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Glossary
Acronym Description
15D 15-Dimensional Instrument
ACCOM Australian Community Care Outcomes Measurement
ACCOM-CM Australian Community Care Outcomes Measurement-Case Manager
AD-5D Alzheimer’s Disease Five Dimension
ADRQL Alzheimer’s Disease-related Quality of Life
ALFSS Assisted Living Family Satisfaction Scale
ALSS Assisted Living Satisfaction Scale
AQoL-6D Assessment of Quality of Life Instrument — 6 Dimension
AQoL-8D Assessment of Quality of Life Instrument — 8 Dimension
ASCOT-SCT4 Adult Social Care Outcomes Toolkit four-level self-completion-questionnaire
ASCOT-INT4 Adult Social Care Outcomes Toolkit four-level interview schedule
CCl-6D Consumer Choice Index-6 Dimensions
CEQ Consumer Experience Questionnaire
CLINT Client Interview Instrument
COMQOL-A5 Comprehensive Quality of Life Scale-Adult version.5
CPVQ Consumer Perception of Value Questionnaire
caQl Consumer Quality Index
CSAT-HC Client Satisfaction: Home Care
DEMQOL Dementia Quality of Life Instrument

DEMQOL-Carer

Dementia Quality of Life Instrument —~ Carer version

DUKE

Duke Health Profile

D-QoL Dementia Quality of Life Instrument

EQ-5D-3L EuroQoL 5 Dimensions 3-levels

EQ-5D-5L EuroQoL 5 Dimensions 5-levels

EQ-HWB EuroQoL Health and Wellbeing

EQ-HWB-S EuroQoL Health and Wellbeing short version
GSGL Good Spirit Good Life

HCSM Home Care Satisfaction Measure

HUI2 Health Utility Index Mark 2

HUI3 Health Utility Index Mark 3

ICECAP-O ICEpop CAPability measure for older people
interRAI-HC interRAIl home care

interRAI-LTCF interRAI long term care facility

JoLS Joy-of-Life Scale

LTC-QOL Long term care quality of life assessment scale
MANSA Manchester Short Assessment of quality of life
MFSS Minnesota Family Satisfaction Survey

MIV My Inner View

MNHFS Maryland Nursing Home Family Survey
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Acronym Description

MTRC Measure of Thriving in Residential Care
NHCAHPS FS Nursing Home CAHPS Family Survey
NHCAHPS LS Nursing Home CAHPS Long Stay Survey
NHCR-QOL Nursing Home Care Related Quality of Life
NHP Nottingham Health Profile

ONHFSS Ohio Nursing Home Family Satisfaction Survey
ONHRSS Ohio Nursing Home Resident Satisfaction Survey
OPQOL-35 Older Peoples Quality of Life-35

OPQOL-Brief Older Peoples Quality of Life-short version
PGCMS Philadelphia Geriatric Centre Moral Scale

PQ Pyramid Questionnaire

PWI-A Personal Wellbeing Index-Adult

QCE-ACC Quality of Care-Aged Care Consumers
QOL-ACC Quality of Life Aged Care Consumer

QoL-AD Quality of Life in Alzheimer’s Disease
QoL-AD-NH Quality of Life for people with Alzheimer’s Disease Nursing Home
QOLNHR Quality of Life Nursing Home Resident

QPP Quality from the Patients’ Perspective

QUALID Quality of Life in Late-Stage Dementia
QUALIDEM Dementia specific Quality of Life Instrument
RCSS Residential Care Satisfaction Scale

RSI Resident Satisfaction Index

RSQ Resident Satisfaction Questionnaire

SERVQUAL (NHS)

SERVQUAL Nursing Home Service Quality Inventory

SF-8

8 item Short Form Survey

SF-12 12 item Short Form Survey

SF-36 36 item Short Form Survey

SNHI Satisfaction with-Nursing Home Instrument

SNHS Satisfaction with Nursing Home Scale

SWAL Satisfaction with Assisted Living

SWLS Satisfaction With Life Scale

USS User Satisfaction Survey

WHOQoL-100 World health Organisation Quality of Life Scale — 100 items
WHOQoL-AGE World health Organisation Quality of Life Scale — AGE
WHOQoL-BREF World health Organisation Quality of Life Scale — BREF
WHOQoL-OLD World health Organisation Quality of Life Scale — OLD
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Executive Summary

This report provides a comprehensive evidence review of validated tools to measure quality of life,
consumer experience or consumer satisfaction in aged care, and examines their appropriateness for
residential aged care and home care settings for the purposes of incorporation into Australia’s National
Aged Care Mandatory Quality Indicator Program (QI Program).

The final report of the Royal Commission into Aged Care Quality and Safety recommended the
development of a comprehensive suite of quality indicators for aged care. This included implementing
‘a comprehensive quality of life assessment tool for people receiving aged care in residential care and
at home’ [Recommendation 22c] to facilitate continuous improvement and the transparency and
accountability of Australia’s aged care system.

A comprehensive evidence review of national and international literature on validated tools to-measure
quality of life, consumer (older person and/or family carer) satisfaction and consumer experience in
aged care (including both home recipients or residential aged care) was conducted.

¢ An evidence-based ranking (based on standardised psychometric and.assessment methods and
identified strengths and weaknesses) was undertaken.

o Evidence regarding implementation, data analysis and reporting-was considered and informed
recommendations for embedding the preferred tool/s in the Ql Program. Adoption of standardised
tools will facilitate national benchmarking, promote consumer choice and increase public
accountability and transparency.

Quality of Life

o A total of 46 quality of life tools from 25 countries were identified, including 10 developed in
Australia. Most tools focused on health-related quality of life, as opposed to quality of life more
broadly, and were developed with-adult populations of all ages.

o Eleven quality of life tools developed specifically for application with populations of older people
were identified; ICECAP-O (index of capability for older people), OPQOL (older people’s quality of
life), QOL-ACC (older people aged care specific quality of life), WHOQoL-AGE (older people’s
quality of life), GSGL (older indigenous people specific quality of life ); with 6 focusing on people
with dementia -ADRQOL, DEMQOL, D-QoL, QoL-AD, QUALIDEM and QUALID (late stage
dementia only).

e Evidence ratings identified the QOL-ACC (older person aged care specific to home and
residential care) as the highest ranked quality of life tool. The QOL-ACC provides the highest
level of psychometric evidence for application with aged care consumers in both home care and
residential care settings for Australia’s aged care system. The GSGL (older Indigenous person
specific) tool was identified as providing the highest level of psychometric evidence for application
with-older indigenous aged care consumers.

Consumer Experience and Satisfaction

o Attotal of 29 consumer experience and consumer satisfaction tools (13 experience and 16
satisfaction tools) were identified. Most tools were developed in the USA with 4 tools developed in
Australia:

¢ In contrast to the quality of life tools, most consumer experience and consumer satisfaction tools
were developed specifically for application with older people and /or family members in aged care
settings, predominantly residential care.

¢ Two consumer experience tools, QCE-ACC (generic measure of care experience for both
home and residential care) and the CCI-6D (residential care specific consumer experience)

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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and one consumer satisfaction tool the RSQ (residential and home care consumer
satisfaction) were identified as having the highest level of psychometric evidence and appropriate
for Australia’s aged care system.

Quality of life and consumer experience/satisfaction tools are not inter-changeable and are designed to
measure different concepts and as such include different dimensions/items.

o If only one concept is to be taken forward this review recommends quality of life as the most
important person-centred quality indicator for Australia’s aged care system.

Limited guidance is available in the examined literature on sampling and recommended frequency of
administration for quality of life, consumer experience and/or consumer satisfaction tools in aged care
for the purposes of incorporation within the QI program. This lack of evidence highlights the need for
further consultation with the sector, in particular with aged care consumers and providers about how
often these types of assessments should be undertaken and the application of results‘at both local and
national levels to facilitate improvements. There is a strong case for pilot studies to provide further
evidence related to sampling, frequency of administration and results application prior to widespread
implementation.

Recommendations for Implementation:

o ltis important to strive for self-assessment of quality of life,.care experience or satisfaction using a
validated psychometrically robust tool by the older person themselves wherever possible. Where
self-assessment is not possible, for example, due to severe physical frailty and/or cognitive
impairment, proxy assessment by a family member or close friend who knows the person well and
who has regular contact with the person should be sought.

o Preferable modes of tool administration are self-completion using electronic format touch screen
technology (tablet) computer or hard copy (paper and pen survey) for the person or proxy
respectively. Where self-completion is not possible, interviewer assisted formats should be
considered with a prescribed interview script to minimise the possibility of interviewer bias.

¢ For inclusion within the QI program, all older Australians accessing aged care in Australia in either
home or residential aged care settings should be surveyed about their quality of life and/or aged
care experience/satisfaction at regular time intervals (every 6-12 months) using a validated
assessment tool designed for this purpose.

¢ Reporting of quality of life, consumer experience and/or consumer satisfaction tools in aged care
with relevance to-the QI program needs to be case mix adjusted to provide meaningful
comparisons. As a consequence of minimal evidence, further consideration needs to be given to
the most appropriate methods to summarise and present data for quality of life, consumer
experience and/or consumer satisfaction data for different audiences e.g., the general public,
aged care consumers and service providers. This also includes stratification of data analyses by
aged care recipients with-and without dementia and data aggregation by facility, service provider,
state or geographical (metropolitan, rural and remote) areas.

1 “Background

In 2017-2018, almost one million Australians accessed home care services and over 230,000 people
were permanently living in residential aged care at a cost to government alone of over $18.1 billion (1).
These estimates are expected to increase exponentially in the coming decades as a consequence of a
rapid increase in Australia’s ageing population. By 2050 it is predicted that over 3.5 million older
Australians will need to access aged care services either in their own homes or in a residential care
facility (2). There is increasing recognition of the need for person-centred quality indicators as important
complements to clinical indicators for assessing the quality of Australia’s aged care system (3, 4). The
final report of the Royal Commission into Aged Care Quality and Safety highlighted the need for a
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philosophical shift to place the people receiving care at the centre of quality and safety regulation and
that as part of this the voices of people receiving care must be heard to ensure that the system is
relevant and appropriate for the people it is intended to support. It also recommended the development
of a comprehensive suite of quality indicators for both residential and home care, including quality of life
assessment to facilitate continuous improvement and the transparency and accountability of Australia’s
aged care system (5). In assessing the economic value of any aged care program, quality of life is also
an essential outcome measure (3).

This report provides a comprehensive evidence review of validated tools to measure quality of life,
consumer experience or consumer satisfaction in aged care, and examines their appropriateness
for residential aged care and home care settings for the purposes of incorporation into Australia’s
National Aged Care Mandatory Quality Indicator Program (Ql Program). Validated tools that have
been applied in aged care settings in Australia and/or internationally to assess, monitor.and evaluate
quality of life, consumer experience or consumer satisfaction from the perspective of older people
and/or family carers accessing home or residential care were identified. Tools were rated. for
methodological quality based on standardised psychometric and assessment methods to provide a
summary of the respective strengths and weaknesses of each tool and an evidence based ranking of
preferred tools was compiled. Recommendations regarding implementation, data-analysis and reporting
were then considered for embedding the preferred tool/s as an integral component of Australia’s Ql
Program. This will support aged care providers through access torobust, valid-data to measure and
monitor performance and support continuous quality improvement and, over time, provide consumers
transparent information about quality in aged care to assist decision making.

2 Literature Review

Search strategy and data extraction

A comprehensive evidence review was undertaken to identify national and international literature on the
measurement of quality of life, consumer (older person‘and/or family carer) satisfaction and consumer
experience in aged care. The review builds.upon a recent systematic review of instruments for
assessing quality of life in older-adults (aged 65 years and over) accessing aged care services
undertaken in collaboration by Westbrook’s and Ratcliffe’s research teams (6).

This original review searched MEDLINE, EMBASE, PsycINFO, Cochrane Library and CINAHL
databases from inception to January 2021. Studies were included in this review if they were available in
the English language; contained the term ‘quality of life’; studied and described an aged care population
and administered standardised-quality of life (QoL) instrument/s (i.e., verbal QoL questionnaire or QoL
self-assessment survey) to study participants. A total of 29 quality of life instruments available in the
English language ‘were identified from multiple countries and applied in home or residential care
settings. For this‘report, this original review was extended in the following ways:

1." Searching for additional terms beyond quality of life to capture studies that contain the terms
‘consumer experience’ and/or ‘client experience’ and or ‘consumer satisfaction’ and/or ‘client
satisfaction’ and/or ‘person-centred care’.

2. Incorporating grey literature published in Australia and/or internationally on the topic area
(Appendix 2 and Table A2). Relevant grey literature was identified through an online search of
published government reports, and other relevant research and policy documents on
government and/or regulatory body websites. For example, the Australian Government
Department of Health, Aged Care Quality and Safety Commission (Australia) and the National
Institute for Health and Care Excellence (UK).

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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3. Updating the review to the present (end July 2021) to include recent developments. Reference
lists of identified publications, reports and websites were also searched to identify any additional
relevant publications beyond those already captured.

4. Focusing on the psychometric properties of the identified tools and the extent of their validity,
reliability and responsiveness in aged care populations in Australia and/or internationally to
provide evidence to support the ranking of validated tools.

