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1 Introduction 

As Australia's ageing population grows and the utilization of aged care services rises, there's 

a heightened demand for palliative care within this sector. Nearly one-third of individuals in 

residential aged care will die within their first year of admission, with death being the primary 

reason for discontinuing such care. Consequently, acknowledging palliative care as an 

integral aspect of residential aged care is crucial. Adequate systems, funding, and training 

must support aged care providers and their staff in delivering high-quality palliative care (16). 

The Final Report of the Royal Commission into Aged Care Quality and Safety (2021) 

highlights that not all seniors in aged care access the evidence-based end of life care they 

require. To address this issue, comprehensive palliative care needs to be an inherent part of 

aged care services. Ensuring the provision of high-quality palliative care within aged care 

homes will enhance quality of life and end of life experiences for older Australians, offer 

better support to their families and unpaid caregivers, as well as residential aged care staff 

throughout the dying process and bereavement, and facilitate more effective allocation of 

limited health resources. 

A foundational aspect of delivering palliative care involves the capacity and opportunity to 

engage in informed and compassionate conversations about death and dying with elderly 

individuals and their families. Recognizing cultural aspects related to death and dying is also 

essential in tailoring care to individuals and overcoming obstacles to accessing palliative 

care. 

Palliative care is a universal human right; it is explicitly recognised under the human right to 

health. It should be provided through person-centred and integrated health services that pay 

special attention to the specific needs and preferences of individuals. It is imperative to 

ensure equitable access. 

While many older people have predictable needs that can be met by aged care staff in 

conjunction with the person’s usual primary health practitioners, some older people will 

develop more complex needs and will require support through specialist palliative care 

services. Aged care staff need to be able to identify when specialist palliative care is 

required and know how to access such specialist care. The ongoing assessment and timely 

identification of palliative care needs is critical to ensure the provision of appropriate 

palliative care. Optimal palliative care depends on a coordinated approach with frameworks 

for engagement between aged care and specialist palliative care services (17). 

The provision of high-quality palliative care requires a person-centred and holistic approach 

that is not solely focused on dying and the last weeks of life in order to meet the needs of 

older Australians who are approaching the end of their lives. 

The specific details in this framework apply to residential aged care services and residents in 

the Grampians region (for more information on the Grampians region please visit Grampians 

Region Palliative Care Consortium website www.grampianspalliativecare.com.au). Many of 

the principles and tools outlined in this framework still apply to those outside of this area, but 

specific contact details and service provision will vary. To identify the community palliative 

care service in your area please visit Palliative Care Victoria. 

INTRODUCTION 

https://www.pallcarevic.asn.au/healthcare-professionals/
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2 Purpose 
This framework was developed to support the recognition of and response to deterioration. It 

aims to strengthen the equitable delivery of comprehensive palliative care in residential aged 

care homes in order to improve the quality of living and dying for all residents. It focusses on 

the systematic recognition of and response to deterioration, including  

• Systematic timely identification of palliative care needs and symptoms 

• Symptom assessment and management  

• Ensure access to specialist palliative care for residents with complex palliative care 

needs 

• Advance care planning including the resident’s preferred place of death 

• Addressing the resident’s psychosocial and spiritual needs in order to achieve optimum 

quality of life and person-centred care for the individual. 

• Provide well-coordinated shared and integrated person-centred care to patients who are 

at the end of life 

• Support communication among internal and external clinicians, residential aged care 

staff, and with residents, their families and friends. 

 

3 Scope 
This framework applies to people who reside in an aged care facility (public or private). 

 

4 Intended audience 
Directors of Nursing, Nurse Unit Managers, Associate Nurse Unit Managers, Registered 

Nurses, Enrolled Nurses, members of palliative care committees in residential aged care 

homes. 

 

5 Application 
Implementation of this framework is recommended, not mandated. It may need to be tailored 

to 

• Suit individual settings, the needs of particular populations, and available resources  

• Align with relevant national and state legislation or other programs 

• Work in synergy with local guidelines and processes, including for recognizing and 

responding to acute clinical deterioration. 

 

 

 

 

 

PURPOSE, SCOPE, AUDIENCE AND APPLICATION 
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6 Guiding frameworks and principles  
 

6.1 Frameworks  
This framework is written to align with and in commitment to the 

• National Palliative Care Strategy (10)  

• National Consensus Statement - Essential Elements for safe and high-quality end-of-life 

care (11)  

• Victorian End of Life framework (2). 

It realises and implements these frameworks on a local level.  

 

6.2 Principles 

6.2.1  Improving the quality of life for residents in aged care towards the end 

of life2 
Improving the quality of life for residents in aged care towards the end of life is the key 

principle underlying this framework. Palliative care is defined as an approach that improves 

the quality of life of patients and their families facing the problem associated with life-

threatening illness through the prevention and relief of suffering by means of early 

identification and impeccable assessment and treatment of pain and other problems, 

physical, psychosocial and spiritual. Palliative care uses a team approach to address the 

needs of patients and their families, including bereavement counselling, if indicated (5).   

Based on the above, seven elements are critical to translating the aim of improving the 

quality of life for residents in aged care towards the end of life into practice: 

 

1. Early identification of palliative care needs 

a. In order to identify palliative care needs early, assessments need to be completed 

regularly. A systematic approach is required, where assessments are completed at 

defined trigger points.  

b. As deterioration can occur between regular assessments, all residential aged care 

staff who observe deterioration need to have the confidence to raise their concerns 

and request a palliative care assessment.  This request needs to be followed up on 

by an appropriate clinical staff member. 

 

 

 
2  People are ‘approaching the end of life’, i.e. are appropriate for palliative care when they are likely to die 

within the next 12 months. This includes people whose death is imminent (expected within a few days or 
hours) and those with: 
a. Advanced, progressive and incurable conditions 
b. General frailty and co-existing conditions that mean that they are expected to die within 12 months 
c.    Existing conditions, if they are at risk of dying from a sudden acute crisis in their condition 
d. Life-threatening acute conditions caused by sudden catastrophic events. (1) 

 

GUIDING FRAMEWORKS AND PRINCIPLES  
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2. Impeccable assessment 

A comprehensive palliative care needs assessment requires specialist palliative care 

needs assessment tools, which clearly indicate whether a resident does or does not 

have palliative care needs. 

3. Taking a holistic approach  

a. Physical symptoms as well as psychosocial and spiritual needs and problems are 

taken into consideration and are responded to. 

b. The needs of the family and carers are also taken into consideration.  

4. Relief of suffering through the treatment of symptoms and issues 

a. Assessment outcomes need to be followed up with appropriate reviews and 

development of care plans which provide clear guidance to ensure symptoms are 

managed well. 

b. Relevant health professionals are involved in the care for a resident (GP, Allied 

Health, spiritual support, counselling). 

c. Residents with complex palliative care needs have access to specialist palliative 

care.  

d. Symptoms management is addressed timely depending on their severity. 

5. Prevention of suffering: As deterioration can be unpredictable, anticipatory 

planning is critical, particularly as the resident approaches the end of their life. 

6. Team approach  

a. Communication (verbal and written) within the residential aged care team, and 

between residential aged care staff and internal and external healthcare 

professionals needs to be effective and efficient. 

b. Relationships are strong and teamwork is promoted to ensure timely response to 

identified palliative care needs and the provision of safe, optimal resident care. 

c. Enable collaboration and shared decision making between the resident, family, 

residential aged care staff, and other clinicians (including the GP and specialist 

palliative care clinician)  

d. Minimisation of professional hierarchy to enable all care staff to contribute their 

specific knowledge to achieve person-centred, individualised and relationship 

focused comprehensive palliative and end of life care. 

7. Recognising and supporting resident, carer and family preferences where 

possible 

a. For patients identified as approaching or at the end of life, discussions about wishes 

and preferences are important and need to be encouraged. 

b. These conversations need to involve a resident’s family/carers/support person with 

the resident’s consent.  
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c. Communication between residential aged care staff and the resident as well as their 

family and carers need to be open, honest, effective and efficient. 

d. As preferences and choices can change, they need to be reviewed as the patient’s 

condition or circumstances change.  

e. Resident conversations and preferences need to be documented within a resident’s 

record in order to communicate the resident’s wishes and preferences and make 

them easily accessible to other health professionals. 

These elements are represented throughout the framework elements. 

 

6.2.2 Palliative Care Australia guiding principles for palliative and end of life care in 

residential aged care  

This framework further adopts the Palliative Care Australia guiding principles for palliative 

and end of life care in residential aged care3 (14):  

1. Consumers (aged care residents) physical and mental needs at end-of-life are 

assessed and recognised 

a. End-of-life care should be recognised as part of the normal scope of practice of 

residential aged care, acknowledging that aged care facilities are home for many 

people at the end-of-life.  

b. All care is consumer and family centred and directed.  

c. The end-of-life needs of residents of aged care services are assessed, documented 

and regularly reviewed.  

d. The stages of life-limiting conditions are recognised, with end-of-life care needs 

acknowledged as requiring a palliative approach.  

e. Changes in consumer health status are recognised and changing needs documented 

and met. 

f. The mental health needs of consumers are assessed, documented and met including 

treatment for anxiety or depression if required. 

