to educate the workforce in those aged care homes so they have a better understanding
of the evidence needed to support a successful reassessment.

6. Should there be a requirement for reassessment in the proposed funding
model?
There should be triggers built in for reassessment, so that if there is a change in
circumstances the assessment can also occur. The processes around this need to be
examined so that that they do not create an administrative burden that detracts from direct
care. As mentioned previously, the assessment tool must be modified to include spiritual
support needs.

7. What are your views on an annual costing study to inform price?
We believe this is important to ensure accurate pricing. It also provides an opportunity to
compare costs with the acute sector which is caring for a large number of older people. In
addition, it is important in relation to the changes in Quality Standards from 1 July. Providers
may not be aware of the impact or costs of providing care under the new Standards. In
particular, meeting spiritual care needs will be new for many providers.

8. What are the risks and benefits of rolling viability supplement into the fixed
payment NWAUs?
We do not have a view about this.
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9. What are the risks and benefits of rolling homeless supplement into the
fixed payment NWAUs?
We believe that residents living with social disadvantage should be entitled to additional care
and providers should be compensated for the additional costs.

10. Which transition option do you prefer? Why?
We do not have a view about this.

11. Are there any other approaches that should be considered?
We do not have a view about this.

12. What are the implications of ceasing ACFI assessments in relation to care
planning activities?
Care planning and assessment activities most appropriately belong in the domain of quality
of care rather than the funding model. Therefore, we believe that ceasing funding-driven
assessments has positive implications. We support a cultural shift in assessment and care
planning away from being task-focused and often fragmented, to a person-centred holistic
assessment that engages the resident in a care plan that increases their quality of life. We
expect the ceasing of funding-driven assessments will free up nursing and administrative
resources to focus on delivering higher quality of care that leads to improved quality of life.
Standard 2 of the Aged Care Quality Standards includes sufficient provision for assessments
in relation to care planning that actively engages residents. This is also reinforced across all
other Standards, particular in relation to care and assessment in the context of quality of life.

13. Do you support the development of a best practice needs identification
and care planning assessment tool for use by residential facilities?
We support all initiatives to identify best practice and disseminate resources that will lead to
improved needs identification and care planning. However, we recognise that across the
aged care industry, there are many different care philosophies and some providers already
use some excellent tools. If a standardised best practice tool is developed, it must include
psycho-social-spiritual measures and staff must be adequately training to implement it. For
example, Meaningful Ageing Australia is lead partner in a new spiritual assessment project
that has been trialed in Queensland (with University of Southern Queensland and including
input from our Research Consultants John Swinton, Bruce Rumbold, Ann Harrington,
Rosalie Hudson, Richard Fleming and Richard Egan).

14. Do you support a requirement for care planning assessments to be
undertaken at least once a year for all residents, with outcomes discussed
with residents and carers?
We agree with the principle and practice of care planning assessments to be undertaken at
least once a year for all residents, with outcomes discussed with residents and carers. We
believe both requirements are already clearly stated in the Aged Care Quality Standards
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under Standards 2, (3) (c), (d) and (e). Any other requirement would be a duplication of
regulation that would be unhelpful.
Recommendation 6: Develop and disseminate a best practice assessment and care
planning tool that holistically recognises the whole person and is focused on quality of life.
Recommendation 7: Accept that the Aged Care Quality Standards include sufficient
provision for regular assessment and care planning that engages with residents and their
choices.

4. Conclusion
Whilst the biomedical model of focusing on the physical dimension continues to prevail,
there are notable examples overseas demonstrating a biopsychosocial model is become
more prevalent. The Scottish Government Health Department (SGHD) has developed a
distinctive policy background for spiritual care in NHS Scotland. This follows from the World
Health Organisation’s description of health requiring a spiritual and compassionate element
alongside the physical, psychological and social elements in order to provide a holistic or
whole person approach to health and healthcare. The SGHD has stated explicitly in policy
documents that spiritual care is integral to healthcare. Implementation plans have been
developed to provide a spiritual care service which is equitable and accessible for people of
any faith or of no declared faith. The next phase of guidance recognised the requirement of
education for NHS staff to understand and improve the quality of the spiritual care they
should provide (Scotland, 2002).
Growing consensus exists regarding the importance of spiritual assessment. One of the
largest health care accreditation bodies in the United States, Joint Commission International
(JCI), identifies, measures, and shares best practices in quality and patient safety with over
90 countries across the world. JCI now requires the administration of a spiritual assessment.
Spiritual assessments are now mandated in a number of settings, including hospitals, home
care organisations, long-term care facilities, and certain behavioural health care
organisations (Hodge, 2006).
Given that the Australian Aged Care Quality and Safety Commission, World Health
Organisation and other leading health care organisations have accepted the important link
between health and spirituality, it seems essential that it should be recognised in the
development of a funding model.
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