5. Drawing out evidence on the strengths and limitations, with a focus on identification of enablers
and barriers to implementation and lessons learnt from implementation of tools across different
settings.

Selection criteria

Articles were included in this review if they met the following criteria:

e Published in English language
¢ Qualitative and/or quantitative design
o Study sample of older adults aged =265 years and/or suitableproxies,(e.g., family carers)

o Focused on the development and/or application of quality of life, consumer experience and/or
consumer satisfaction tool/s within aged care.

Full details of the search criteria and data extraction are provided in-‘Appendix 1 to this report.

The review focused specifically on the psychometric properties and performance characteristics of tools
that have been designed and/or applied in aged care (differentiating residential and in home settings) to
measure quality of life, experience and/or satisfaction from the perspective of the older person or proxy
assessor. In consultation with our Project Advisory Group (comprising aged care representatives from
ECH, Uniting AgeWell, Dementia Alliance International, the Australian Nursing and Midwifery
Association and consumer representatives, Appendix 1) and key representative/s from the Department
of Health, a set of standardised criteria were developed, refined and applied to systematically compare
and rank tools. Criteria included inthe review were:

¢ Design properties including the ‘extent to-which tool/s were co-designed with older people and
developed in aged care or transferred from another sector e.g., health system, disability care.

e Psychometric testing, psychometric properties and performance characteristics (including
practicality, reliability, content and construct validity) in home or residential care settings.

e Applicability-and suitability of the identified tools for different aged care populations

e e.g., culturally, and linguistically diverse (CALD) groups, Aboriginal and Torres Strait Islander
peoples, older people-with cognitive impairment and dementia.

3 Assessment of Psychometric Properties

The psychometric properties of identified tools were examined according to standardised criteria
identified in the COnsensus-based Standards for the selection of health status Toolment INstruments
(COSMIN) taxonomy. COSMIN criteria were supplemented by the Food and Drug Administration (FDA)
guidelines on the principles for selecting, Developing, Modifying, and Adapting Patient-Reported
Outcome Measures (PROMSs).(7-9) All tools were assessed for a range of psychometric properties:

e content and face validity
e acceptability and feasibility

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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e construct validity

o reliability

e responsiveness.
Where the psychometric properties of the tools could be identified and extracted, a comprehensive
assessment of their quality was conducted by applying the psychometric properties criteria presented in
Table 1. These criteria were developed in consultation with our Project Advisory Group and follow the
guidelines proposed by COSMIN and FDA (7-9). Given the main aim was to identify preferred tool/s for
application in the Australian aged care sector, higher grades were assigned to good evidence
emanating from the Australian or OECD country aged care sectors relative to non-OECD
countries. The available psychometric evidence for each tool was assessed and verified by an
experienced psychometrician (JK) and quality graded as high*, high, medium, low or no.evidence
available.

The following definitions were applied:

e High*: criteria are achieved with good evidence in the Australian aged care population.

o High: criteria are achieved with good evidence internationally (OECD member countries) but no
current Australian evidence.
o Medium: criteria are achieved with good evidence in aged care population from non-OECD
countries.
e Low: criteria are not achieved. Limited amount.of evidence in small samples and not Australian
specific.
¢ No evidence available (-).
The COSMIN checklist and FDA guidelines indicate that content, face and construct validity are the
most important psychometric criteria to address in providing evidence of the methodological quality of
quality of life and consumer experience-tools (7-9). Accordingly, the ranking of preferred tools attached
the greatest weight to evidence of content, face and-construct validity followed by responsiveness and
reliability evidence.

Description of Psychometric Assessment Components
Content and face validity

Content validity assesses the extent-to which the set of items included within a tool comprehensively
cover the different.compaonents of the concept to be measured. Face validity is a closely related
concept to content validity which examines whether the quality of life, consumer experience and/or
consumer dimensions or domains included within the tool are sensible, appropriate and relevant to the
target population. Most quality of life tools currently in use in aged care and health system settings were
developed based on the judgements of researchers with limited involvement from consumers in the
development process. Hence content and face validity have either not been assessed at all or were
assessed post hoc following the development of a new tool. More recently there has been a move
towards direct-involvement of consumers in all stages of development for new quality of life tools. This
has been demonstrated to improve content and face validity thereby improving the quality of the tool
and its relevance to the population with whom it is intending to be applied (10, 11).

For this review, content and face validity of tools for assessing quality of life, consumer experience
and/or consumer satisfaction in aged care were assessed according to available and accessible
information about the developmental processes adopted and their relevance to older people and/or

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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family carers in either home care or residential care setting. Post hoc assessments of the content
and/or face validity of tools for older people in aged care settings were also included.

Acceptability and feasibility

Acceptability and feasibility assess the practicality of a tool for administration in a specific
group of people. It covers aspects such as burden of completion and whether the person
completing the tool can meaningfully respond to the questions being asked. Acceptability and
feasibility were assessed according to several key indicators including time taken to complete the tool,
levels of missing data and understanding. In the absence of reported information, the time take to
complete the tool was estimated relative to the number of questions included and known reporting
times of other similar tools in aged care populations. Evidence of acceptability and feasibility was
indicated where the tool under consideration demonstrated relatively low respondent burden in terms of
time taken to completion (in minutes), low missing data and high levels of understanding. For.older
people in aged care settings this includes careful consideration of whetherthe person or their proxy can
meaningfully complete the tool. Older people with moderate to severe cognitive impairment may have
difficulties understanding the questions being asked and proxy assessors may experience difficulties in
knowing the required information (e.g., how the older person feels emotionally) for proxy report. Missing
data can also be used to indicate acceptability and feasibility since high levels of missing data indicates
that the person completing the tool has not completed some dimensions. Though non-completion can
occur for many reasons, it indicates that the tool will not produce useable data for all participants. Non-
completion impacts upon the quality of the results obtained and hence forinclusion in the QI Program it
is important to strive for full completion of the tool wherever possible.

Construct validity

Construct validity assesses whether a tool captures the hypothesised or underlying construct/s it is
intended to measure. For this review the underlying constructs were quality of life, consumer
experience and/or consumer satisfaction.in aged care. Construct validity can be assessed in two main
ways. Firstly, by assessing the level of convergence between similar dimensions or domains and
overall scores from the tool under consideration with other validated tools designed to measure the
same or a closely related concept in the population of interest (older people accessing aged care
services). This is referred to.in the psychometrics literature as convergent validity (7-9). Secondly, by
assessing the ability of the tool to differentiate between groups known to be different, for example older
people living with or without long-term health condition/s or older people with differing levels of care
needs. This is referred to in the psychometrics literature as known group validity (7-9).

Reliability

Reliability can be assessed in‘several ways. Inter-rater reliability is the level of agreement between
different raters. In aged care settings inter-rater reliability can be assessed by measuring the extent to
which the older person and a proxy assessor indicate the same (or different) response options when
responding to the items presented in a quality of life, consumer experience and/or consumer
satisfaction tool. Inter-mode reliability refers to the level of agreement when the tool is administered in
alternative formats (e.g., face to face interviews vs telephone interviews vs self-reports) in individuals
with similar socio-demographic characteristics.

A number of statistical methods exist for calculating the level of inter-rater reliability or the level of inter-
mode reliability ranging from simple (e.g. calculation of the % of agreement between two or more
raters) through to more complex (e.g., Cohen’s Kappa statistic) (12, 13). Finally, test re-test reliability
investigates the extent to which a tool can reliably replicate the same result (e.g., quality of life score
more than once in a short time interval), normally within 1-3 weeks of the initial assessment where

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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there has been no change in the individual’s circumstances. Test re-test reliability is important for
longitudinal assessment of quality of life over time and for economic evaluation in assessing whether
differences in quality of life over time pre and post intervention are genuinely due to the intervention
provided and not an artefact of the tool.

Responsiveness

Responsiveness refers to the ability of a tool to adequately capture change over time in the indicator of
interest when change is expected. For example, where the introduction of a targeted intervention is
expected to lead to improvements in quality of life, consumer experience and/or consumer satisfaction.
Responsiveness can be assessed at the aggregate level and/or the dimension level. An example of the
measurement of responsiveness at a dimension level is where a targeted intervention to reduce social
isolation for older people living alone is expected to lead to higher scores in dimension/s related to
social connectedness at the end of the intervention period relative to baseline.

4 Results

The process and results from each stage of the literature review are presented.in the following PRISMA
diagrams.

PRISMA diagram for quality of life
PRISMA = Preferred Reporting ltems for Systematic Review-and Meta analysis
(#1 tool identified through grey literature search)

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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PRISMA diagram for consumer experience
(*1 tool identified through grey literature search)

PRISMA diagram for consumer satisfaction
(*2 tools identified through grey literature search)

Measurement tools for assessing quality of life, consumer satisfaction and consumer experience across residential and in-home aged care
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Quality of life tools

This literature review identified a total of 46 quality of life tools from 25 countries (summarised in Table
2) including 10 tools developed in Australia. Most of the identified tools are focused on health-related
quality of life (as opposed to quality of life more broadly) and were developed and applied more
commonly in health care settings with adult populations of all ages. Several quality of life tools have
been developed specifically for application with populations of older people. This included ICECAP-O
(index of capability for older people), OPQOL (older people’s quality of life), QOL-ACC (older people
aged care specific quality of life), WHOQoL-AGE (older people’s quality of life), older Indigenous people
(Good Spirit Good Life Tool) and people with dementia e.g. ADRQOL, DEMQOL, D-QolL, QoL-AD,
QUALIDEM and QUALID (late stage dementia only).

A variety of modes of administration are available including self-complete, interviewer administered and
proxy versions. However, for those tools that have proxy versions there tends to be a'lack of guidance
covering when they should be used, the level of cognitive impairment beyond which proxy assessment
should be sought and who is the most appropriate proxy assessor. For tools with both self-complete
and proxy versions available some guidance is available from instrument developers, notably for the
DEMQOL and the EuroQoL. For example, current information from the DEMQOL instruments
developers indicates that for most studies, DEMQOL and DEMQOL-Proxy are used together. Current
guidance from the EuroQol group indicates that proxy assessment (by a caregiver) should be used in
special cases where the person is not mentally or physically-able to self-report their health related
quality of life. Judgements on capacity/incapacity to provide self-assessments should be made at an
individual level commencing with the person themselves rather than the person or persons
administering the quality of life assessments (14).

The recall period over which individuals are asked about their quality of life varies markedly across
tools ranging from asking the person to respond.in relation to.today/their current situation, the past one
week, two weeks, one month, three months or whole life (illustrated at Table 2). For utilising the quality
of life tool within the QI Program the recall period needs to be

relatively brief, preferably asking the older person to respond in relation to the present or the past week
to avoid the possibility of recall bias over an extended period of time and to provide a comprehensive
assessment of the older person’s current situation to facilitate meaningful comparisons of quality of life
over time. The number of included dimensions and items also varies markedly across tools ranging
from relatively brief tools with few dimensions/items e.g., QOL-ACC, EQ-5D-3L, EQ-5D-5L, ICECAP-O
to longer and more.complex tools-e.g., SF-36, WHOQoL-100. The length of the tool is typically related
to the number-of included dimensions, with consequent implications for respondent burden and
completion times, an‘important consideration for older people receiving aged care services. Average
completion times for tools range from five minutes or less for relatively brief tools (e.g., QOL-ACC,
ICECAP-O, EQ-5D) and up to 60 minutes for more complex tools (e.g., WHOQoL-100).

User guides (largely directed at tool administrators as opposed to the person/s reporting) are available
for half (N=23; 50%) of the identified quality of life tools and the majority have dedicated websites with
varying amounts of information presented about tool development, instructions on how to apply for a
license to use the tool and examples of published studies in which the tool has been applied. Whilst the
vast majority of user guides are provided free of charge some instrument developers charge a fee for
access to user guides (e.g., ADRQL and the InterRAl). In addition, whilst most quality of life tools are
provided with free access for applications in research, several tools charge a licensing fee for
commercial applications including the QOL-ACC, EQ-5D and ASCOT. Most tools are presented in the
English language. A minority of quality of life tools (EQ-5D, HUI2, HUI3, SF-12, SF-36 and SWLS) have
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validated translations available in Italian, Greek, German, Chinese and Vietnamese, the most prevalent
culturally and linguistically diverse (CALD) populations of older people accessing aged care services in
Australia (15, 16).

The majority of quality of life tools are non-preference based and are scored using simple summative
scoring systems whereby individual responses to items/quality of life dimensions are equally weighted
to determine an overall total score. Some quality of life tools are preference weighted and this is an
important requirement for application of a tool in economic evaluation. Scoring systems for preference
based tools are weighted according to the relative importance of individual items/quality of life
dimensions in determining the overall quality of life score. For example, the relative importance of
physical health in determining overall quality of life may be different to emotional state or autonomy.
These differences can be accounted for in a preference weighting. Preference-based scoring systems
are typically derived from large general population samples comprising adults of all ages. Notable
exceptions are the ICECAP-O and the QOL-ACC tools which were designed specifically for older
populations. The preference based scoring algorithm pertaining to the ICECAP-O was developed with a
community based sample (N=255) of older adults in the UK (17). The QOL-ACC scoring system is
currently based on a simple summative scoring algorithm. A preference based scoring-system for the
QOL-ACC tool based on the preferences of aged care consumers is currently in:development and will
be available for application in early 2022.