2. Consumers, families and carers are involved in end-of-life planning and decision 

making 

a. Consumers, families and carers are kept regularly informed of the stages of the life-

limiting condition and treatment options and supported through treatment decisions 

if circumstances change.  

b. Consumers, families and carers are supported to develop and regularly review 

advance care plans, particularly if circumstances change.  

c. Consumers are supported to regularly discuss and understand the implications of 

treatment options and different end-of-life care choices, with their needs and wishes 

documented.  

 
3 The Palliative Care Australia Guiding Principles for palliative and end of life care in residential aged care draw 
upon the 2015 National Consensus Statement: Essential Elements for Safe and High-Quality End-of-Life Care 
developed by the Australian Commission on Safety and Quality in Health Care (1). 
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d. Consumers, families and carers are supported to change advance care plans or 

treatment decisions if circumstances change. Consumers, families and carers 

understand their right to request or decline life-prolonging care.  

e. Consumers understand that unless required by law, doctors are not obliged to initiate 

or continue treatments that will not offer a reasonable hope or benefit or improve the 

patient’s quality of life.4  

f. Where appropriate, substitute decision makers are identified and actively involved in 

discussing the consumer’s needs and wishes. 

3. Consumers receive equitable and timely access to appropriate end-of-life care 

within aged care facilities 

a. Consumers are able to access appropriate palliative care support, regardless of 

income, background, diagnosis, prognosis or geographic location.  

b. Consumers receive adequate and timely pain and symptom management.  

c. Consumers and staff have access to appropriate equipment to support end-of-life 

care and manage symptoms. 

4. End-of-life care is holistic, integrated and delivered by appropriately trained and 

skilled staff 

a. End-of-life care is considered a core competency for aged care workers.  

b. End-of-life care is delivered by appropriately trained and skilled staff and teams.  

c. All staff with a caring role are trained and supported to recognise when end-of-life 

care is required and a consumer’s needs have changed.  

d. Residential aged care services are adequately resourced to deliver and/or support 

the delivery of end-of-life care. This includes access to specialised equipment and 

materials.  

e. Staff actively develop and document care plans and a care leader is identified to 

ensure care is appropriate, in accordance with the consumer and family wishes, 

coordinated and holistic.  

f. All residential aged care services have access to specialist palliative care support 

when required. We recognise that this is a particular challenge for rural and remote 

locations.  

g. The roles of all those involved in end-of-life care are recognised, respected and 

supported, including specialist palliative care, general practitioners, primary health 

care, pharmacists, nurses, care staff, support and services staff, volunteers and 

those providing social and spiritual support.  

h. Staff in residential aged care services are appropriately supported in caring for 

consumers with life-limiting conditions.  

i. Transfers to other services are based on necessity or consumer/carer choice, with 

care plans shared. 

5. The end-of-life care needs of consumers with dementia or cognitive impairment 

are understood and met within residential aged care 

 
4 National Consensus Statement: Essential Elements for Safe and High-Quality End-of-Life Care, Sydney, 
ACSQHC, 2015, p.5. 
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a. Dementia is recognised as a terminal illness.  

b. Where possible, staff will encourage and support end-of-life care planning and 

decision-making with early involvement of the consumer, family and carers at the 

time of a dementia diagnosis.  

c. Residential aged care services will provide appropriate care to consumers with 

behavioural and psychological symptoms of dementia or cognitive impairment, 

ensuring all appropriate services including end-of-life care are identified, documented 

and accessed.  

d. Substitute decision makers are actively involved in discussing the consumer needs 

and wishes. 

6. Consumers, families and carers are treated with dignity and respect 

a. Consumers are treated with dignity and respect throughout end-of-life care, 

including after death.  

b. Consumers, families and carers have their need for privacy respected, including after 

death.  

c. Families, carers and friends are supported to spend as much time with a loved one 

as they wish, including after death.  

d. Intimate care needs are attended to regularly and with respect to the consumer and 

their family and carers.  

e. Consumer possessions are appropriately cared for and returned to family (or as 

directed by the consumer) in a timely manner after death. 

7. Consumers have their spiritual, cultural and psychosocial needs respected and 

fulfilled 

a. Residential aged care services respect diversity and provide end-of-life care that 

meet the needs of consumers, including those from culturally and linguistically 

diverse backgrounds, Aboriginal and Torres Strait Islander peoples and people who 

identify as lesbian, gay, bisexual, transsexual or intersex.  

b. Spirituality, defined as ‘the way we seek and express meaning and purpose; the way 

we experience our connection to the moment, self, others, our world and the 

significant or sacred’6 is discussed with consumers and families, and consumers and 

families are supported in having those needs met.  

c. Cultural needs are discussed with consumers and families, and consumers and 

families are supported in having their needs met.  

d. In alignment with the values of the Compassionate Communities movement, 

consumers, families and carers are supported in identifying and maintaining caring 

networks.  

e. Consumers are offered support to document key aspects of their lives, to reflect their 

contributions and chart a ‘life story’.  

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

goals. 

8. Families, carers, staff and residents are supported in bereavement 

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

death.  
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b. Spiritual and cultural needs following death are understood and respected and 

families and carers supported in undertaking death and grief related practices and 

rituals.  

c. Families and carers are offered support in grief and grieving, or referred to 

appropriate support services.  

d. Staff and other residents of aged care services are appropriately supported in 

loss and grief. 

 

Palliative and end-of-life care delivered in accordance with these principles will help older 

Australians in residential aged care to live the remainder of their lives to the fullest with 

dignity and in comfort and to have the best death possible. It will also support families and 

carers in caring for their loved one and during the bereavement period and support staff to 

deliver the best care possible (14). 
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7 Standards 
 

This framework is designed with awareness of the regulatory environment and standards. 

The primary standards were cross matched as presented in the appendix.  

This framework provides evidence to  

• Strengthened Aged Care Quality Standards (2025) 

• National Palliative Care (NPC) Standards for All Health Professionals and Aged Care 

Services (2022). 

 

STANDARDS  
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8 About this Framework 

8.1 Vision  
Deterioration in aged care residents is recognised in a timely manner. Symptoms are 

assessed regularly and well managed. Residents with complex needs have access to 

specialist palliative care clinicians for consultation. Communication among the care team 

(residential aged care internal and with external health professionals) and with the resident, 

their family and unpaid carers is effective and efficient. Advance Care Planning takes place, 

resulting in person-centred care including care preferences being known and met. 

8.2 Mission  
To support residential aged care services and their staff to deliver comprehensive palliative 

care to their residents to ensure optimum quality of life by systematically assessing their 

residents for deterioration and responding timely and appropriately to any identified needs. 

This framework offers a model, tools, and processes to achieve this. 

 

8.3 Value statement 
The efforts are focused on achieving the best quality of life for all aged care residents, 

ensuring equitable, appropriate, holistic, well-coordinated and integrated shared person-

centred care. 

 

8.4 Objectives  
For residents, their families and carers 

Residents to live their best life possible through early identification of, and timely and 

adequate response to deterioration. This includes: 

• Identification and appropriate response to any symptom management needs and in a 

timely manner and at an early stage in order to enable the provision of comprehensive 

palliative care focussing on the enhancement of quality of life 

• Supporting residents with complex needs to access specialist palliative care  

• Avoiding ED presentation and hospital admission where possible and appropriate 

• Advance Care Planning to identify and meet the resident’s wishes and preferences, 

(including preferred place of care and preferred place of death), thus ensuring the 

delivery of person-centred care 

• Ensuring identification of end of life 

• Ensuring the coordination of care with other health care professionals (GP, specialist 

palliative care consultant, pharmacist, allied health, social workers that may be involved 

in the care for a resident and their family and (unpaid) carers 

• Facilitating timely, efficient and effective communication with the resident, their family 

and friends 

• Supporting anticipatory planning (including medications) 

• Making the resident, their families and friends feel safe and supported. 

 

 

ABOUT THIS FRAMEWORK 
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For residential aged care staff 

Support residential aged care staff to deliver comprehensive palliative care as opposed to 

end of life care only under the consideration of resource limitations. This includes support to 

ensure the following: 

• Identification of deterioration, including the need for (urgent) review by the GP or 

specialist palliative care clinician 

• Structured, comprehensive process that guides and standardises the identification of and 

response to deterioration, providing assessment and communication tools, and clearly 

outlining escalation criteria and options 

• Facilitate continuous monitoring of palliative care needs, symptoms and residents’ 

response to care plans put in place 

• Facilitate continuous collaboration and timely, effective and efficient communication 

between the care team (residential aged care staff, GP, specialist palliative care service, 

pharmacist, allied health, social worker), resulting in the delivery of well-coordinated 

shared care 

• Facilitating timely, efficient and effective communication with the resident, their family, 

carers and friends 

• Facilitate specialist palliative care support where symptom management is complex to 

achieve best outcome for the resident 

• Facilitate anticipatory planning, including anticipatory prescribing of end of life 

medications 

• Facilitate the optimal provision of resident-centred palliative care during the dying phase 

• Facilitate continuous education for residential aged care staff, particularly with regard to 

symptom management 

• Provide support for staff to support residents, their families and carers to achieve their 

preferences, including preferred place of care and/or death by prompting Advance Care 

Planning reviews and facilitating Advance Care Planning conversations 

• Empower all RAC staff in direct and non-direct care roles to support the (early) 

identification of deterioration  

• Ensure efficient use of resources. 