The number of included dimensions and the ways in which these are described vary across quality of
life tools. To facilitate ease of comparison across tools, Table 3-presents a classification of the tools
using a consistent framework according to the nine key domains of ‘quality of life previously identified as
important to older people in OECD countries (18):

¢ Physical health: functional status, physical conditions and their related symptoms, pain, and
perceptions of overall health.

¢ Mental health: mental and cognitive'health conditions, as well as clinical symptoms that would
indicate mental health problems.

¢ Emotional state: experiences of positive and negative emotions which are not obviously symptoms
of mental health. This includes items which explore feelings of peace, calm, happiness, and
loneliness.
e Social connection:the frequency and quality of social interactions. Items addressing feelings of
belonging, friendship and support were also categorised under this domain.
¢ Environment: living ‘conditions.and deployable resources including social care services as well as
items which ask respondents to reflect on the emotional, psychological and physical effects of
living conditions:
e Personhood: satisfaction with personally and culturally meaningful activities which provide joy and
asense of identity:
o Autonomy: capacity and satisfaction with one’s ability to manage activities of daily living. Items
associated with (in)dependence were also categorised as relating to autonomy.
e Spiritual.connection: feelings of faith, and inner peace, as well as involvement in religious or
spiritual practices like prayer.
o Overall quality of life: single item question asking respondents to rate their quality of life as a
whole.
The most commonly included quality of life domains relate to emotional state, physical health and social
connections, followed by personhood and autonomy with mental health (as opposed to emotional state)
and spiritual connection less often included (illustrated at Table 3). A minority of the identified quality of
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life tools include dimensions additionally identified by consumer representatives from our Project
Advisory Group (Appendix 1) as important to the overall quality of life of older people accessing aged
care services including intimacy/sex life, food and incontinence (illustrated at Table 3A).

Quality of life tools: applications in aged care

An overview of extracted studies from the review including the application of quality of life tools in aged
care settings in Australia and internationally is presented in Table 4. A total of 12 quality of life tools
have been applied in Australia in home care settings (ACCOM, AQOL, ASCOT, COMQOL, D-QOL,
EQ-5D, GSGL, ICECAP-O, LTQ-QOL, OPQOL-Brief, QOL-ACC, QOL-AD) and ten quality of life tools
have been applied in Australian residential care settings (AD-5D, COMQOL, DEMQOL, EQ-5D, GSGL,
HUI3, LTC-QOL, QOL-ACC, QOL-AD, QUALID). The size of the populations in which-the. tools have
been applied varies substantially. As would be expected, in general, tools that have been developed
more recently have been applied in smaller total populations relative to more established tools. The
largest population sizes relate to the INTERAI and HUI3 instruments. This.is largely reflective of their
joint application in a large-scale published study involving over 500,000 older people to assess quality
of life in home and residential care settings in Ontario, Canada (19). The vast majority of the identified
studies comprised cross-sectional studies assessing the quality of life of older people accessing aged
care services at a single time point. Other identified applications. included quality of life assessment to
measure the effectiveness of an intervention using either acrandomised control study design or quasi-
experimental methods, longitudinal studies (conducted with people with dementia and applying
dementia specific quality of life tools QOL-AD, QUALID and QUAL-DEM) and psychometric
assessment studies.

Quality of life tools: psychometric assessment

A ranking of preferred tools according to standardised psychometric assessment criteria is presented in
Table 5. As previously stated, tools were ranked according to the quality grading of the available
evidence pertaining to the psychometric-criteria with a higher ranking applied to tools presenting
evidence of content, face and construct validity (followed by evidence of responsiveness and reliability
in the Australian aged care population (bold highlighted tools) relative to international (non-Australian)
evidence (non-bold highlighted tools).

[1] Quality of Life—Aged Care Consumers (QOL-ACC)

The QOL-ACC instrument was developed in 2020 from a research study funded by the Australian
Research Council and led by the Caring Futures Institute, Flinders University, in collaboration with
researchers from the University of Sydney and Australian National University (ANU) and partner
organisations ECH, Helping Hand, Uniting AgeWell, Uniting ACT NSW, Presbyterian Aged Care and
Dementia Alliance International (11). The QOL-ACC is the first quality of life tool, developed from its
inception with older Australians accessing aged care in both home and residential care settings. It has
been designed specifically for quality assessment and economic evaluation in aged care to capture
consumer (older person and family carer) focused quality of life outcomes from their own perspective.
The QOL-ACC consists of six dimensions: mobility, emotional wellbeing, social connections,
independence, activities, and pain management with five response levels attached to each dimension.
These final six dimensions were confirmed by the QOL-ACC project aged care provider partners as
both relevant to and highly influenced by the care and services provided to the older person in either
home or residential care settings (Appendix 4).
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[2] Good Spirit, Good life (GSGL)

The GSGL tool is a non-preference-based tool developed in 2020 that measures the quality of life of
older Aboriginal Australians aged 45 years and over (20). The GSGL consists of twelve dimensions:
family and friends, country, community, culture, health, respect, elder role, supports and services,
safety and security, spirituality, future planning, and basic needs. Each dimension consists of five
response levels. There is also a carer version of the GSGL tool available. It is the first instrument of its
kind developed from its inception with older Aboriginal people and was designed to be applied with this
population.

[3] Dementia Quality of Life (DEMQOL/DEMQOL-Proxy/DEMQOL PROXY-U/DEMQOL-
PROXY-U)

The DEMQOL instruments measure the health-related quality of life of individuals-with-dementia-and
were developed in the mid-2000s (21). DEMQOL is a self-report non-preference-based measure
completed by the person with dementia, and the DEMQOL-Proxy is competed by a caregiver (proxy
reported by the caregiver). The DEMQOL has 28 items, and the DEMQOL-proxy has 31 items that both
cover five dimensions: health and well-being, cognitive functioning, social relationships, daily activities,
and self-concept. Both versions have four response levels. The DEMQOL-U and the DEMQOL-Proxy-U
were developed in 2012 based on the DEMQOL and the DEMQOL-Proxy as preference based tools to
enable to the DEMQOL to be used in economic evaluation (22).

[4] EuroQol-5 dimensions-5 level (EQ-5D-5L)

The EQ-5D-5L is a generic preference-based measure of health-related quality of life, developed in
2009. It consists of five dimensions: mobility, self-care, usual activities, pain/discomfort, and
anxiety/depression with five response levels attached to.each.dimension. There are two versions of the
EQ-5D. The EQ-5D-5L was developed to improve the reliability and sensitivity of the original EQ-5D
instrument and to increase the number of possible health states(23). The EQ-5D-5L has the option of
being administered with the visual analogue scale (EQ-VAS). The EQ-VAS is a vertical scale with two
endpoints ‘the best health you can imagine™and ‘the worst health you can imagine’ in which individuals
are asked to record their self-rated health on the scale (0-100). The EQ-5D-5L can also be
administered with a cognition bolt-on item for individuals who may have cognitive impairment.

[5] 36-Item Short Form Survey (SF-36)

The SF-36 was originally developed in the 1990s and is a non-preference-based instrument measuring
health-related quality of life (24). The SF-36 was adapted from a survey used in the Medical Outcomes
Study identifying differences in-physician practice and patient outcomes in different settings. The
instrument consists of 36 items that cover eight dimensions: physical functioning, bodily pain, role
limitations due to physical-health problems, role limitations due to personal or emotional problems,
emotional well-being, social functioning, energy/fatigue, and general health perceptions. It also has a
single item that measures perceived change in health. The instrument has between two and six
response levels for each item.

[6] Investigating Choice Experiments Capability Measure for Older People (ICECAP-0O)

The ICECAP-O is a preference based older person specific instrument developed in 2006 that
measures capability (17, 25). The instrument focuses on a broader concept of quality of life and
wellbeing and consists of five dimensions: attachment, security, role, enjoyment, and control. Each
dimension has one item with four response levels per item. The ICECAP-O is based on Sen’s capability
theory which is reflected in the response options using ‘able to’ or ‘can’. The ICECAP-A was developed
in 2012 as a measure of capability for all adults (aged 18 years and above) (17). The instrument
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consists of five dimensions: attachment, stability, achievement, enjoyment, and autonomy. Each
dimension has one item with four response levels.

[7] Australian Community Care Outcome Measure (ACCOM)

The ACCOM was developed in the late 2010s and is a preference-based instrument measuring
functional, health and social care-related quality of life of older people receiving community services at
home (26). The ACCOM was developed building upon the ASCOT measure which is a preference-
based instrument that measures social care-related quality of life. The ACCOM uses the eight care-
related items from the ASCOT as its core components: control over daily life, personal cleanliness and
comfort, food and drink, personal safety, social participation and involvement, occupation,
accommodation cleanliness and comfort, and dignity. It also includes functional measures of the
consumer’s capabilities and care needs using the Functional Screen developed by the Australian
Health Services Research Institute. Basic demographic information including‘age, income, living
circumstances and cultural background are also collected. The instrumentis-completed by consumers
(ACCOM) and by case managers (ACCOM-CM).

[8] Long Term Care Quality of Life assessment scale (LTC-QOL)

The LTC-QOL is a non-preference-based instrument developed in the mid-late 2000s (27). The LTC-
QOL focuses on the outcomes of care, support, treatment, and protection interventions of older people
receiving long term care at home and in long-term care facilities. The instrument consists of nine items
that cover five dimensions: social capacity, self-efficacy, supportive relationships, mood state, and the
absence of fear and distress. Each item has five response levels. The LTC-QOL is intended to be
administered twice within a two week period and then every 12 weeks to monitor progress. There is
also a proxy version available.

[9] EuroQol-5 dimensions-3 level (EQ-5D-3L)

EQ-5D-3L is a generic preference-based.instrument that measures health-related quality of life. This
original version of the EQ-5D was developed in 1990 and consists of five dimensions: mobility, self-
care, usual activities, pain/discomfort, and anxiety/depression with 3 response levels attached to each
dimension (28). Like the EQ-5D-5L, the EQ-5D-3L has the option of being administered with the visual
analogue scale (EQ-VAS). The EQ-VAS is a‘vertical scale with two endpoints ‘the best health you can
imagine’ and ‘the worst health you can imagine’ in which individuals are asked to record their self-rated
health on the scale (0-100). The EQ-5D-3L can also be administered with a cognition bolt-on item for
individuals who may have cognitive impairment.

[10] Alzheimer’s Disease Five Dimension (AD-5D)

The AD-5D is a new preference-based instrument that was developed in 2016 to measure health-
related quality of life of individuals with dementia (29). It was derived from the Quality of Life-
Alzheimer’s Disease (QOL-AD) instrument which is a widely used non-preference-based instrument
that measures quality of life of people with dementia. The AD-5D was developed to enable utility
weightsto be derived from the QOL-AD in order for the instrument to be used in economic evaluations
of interventions with older people with dementia. The AD-5D consists of five dimensions: physical
health, mood, memory, living situation, and ability to do things for fun. Each dimension has four
response levels.
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Rank | Tool Country | Primary Development | Respondent Dimensions Residential | Home
of origin | focus population care care
1 QOL- Australia | Aged care Older adults Self-completion; Physical health; Emotional state; Social connection;
ACC specific QoL and family interviewer Personhood; Autonomy.
carers, home | administered; proxy v v
and
residential
care
2 GSGL Australia | QoL older Aboriginal Interviewer Physical health;'Social connection; Environment;
Indigenous Australians administered; proxy Spiritual feeling v v
people 245 years
3 DEMQOL | UK Health Older adults Interviewer administered | Emotional state; Mental health; Social connection;
Related QoL with dementia Environment; Overall question v )
people with
dementia
4 EQ-5D- UK Health Adults Self-completion; Physical health; Mental health; Personhood; Overall
5L Related QoL interviewer question v v
administered; telephone
interview; proxy
5 SF-36 USA Health-related | Adults Self-completion Physical health; Emotional state; Mental health; Social v v
QoL connection; Autonomy
6 ICECAP- | UK Capability Adults aged Self-completion Emotional state; Social connection; Personhood; v v
o) 65 and over Autonomy
7 ACCOM Australia | Social Care Older adults Self-completion; Social connection; Environment; Personhood:;
Related QoL who receive interviewer-administered | Autonomy v )
home care
packages
8 LTC-QOL | Australia | Long Term Nursing home. | Interviewer administered | Emotional state; Social connection; Environment
Care aged residents (carer/proxy and person) 4 4
55+
9 EQ-5D- UK Health Adults Self-completion; Physical health; Mental health; Personhood; Overall
3L Related interviewer question v v
Quality.of Life administered; telephone
interview; proxy
10 AD-5D Australia | Health Older adults Self-completion; Physical health; Emotional state; Social connection;
Related and family interviewer administered | Environment; Personhood; Autonomy; Overall question
Quality of Life | carers of (carer/proxy and person) 4 -
for people people with
with dementia | dementia
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4.3.1 Content and face validity

Content and face validity evidence was available for seven (16%) of the identified quality of life tools
(Table 5). The AD-5D has strong evidence of content validity in the Australian context for older people
with dementia. QOL-ACC provides strong evidence of both content validity and face validity having
been co-designed from its inception and tested with Australian aged care consumers in both home and
residential care settings. Similarly, GSGL has strong evidence of both content validity and face validity
for older Indigenous people having been co-designed from its inception with this population. This tool is
specific to older Indigenous Australians and is not intended for broader application to the Australian
aged care population.

4.3.2 Acceptability and feasibility

Three quality of life tools (QOL-ACC, GSGL and ICECAP-O) demonstrated acceptability and feasibility
in Australian aged care populations (Table 5) with published studies presenting evidence of relatively
high response and completion rates indicative of a low respondent burden.and evidence of ability to
provide meaningfully responses.

4.3.3 Construct validity

Construct validity was the most investigated psychometric criterion with eight tools classified as
addressing construct validity to a high standard internationally (Table 5: ADRQL, D-QOL, HUIZ2,
INTERAI, QOL-AD, QUALID, SF-12, SF-36). Seven tools applied in Australian aged care populations
have demonstrated high construct validity (DEMQOL;, EQ-5D, GSGL, ICECAP-O, LTC-QOL, QOL-
ACC, SF-36). Construct validity is an important psychometric criterion that assesses whether a tool
captures the hypothesized or underlying construct/s it is'intended to-measure. For the EQ-5D and the
SF-36 the underlying construct is health related quality of life.'For DEMQOL the underlying construct is
quality of life for people with dementia. For LTC-QoL the underlying construct is quality of life for people
accessing long term care. The GSGL tool captures the underlying construct of quality of life and
wellbeing of older Indigenous people. The ICECAP-O has capability as its underlying construct and for
the QOL-ACC tool the underlying construct.is the quality of life of older Australians accessing aged
care.

4.3.4 Reliability and Responsiveness

Several tools have a high level of psychometric evidence in relation to various aspects of reliability
(Table 5) including-inter-rater (SF-12; SF-36), mode of administration (QOL-ACC, SF-36) and test re-
test (EQ-5D, GSGL, LTC-QOL). A high level of reliability in the Australian context was found for two
tools, the GSGL (test re-test reliability) and the QOL-ACC (mode of administration). Evidence of
responsiveness (the ability of a-tool to adequately capture change over time in quality of life when
change is expected) requires repeated assessments of quality of life over time. A high level of evidence
of responsiveness is currently available for two tools, the SF-12 and the EQ-5D. Both tools have been
widely applied.internationally in health system settings for economic evaluation and are specifically
focused on health related quality of life rather than quality of life more broadly which is a more relevant
concept for older people accessing aged car (30, 31). These findings largely concur with the
information presented in Table 4 that the applications of quality of life tools in aged care to date have
largely been cross-sectional studies rather than longitudinal in nature.

s22
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6 Conclusions

Using evidence-based psychometric criteria and assessment, tools to assess, monitor and evaluate
quality of life, consumer experience or consumer satisfaction from the perspective of older people
(and/or family carers) accessing home or residential aged care services in Australia have been
identified.

This includes two quality of life tools:

1. QOL-ACC (older person aged care specific to both home and residential aged care) and
2. GSGL (older Indigenous person specific).

Two consumer experience tools:

1. QCE-ACC (generic measure of care experience for both home and residential care and
2. CCI-6D (residential care specific consumer experience)

One consumer satisfaction tool:

1. RSQ (residential and home care consumer satisfaction).

In practice, no perfect tool exists, and all tools have their own purported advantages and
disadvantages. Furthermore, this review has highlighted that quality of life and consumer
experience/satisfaction tools are not inter-changeable. Tools classified under each category have in
general been designed to measure these different concepts with different dimensions/items.

Like health system settings where both patient reported outcomes measures (PROMs) and patient
reported experience measures (PREMSs) are increasingly being recognised as important in both primary
care and hospital settings, ideally quality of life and consumer experience should be measured as
important and complementary quality indicators for Australia’s aged care system in both home and
residential care. Appropriate case mix adjustment to account for key socio-demographic and clinical
characteristics at an individual level will enable quality of life and consumer experience scores to be
attributed to the care and services provided in home or residential care settings. This will support aged
care providers through access to robust, valid data to measure and monitor performance and support
continuous quality improvement and, over time, provide consumers with transparent information about
quality in aged care to assist decision making.

If only one concept is to be taken forward, in response to and in accordance with the Royal
Commission recommendations [Rec no 22c], this review recommends quality of life as the most
important person-centred quality indicator for Australia’s aged care system in both residential
and home care settings.
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Table 1: Standardised Psychometric Assessment Criteria

Psychometric Property

| Criteria

Content and face validity

Content identification and selection: degree
to which the content of a tool is an adequate
reflection of the construct to be measured.

Achieved: Comprehensive consultation (interviews/focus groups) with a representative aged care
population and/or experts in aged care and/or comprehensive literature review to identify
domains/items/levels for the tool and/or pilot tool developed and assessed with appropriate statistical
justification for item reduction by factor or Rasch analysis, floor and ceiling effects and missing
values considered.

Not achieved: Not carried out above.

Face validity: degree to which the items in a

tool are sensible, appropriate and relevant to
the people who use the tool on a day-to-day

basis.

Achieved: Consultation with aged care users/families/experts:
Not achieved: Not carried out above.

Acceptability and feasibility

The practicality of the tool for administration
in an aged care population and setting.

Achieved: High response rate (=70%), Low respondent burden in terms of time taken to completion,
low missing values (£5%) for majority of items and whether items and levels are clear and
understandable (i.e., no/limited assistance required to complete)

Not achieved: High respondent burden.in terms of time taken to completion, high missing values for
(>5%) for majority of items-and low level of understanding

Construct validity

Convergent validity: degree of convergence
of the tool and its dimensions under
consideration with other validated tools and
similar dimensions)

Achieved: Tested against other appropriate tool/s/dimension/s and the correlation is between 0.3-0.7
and/or statistically significant. Low to moderate correlations signify adequate convergence validity but
also that the two tools are sufficiently different and not replicating another instrument.

Not-achieved:. The correlation is poor (<0.30) or very high (>0.70). A poor correlation signifies lack of
any.convergence, and a high correlation signifies that instrument under consideration are measuring

similar_construct and hence redundant.

Known group validity: ability of the tool to
differentiate between groups known to be
different by other variables.

Achieved: Tested between appropriate groups (e.g., older people with and without health conditions,
self-reported health/quality of life ratings, different level of care needs etc) and significant difference
between groups as expected.

Not achieved: Tested between debatable groups i.e., no clarity whether groups are known to be
different; AND/OR insignificant difference between known groups AND/OR differences observed are
not in expected direction (i.e., group with poor health rating has higher scores than the group with
good/excellent health ratings).

Reliability
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Psychometric Property

Criteria

Inter-rater reliability: level of agreement
between different raters, e.g., two or more
independent raters.

Achieved: Cohen’s Kappa statistics >0.6 or correlation co-efficient >0.7 or
Limits of agreement (LOA) <minimally importance difference in score

Not achieved: Cohen’s Kappa statistics <0.6 or correlation-co-efficient<0.7 or
Limits of agreement (LOA) > Minimally Importance Difference (MID)* in score

Inter-mode reliability: level of agreement
between modes of administration e.g., face-
to-face interviews vs telephone interviews vs
self-reports.

Achieved: Cohen’s Kappa statistics >0.6 or correlation co-efficient>0.7-or
Limits of agreement (LOA) <minimally importance difference-in score

Not achieved: Cohen’s Kappa statistics <0.6 or correlation co-efficient<0.7 or
Limits of agreement (LOA) > Minimally Importance Difference (MID)* in score

Test-retest reliability: extent to which the tool
can reliably replicate the same result e.g.,
quality of life score more than once at a short
time interval usually within 2-3 weeks.

Achieved: Intraclass correlation Correlations (ICC) =0.8
Not achieved: Intraclass correlation coefficient (ICC) <0.8

Responsiveness

Ability of the tool to capture change over time
when change is expected.

Achieved: Instrument scores change over.time > Minimally Importance difference in Score (MID)# or
Effect Size 21.00 after.intervention/treatment

Not achieved: Instrument scores change over time < Minimally Importance difference in Score (MID)
or Effect Size < 1.00 after intervention/treatment

Note: # MID (if reported) is the change in score of an instrument (either positive or negative) that is important from the older person or clinician’s
perspectives; FDA= Food and Drug Administration, OECD=0rganisation for Economic Co-operation and Development
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Instrument

Physical
health

Emotional
state

Mental
health

Social
connection

Environment

Personhood

Autonomy

Spiritual
feeling

Overall
question

20

HUI3

v

v

21

ICECAP-O

22

interRAI-LTCF

v
v
v

23

interRAI-HC

24

JoLS

25

LTC-QOL

ANENANANENEN

SNENANENEN

26

MANSA

\

27

NHCR-QOL

28

NHP

ANAN

NS

29

OPQOL-35

30

OPQOL-Brief

NSEANAN

SNENANENENENENANAN

31

PGCMS

(\

<

AYRYANAN

32

PWI-A

\

NNENENAN

33

QOL-ACC

34

QolL-AD

35

QoL-AD-NH

ANAN

36

QOLNHR

ANENEN

SNKNA

AR

37

QUALID

38

QUALIDEM

\

39

SF-8

40

SF-12

41

SF-36

SNENANENENENENANENEN

AN RN

NN N AN AN RN A VAN ENENEVANANENENENANEN

42

SWLS

43

WHOQoL-100

44

WHOQoL-AGE

AR

ASRSANAN

45

WHOQoL-BREF

46

WHOQoL-OLD

ANENENAN

AN ENANENENENANENENEVANANENEN

SIS

AR

AR YAYANANANRN
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Table 3a: QOL instruments that ask a question about the following

Instrument

Intimacy/sex life

Food

Incontinence

15D

v

AQOL-6D

v

AQOL-8D

v

ASCOT-SCT4

ASCOT-INT4

DEMQOL

ANAN

OPQOL-35

QOLNHR

QUALID

WHOQOL-100

WHOQOL-AGE

WHOQOL-BREF

ANENANAN

WHOQOL-OLD

ACCOM

NHP

(\

interRAI-HC

MANSA
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Table 5: Psychometric properties of quality of life tools

Page 55 of 77

Content validity Construct Validity Reliability
Rank | Tool Content Face Acceptability Convergent Known Inter- Mode of Test-rest Responsiveness
identification validity and group rater administration
Feasibility

1 QOL-ACC High*[27, 28] | High*[28] High*[28] High* [29] High* [29] - High*[28] - -

2 GSGL High*[23] High*[23] High* [23] High*[23] High*[23] - - High*[23] -

3 DEMQOL - - - High*[8] High*[41] - - - Low*[12, 13]
4 EQ-5D-5L - - - High*[11] High*[11,.20] - - -

5 SF-36 Low*[39] - High[41] High*[39] High[42] High[41] High[41] - Low*[39]
6 ICECAP-O - - Medium[43] High*[43, 44] High[43, 45] - - - -

7 ACCOM Medium*[2] - Medium*[2] High*[2] Medium*[2] Low* [2] - - -

8 LTC-QOL - - - High* [26] - - - High* [26] -

9 EQ-5D-3L - - - High[46] High*[18] - - High[46]

10 | AD-5D High*[1] - - - - - - - -

11 | ASCOT-SCT4 - - Medium[43] Low*[6] Medium[43] - - - -

12 | OPQOL-Brief - - Low* [6] Low* [6] Low™* [6] - - - -

13 | QoL-AD Low[47] - Low[45, 48] High[45, 49] High[45,47] | Low[47] - Low[47, 48, Low[47, 51]

50]

14 | interRAI-LTCF - - - High[52] High[53] - - Medium[52] -

15 | ADRQL - - - High[54] High[55, 56] - - - -

16 | SF-12 - - - High[57, 58] - High[58] - - High[57]
17 | D-QoL - - High[42] High[42] - - - - -

18 | QUALID - - - High[21] - - - - -

19 | HUI2 - - Low([59] - High[51] - - - High[51]
20 | 15D - - - - High[60] - - - Low([61]
21 QOLNHR High[62] - - - - - - - -
22 | SWLS - - - Low[63] - - - - -
23 | MANSA - - - - Low[64] - - - -
24 | SF-8 - - - - - - - Low[64, 65] -

* Indicates that evidence is based on studies conducted with-an Australian aged care population
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rature search

A web’ﬁased re |terature search using Google Chrome was carried out on 24" August 2021 to
search for% nt websites using the following keywords: "quality of life, quality of care, experience,
n

satisfactio ND "questionnaire, instrument, tool*, measure*, scale, survey" AND "aged care, home
care, community care, community services, residential, nursing home*. We screened first 100 hits to
maximise relevance to the search criteria. Country specific government websites were also searched
including CMS (Centres for Medicare and Medicaid Services; www.cms.gov), Health Data.gov
(www.healthdata.gov), my aged care (https://www.myagedcare.gov.au/ ), Aged care Quality and
Safety Commission (https://www.agedcarequality.gov.au/); Productivity Commission
(https://www.pc.gov.au), Council on the Ageing (www.cota.org.au), Ministry of Health
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(www.health.govt.nz), NICE (National Institute for Health and Clinical Excellence;
www.nice.org.uk), Care Quality Commission (https://www.cqc.org.uk/), European Society for
Quality in Health Care (www.edgm.eu), European Commission for Employment, Social Affairs &
Inclusion (https://ec.europa.eu/social/) , European Directorate for the Quality Use of Medicines &
Healthcare (www.esgh.net) and Canadian Institute for Health Information (www.cihi.ca).