 

For GPs 

• Facilitate systematic identification of deteriorating residents and need for review, 

enabling timely response to symptom burden, thereby avoiding a potential crisis 

• Facilitate collaboration and communication between the care team (residential aged care 

staff, specialist palliative care service, pharmacist, allied health, social worker, resulting 

in the delivery of well-coordinated shared care 

• Build confidence in the local care team to support anticipatory planning 

• Facilitate palliative care education. 

• Ensure efficient use of resources. 
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For community health care professionals 

For Specialist Palliative Care Services  

• Support identification of residents with complex needs for escalation to specialist 

palliative care clinician 

• Facilitate support to residential aged care facilities with regard to care delivery to 

residents with complex needs  

• Facilitate sustainable mode of delivering education and training to residential aged care 

staff 

• Ensure efficient use of resources. 

 

 

8.5 Strategy 
Implementation of this framework for comprehensive palliative care in residential aged care 

will achieve the above stated objectives. This framework was developed in response to 

barriers, solutions and enablers identified in the BHCI, GRPCT (GH) and CHRH CPCiAC 

Pilot Project. However, this framework can be applied to all residential aged care homes in 

the Grampians region. If adopted beyond this region, referral pathways and potentially the 

end of life pathway will need to be adapted to reflect local circumstances.  

This framework includes the following elements:  

1. A model of systematic identification of and response to palliative care needs 

2. Clinical, administration and communication tools and processes to operationalise this 

model: 

• An assessment tool for the identification of palliative needs (PACOP Deteriorating 

Resident Tool), also facilitating communication with specialist palliative care services 

and GPs 

• An assessment tool for monitoring symptoms (PACOP Daily SAS), also facilitating 

communication with specialist palliative care services and GPs 

• A tool for reviewing residents with identified palliative care needs with input from a 

specialist palliative care consultant (Needs Rounds) 

• A recording sheet for Needs Rounds 

• A referral pathway for specialist palliative care review with complex symptom burden 

• A communication tool to facilitate open and effective advance care planning 

conversations with deteriorating residents 

• A communication tool to facilitate effective and efficient handover to internal and 

external clinicians involved in the care for a resident 

• A comprehensive end of life care plan (Safer Care Victoria Care Plan for The Dying 

Person) to assist with the planning and delivery of end of life and after death care. 

3. Definitions of roles and responsibilities within this model. 
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9 Model of care for the identification of and response to 

deterioration  
 

9.1 Model for the identification of and response to deterioration 
The model for recognising and responding to deterioration defines the way deterioration is 

identified and care is delivered by residential aged care staff, supported by the resident’s 

GP, specialist palliative care clinicians where required, and external emergency services, 

aiming to collaboratively deliver optimal patient care in situ where possible. It outlines best 

practice care for these residents as their health declines in the last 12 months of their lives.

MODEL OF CARE  
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9.2 Tools and processes to operationalise the model of care 

9.2.1 Clinical Tools 

9.2.1.1 Stop and Watch Tool 
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9.2.1.2 PACOP Deteriorating Resident Tool – Identifying the need for palliative care 
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9.2.1.3 PACOP Daily SAS – Monitoring symptoms 
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9.2.1.4 Palliative Care Needs Rounds5 

 

Palliative Care Needs Rounds, also called Needs Rounds offer a forum for the review of 

residents who were identified as having palliative care needs. Residents for review at Needs 

Rounds are identified with the PACOP Deteriorating Resident Tool.  

Needs Rounds are monthly meetings run by a specialist palliative care clinician, where up to 

8 residents with palliative care needs are discussed. They are attended by care facility staff 

including personal care assistants, registered and enrolled nurses, ANUMs, NUMs, Clinical 

Coordinators, Allied health practitioners activities coordinators and ancillary staff. 

Needs Rounds can take place face to face at the residential aged care facility or via 

Telehealth video linkup between the participating residential aged care staff and specialist 

palliative care clinician. 

Needs Rounds integrate case-based responsive education, with a discussion of each 

referred resident’s bio-psycho-social status to promote symptom management and identify 

opportunities to reinforce and extend staff knowledge.  

Discussion of residents at Needs Rounds frequently leads to conducting advance care 

planning with resident input and identifying legally appointed alternate decision makers. Care 

plans are formulated for symptom control, the management of current and anticipatory 

medicines is also covered. Additional referrals (including to specialist palliative care for 

review) and case conferences can also be initiated if required. 

 

 
5 Based on Calvary Health / University of Stirling (2020): Palliative Care Needs Rounds: The Implementation Guide. Web: 
https://www.calvarycare.org.au/wp-content/uploads/2020/08/Calvary-Palliative-Care-Needs-Rounds-Implementation-
Manual.pdf, last accessed on 04/12/2023. 

 

https://www.calvarycare.org.au/wp-content/uploads/2020/08/Calvary-Palliative-Care-Needs-Rounds-Implementation-Manual.pdf
https://www.calvarycare.org.au/wp-content/uploads/2020/08/Calvary-Palliative-Care-Needs-Rounds-Implementation-Manual.pdf
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9.2.1.5 End of life pathway – Safer Care Victoria Care for the Dying person 

Please note: This is recommended for facilities located in Victoria. Please adapt for facilities outside 

Viuctoria.  
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9.2.2 Communication tools 

9.2.2.1  REDMAP framework6 

REDMAP is a structured roadmap consisting of six steps designed for conducting future care 

planning discussions with individuals facing serious illnesses, health challenges, progressive 

disabilities, or older individuals experiencing increased frailty. This planning process actively 

involves the individual and their close circle of supporters. It uses evidence-based 

communication approaches. 

 
6 Source: https://www.spict.org.uk/wp-content/uploads/2023/10/REDMAP-Framework-Sept-2023.pdf. 
Accessed on 12/12/2023. 

https://www.spict.org.uk/wp-content/uploads/2023/10/REDMAP-Framework-Sept-2023.pdf
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9.2.2.2 ISBAR 

For efficient and effective handovers to internal and external clinicians (e.g. at Needs Rounds), the 
ISBAR format is recommended:  
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9.3 Roles and responsibilities 

9.3.1 Residential Aged Care staff 

9.3.1.1 (Associate) Nurse Unit Manager ((A/)NUM) 

• Provide strong team leadership in the delivery of comprehensive palliative care 

• Complete Deteriorating Resident Tool 

▪ When the resident moves into the aged care home    

▪ As part of the resident of the day review process  

▪ Upon return from hospital (ED/UCC or hospital admission) 

▪ As indicated if any residential aged care staff member in direct or indirect care roles 

observes a change in the resident (e.g. after a fall, administration of antibiotics, 

change of cognition, delirium, loss of appetite, loss of weight, behavioural change) 

• If indicated through Deteriorating Resident Tool outcome (completed at trigger points or 

monitoring), take appropriate action:  

▪ Referral to Needs Rounds  

▪ Referral to GP for review 

▪ Referral to GRPCT if indicated, or involvement of Palliative Care Advice Service, 

Victorian Virtual Emergency Department or Ambulance Victoria Residential Aged 

Care Enhanced Response Pathway 

▪ Review resident Advance Care Plan (including goals of care) and take appropriate 

action if required: 

∙ Conversations with the resident and/or their family  

∙ Revise in collaboration with GP  

• Develop person-centred palliative care plans, taking into account resident specific care 

needs, goals and preferences  

• Take responsibility for any follow up actions: 

▪ Document/review symptom management plans  

▪ Ongoing monitoring: Weekly completion of PACOP DRT and taking action depending 

on the outcome as per model of systematic identification and response to 

deterioration  

▪ Referral to GRPCT 

▪ Referrals to Allied Health  

▪ Access to equipment  

• Communicate with family  

• Organise family meeting  

• Referral for emotional and spiritual consultation  

• Check anticipatory medications are charted and in stock , and required equipment is 

available  

• Commence Care plan for the Dying Person when appropriate 

• Organise and facilitate case conferences  

• Participate and present residents (ISBAR communication tool) at Needs Rounds  

• Work collaboratively with the multidisciplinary care team to ensure resident needs are 

met 

• Have knowledge and an understanding of advanced care planning principles and 

promote these values; initiate advance care planning (including Goals of Care) 

conversations with residents, their families and GPs 

• Develop process for staff to share their learnings in the palliative care field, and provide 

guidance and support 
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• Assist with identifying staff training needs with regard to palliative care (Relevant tools: 

ELDAC Individual Training Needs Assessment) 

• Ensure ELDAC Death Audit learnings lead to quality improvement 

 

9.3.1.2 Registered Nurse (RN) 

• Complete Deteriorating Resident Tool as indicated if any residential aged care staff 

member in direct or indirect care roles observes a change in the resident (e.g. after a fall, 

administration of antibiotics, change of cognition, delirium, loss of appetite, loss of 

weight, behavioural change)  

• If indicated through Deteriorating Resident Tool outcome (completed at trigger points or 

monitoring), take appropriate action:  

▪ Referral to Needs Rounds  

▪ Review resident Advance Care Plan (including goals of care) and take 

appropriate action if required: 

▪ Conversations with the resident and/or their family  

▪ Revise in collaboration with GP  

• Develop person-centred palliative care plans, taking into account resident specific care 

needs, goals and preferences  

• Take responsibility for any follow up actions: 