Reference lists of identified publications, reports and websites were also searched to identify relevant
publications.

Table A2: Additional Tools identified from grey literature

Quality of life Consumer Experience Consumer satisfaction
Personal Wellbeing Index | Quality of Care Experience-Aged Assisted Living Satisfaction Scale
(1;2;3) Care Consumers (QCE-ACC)- CFI (6)
(4.5)
Satisfaction with Assisted Living (7)

References

1. The South Australian Aged Care Wellbeing and Satisfaction Survey report — SA Innovation Hub:
https://www.resthaven.asn.au/wp-content/uploads/2018/01/2017-Innovation-Hub-Deakin-Report-QolL -
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2. Australian Centre for Quality of Care- Personal Wellbeing Index. http://www.acgol.com.au/instruments

3. NSW Government- Wellness and Reablement in Aged Care:
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2021--002.pdf

4. Royal Commission Report 20: Caring Future Institute, Flinders University
https://agedcare.royalcommission.gov.au/sites/default/files/2021-02/attachment-gce-and-community-
expectatons.pdf; Instrument identified: Quality of Care Experience (QCE-ACC).

5. Khadka J, Ratcliffe J, Chen G, Kumaran S, Milte R, Hutchinson C, Savvas S, Batchelor F. A new measure of
quality of care in aged care: psychometric assessment, and validation of the Quality of Care Experience (QCE)
questionnaire. Adelaide: Caring Futures Institute, Flinders University, Feb 2020.
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Appendix 3 Search strategy

In collaboration with an experienced Flinders University librarian separate searches were conducted
for quality of life, consumer experience and consumer satisfaction using five online databases
(Medline, CINAHL, PsycINFO, Web of Science and Cochrane). The following tables present the
search strategies used and the corresponding results.

Table A3.1: Key words and search strategy for MEDLINE used for quality of life

# Searches (Date Run: 12/08/2021) Results

1 | (‘quality of life' or 'qol' or 'wellbeing' or 'well-being').ab. 388093

2 | (Tool* or tool* or rate or assess* or questionnaire* or instrument™* or scale* or 8453614
survey*).ab.

3 | (elder care or eldercare or aged care or nursing home* or retirement village™ or 29671
((retirement or senior®) adj1 (center” or centre))).ab.

4 | (community care or adult day services or home care or home support or assisted 19754
living).ab.

5 | (aged/ or "aged, 80 and over"/ or frail elderly/).ab. 3296082

6 | (elder* or geriatric* or gerontolog* or old age* or retire* or pensioner*.or senior*.or~ | 339542
later life).ab.

7 | ((old* or age* or aging) adj1 (person or people* or adult* or resident* or population* | 549352
or men* or women* or male* or female*)).ab.

8 | (aged adj1 ("65" or "70" or "75" or "80" or "85")).ab. 45849

9 | or/5-8 3756835

10 | 4and 9 9594

11 | 3o0r10 37209

12 | 1 and 2 and 11 (human and English language) 2876

Table A3.2: Search hits for other databases for Quality of life

Database Results

MEDLINE 2876

CINAHL 1878

PsycINFO 1411

Web of Science 2353

Cochrane 1004

Total 9522

Duplicate Total 6347

Table A3.3: Key words and search strategy used for MEDLINE for consumer experience

# Searches (Date Run: 18/08/2021) Results

1 | (quality or care experience or person centered care or person centred care).ab. 1063550
(Tool* or tool* or rate or assess* or questionnaire* or instrument* or scale* or 8419909
survey®).ab.

3 | (elder care or eldercare or aged care or nursing home* or retirement village* or 29540
((retirement or senior*) adj1 (center* or centre))).ab.

4 | (community care or adult day services or home care or home support or assisted 19676
living).ab.

5 | aged/ or "aged, 80 and over"/ or frail elderly/ 3287308

6 | (elder™ or geriatric* or gerontolog* or old age* or retire* or pensioner* or senior* or 338307
later life).ab.

7 | ((old* or age* or aging) adj1 (person or people* or adult* or resident* or population* | 546876
or men* or women* or male* or female*)).ab.

8 | (aged adj1 ("65" or "70" or "75" or "80" or "85")).ab. 45641

9 | or/5-8 3746638
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# Searches (Date Run: 18/08/2021) Results

10 |4and 9 9545

111 30r10 37047

12 | 1 and 2 and 11 (human and English language) 5381
Table A3.4: Search hits for other databases for consumer experience

Database Results

MEDLINE 5381

CINAHL 3769

PsycINFO 1995

Web of Science 4361

Cochrane 1022

Total 16528

Deduplicate total 9795

Table A3.5: Key words and search strategy used for consumer satisfaction
# Searches (Date run: 18/08/2021) Results
1 | ("home care satisfaction™ or "resident satisfaction™ or "older person* experience*"’ | 557

or "consumer experience*" or "consumer reported experience*".or "older person*
reported experience").ab.

2 | (Tool* or tool* or rate or assess* or questionnaire* or instrument™ or scale* or 8421772
survey*).ab.

3 | (elder care or eldercare or aged care or nursing home™* or retirement village* or 29546
((retirement or senior*) adj1 (center” or centre))).ab.

4 | (community care or adult day services or home care ‘'or home support or assisted 19684
living).ab.

5 | aged/ or "aged, 80 and over"/ or frail elderly/ 3288073

6 | (elder” or geriatric* or gerontolog* or old age* or retire* or pensioner* or senior* or 338370
later life).ab.

7 | ((old* or age* or aging) adj1 (person or people*or adult* or resident* or population* | 547023
or men* or women* or male* or female*)).ab:

8 | (aged adj1 ("65" or "70" or "75" or "80" or"85")).ab. 45652

9 |or/5-8 3747429

10 |4and 9 9549

1113 o0r10 37056

12 | 1 and 2 and 11 (limit 12 to human and English language) 63
Table A3.6: Search hits for other databases for consumer satisfaction

Database Results

MEDLINE 63

CINAHL 56

PsycINFO 35

Web of Science 50

Cochrane 14

Total 218

Duplicate Total 138
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Appendix 4: Quality of life: aged care services and supports impacting

QOL-ACC dimensions

Home care

Residential care

Physical Mobility

Physical Mobility

Mobility aids (wheelchair, walker, stick)

Mobility aids (wheelchair, walker, stick)

Home modifications (sensors, slip mats,
handrails etc)

Nursing home design (sensors, slip mats, handrails
etc)

Allied health (physio, exercise physiologists
etc)

Allied health (physio, exercise physiologists etc)

Pain management

Pain management

GP referral

Medication administration and management

Allied health (physio, exercise physiologists
etc)

Non-pharmacological interventions (heat packs;
massage therapy)

Non-pharmacological interventions (heat
packs, massage)

Allied health (physio, exercise physiologists etc)

Medication management

Emotional wellbeing

Emotional wellbeing

Transport to and from social engagements

Facilitating accessto outside and‘garden spaces

Social clubs/activities/events

Transport to.and from social engagements

Psychological interventions/counselling/social
workers

Facilitating visitor/family communication and face
to face connections

Communal and shared spaces

Independence

Independence

Activities of daily living support (eating,
dressing, showering)

Activities.of daily living support (eating, dressing,
showering)

Flexibility around daily routine

Flexibility-around daily routine

Allied health (physio, exercise physiologists
etc)

Allied health (physio, exercise physiologists etc)

Social relationships

Social relationships

Facilitating visitor/family communication-and
face to face connections - communication
technologies

Facilitating visitor/family communication and face
to face connections - communication technologies

Transport to and from social engagements

Transport to and from social engagements

Social clubs/activities/events

Social clubs/activities/events

Communal and shared spaces

Leisure activities/hobbies

Leisure activities/hobbies

Transport to.and from-leisure
activities/hobbies

Social clubs/activities/events

Social clubs/activities/events

Facilitating hobbies (individual and/or group)

Facilitating hobbies (individual and/or group)
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Disclaimer

This consultation summary report is not intended to be read or used by anyone other than Department of Health.

We prepared this consultation summary report solely for Department of Health’s use and benefit in accordance with and for
the purpose set out in our work order with Department of Health dated 23 September 2021. In doing so, we acted

exclusively for Department of Health and considered no-one else’s interests.
We accept no responsibility, duty or liability:
e to anyone other than Department of Health in connection with this consultation summary report

e to Department of Health for the consequences of using or relying on it for a purpose other than that referred to

above.

We make no representation concerning the appropriateness of this consultation summary report for anyone other than

Department of Health. If anyone other than Department of Health chooses to use or rely-on it they do so at their own risk.

This disclaimer applies:

e to the maximum extent permitted by law and, without limitation; to liability arising in negligence or under statute;

and
e even if we consent to anyone other than Department of Health receiving or using this consultation summary report.

Liability limited by a scheme approved under Professional Standards legislation.
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Executive summary

Project overview

The Australian Government Department of Health (the Department) engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of senior Australians (ROSA) to assist in the development of quality indicators for residential aged care. The
project is intended to guide the further expansion of the National Aged Care Mandatory Quality Indicator Program (Ql

Program).

The overall aims of the QI Program are to:
e provide older people with information about the quality of aged care services when making choices about their care
e support aged care services to measure, monitor, compare and improve the quality of their services

e provide the government with system-level measures of quality in aged care and an-evidence-base to inform policy

and regulation.

The consortium has been engaged to identify, assess, and pilot evidence based quality indicators across five quality of care
domains and examine the use of consumer experience and quality of life (CEQOL).-assessment tools. The project

commenced in September 2021 and is scheduled to be completed in‘May-2022.
Evidence review

A review of national and international literature was undertaken and identified 13 quality of care domains (not already
included in the QI Program) and 175 quality indicators for consideration.in the further expansion of the QI Program in
residential aged care. The quality of care domains and quality indicators were assessed and ranked in relation to

importance, feasibility, usability, scientific‘attributes; ability of providers to influence and value to the QI Program.

Consumer experience and quality of life (CEQOL) was excluded from the evidence review due to work completed in this
area by a separate Department appointed-consortium. Flinders University conducted a comprehensive evidence review of

validated tools to measure quality of life, consumer.experience and consumer satisfaction in aged care’.

For further details on the literature review findings, please refer to the residential aged care Evidence review summary report.

Stakeholder consultations
Stakeholder consultations were supported by two consultation briefing papers:

o, EXxpansion.of theresidential aged care quality indicators consultation paper, and

. Expansion.6f the residential aged care quality indicators consultation paper for senior Australians, representatives,

families and carers.

Consultation papers summarised the highest ranked quality of care domains (see over) and associated quality indicators,

from the evidence review and the Flinder's University led CEQOL evidence review.

1 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer

experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.
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1. Function and Activities of Daily Living (ADLSs) 5. Depression

2. Medications (not already included in QI Program) 6. Behavioural symptoms
3. Continence 7. Hospitalisation

4. Infection control 8. Pain

9. Consumer experience and quality of life

Feedback was sought from stakeholders including, senior Australians, their families and representatives, residential aged

care service providers, peak bodies, government agencies, individual aged care, health and medical professionals.

Consultation sought to inform selection of quality of care domains, quality indicators and CEQOL assessment tools for pilot.
Virtual consultations were held between 1 November and 16 December 2021, and written submissions received via

Qualtrics survey between 24 November and 15 December 2021.

Communications were circulated through targeted distributions to stakeholders via'the PwC Aged Care Quality Indicators
mailbox as well as individual PwC mailboxes to previously interested stakeholders. Broad advertisements were also made
through the Department’s Provider eNewsletter, Aged Care Engagement Hub,.direct'emails via the Aged Care Engagement
Database, and PwC'’s LinkedIn profile.

Virtual consultation

Stakeholders registered for virtual consultation sessions via the stakeholder consultation registration form accessed via the
residential aged care email, the PwC website, and the Department's Engagement Hub. A total of 31 residential aged care

virtual consultations were conducted with stakeholders:

e 20 workshops across the eight quality of care domains (at least two sessions were held per domain, with additional

sessions held where registration numbers were high)
e 4 consultation workshops for senior Australians, their families and representatives

e 4 workshops focused.on the CEQOL assessment tools

3 workshops with aged care peaks, the Sector Reference Group and the Consumer Reference Group.

Appendix A provides a list of virtual stakeholder consultation attendees. In each virtual consultation, attendees were asked
to complete a short poll (Google Form) to provide feedback on which domains and presented quality indicators were most

important to them. A summary of the poll results is provided at Appendix B.
Written consultation

Three written consultation surveys were published to seek written stakeholder feedback. Surveys were tailored to the
audiences, senior Australians, their families and representatives; residential aged care service providers; and peak bodies,
government and other agencies. A total of 80 written responses were recieved from stakeholders:

e 27 from senior Australians, their families and representatives
¢ 30 from residential aged care service providers
e 23 from peak bodies, government and other agencies.

In addition, nine organisations provided standalone written submissions outside the survey process. Appendix C provides
an overview of the written consultation and respondent demographics, and Appendix D lists the organisations that provided

feedback on the quality of care domains.

PwC 3
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Purpose of this deliverable Q/ \2\ Q‘

During consultations, stakeholders were asked to provide specific feedback on the percei@ant ,sgmd Y

disadvantages of the quality indicators presented in the consultation papers. Analysis Q back r@ed thng the

virtual consultations, virtual poll, and written consultation surveys is presented. Th@uc re eb%dc@t is outlined
&)

below: @
e  Section 1: Executive summary ?\ & ?‘
e Section 2: Preferred quality of care domains @ C) Q

Details each quality of care domain, the quality indicat % n, considerations presented to
stakeholders, feedback received and key con3|der tions for q di evelopment.

e  Section 3: Non-preferred quality of care dom
Details quality of care domains that were fer sta@rs at this time and includes content reflective

of Section 2. \2\
e  Section 4: Conclusion and nexlz\% QO

Findings from the evidence review col suIt will inform adwce sought from the Technical Expert Group (TEG) to

refine and better define the lde i indicat respect to their technical specifications including definitions,

on criteria and appropriateness to take forward. These outcomes will
Department for the pilot.
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Consumer experience and quality of life

To capture the consumer voice an assessment tool measuring quality of life, consumer experience or consumer satisfaction

will be implemented. The Royal Commission into Aged Care Quality and Safety (Royal Commission) recommended a

quality of life assessment tool should be implemented in residential aged care. 2

Quality of life refers to a person’s perception of their position in life taking into consideration their environment and their
goals, expectations, standards, and concerns. It includes their emotional, physical, material, and social wellbeing.

Consumer experience looks at the experience of the consumer receiving care.
Consumer satisfaction considers a consumer’s fulfillment with the care and services provided to them.

A review of quality of life, consumer experience and consumer satisfaction assessment tools by Flinders University

identified quality of life as the most important measure for aged care. 2

Quality indicators presented for consultation

Assessment tool

Quality of life

A1 Quality of Life—Aged Care Consumers (QOL-ACC)

This tool has been designed specifically for quality assessment in.aged care to capture consumer (older person
and family carer) focused quality of life outcomes from their own perspective. It was co-designed with
consumers in Australia for used in aged care. The tool consists of six dimensions: mobility, emotional wellbeing,
social connections, independence, activities,:and pain management with five response levels attached to each
dimension. There are self-completed, interviewer administered and proxy versions of the QOL-ACC available.

A.2 Good Spirit, Good life tool (GSGL)

This non-preference based tool measures the quality of life of older Aboriginal Australians aged 45 years and
over. It consists of twelve dimensions: family and friends, country, community, culture, health, respect, elder
role, supports and services, safety and security, spirituality, future planning, and basic needs. There is also a
carer version of the tool-available. It is the first instrument of its kind developed from its inception with older
Aboriginal people and was designed to be applied with this population.

A3 Dementia Quality of Life tool (DEMQOL)

This non-preference based tool measures the health-related quality of life of individuals with dementia. The tool
has five dimensions: health and well-being, cognitive functioning, social relationships, daily activities, and self-
concept. There are 28 self-report measures completed by the person with dementia, and 31 items competed by
a caregiver.

s22 \2\\*’ S A4
A «‘2\3’\\2\
e,

2 Royal Commission into Aged Care Quality and Safety, Commonwealth of Australia. Final report 2021.

3 Raitcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer
satisfaction and consumer experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University,
October 2021.
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There are currently no %’ume ons o Qoﬁen quality of life, consumer experience or consumer

satisfaction assess co . Itis necessary to understand the appropriate frequency of
assessment tc@ﬂst@ &

It is prefi Qe)or c@ ers gif-complete quality of life, consumer experience and consumer satisfaction
asse S, Qf@ proQ. . family member, carer, or both) only when required. It is necessary to understand
d

\%1 d Q‘ (o) be used to complete the assessment.

)
=
c

\2\@ S ttoo@a vailable in different formats, including via tablet, computer, or hard copy (pen and paper
& sggzto i ion is required to understand consumer preferences and the resources needed within
S

res

| aged care services when administering the preferred assessment.

essm

enti
Ass%wnt comprehensiveness varies across the three domains. Advice was sought on whether quality of life,
being a holistic approach and particularly suited to the residential aged care environment (i.e. services have direct
control over the consumers health and wellbeing), would be most suited to pilot.
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Summary of feedback

Stakeholder feedback

Attribution and e Strong support was voiced by senior Australians and service providers for CEQOL measures in
quality guiding quality improvement.

improvement e Quality of life measures were the most widely preferred.

e Services believe that they were most able to influence consumer experience.

e A number of services are currently using information on care recipient quality of life, experience
and satisfaction to guide practice. This includes the use of the quality of life assessment tool
QOL-ACC to support services to engage in meaningful conversations with care recipients and
to support quality improvements. Other tools identified as being used in practice included the
Adult Social Care Outcomes Toolkit (ASCOT) and EQ5D.

e Stakeholders supported use of QOL-ACC, noting it would allow for meaningful conversations
with care recipients and support quality-improvements.

Definitions, e On balance, most stakeholders preferred a quality of life assessment tool over other tools
inclusion, and measuring consumer experience and.consumer satisfaction.
exclusion

e Quality indicators complimentary to CEQOL assessment tools include measures relating to the

criteria quality and types of food provided, access to outside spaces, and care recipient turnover.

e Appropriate risk adjustment or inclusion/exclusion criteria are necessary to ensure services do
not avoid accepting senior Australians with higher complexity or clinical care needs.

Feasibility, data e Pointin time measurement presents complexities in assessing a person’s wellbeing.
collection and

. « Frequency of data collection should be carefully considered to limit burden on senior
reporting

Australians (e.g. some care recipients may not like completing questionnaires or
surveys). There were mixed views from stakeholders on the appropriate frequency of data
collection.

« Consideration should be given to the most appropriate mode of administration. Self-completion
of CEQOL assessment tools is widely recognised as best practice. The use of an alternate
workforce could also be considered to assist Australians in completing the relevant
assessment, noting that service providers widely acknowledged the merit in the conversations
it prompted.

o Clear arrangements are required for proxy administered assessments, with some CEQOL
assessment tools, including QOL-ACC, providing clear guidance to support proxy
administration.

e Assessments should be tailored to support senior Australians. This includes senior Australians
with cognitive, visual or physical impairment, or culturally and linguistically diverse needs,
including through the use of trusted representatives and/or the availability of assessment tools
in different formats, including via tablet, computer or hard copy (pen and paper survey).

Stakeholders supported the inclusion of an assessment tool measuring quality of life in the QI Program. They preferred the
following quality indicators:

e A.1Quality of Life, Aged Care Consumers (QOL-ACC)

PwC 10
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A.2 Good Spirit, Good life tool (GSGL)

A.3 Dementia Quality of Life tool (DEMQOL)

Further considerations

The current specification of a quality of life quality indicator will require refinement to meet the objectives of the QI Program.
Further considerations are required to examine:

PwC

whether the preferred assessment tools and quality indicator construct could inform care quality and quality

improvement?

which modalities for administration of quality of life assessment tools should be included (e.g. email, tablet, face to

face, paper-based)?

how data should be collected for care recipients who are unable to self-report their quality of life (e.g..those with

communication or cognitive impairment)?
how quality of life data collected from proxies should be reported?
whether quarterly data collection and reporting is suitable?

whether data collected and reported by services is sufficiently reliable to support Ql'Program objectives, or

whether data could be practicably collected in a way that reduces potential bias?

which exclusions would be necessary to ensure feasibility and appropriateness?

11
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Conclusion

Stakeholders participating in consultation broadly supported the expansion of the QI Program, recognising the potential to
support quality improvement, improve system-wide decision making, and (in time) support consumer choice. Quality
indicators identified through the evidence review and listed below (in alphabetical order by domain) were supported in
construct by stakeholders. However, it was recognised that the current specifications of these quality indicators require
refinement to meet the objectives of the QI Program.

‘ Quality of care domain Quality indicators

CEQOL e Quality of Life, Aged Care Consumers (QOL-ACC)
e Good Spirit, Good life tool (GSGL)

\/

Next $$ the project

Technical Group (TEG) meeting

The TEG will be convened in January 2022 to provide technical feedback on the potential quality of care domains and
quality indicators identified through the evidence review and supported through the consultation process.

TEG advice will be sought to refine and better define the adapted quality indicators with respect to their technical
specifications including definitions, data capture tools, frequency of data collection, exclusion criteria, and appropriateness
to take forward. Feedback provided by the TEG will help inform the selection of quality indicators by the Department for the
pilot.

PwC 37
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Pilot

A six-week pilot will commence in March 2022, with residential aged care services. The pilot provides an opportunity to test,
analyse and report on the proposed quality indicators and CEQOL assessment tools in the Australian residential aged care

context, prior to Ministerial decision regarding quality indicators selected for inclusion in the QI Program.

PwC 38
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Appendix A: Stakeholder consultation session attendees

A series of consultation workshops delivered virtually using Microsoft Teams sought stakeholder feedback on the quality of
care domains and quality indicators identified through the evidence review and the review of quality of life, consumer
experience and consumer satisfaction assessment tools undertaken by Flinders University. Consultations were held from

1 November — 16 December 2021.

Consultation was promoted via the PwC residential aged care project mailbox, PwC LinkedIn posts, and the PwC project
website, this occurred alongside promotion through Department communication channels via the provider eNewsletter,
Aged Care Engagement Hub and direct emails using the Aged Care Engagement Database. In tot@ere were more @

788 registrations and 337 who attended. Q/

Four consumer specific virtual consultations were held with concurrent projects underwa

additional virtual consultation sessions were held with aged care services peak bodie: nce r nd a
consumer reference group. As these sessions were hosted by a non-consortia pa nal é attendance

numbers have not been captured in this report.

Count of registrations, accepted invites, and aﬂer&jﬁ é\h 6rt a consultatlons

Table 1 Count of registrations, accepted invites, and aﬂendances@ virtual con sul atio

Consultation session ! Registered Attended

Consumer Experience and Quality of Life (CEQOL)
Wednesday 24 November, 1 - 2pm AEDT

68 36
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Consumer Experience and Quality of Life (CEQOL)
Thursday 25 November, 12 - 1pm AEDT

Wednesday 8 December, 1 - 2pm AE
4

37

11

Consumer Experience and

Thursday 9 December, 12 -1

PwC

"\)f LQ(C \Q

23

41
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Appendix B: Virtual consultation poll results

As a part of the virtual consultations, a Google Poll was used to capture stakeholder feedback. The questions were not
mandatory. The survey sought stakeholder feedback on the quality of care domains and quality indicators identified through
the evidence review and the review of quality of life, consumer experience and consumer satisfaction assessment tools
undertaken by Flinders University.

Quality of care domain poll results

The first poll question was: Which domains are most important to you? There was an option to choose more than one
domain at a time. There were 229 responses to the quality of care domain polls throughout the vi %bn%ﬁgn pe@
and 39 responses to the CEQOL domain polls. Stakeholders who attended multiple session ot than ,
virtual

which may impact the validity of data for ranking purposes. Furthermore, one of the verb pts L@gduri
Hrgh li

a
stakeholder preference towards the domain only and should be considered in tr%@xt o) ack@ged in the written

consultations was What are you already collecting data for?. As a result, the responses.repres ication of

and virtual consultations.
9 O

PwC 46
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Table 5 Summed count of CEQOL concepts and percentage of poll responses that were chosen as the most important

No. of participants that selected Proportion of poll responses that

e the domain as important selected this domain as important

Quality of life

Quality indicators poll results

The second poll question asked participants: What do you think the most lmporta i re? When
answering this poll question, participants were prompted to consider which q i icesin
continuous quality improvement activities and which will help consumers ma | ing services.
Stakeholders who attended multiple sessions could vote more than on CQ

purposes. As a result, the responses represent a high level indicatio towards the quality

indicator only and should be considered in the context of feedback re wnt&ﬂnd virtual consultations.







Page 60 of 65

Appendix C: Written consultations and survey respondent demographics

An online Qualtrics written consultation survey was used to seek stakeholder feedback on the quality of care domains and
quality indicators identified through the evidence review, and the review of quality of life, consumer experience and
consumer satisfaction assessment tools by Flinders University. The survey questions were not mandatory and were
designed to guide feedback. The survey was available 24 November — 15 December 2021.

The written consultation was promoted via the PwC residential aged care project mailbox, PwC LinkedIn posts, and the
PwC project website, this occurred alongside promotion through Department communication channels via the Provider
eNewsletter, Aged Care Engagement Hub and direct emails using the Aged Care Engagement Database.

In total, there were 80 survey responses and 9 additional written standalone submissions were received . Written
submissions have been incorporated into consultation findings. The tables below provide demeographic information on the
respondents who completed the survey only.