▪ Document/review symptom management plan  

▪ Ongoing monitoring: Weekly completion of PACOP DRT and taking action depending 

on the outcome as per model of systematic identification and response to 

deterioration  

▪ Referral to GRPCT  

▪ Referrals to Allied Health  

▪ Access to equipment  

• Communicate with family  

• Referral for emotional and spiritual consultation  

• Commence Care plan for the Dying Person when appropriate 

• Complete Daily SAS to monitor symptoms  

• Participate and present residents (ISBAR communication tool) at Needs Rounds  

• Work collaboratively with the multidisciplinary care team to ensure resident needs are 

met 

• Have knowledge and an understanding of advanced care planning principles and 

promote these values; initiate advance care planning (including Goals of Care) 

conversations with residents, their families and GPs 

 

9.3.1.3 Enrolled Nurse (EN) 

• Complete Deteriorating Resident Tool as indicated if any residential aged care staff 

member in direct or indirect care roles observes a change in the resident (e.g. after a fall, 

administration of antibiotics, change of cognition, delirium, loss of appetite, loss of 

weight, behavioural change)  

• If indicated through Deteriorating Resident Tool outcome (completed at trigger points or 

monitoring), take appropriate action:  

▪ Referral to Needs Rounds  

▪ Review resident Advance Care Plan (including goals of care) and take appropriate 

action if required: 

https://www.eldac.com.au/Toolkits/Residential-Aged-Care/Education-and-Learning/Personal-Learning-Assessment
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∙ Conversations with the resident and/or their family  

∙ Revise in collaboration with GP  

• Develop person-centred palliative care plan, taking into account resident specific care 

needs, goals and preferences  

• Take responsibility for any follow up actions: 

▪ Document/review symptom management plan  

▪ Ongoing monitoring: Weekly completion of PACOP DRT and taking action depending 

on the outcome as per model of systematic identification and response to 

deterioration  

▪ Referral to GRPCT  

▪ Referrals to Allied Health  

▪ Access to equipment  

• Communicate with family  

• Referral for emotional and spiritual consultation  

• Complete Daily SAS to monitor symptoms  

• Participate and present residents (ISBAR communication tool) at Needs Rounds  

• Work collaboratively with the multidisciplinary care team to ensure resident needs are 

met 

• Have knowledge and an understanding of advanced care planning principles and 

promote these values; initiate advance care planning (including Goals of Care) 

conversations with residents, their families and GPs 

 

9.3.1.4 Personal Care Assistant (PCA) 

• Have knowledge and an understanding of advanced care planning principles and 

promote these values; relay relevant information obtained in conversations with the 

resident to EN, RN, ANUM or NUM. 

• Recognise changes in the patient’s condition and alert ANUM/RN, triggering an 

assessment with the Deteriorating Resident Tool (e.g. after a fall, administration of 

antibiotics, change of cognition, delirium, loss of appetite, loss of weight, behavioural 

change; Stop and Watch tool) 

• If indicated through Deteriorating Resident Tool outcome (completed at trigger points or 

monitoring), take appropriate action: Review resident Advance Care Plan (including 

goals of care) and initiate conversations with the resident and/or their family if 

required. Relay relevant information obtained in conversations with the resident to EN, 

RN, ANUM or NUM. 

• Take responsibility for any follow up actions: 

▪ Document any action taken in symptom management plans  

▪ Access to equipment  

• Communicate with family  

• Complete Daily SAS to monitor symptoms  

• Participate and present residents (ISBAR communication tool) at Needs Rounds  

• Work collaboratively with the multidisciplinary care team to ensure resident needs are 

met 

 

9.3.1.5 Non-direct care staff 

• Recognise changes in the patient’s condition and alert ANUM, triggering an assessment 

with the Deteriorating Resident Tool (e.g. after a fall, administration of antibiotics, change 
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of cognition, delirium, loss of appetite, loss of weight, behavioural change; Stop and 

Watch tool) 

• Participate in Needs Rounds 

 

9.3.1.6 Palliative Care champion / portfolio holder 

• Support implementation and facilitation of this Framework for the Provision of 

Comprehensive Palliative Care in Residential Aged Care, its various tools and Needs 

Rounds through 

▪ regular communication about the implementation plan to keep others up to date and 

gather feedback on the process 

▪ being a responsive “go to” person to provide support to the team, and to identify and 

help solve any difficulties arising throughout the implementation 

▪ Help communicate to GPs, families, or other parties how using this framework and 

Needs Rounds is improving care. 

▪ Contribute to role modelling the Needs Rounds process. 

• Provide strong team leadership in the delivery of comprehensive palliative care 

• Ensure implementation and sustainability of death audits (Tool: ELDAC Death Audits) 

 

 

9.3.2 External health professionals 

9.3.2.1 Community specialist palliative care nurse or nurse practitioner 

• Link in with the senior person from the care facility and palliative care champion/portfolio 

holder  

• Facilitate Needs Rounds (face to face or online) 

• Provide specialist palliative care advice to residential aged care staff during Needs 

Rounds on residents with relevant needs identified through PACOP Deteriorating 

Resident Tool or Daily SAS  

• Provide education through Needs Rounds and (advisory) leadership around change 

• Encourage sharing of learnings with other residential aged care staff  

• Have knowledge and understanding of advanced care planning principles and promote 

these values  

• No review or direct provision of care to residents 

 

9.3.2.2 GP 

• Respond to requests of review of residents with relevant needs identified through the 

PACOP Deteriorating resident Tool  

• Contribute to care plans / symptom management plans 

• Attend family meetings and case conferences 

• Medication management including anticipatory prescribing 

• Collaborate with pharmacists on medication management 

• Have a knowledge and understanding of advance care planning principles and promote 

these values; initiate advance care planning (including Goals of Care) conversations with 

residents, their families and GPs 

• Attend to Advance Care Planning (including Goals of Care) documentation 

Commence Care plan for the Dying Person 

 

https://www.eldac.com.au/Portals/12/Forms/Toolkits/ELDAC_After%20Death%20Audit_RAC_V2.pdf
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9.3.2.3 Specialist palliative care clinician 

• Timely response to referrals from residential aged care homes  

• Review of residents requiring specialist palliative care intervention with GP consent 

• Consultation and advice to other services and healthcare teams/professionals (including 

residential aged care staff and GPs) providing end-of-life care 

• Have knowledge and understanding of advanced care planning principles and promote 

these values; initiate advance care planning (including Goals of Care) conversations with 

residents, their families and GPs 
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9.3.3 Referral processes 

9.3.3.1 Needs Rounds recording sheet and referral process 
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9.3.3.2 Community Palliative Care referral process 

• Office hours: Please check with you local community palliative care service  

• Referral process*: Please check with you local community palliative care service 

*Please note: Referral must be discussed with GP. 

 

9.4 Additional supports 

9.4.1 Local Palliative Care Advice Service – Example Vicotria: Palliative Care 

Advice Service (PCAS) 
The Palliative Care Advice Service offers free, confidential advice for all Victorians seeking 

information about life-limiting illness, palliative care or end-of-life care. The service is for non-

emergency health advice only. PCAS can assist doctors, nurses, healthcare workers or 

provider with symptom management, prescribing and decision-making. They can also be 

there just to listen.  

When contacting the Palliative Care Advice Service, the caller will speak to a specialist 

palliative care nurse who will collect some basic information about the caller and the reason 

for the call. The nurse will provide specialist evidence-based information to help the caller or 

the person they care for. 

If the caller is a clinician and the PCAS nurse cannot resolve the query, the nurse will 

immediately transfer the caller to a palliative medicine specialist. Please be advised that the 

Physician will advise on prescriptions but cannot prescribe. 

All conversations, and any information that is provided, remain private, confidential and 

secure. 

How to access the Palliative Care Advice Service: 

• Service hours: 7:00am - 10:00pm, 365 days a year.  

• Phone (free call): 1800 360 000 

• Web: pcas.org.au 

 

9.4.2 Local Ambulance Service – Example Victoria:  Ambulance Victoria - 

Residential Aged Care Enhanced Response (RACER) Pathway 
The RACER pathway connects and coordinates Triple Zero (000) calls from residential aged 

care homes to best meet patients’ individual care needs. For many patients, the best care 

option is a medical or nursing assessment within their home environment (either in person or 

via telehealth) rather than transport to a hospital Emergency Department. This approach 

reduces the risk of complications that are often associated with hospitalisation of older 

persons, such as delirium, hospital-acquired trauma (such as falls) and infections. 

Through the RACER pathway, Triple Zero (000) calls for aged care residents who are 

experiencing non-urgent medical issues, are transferred to AV’s Triage Services. Triage 

Practitioners (experienced nurses and paramedics with advanced training) conduct a 

thorough patient assessment and refer eligible patients directly to the service that best 

meets the individual’s needs. This process is illustrated below. 

RACER was developed with the addition of the Victorian Virtual Emergency Department 

(VVED) to an existing suite of referral options for AV’s Triage Practitioners to consider for 

https://www.pcas.org.au/).Specialisyt
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appropriate RACH patients. The VVED is a telehealth service that connects patients to 

highly skilled emergency doctors and nurses, virtually. Other service options under RACER 

include but are not limited to the patient’s general practitioner (GP); Residential In-Reach (in-

person assessment conducted by doctors and/or nurses from a hospital local to the patient’s 

RACH); and locum doctors. These services can also be organised directly by RACH staff, 

saving Triple Zero (000) calls for emergencies. 

 

Patients will continue to receive an ambulance response, and transport to a hospital 

emergency department, when required.7 

 
7 Source: https://www.ambulance.vic.gov.au/community/racer. Accessed on 12/12/2023. 

https://www.ambulance.vic.gov.au/community/racer
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9.4.3 Local Virtual Emergency department – Example Victoria:  Victorian Virtual 

Emergency Department (VVED) 
VVED is a public health service for non-life-threatening emergencies. 

To help aged care providers across Victoria, VVED offer a Virtual ED specialist medical 

telehealth service. The VVED is open 24 hours a day, seven days a week, with senior 

physician coverage from 8 am to 2 am, and emergency nurse coverage from 11.30 pm to 8 

am. VVED offers on-demand consultations, enabling Residential Aged Care Facilities to call 

VVED while the patient still at their facility or residence, and have a direct consultation with 

an emergency physician. We provide a pathway for referral back to primary health care 

providers for patients who have had an emergency telehealth consult and require follow‐up.  

How to access VVED: 

• Service hours: 24/7, 365 days a year 

• Web: vved.org.au/aged-care 

 

9.5 Compilation of curated links to resources for palliative care in aged care: 

Aged Care Palliative Care (ACPC) resource hub 
The Aged Care Palliative Care website (www.ac-pc.com.au) provides a compilation of 

selected resources, easily accessible by all aged care staff seeking support to provide timely 

and high quality palliative care to all residents. It covers the following topics: 

• Key education resources for all staff working in residential aged care 

▪ Palliative care 

▪ Advance Care Directives and Goals of Care 

▪ Needs Rounds 

▪ Case Conferences 

▪ Symptom management 

▪ Dying phase and end-of-life care 

▪ Voluntary Assisted Dying 

▪ Grief and bereavement 

▪ Self-care 

▪ Dementia 

▪ Communication with clinicians 

▪ Culturally and linguistically diverse residents (CALD) 

▪ Aboriginal and Torres Strait Islanders residents 

▪ LGBTIQ+ aged care residents 

▪ Residents with intellectual disability 

▪ Resources to support residents, and their families and cares 

▪ Further resources and support for more comprehensive palliative care knowledge 

and skills 

• Information about and links to external organisations providing support in-hours and 

after-hours 

• Organisational support  

This website is accessible via www.ac-pc.com.au or the QR code: 
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10 Definitions  
Advance care planning 

Advance care planning is the process of planning for future health and personal care. A 

person makes their values, beliefs and preferences known so they can guide clinical 

decision making when and if they are unable to make or communicate their decisions 

themselves. Advance care planning can be verbal or written. Both verbal and written 

advance care plans can result in the appointment of a substitute decision-maker (3) 

Advance Care Directive  

An advance care directive, is a legal document which allows an adult to document their 

preferences for future medical treatment, should they lose decision-making capacity and are 

unable to give medical instructions. A person can record general statements about their 

values and preferences to guide future medical treatment decisions, or record instructions 

consenting to or refusing specific types of treatment. (9) An Advance Care Directive is 

witnessed and signed by two people, of which one must be a registered medical practitioner.  

Neither witness can be an appointed medical treatment decision maker for the person. 

Carer  

A carer is someone who provides support and care to a person formally or informally (2). In 

this context, a carer is referred to as an informal carer as opposed to residential aged care 

staff. 

Case Conference 

A palliative care case conference is a meeting held between the resident (if able to 

participate), their family and their legal substitute decision-maker (SDM), and members of 

the care team including the GP to assess care plans and clinical care needs. 

They can be a useful way to:  

• help the person and family members to understand the goals of care  

• discuss options for future care  

• share information  

• help families to deal with distress  

• assess relevant options and choices in the case of an emergency  

• check if there is an Advance Care Directive (ACD)  

• check if the ACD needs to be updated. 

Case conferences can be a comfortable way to:  

• ask questions  

• discuss issues  

• make decisions. 

Talking through issues in a case conference may stop them from becoming major issues. 

This way, emergencies or crises can be avoided. (12) 

End of life  

Essential Elements for Safe and High-Quality End-of-Life Care9 states that people are 

‘approaching the end of life’, i.e. are appropriate for palliative care when they are likely to 

die within the next 12 months. This includes people whose death is imminent (expected 

within a few days or hours) and those with: 

• advanced, progressive and incurable conditions 

DEFINITIONS 
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• general frailty and co-existing conditions that mean that they are expected to die within 

12 months 

• existing conditions, if they are at risk of dying from a sudden acute crisis in their condition 

• life-threatening acute conditions caused by sudden catastrophic events. (1) 

End of life care  

This describes the care delivered to people with progressive, incurable illness to live as well 

as possible until they die. It allows the supportive and palliative care needs of both the 

patient and their family to be identified and met using the palliative approach to care for 

approximately the last 12 months of life. (2) 

Family meeting 

A family meeting involves residential aged care staff, if possible the resident, their family 

members and or unpaid carers, and possibly the resident GP. A family meeting provides the 

opportunity to empower and support the resident and their family and friends, to raise their 

questions and concerns with representatives from the care team share, and clarify goals of 

care and other information about the care provided to the resident. 

Goals of care 

Goals of Care planning is a structured process used to provide clarity to the reason for 

admission to hospital and the expected treatment steps towards discharge. The treating 

team works with the resident and family to identify Goals of Care. Goals of Care inform 

medical decision-making and limitations of medical treatment. Medical management aligns 

with the patient’s values and preferences from the point of admission. (1) This is an ongoing 

conversation and consultation with the patient, family, carer and health professions during 

the admission. The Goals of Care Summary categorises provide a guide based on four 

levels of care intent:  

A: Curative or restorative phase with no limitation of medical treatment 

B: Curative or restorative with some limitations of medical treatment 

C: Supportive and Palliative Care Phase  

D: Terminal Phase. 

When category D applies and death is imminent and expected, the Care Plan for the Dying 

Person is activated. 

Integrated care 

Integrated care is the provision of well-connected, effective and efficient care that takes 

account of and is organised around a person's health and social needs. (6)  

Life-limiting illness  

A person with life-limiting illness may die prematurely. This term is often used for people 

living with a chronic condition that may seem life threatening but can continue for many 

years or even decades. (2) 

Medical treatment decision maker 

Who has legal authority to make medical treatment decisions on behalf of another person if 

this person is unable to make their own decisions is specified in Victoria’s Medical Treatment 

Planning and Decisions Act 2016. This person is called a medical treatment decision maker. 

A medical treatment decision maker is chosen by appointing someone to this role, providing 

the person has decision-making capacity to do so. (7) 
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A medical treatment decision maker’s role is to make all necessary decisions about a 

person’s medical treatment when they are unable to do so. In those circumstances it is the 

decision maker’s responsibility to make the same decisions that the person would make if 

they were able to. This decision must be informed by the medical treatment decision maker’s 

understanding of the person’s preferences and values. (8) 

Model of Care 

A Model of Care broadly defines the way health services are organised and delivered. It 

outlines best-practice care and services through core components (the components describe 

who delivers which particular intervention, when, where, how, to whom, and for what 

purpose) and principles that sit within a framework that provides the structure for the 

implementation and subsequent evaluation of care. (4) 

Needs Rounds 

Needs Rounds offer a forum for the review of residents who were identified as having 

palliative care needs. Needs Rounds are monthly meetings run by a specialist palliative care 

clinician, where numerous residents with palliative care needs are discussed. They are 

attended by care facility staff including personal care assistants, registered and enrolled 

nurses, ANUMs, managers, activities coordinators and ancillary staff. Needs Rounds can 

take place face to face at the residential aged care facility or via Telehealth video linkup 

between the participating residential aged care staff and specialist palliative care clinician. 

(15) 

Palliative care  

Palliative care is an approach that improves the quality of life of patients and their families 

facing the problem associated with life-threatening illness, through the prevention and relief 

of suffering by means of early identification and impeccable assessment and treatment of 

pain and other problems, physical, psychosocial and spiritual. Palliative care 

• Provides relief from pain and other distressing symptoms; 

• Affirms life and regards dying as a normal process; 

• Intends neither to hasten or postpone death; 

• Integrates the psychological and spiritual aspects of patient care; 

• Offers a support system to help patients live as actively as possible until death; 

• Offers a support system to help the family cope during the patients illness and in their 

own bereavement; 

• Uses a team approach to address the needs of patients and their families, including 

bereavement counselling, if indicated; 

• Will enhance quality of life, and may also positively influence the course of illness; 

• Is applicable early in the course of illness, in conjunction with other therapies that are 

intended to prolong life, such as chemotherapy or radiation therapy, and includes those 

investigations needed to better understand and manage distressing clinical 

complications. (8) 

Person-centred care  

Person-centred care means that the client is involved in all planning and decision-making 

and care is aligned with their priorities. (2) 

Preferred place of care 

The location where a person wishes to be cared for. The location where a person’s family 

and/or carer(s) wish to care for a person. 