Survey respondent demographics

Table 15 Stakeholder type

Peak bodies, government and other agencies 23
Senior Australians, their families and representatives 27
Service providers 30

Total 2,0 ¢’ 80

Table 16 Breakdown of peak bodies{government\and othér agencies by type

Carer peak body 2
Consumer peak bod; ) N ‘ol 4
Health professic;nal_ < X 5
Local co_un:il A WA YA 1
O;her_ peak I_Jo;.iy o 7
Primal_'y_He_aIth t;letwo_rk 0
State or tem;or)_l government 0
Workforce association or union 4
Total 23
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Table 17 Breakdown of senior Australians, their families and representatives

Carer 2

Consumer advocacy group 6

Senior Australian consumers of aged care services 7

Consumer peak organisations or advocacy group representative (please specify) 0

Family 8

Other consumer representative 4 </ N A

~/ A
Total \\&A @ N O\P

Table 18 Breakdown of service providers by type

Stakeholder type

Aged care provider peak body : 3
Health professional ' Q) N 15
Local council _ - X 1
Other provider X \ed - 8
Primary Health Network A% = N 1
State or territory government Y- & \¢ 2

- RS .
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Table 19 Stakeholders by state and territory

Australian Capital Territory 13
New South Wales 28
Northern Territory 12
Queensland 23

O
Victoria %l ?\

S =
Westemn Australia %(l/ Q

*Due to services operating in multiple jurisdictions, there may be more responses to this the survey.
*Five respondents did not provide their state or territory

Table 20 Stakeholders by geographic classification 2

Geographic classification

In a metropolitan area or major city
In a regional area % OQ~ \2\

In a remote area

S S
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Disclaimer

This Technical Expert Group pre-pilot meeting summary is not intended to be used by anyone other than Department of
Health.

We prepared this document solely for the Department of Health’s use and benefit in accordance with and for the purpose
set out in the Work Order with Department of Health dated 23 September 2021. In doing so, we acted-exclusively for

Department of Health and considered no-one else’s interests.

We accept no responsibility, duty or liability:

e to anyone other than Department of Health in connection with this summary report

e to Department of Health for the consequences of using or relying on it for-a purpose other than that referred to above.

We make no representation concerning the appropriateness of this summary for anyone other than the Department of

Health. If anyone other than the Department of Health chooses to use orrely on'it they do so at their own risk.

This disclaimer applies:

¢ to the maximum extent permitted by law and, without limitation,to liability arising in negligence or under statute; and
e even if we consent to anyone other than Department of Health receiving or using this summary report.

Liability limited by a scheme approved under Professional Standards legislation.
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Background and context

Overview

Project overview

The Australian Government Department of Health (the Department) engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of senior Australians (ROSA) to assist in the development of quality indicators for residential aged care. The
project is intended to guide the further expansion of the National Aged Care Mandatory Quality Indicator Program

(Ql Program).
The overall aims of the QI Program are to:

e provide older people with information about the quality of aged care services when making choices about their
care

e support aged care services to measure, monitor, compare.-and improve the quality of their services

e provide the government with system-level measures of quality in aged care and an evidence-base to inform

policy and regulation.

The consortium has been engaged to identify, assess, and pilot evidence based quality indicators across 4 quality of care
domains and examine the use of consumer experience and quality of life (CEQOL) assessment tools. The project
commenced in September 2021 and is scheduled to be completed in May 2022.

Evidence review

A review of national and international literature was undertaken and identified 13 quality of care domains (not already
included in the QI Program) and 175 quality indicators for consideration in the further expansion of the QI Program in
residential aged care. The domains.and quality indicators were assessed and ranked in relation to importance, feasibility,

usability, scientific attributes; ability of providers to.influence and value to the QI Program.

CEQOL was excluded from the evidence review due to work completed in this area by a separate Department appointed
consortium. Flinders University conducted a comprehensive evidence review of validated tools to measure quality of life,

consumer experience and consumer satisfaction in aged care.

For further details on theliterature review findings, please refer to the residential aged care Evidence review summary report.

Stakeholder consultations
Stakeholder consultations were supported by two consultation briefing papers:

e Expansion of the residential aged care quality indicators consultation paper, and

e Expansion of the residential aged care quality indicators consultation paper for consumers, consumer

representatives, families and carers.

1 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer
experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.
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Consultation papers summarised the highest ranked quality of care domains (see over) and associated quality indicators,

from the evidence review and the Flinder’s University led CEQOL evidence review.

1. Function and Activities of Daily Living (ADLSs) 6. Behavioural symptoms

2. Medications (not already included in QI Program) 7. Hospitalisation

3. Continence 8. Pain

4. Infection control 9. Consumer experience and quality of life

5. Depression

Feedback was sought from stakeholders including, senior Australians, their families and representatives, residential‘aged

care services, peak bodies, government agencies, individual aged care, health and medical professionals.

Consultation sought to inform selection of quality of care domains, quality indicators and CEQOL-assessment tools for pilot.
Virtual consultations were held between 1 November and 16 December 2021, and written submissions and surveys

received via Qualtrics between 24 November and 15 December 2021.

Communications were circulated through targeted distributions to stakeholders who had expressed interest via the PwC
Residential Aged Care Quality Indicator mailbox as well as individual PwC staff mailboxes to previously engaged
stakeholders. Broad advertisements were also made through the Department’s Provider.eNewsletter, Aged Care

Engagement Hub, direct emails via the Aged Care Engagement Database, and PwC'’s LinkedIn profile.
Virtual consultation

Stakeholders registered for virtual consultation sessions via the stakeholder consultation registration form accessed via the
residential aged care email, the PwC website,-and the Department's. Engagement Hub. A total of 31 residential aged care

virtual consultations were conducted with stakeholders:

e 20 workshops across the eight quality of care domains (at least two sessions were held per domain, with additional
sessions held where registration numbers were high)

o 4 workshops for senior Australians, their families and representatives

e 4 workshops focused on the CEQOL assessment tools

e 3 workshops held with the aged care peaks, the Sector Reference Group and the Consumer Reference Group.

In each virtual consultation, attendees were asked to complete a short poll (Google Form) to provide feedback on which

quality of care domains and presented quality indicators were most important to them.
Written consultation

Three targetted consultation surveys were published to seek written stakeholder feedback. Surveys were tailored to the
audiences, senior Australians, their families and representatives; residential aged care services; and peak bodies,

government and.other agencies. A total of 80 written responses were recieved from stakeholders:

e 27 from senior Australians, their families and representatives
e 30 from residential aged care services

e 23 from peak bodies, government and other agencies.

In addition, 9 organisations provided standalone written submissions outside the survey process.
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Technical Expert Group

The purpose of the Technical Expert Group (TEG) is to provide technical feedback on the potential quality of care domains
and quality indicators identified through the evidence review and consultation process. The TEG includes a range of
technical experts (see Appendix A for membership details).

Quality indicators identified through the evidence review were supported in concept by stakeholders, however it was
recognised the current constructs would need to be tailored to support the QI Program. Potential quality indicators were

constructed based on stakeholder views to support TEG consideration.

TEG advice was sought to refine and better define the identified quality indicators with respect to-their technical
specifications—including definitions, data capture tools, frequency of data collection, exclusion criteria and appropriateness
to take forward. Feedback provided by the TEG will help inform the selection of quality indicators by the Department for the
pilot.

Prior to the TEG meeting, a briefing paper was circulated outlining the short list.of quality of care domains‘and associated
quality indicators favoured by stakeholders for inclusion in the QI Program. Feedback was obtained from the TEG via an
online survey between 13 — 19 January 2022.

The pre-pilot TEG meeting convened on 24 January 2022 with the objectives of:
e sharing consolidated feedback from the online survey
o focussing discussion on divergent and outstanding issues, and

e seeking technical advice on the quality of care’domains and potential quality indicators to be considered for pilot.



Feedback on
residential aged care
guality indicators
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To capture the consumer voice, an assessment tool measuring quality of life, consumer experience or consumer

satisfaction will be implemented. The Royal Commission into Aged Care Quality and Safety recommended a quality of life

assessment tool be implemented in residential aged care.

Quality of life refers to a person’s perception of their position in life taking into consideration their environment and their

goals, expectations, standards, and concerns. It includes their emotional, physical, material, and social wellbeing.

Potential quality indicator presented to the TEG for consideration

A potential quality indicator to measure quality of life using the Quality of Life-Aged Care Consumers (QQOI-ACC) tool was

constructed based on stakeholder views to support TEG consideration.

Potential Definition /
quality assessment
indicator tool

Collection method

Technical Specifications

Percentage of = Quality of life

care measured
recipients using the
whose quality = Quality of life,
of life Aged care
declined consumers
(QOL-ACC).

Comparison of QOL-ACC Number of care |
score for each care recipients
recipient, or their proxy, in | whose scores
relation to their last : on the QOL-
assessment - taken around = ACC declined in |
the same time last quarter. _the last 3

months.

Collection through online
platforms, self-completion
and scripted survey are to
be considered.

Opportunities and
disadvantages of
known/anenymous
reporting must be
determined to inform
collection methods.

Numerator I Denominator Exclusions

Care recipients
who withheld
consent to
undergo an
assessment for
quality of life for
the entire
quarter.

Care recipients
who were absent
from the service
for the entire
quarter.

Care recipients
who are receiving
end of life care.

22
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Key considerations arising from TEG survey responses and consultation feedback

Themes

Quality
improvement

Modalities of
tool
administration

Use of proxies

Data collection
frequency

Survey results

Quality of Life

e Quality indicator supports
care quality and quality
improvement (n=8)"

*total survey responses
(n=11)

Quality of life

e Face to face (n=8)
e Tablet (n=5)

e Paper based (n=5)
e Email (n=1)

e All(n=5)"

*total survey responses
(n=11)

Quality of life

e _ Proxies could be used for
care recipients who
cannot self-report (yes
n=4, unsure n=7)"

*total survey responses
(n=11)

Quality of life

e Quality indicator to be
collected quarterly (yes
n=7,non=1)"

**total survey responses
(n=8)

Key considerations

CEQOL measures were widely considered to support quality
improvement, with quality of life measures being preferred.

It was acknowledged that the Royal Commission recommended
a comprehensive quality of life assessment tool and that
Government has committed to this.

There are known challenges with correlating service providers
impact on care recipient’s consumer experience. This can be
influenced by various factors including acute illness.or a major
change in health status.

Mixed views on whether all elements of a care recipient’s quality
of life can be influenced by service providers (e.g. some may be
influenced by a care recipient’s life circumstance.

It is important that ‘decline” is defined-and a clinically meaningful
change in score is determined. Further consideration is required
to define decline in-quality of life.and what change in score
would be considered meaningful.

An alternative quality indicator was proposed to measure point
in time quality of life.

Self-completion of CEQOL assessment tools is widely
recognised as best practice, with clear arrangements for proxy
administered assessments with clear guidance.

Assessments should be tailored to support senior Australians,
including those with cognitive, visual or physical impairment, or
culturally-and linguistically diverse needs.

TEG members agreed that proxies are important advocates for
senior Australians in aged care.

The proxy preferences of care recipients should be also
considered (e.g. use of a preferred carer or staff member).

Communication experts could be engaged to support
administration of the tool and improve reliability of data.

Challenges were described with the use of proxies to complete
tools and the validity of results compared to self-reporting.

Care recipients self-completing assessment tools was preferred,
however if required, proxies should be clearly defined.

There was some support for revising the measure to one
focused on single point prevalence (e.g. percentage of care
recipients who have poor QoL or prevalence of unhappiness).
This would reduce the data collection burden required to collect
and compare sequential assessments.

Further consideration is required to determine an appropriate
time period for data collection that will result in change
e.g. 3, 6, or 12-months.

23



Themes

Data reporting

Collection bias

Exclusions

Survey results

Quality of life

e Data collected by proxies
should be reported
separately (yes n=8, no
n=1)"

*total survey responses
(n=10)

e Data should be collected
by someone independent
from the service (n=7) or
a combination of
independent and service
collection (n=4)"

*total survey responses

(n=11)

e Are there instances that
should be excluded (yes
n=2, no n=5)"

*total survey responses (n=7)
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Key considerations

There was support for the separation of proxy and non-proxy
reported data, given statistical discrepancy that should be
adjusted for any future publication.

Concerns were raised that service provider bias may emerge if
quality of life reporting was published publicly.

There was support for use of independent collectors.

There was support inclusion of all care recipients.

24
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Project next steps

Project findings identified through the evidence review, stakeholder consultations and TEG consultations will be
consolidated and presented to the Department with potential quality indicators and CEQOL assessments tools, to help

inform selection for pilot.

A 6-week pilot will be conducted to test the proposed quality indicators and CEQOL assessment tools in the Australian

residential aged care context prior to decisions being made about the further expansion of the QI Program. Additional

information about the pilot dates and times will be made available on the residential aged care project website.
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Disclaimer

This Technical Expert Group briefing paper is not intended to be used by anyone other than Department of Health.

We prepared this briefing paper solely for Department of Health’s use and benefit in accordance with and for the purpose
set out in the Work Order with Department of Health dated 23 September 2021. In doing so, we acted exclusively for

Department of Health and considered no-one else’s interests.

We accept no responsibility, duty or liability:

e to anyone other than Department of Health in connection with this briefing paper

e to Department of Health for the consequences of using or relying on it for a purpose other.than that referred to above.

We make no representation concerning the appropriateness of this briefing paper for anyone other than Department of

Health. If anyone other than Department of Health chooses to use or rely on'it they do so at their own risk.