 

Framework for the recognition of and response to deterioration in residential aged care - 2024 

Page 65 of 81 

Preferred place of death 

The location where a person wishes to die. The location where a person’s family and/or 

carer(s) wish for a person to die.  
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Standards cross matched 
 

Strengthened Aged Care Quality Standard actions to corresponding National Palliative Care 

(NPC) Standards for All Health Professionals and Aged Care Services elements8 

The following table is based on a mapping document developed by Palliative Care Australia 

that aligns the National Palliative Care Standards for Specialist Palliative Care Providers 

(Version 5.1, 2024) with the strengthened Aged Care Quality Standards (2025). To access 

this document, click here. 

 Outcome Corresponding NPC for 

All Health Professionals 

and Aged care Services 

Standard(s)  

(See table below) 

Standard 1  The individual  

Outcome 1.1 The provider demonstrates that the provider understands that 
the safety, health, wellbeing and quality of life of individuals is 
the primary consideration in the delivery of funded aged care 
services.  
The provider demonstrates that the provider understands and 
values individuals, including their identity, culture, ability, 
diversity, beliefs and life experiences.  
The provider demonstrates that the provider develops funded 
aged care service with, and tailored to, individuals, taking into 
account their needs, goals and preferences. 

1.6, 1.6, 2.6 

Outcome 1.2 The provider must deliver funded aged care services to 
individuals in a way that is free from all forms of 
discrimination, abuse and neglect, treats individuals with 
dignity and respect, and respects the personal privacy of 
individuals. 
The provider demonstrates that the provider understands the 
rights of individuals under the Statement of Rights. The 
provider must have practices in place to ensure that the 
provider acts compatibly with the Statement of Rights, in 
accordance with subsection 24(2) of the Act (acting 
compatibly with the Statement of Rights).  

 

 
8 The National Palliative Care Standards for All Health Professional and Aged Care Services has been developed 
to complement the National Palliative Care Standards (NCPS) 5th edition 2018, with the aim of supporting 
better experiences and outcomes for people receiving generalist palliative care. 

APPENDIX 

https://palliativecare.org.au/national-palliative-care-standards/i-work-in-primary-community-aged-care-or-other-specialties/
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Outcome 1.3 The provider must support individuals to exercise choice and 
make decisions about their funded aged care services and 
provide them with support to exercise choice and make 
decisions when they want or need it.  
The provider must provide individuals with timely, accurate, 
tailored and sufficient information about their funded aged 
care services, in a way they understand.  
The provider must support individuals to exercise dignity of 
risk to achieve their goals and maintain independence and 
quality of life.  

1.5, 1.6, 2.2, 3.3 

Outcome 1.4 Before entering into any agreements with individuals about 
the delivery of funded aged care services, the provider must 
provide individuals with the opportunity to exercise autonomy, 
the time they need to consider the agreement and an 
opportunity to seek advice.  
The provider must support individuals to understand and 
make informed decisions about their agreements, fees and 
invoices. 

1.5, 2.2 

Standard 2  The organisation  

Outcome 2.1 The provider must engage in meaningful and active 
partnerships with individuals to inform organisational priorities 
and continuous improvement.  

1.5, 2.2, 7.2, 8.6 

Outcome 
2.2a 

The governing body must lead a culture of quality, safety and 
inclusion that supports aged care workers to provide quality 
funded aged care services by focussing on continuous 
improvement, embracing diversity and prioritising the safety, 
health and wellbeing of aged care workers. 

2.6, 5.7, 6.1, 9.1 

Outcome 
2.2b 

The governing body must lead a culture of quality, safety and 
inclusion that supports individuals accessing quality funded 
aged care services by focussing on continuous improvement, 
embracing diversity and prioritising the safety, health and 
wellbeing of individuals.  

9.1 

Outcome 2.3 The governing body is accountable for the delivery of quality 
funded aged care services and must maintain oversight of all 
aspects of the provider’s operations.  
The provider must use a quality system to enable and drive 
continuous improvement of the provider’s delivery of funded 
aged care services. 
The provider must maintain current policies and procedures 
that guide the way aged care workers undertake their roles 
and require aged care workers to follow the policies and 
procedures. 

1.3, 4.3, 4.7, 7.2, 8.2, 8.3, 
8.4, 8.9, 9.1 
 

Outcome 2.4 The provider must use a risk management system to identify, 
manage and continuously review risks to individuals, aged 
care workers and the provider’s operations. 

4.6, 8.2 

Outcome 2.5 The provider must use an incident management system to 
safeguard individuals and acknowledge, respond to, 
effectively manage and learn from incidents. 

8.3 

Outcome 
2.6a 

The provider must encourage and support aged care workers 
to make complaints and give feedback about the provider’s 
delivery of funded aged care services without reprisal. 
The provider must acknowledge and transparently manage 
all complaints and feedback and use complaints and 
feedback to contribute to the continuous improvement of 
funded aged care services. 

4.7, 8.9 
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Outcome 
2.6b 

The provider must encourage and support individuals and 
others to make complaints and give feedback about the 
provider’s delivery of funded aged care services without 
reprisal.  
The provider must acknowledge and transparently manage 
all complaints and feedback and use complaints and 
feedback to contribute to the continuous improvement of 
funded aged care services. 

 

Outcome 2.7 The provider must ensure that information recorded about an 
individual is accurate and current, is able to be accessed and 
understood by the individual, supporters of the individual, 
aged care workers, registered health practitioners, allied 
health professionals, allied health assistants and others 
involved in the individual’s care.  
The provider must ensure that the information of individuals 
is kept confidential and is managed appropriately, in line with 
their informed consent. 

2.5, 5.3 

Outcome 2.8 The provider must demonstrate that the provider understands 
and manages their workforce needs and plans for the future. 

1.1, 9.1, 9.2, 9.4, 9.5, 9.6 

Outcome 2.9 The provider must deliver funded aged care services to 
individuals by aged care workers who are skilled and 
competent in their roles, hold relevant qualifications for their 
roles and have expertise and experience relevant to 
delivering quality funded aged care services. 
The provider must provide aged care workers with training 
and supervision to enable them to effectively perform their 
roles. 

1.1, 4.7, 6.2, 9.3, 9.4, 9.5, 
9.6 
 

Outcome 
2.10 

The provider must demonstrate that emergency and disaster 
management planning considers and manages the risks to 
the health, safety and wellbeing of individuals and aged care 
workers. 

 

Standard 3 The care and services  

Outcome 3.1 The provider must actively engage with individuals to whom 
the provider delivers funded aged care services, supporters 
of individuals (if any) and any other persons involved in the 
care of individuals in developing and reviewing the 
individual’s care and services plans through ongoing 
communication. 
Care and services plans must describe the current care 
needs, goals and preferences of individuals and include 
strategies for risk management and preventative care.  
The provider must ensure that care and services plans are 
regularly reviewed and are used by aged care workers to 
guide the delivery of funded aged care services.  

1.2, 1.3, 1.4, 1.5, 1.6, 1.7, 
2.1, 2.2, 2.3, 2.4, 2.5, 2.6, 
2.7, 2.9, 3.2, 3.3, 4.1 
 

Outcome 3.2 The provider must ensure that individuals receive quality 
funded aged care services that meet their needs, goals and 
preferences and optimise their quality of life, reablement and 
maintenance of function.  
The provider must ensure that funded aged care services are 
delivered in a way that is culturally safe and culturally 
appropriate for individuals with specific needs and diverse 
backgrounds.  

1.3, 1.4, 2.6, 2.9, 3.1, 3.2, 
3.3, 4.5, 4.6, 5.4 
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Outcome 3.3 The provider must ensure that critical information relevant to 
the delivery of funded aged care services to individuals is 
communicated effectively to the individuals, between aged 
care workers delivering the services, with supporters of the 
individuals and other persons supporting the individuals and 
with registered health practitioners, allied health 
professionals, allied health assistants and others involved in 
the individual’s care. 
The provider must ensure that risks to individuals, and 
changes and deterioration in the condition of individuals, are 
escalated and communicated as appropriate.  

1.3, 1.5, 3.3, 3.4, 5.2 
 

Outcome 3.4 The provider must ensure that individuals receive funded 
aged care services that are planned and coordinated, 
including where multiple health providers and registered 
providers, supporters of individuals and other persons 
supporting individuals are involved.  
 
 
 
  

1.2, 2.3, 2.9, 3.1, 3.2, 3.4, 
4.4, 5.1, 5.3 
 

Standard 4 The environment     

Outcome 
4.1a 

When delivering funded aged care services to individuals in 
their homes, the provider must support the individuals to 
mitigate environmental risks relevant to the services.  
Where the provider uses equipment in the delivery of any 
funded aged care services to individuals, or provides 
equipment to individuals, the equipment must be safe and 
must meet the needs of the individuals.  

7.3 

Outcome 
4.1b 

Where the provider delivers funded aged care services to 
individuals other than in their homes, the provider must 
ensure that individuals are able to access funded aged care 
services in a clean, safe and comfortable environment that 
optimises their sense of belonging, interaction and function. 
Where the provider uses equipment in the delivery of any 
funded aged care services to individuals, or provides 
equipment to individuals, the equipment must be safe and 
must meet the needs of the individuals.  

2.6, 3.6, 7.3 

Outcome 4.2 The provider must have an appropriate infection prevention 
and control system. 
The provider must ensure that aged care workers use 
hygienic practices and take appropriate infection prevention 
and control precautions when delivering funded aged care 
services. 

 

Standard 5  Clinical care   

Outcome 5.1 The governing body must ensure that the governing body 
continuously improves the safety and quality of clinical care 
services to individuals and that the provider delivers safe and 
quality clinical care services to individuals. 
The provider must integrate clinical governance into 
corporate governance to actively manage and improve the 
safety and quality of clinical care services delivered to 
individuals.  

1.1, 2.5, 3.4, 4.3, 5.3 

 

Outcome 5.2 The provider must ensure that individuals, aged care 
workers, registered health practitioners and others are 
encouraged and supported to use antimicrobials 
appropriately to reduce risks of increasing resistance. 
The provider must ensure that infection risks are minimised 
and, if they occur, are controlled effectively.  
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Outcome 5.3 The provider must encourage and support individuals, aged 
care workers, registered health practitioners and allied health 
professionals to use medicines in a way that maximises 
benefits and minimises the risks of harm. 
The provider must ensure that before administering medicine 
to an individual, the medicine has been prescribed for the 
individual and medicines are appropriately and safely 
administered, monitored and reviewed by registered health 
practitioners, considering the clinical needs and informed 
decisions of the individual.  
The provider must ensure that medicines-related adverse 
events are monitored and reported and are used to inform 
safety and quality improvement.  

3.4, 3.6 

Outcome 5.4 The provider must ensure that individuals receive 
comprehensive, safe and quality clinical care services that 
are evidence-based, person-centred and delivered by 
registered health practitioners, allied health professionals, 
allied health assistants or nursing assistants. 
Clinical care delivered by the provider must encompass 
clinical assessment, prevention, planning, treatment, 
management and review to minimise harm and optimise 
quality of life, reablement and maintenance of function. 
The provider must have systems and processes that support 
coordinated, multidisciplinary clinical care services that are 
delivered to individuals, in partnership with individuals, 
supporters of individuals and other persons supporting 
individuals, and that are aligned with the individual’s needs, 
goals and preferences. 
The provider must support early identification of, and 
response to, changing clinical needs.  

1.2, 1.3, 1.4, 1.5, 1.7, 2.6, 
2.8, 2.9, 2.10, 3.3, 3.5, 
4.1, 4.6 
 

Outcome 5.5 The provider must identify, monitor and manage high impact 
and high prevalence risks in the delivery of clinical care 
services to ensure the delivery of safe, quality clinical care 
services and to reduce the risk of harm to individuals.  

1.4, 2.6, 4.6, 6.5 
 

Outcome 5.6 The provider must ensure that individuals who experience 
cognitive impairment (whether acute, chronic or transitory) 
receive comprehensive funded aged care services that 
optimise clinical outcomes and are aligned with their needs, 
goals and preferences. 
The provider identifies situations and events that may lead to 
changes in behaviours.  

3.3, 4.6 

Outcome 5.7 The provider must recognise and address the needs, goals 
and preferences of individuals for palliative care and end-of-
life care, and must preserve the dignity of individuals in those 
circumstances. 
The provider ensures that the pain and symptoms of 
individuals are actively managed, with access to specialist 
palliative and end-of-life care when required.  
The provider must ensure that supporters of individuals and 
other persons supporting individuals are informed and 
supported, including during the last days of life.  

1.3, 1.5, 2.4, 2.8, 3.3, 3.7, 
4.1, 4.2, 4.4, 5.3, 5.5, 6.3, 
6.6, 7.1, 8.8 
 

Standard 6  Food and nutrition  

Outcome 6.1 The provider must partner with individuals to deliver a quality 
food and drinks service that includes appetising and varied 
food and drinks and an enjoyable dining experience.  
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Outcome 6.2 The provider must demonstrate that the provider understands 
the specific nutritional needs of individuals and assesses the 
current needs, abilities and preferences of individuals in 
relation to what and how they eat and drink. 

1.4 

Outcome 6.3 The provider must provide individuals with food and drinks 
that meet their nutritional needs and are appetising and 
flavoursome; variation and choice about what they eat and 
drink; and choice about how much they eat and drink. 

 

Outcome 6.4 The provider must support individuals to eat and drink. 
The provider must ensure that the dining experience meets 
the needs and preferences of individuals to support social 
engagement, function and quality of life. 

 

Standard 7  The residential community  

Outcome 7.1 The provider must ensure that individuals receive funded 
aged care services that optimise their quality of life, promote 
use of their skills and strengths and enable them to do the 
things they want to do. 
The provider must ensure that individuals feel safe in their 
residential care home.  

2.6, 7.4 

Outcome 7.2 The provider must ensure that individuals experience a well-
coordinated transition, whether planned or unplanned, to or 
from a provider. 
The provider must set out clear responsibility and 
accountability for the delivery of funded aged care services to 
individuals between aged care workers, registered health 
practitioners, allied health professionals, allied health 
assistants and across organisations.  

3.3, 3.4, 4.4, 5.1, 5.2, 5.6, 
8.8 
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NPC for All 

Health 

Professionals 

and Aged 

care Services 

Standard 

Description 

Standard 1 
 

Comprehensive assessment of needs  
 
Initial and ongoing assessment comprehensively incorporates the person’s physical, 
psychological, cultural, social, and spiritual experiences and needs. 
 
1.1 The initial and ongoing assessments are carried out by qualified interdisciplinary 
personnel. 
 
1.2 The assessment is coordinated to reduce the burden of duplication on the person, 
family* and carers. 
 
1.3 Clinical assessment tools are informed by the best available evidence and identify 
those approaching the end of life as well as those that are imminently dying. 
 
1.4 The person’s needs are reassessed on a regular basis 
 
1.5 The person, their family* and carers are provided with clear information on how, 
and whom, to contact when there is a change in their illness or circumstances, 
including after hours. 
 
1.6 Initial and ongoing assessments are documented in the person’s clinical record. d 
ongoing assessments are documented in the person’s clinical record. 
 
1.7 Ongoing assessments are used to inform the care plan and any subsequent 
changes to it. 
 

Standard 2 
 

Developing the comprehensive care plan  
 
The person, their family and carers and substitute decision-maker(s) work in 
partnership with multidisciplinary teams to communicate, plan, set goals of care and 
support informed decisions about the comprehensive care plan. 
 
2.1 Care planning is informed by the assessment process and reflects a person-
centred, holistic approach that incorporates cultural, spiritual, physical, psychological 
and social needs. 
 
2.2 The person, their family* and carers are provided with up to date information 
appropriate to meet their needs and support informed participation in care planning 
and decision-making. 
 
2.3 Systems are in place to identify a substitute decision maker if a person does not 
have the capacity to make decisions for themselves. 
 
2.4 The person is supported to consider, document and update their future care goals, 
including in an advance care plan. 
 
2.5 A system is in place for receiving, storing, accessing and sharing existing advance 
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care plans and goals of care. 
 
2.6 Specific attention is paid to the needs of people who may be vulnerable or at risk, 
to support communication, goal setting and care planning. This includes, but is not 
limited to Aboriginal and Torres Strait Islander peoples, people seeking asylum, 
people who have experienced torture and trauma, people who are experiencing 
homelessness; people living with mental illness, intellectual disabilities or dementia; 
paediatric populations or people from ethnically and culturally diverse backgrounds. 
 
2.7 Initial and ongoing discussions informing the care plan are documented and readily 
available to guide care delivery. 
 
2.8 The expectations and preferences of the person, their family* and carers for the 
type and place of care are discussed, negotiated and an agreed plan is documented. 
 
2.9 The care plan is reviewed and updated regularly, on the basis of re-assessments of 
the person’s condition, needs, and preferences, and in consultation with the person, 
their family* and carers. Changes to the care plan are documented. 
 
2.10 Care plans incorporate management for emergency and out-of-hours support, 
including certification of death and plans for the care and collection of the body 
where this is required after hours. 
 

Standard 3 
 

Caring for carers  
 
The needs and preferences of the person’s family and carers and substitute decision-
maker(s) are assessed, and directly inform provision of appropriate support and 
guidance about their role. 
 
3.1 At least one carer is identified for each person as far as possible and their specific 
needs, including their need for information, are assessed and documented. 
 
3.2 The service works with the family* and carers to understand their needs and 
desired level of involvement in care. The potential benefits and risks around assisting 
with care are discussed with the person, their family* and carers and there is ongoing 
assessment of their willingness and ability to participate in the provision of care. 
 
3.3 There are systems in place to ensure that the person’s nominated family* and 
carers are supported to participate in the provision of health care in accordance with 
the preferences of the person, their family* and carers (taking into account privacy 
requirements). 
 
3.4 The family* and carers are provided with up-to-date information and resources 
that are adapted to meet their needs and that inform their participation in care 
planning and delivery. This may include information about accessing respite 
services, equipment, financial support and other services, as well as encouraging the 
involvement of personal support networks and self-care. 
 
3.5 The family* and carers are provided with a clear plan for emergency and out of 
hours events. 
 
3.6 Depending on the location of care and the person’s needs and preferences, 
the family* and carers are educated on how to safely assist with care, including 
managing risk, manual handling and activities of daily living. 
 
3.7 The family and carers are provided with information about the signs and symptoms 
of approaching death and the steps to take following death, in a way that is 
appropriate for their age, culture and social situation. 
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Standard 4 
 

Providing care  
 
The provision of care is based on the assessed needs of the person, informed by 
evidence, and is consistent with the values, goals and preferences of the person as 
documented in their care plan. 
 
4.1 Care is delivered promptly, in accordance with the changing needs of the person, 
their family* and carers, their documented care plan and their goals and preferences. 
 
4.2 The care plan and person’s preferred place of care and death, is discussed, 
documented and the associated care is planned for. 
 
4.3 Clinical Practice is informed by new and emerging evidence. 
 
4.4 Where care cannot be delivered in accordance with the goals and preferences of 
the person, this is discussed with the person, their family*, and carers, and an agreed 
alternative plan is documented and communicated. 
 
4.5 There are protocols and procedures in place for the escalation of care where 
required, based on assessed needs. 
 
4.6 The service aims to actively pre-empt distress to the best of their ability but when it 
occurs, the response to it is timely, appropriate, effective, acceptable, and actions are 
documented. 
 
4.7 The effectiveness of care is measured according to established indicators and 
outcomes. 
 

Standard 5 
 

Transitions within and between services  
 
Care is integrated across the person’s experience to ensure seamless transitions within 
and between services. 
 
5.1 There are systems and processes (policies and guidelines) in place that support 
and promote continuity of care, and timely access, across settings and throughout the 
course of the person’s illness. This includes, but is not limited to, referrals, admissions, 
discharge and handover between services, and referral to other specialties (e.g., 
mental health) to ensure needs are met without delay. 
 
5.2 The service has in place effective communication systems to support integrated 
care, including processes for communicating information about the care plan, goals 
of care, prognosis and death of the person within and between services. 
 
5.3 Care plans demonstrate appropriate actions to support seamless transition between 
care settings. 
 
5.4 Specialist palliative care services’ have in place clear referral and admission 
criteria, and these are communicated to the local health and wider community, resulting 
in equitable access to services based on clinical need. 
 
5.5 Referrals from the specialist palliative care service are made to appropriate 
specialists or services that are able to meet the identified physical, psychosocial 
and spiritual needs of the person, their family* and carers (for example acute pain 
services, mental health services, bereavement counsellors). 
 
5.6 Services assist local community-based service providers to build their capability 
to help people to be cared for in their home, where this aligns with the person’s 
preferences. 
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5.7 The organisation has mechanisms in place to assess needs of the local and wider 
health community and uses this information to develop plans for future improvement 
of the service. 
 

Standard 6 
 

Grief support  
 
Families and carers have access to grief support services and are provided with 
information about loss and grief. 
 
6.1 Culturally appropriate information and resources about loss and grief and 
bereavement support services is routinely provided to families* and carers before 
and after the death. 
 
6.2 The service provides education about loss, grief and bereavement to staff, 
volunteers and other community providers. 
 
6.3 The service employs a structured assessment of bereavement that addresses 
emotional, behavioural, social, spiritual and physical domains. 
 
6.4 The risk assessment process begins on intake to the palliative care service and 
continues throughout the service’s involvement with the person and beyond. 
 
6.5 The service uses validated tools to assess for signs and symptoms of persistent 
and intense distress in bereaved persons. 
 
6.6 The service develops strategies and referral pathways, in partnerships with other 
providers in the community, to assist families* and carers in feeling more prepared 
for the death and to accommodate grief into their lives after bereavement. 
 
6.7 Referrals to bereavement, specialist mental health and/or counselling professionals 
are made when clinically indicated. 
 
6.8 The organisation has mechanisms in place for the specialist palliative care team to 
access education, training and supervision to meet the loss, grief and bereavement 
needs of the family* and carers. 
 

Standard 7 
 

Service culture 
 
The service has a philosophy, strategy, values, culture, structure, and environment that 
supports the delivery of person and family-centred palliative care. 
 
7.1 The values and culture of the service explicitly support the provision of person-
centred palliative care. 
 
7.2 The philosophy and objectives of the service are documented and incorporated into 
clinical practice guidelines, policies and procedures. 
 
7.3 The care setting provides an appropriate environment to support people reaching 
the end of their lives, their family* and carers, including as appropriate the 
technological innovations to support their preferences and cultural needs. 
 
7.4 Services understand the community they serve, and use this information to both 
provide optimal specialist palliative care services and influence wider health, aged 
and social care systems that meet the needs of that community. 
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Standard 8 
 

Quality improvement 
 
Services are engaged in quality improvement and research, based on best practice and 
evidence, to improve service provision and development. 
 
8.1 An ongoing quality improvement process is implemented to review clinical 
performance and outcomes, and to identify, implement and evaluate improvement 
activities. 
 
8.2 Data about the effectiveness of palliative care delivery is collected, reviewed and 
reported locally. 
 
8.3 System failures are systematically identified and investigated, and there are 
opportunities to learn from error. 
 
8.4 The service engages in robust and rigorous clinical audit review. 
 
8.5 The service is accredited to ensure achievement of governance and safety 
requirements. 
 
8.6 The service participates in benchmarking processes to compare its service delivery 
over time and/or with external organisations. 
 
8.7 The service supports staff to lead or participate in palliative care research wherever 
possible. 
 
8.8 Specialist palliative care services support other services providing care to people at 
the end-of-life to improve the quality of that care. 
 
8.9 The person, their family* and carers and the community are provided with 
opportunities to provide input into the evaluation of the service via formal and 
informal feedback mechanisms. 
 

Standard 9 
 

Staff qualifications and training  
 
Staff and volunteers are appropriately qualified, are engaged in continuing professional 
development and are supported in their roles. 
 
9.1 The service employs a multidisciplinary team of health professionals with 
recognised qualifications, credentialing and experience to meet the physical, 
psychological, social, cultural and spiritual needs of the person, their family and carers. 
 
9.2 Staff in clinical leadership and management positions have recognised 
qualifications and experience in relevant fields. 
 
9.3 A formal assessment of palliative care education and training is undertaken for all 
members of the health service to identify professional development requirements. 
 
9.4 Staff and volunteers receive appropriate supervision and support in accordance 
with an established professional development framework, inclusive of evidence-based 
digital health and innovations training. 
 
9.5 Staff undergo training to ensure delivery of culturally safe and responsive care. 
 
9.6 A culture of self-care opportunities, with staff trained in self-care strategies and 
advised on how to access personal support. 
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9.7 Volunteer programs are recognised, supported, and managed in accordance with 
the relevant volunteer standards. 
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• Ambulance Victoria Residential Aged care Enhanced Response (RACER) Pathway: 

www.ambulance.vic.gov.au/community/racer 

• ISBAR tool: 

www.wnswphn.org.au/uploads/documents/corporate%20documents/WHAL%20RACF%

20ISBAR%20Framework_FINAL.pdf#:~:text=RACF%20ISBAR%20Framework%20is%2

0being%20developed%20as%20a,protocols%20within%20the%20residential%20aged

%20care%20facility%20%28RACF%29 

• Palliative Aged Care Outcomes Collaboration (PACOP ): www.uow.edu.au/ahsri/pacop 

• Palliative Care Advice Service (PCAS): www.pcas.org.au 

• Aged Care Palliative Care (ACPC): www.ac-pc.com.au 

• REDMAP: www.spict.org.uk/wp-content/uploads/2023/12/Care-Planning-Questions-for-

Residents-Dec-2023.pdf 

• Safer Care Victoria Care for the Dying person: www.safercare.vic.gov.au/best-practice-

improvement/clinical-guidance/palliative/care-plan-for-the-dying-victoria 

• Stop and Watch Tool: www.ohsu.edu/sites/default/files/2019-03/INTERACT-Stop-and-

Watch.pdf 

• Victorian Virtual Emergency Department: www.vved.org.au/aged-care 

 

 

LINKS 
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https://www.wnswphn.org.au/uploads/documents/corporate%20documents/WHAL%20RACF%20ISBAR%20Framework_FINAL.pdf#:~:text=RACF%20ISBAR%20Framework%20is%20being%20developed%20as%20a,protocols%20within%20the%20residential%20aged%20care%20facility%20%28RACF%29
https://www.wnswphn.org.au/uploads/documents/corporate%20documents/WHAL%20RACF%20ISBAR%20Framework_FINAL.pdf#:~:text=RACF%20ISBAR%20Framework%20is%20being%20developed%20as%20a,protocols%20within%20the%20residential%20aged%20care%20facility%20%28RACF%29
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https://www.uow.edu.au/ahsri/pacop
https://www.pcas.org.au/
http://www.ac-pc.com.au/
https://www.spict.org.uk/wp-content/uploads/2023/12/Care-Planning-Questions-for-Residents-Dec-2023.pdf
https://www.spict.org.uk/wp-content/uploads/2023/12/Care-Planning-Questions-for-Residents-Dec-2023.pdf
https://www.safercare.vic.gov.au/best-practice-improvement/clinical-guidance/palliative/care-plan-for-the-dying-victoria
https://www.safercare.vic.gov.au/best-practice-improvement/clinical-guidance/palliative/care-plan-for-the-dying-victoria
http://www.ohsu.edu/sites/default/files/2019-03/INTERACT-Stop-and-Watch.pdf
http://www.ohsu.edu/sites/default/files/2019-03/INTERACT-Stop-and-Watch.pdf
https://www.vved.org.au/aged-care
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