This disclaimer applies:

e to the maximum extent permitted by law and, without limitation; to liability arising.in negligence or under statute; and
e even if we consent to anyone other than Department of Health receiving or using this briefing paper.

Liability limited by a scheme approved under Professional Standards legislation.

PwC



Contents

Disclaimer

Contents

Project background

Considerations for QI Program

Expansion of residential aged care quality indicators
Function and activities of daily living (ADLS)
Continence
Hospitalisations
Pain
Workforce

Consumer experience and quality of life

Development of quality indicators for. in-home aged care

Function and activities of daily living (ADLS)
Service delivery and care plans
Weight loss, malnutrition and dehydration
Workforce
Hospitalisation
Consumer experience and quality of life
Next steps
Appendices

Appendix A — TEG member listing

Appendix B — Potential definitions for preventable hospital admissions

Page 3 of 52

11

14

17

22

23

27

28

32

35

38

40

42

43

45

48
47



Page 4 of 52

Project background

Overview

The Australian Government Department of Health (the Department) has engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of Senior Australians (ROSA) at the South Australian Health and Medical Research Institute (SAHMRI) to
assist in the development of two projects: the expansion of the residential aged care quality indicators and the development
of quality indicators for in-home aged care. These projects are intended to guide the further expansion of the National Aged

Care Mandatory Quality Indicator Program (Ql Program).

The consortium has been engaged to identify, assess, and pilot evidence based quality indicators across four areas of care
for residential aged care and five areas of care for in-home aged care, and examine-the use of consumer experience and
quality of life assessment tools for both residential and in-home care. This project. commenced in September 2021 and is
scheduled to be complete by May 2022.

Evidence Review

A review of national and international literature identified:

e 13 evidence based quality of care domains and 109 quality indicators for potential expansion of the QI Program for
residential aged care
e 19 evidence based quality of care domains-and 230-quality indicators for the potential development of the QI

Program for in-home aged care.

The domains and quality indicators across both projects were assessed and ranked in relation to importance, feasibility,
usability, scientific attributes, ability-of providers to influence and value to the QI Program.

Further details on the literature review outcomes can be accessed via the following links:

e Residential aged care evidence review summary report

. In-home aged care €vidence review summary report.

A comprehensive evidence review of validated tools to measure quality of life, consumer experience and consumer

satisfaction-in aged care was-also conducted by Flinders University1.

Stakeholder'consultations

The highest ranked quality of care domains and quality indicators for the evidence review for both residential and in-home
aged care were summarised into consultation briefing papers. Feedback was sought from stakeholders, including service
providers, peak bodies, government agencies, and senior Australians, family members and carers, between 15 November —

16 December 2021 via written and virtual consultation. A total of 60 consultation sessions were facilitated and 191 written

1 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer

experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.
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submissions received across both the residential and in-home aged care projects to understand stakeholders views on
which areas (domains) of care and associated measures (quality indicators) are most meaningful, useful for quality

improvement, and appropriate for collection as part of the QI Program.
Briefing paper structure

This briefing paper is structured in two sections; residential aged care and in-home aged care. Each section contains quality
of care domains and proposed quality indicators with key questions for the Technical Expert Group (TEG) to consider and
provide response to through a survey issued prior to the TEG meeting. Overleaf is a summary of considerations

underpinning the use of the evidence-informed quality indicators.
Technical Expert Group

The purpose of the TEG is to provide technical feedback on the potential quality of care.domains and quality.indicators

identified through the evidence review and consultation process. The TEG includes.a range of technical experts (see

Appendix A).

TEG advice is sought to refine and better define the identified quality indicators with respect to their technical specifications
including definitions, data capture tools, frequency of data collection; exclusion criteria and-appropriateness to take forward.
Feedback provided by the TEG will help inform the selection of quality indicators by the Department for the pilot.

TEG members are requested to:

1. Review the briefing paper outlining a short list of quality.of care'’domains and quality indicators favoured by
stakeholders for inclusion in the QI Program. TEG members arerequested to focus feedback on domains aligned

to their expertise.

2. Complete the online survey by 10am AEDT on Tuesday 18 January 2022, allowing individual feedback on some,
or all, of the quality indicators presented in this.paper. The survey link is available here.

3. Attend the pre-pilot TEG meeting on Monday 24 January 2022. This meeting will provide feedback on the survey
outcomes, seeking discussion of issues of complexity or where TEG memberships views diverge.

Feedback is requested on domains aligned with each TEG member’s area/s of expertise. It is anticipated review of this
paper and completion of the 'survey. will take a maximum of two to three hours, if feedback is provided for all domains. This

process is intended to-focus meeting discussions.
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Consumer experience and quality of life

It is important to capture the voices of senior Australian’s, their families and representatives by measuring quality of life,
consumer experience or consumer satisfaction. The Royal Commission into Aged Care Quality and Safety recommended

the implementation of a quality of life assessment tool across in-home aged care.

Quality of life refers to your overall wellbeing and happiness, including access to services and activities as well as good

physical and emotional health.
Consumer experience looks at the experience of the person receiving care.
Consumer satisfaction considers a person’s happiness with the care and services provided tothem.

Two quality of life assessment tools and one consumer experience assessment tool identified through the evidence review

were considered suitable by stakeholders during consultation:

Measurement tools Concepts measured

Quality of life

Quality of life, Aged People’s quality of life relevant to mobility, emotional wellbeing; social connections,
care consumers independence, activities, and pain management.
(QOL-ACC)

Good spirit, Good life | Older Aboriginal Australians quality of life relevant to family and friends, country, community,
(GSGL) culture, health, respect, elder role, supports and services, safety and security, spirituality, future
planning, and basic needs.

s22 \Q\z\v
~2~ e ne
Y

Key considerations arising.front evidence review and stakeholder consultations

Key considerations

Attribution and_ e  Strong support was voiced by senior Australians and service providers for consumer
quality experience and quality of life (CEQOL) measures in guiding quality improvement.
improvement .

« _ Quality of life measures were the most preferred. However, consumer experience and
consumer satisfaction were recognised as measures service providers are most likely
able to influence.

A number of services are currently using information on care recipient quality of life,
experience and satisfaction to guide practice. This includes the use of the quality of life
assessment tool QOL-ACC to support services to engage in meaningful conversations
with care recipients and to support quality improvement.

e Attributing for some concepts of wellbeing measured by CEQOL tools being outside the
scope of influence of some in-home aged care services.

e Some of the assessment tools measure quality of life and consumer experience across
several dimensions that may not be in the control of the in-home aged care service
provider. For example, the QOL-ACC tool measures emotional wellbeing which may not
be in the control of a service provider who primarily provides the consumer with transport
services.
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Key considerations

Definitions, * Due to the broad types of services provided across in-home aged care, it may be
inclusion, and necessary to tailor assessments to align with the services being provided.
exclusion

e Appropriate risk adjustment or inclusion/exclusion criteria are necessary to ensure

criteria services do not avoid accepting senior Australians with higher complexity or clinical care
needs.
e Some concern was expressed by stakeholders of the definitions of quality of life and the
accuracy, validity and reliability of the tools.
Feasibility, data * Consideration should be given to the most appropriate mode of administration. Self-
collection and completion of CEQOL assessment tools is widely recognised as best practice. The use of
reporting an alternate workforce could also be considered to assist senior Australians in completing

the relevant assessment, noting service providers widely acknowledged the merit.in the
conversations it prompted.

e Clear arrangements are required for proxy administered assessments, with some CEQOL
assessment tools, including QOL-ACC, providing clear guidance to support proxy
administration.

e Frequency of data collection should be carefully considered to limit burden on senior
Australians (e.g. some care recipients' may not like completing questionnaires or surveys).
There were mixed views from stakeholders on the appropriate frequency of data
collection.

e Assessments should be tailored to support senior Australians. This includes senior
Australians with cognitive; visual or physical impairment, or culturally and linguistically
diverse needs, including through the use of trusted representatives and/or the availability
of assessment tools.in different formats, including via tablet, computer or hard copy (pen
and paper survey).

Potential quality indicator for TEG consideration

Potential quality indicators for CEQOL have been constructed based on stakeholder views and to support TEG
consideration. The quality indicators have been developed for data collection using the QOL-ACC and QCE-ACC tools to

meet the objectives of the QI Program.

Potential Definition / Technical Specifications
quality assessment Coliection method
Percentage of Quality of life © -/ Comparison of Number of care | All care Care recipients who
care recipients | measured QOL-ACC score for | recipients whose | recipients, minus = withheld consent to
whose quality. | usingthe each care recipient, = scores on the exclusions. undergo an
of life declined . Quality of life, or their proxy, in QoL-ACC assessment for
Aged care relation to their last declined in the quality of life for the
consumers assessment - taken | last three entire quarter.
| (QOL-ACC). around the same months.

Care recipients who

time last quarter. have not received

Collection through in-home aged care
online platforms, services for the
self-completion and entire quarter.

scripted survey are

to be considered. Care recipients who

are receiving end of
Opportunities and life care.
disadvantages of
known/anonymous
reporting must be
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Potential Definition / Technical Specifications
quality assessment Collection method
indicator tool Numerator Denominator Exclusions

determined to inform
collection methods.

\/

1. Quality indicators measuring decline i |r%'ﬂs ”’: § consumer experience were favoured at
2.

consultation. Do these quality indicator e quality and quality improvement?
Do you have a preference on th /\
Which modalities for admini

Questions for the TEG @
o

D{w , or should both quality indicators be reported?
lity of I@ nsumer experience tools should be included (e.g. email, tablet,

face to face, paper-base%
4. ipi are unable port their quality of life or consumer experience (e.g. those with
icati airn cluded?

t?

7. Da i @gﬂak service can support meaningful conversations between care recipients and care
r . Is&a nd reported by services sufficiently reliable to support QI Program objectives? If not,
Q e advise o z could be practicably collected in a way that reduces potential bias?

2 ed§~ oxies be reported separately?
%\ me time each quarter to support quarterly QI Program reporting. Is this an
e

8. Eve is ensure all care recipients are included in data reporting however, exclusions are used to ensure
feasibi appropriateness. Are the proposed quality indicator exclusions appropriate? Are there additional care
recipien should be excluded beyond care recipients who withheld consent, were absent from the service or are

receivin of life care?
9. Do you have any other feedback on the consumer experience and quality of life quality indicators?
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Next steps

TEG next steps

Responses to questions posed in this document are to be submitted by TEG members through an online survey available

until 10am AEDT Tuesday 18 January 2022. The survey can be accessed here.

The responses will be analysed with particular emphasis on points of agreement and contention across the TEG
membership. This will inform discussion at the meeting around potential quality indicators with a view to seek general

consensus where possible.
Project next steps

A 6-week pilot will be conducted in March 2022, with residential and in-home aged care services. Thepilot provides an
opportunity to test the proposed quality indicators and CEQOL assessment tools'in'the Australian residential and in-home
care context prior to decisions being made about the further expansion of the QI Program. Additional information about the

pilot dates and times will be made available over the coming months on.both the residential aged care and in-home aged

care project websites.

46



Appendices

Page 49 of 52

47



Page 52 of 52

WWW.pWC.com.au

© 2021 PricewaterhouseCoopers Consulting (Australia) Pty Limited. All rights reserved. PwC refers to PricewaterhouseCoopers
Consulting (Australia) Pty Limited, and may sometimes refer to the PwC network. Each member firm is a separate legal entity. Please see
www.pwc.com/structure for further details. Liability limited by a scheme approved under Professional Standards Legislation.













Project overview

Overview

The Australian Government Department of Health (the Department)
engaged a consortium consisting of PricewaterhouseCoopers (PwC),
the Centre for Health Services Research at the University of
Queensland (UQ CHSR) and the Registry of Senior Australians
(ROSA) to assist in the development of quality indicators for residential
and in-home aged care. The project is intended to guide the further
expansion of the National Aged Care Mandatory Quality Indicator
Program (QI Program).

Overview of all project phases

Page 4 of 27

Objectives
The overall aims of the QI Program are to:
+ support aged care services to measure, monitor, compare and improve the quality of their services

» provide the government with system-level measures of quality in aged care and an evidence-base to inform
policy and regulation

provide senior Australians with information about the quality of aged care services when making choices
about their care.

The PwC-led consortiumrhas identified, assessed, and will pilot evidence based quality indicators across
+ four quality of care domains for residential aged care
« five quality of care domains for in-home aged care

and will examine the use of assessment tools for a consumer experience and quality of life (CEQOL) domain
for in-home and residential aged care.

February 2022
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Disclaimer

This Department presentation summary report is not intended to be read or used by anyone other than the Department of
Health.

We prepared this Department presentation summary report solely for the Department of Health’s use and benefit in
accordance with and for the purpose set out in our work order with the Department of Health dated 23 September 2021..In

doing so, we acted exclusively for the Department of Health and considered no-one else’s interests:
We accept no responsibility, duty or liability:
e to anyone other than the Department of Health in connection with this department presentation summary report

e to the Department of Health for the consequences of using or relying on it for a purpose other than that referred to

above.

We make no representation concerning the appropriateness of this. Department presentation summary report for anyone
other than the Department of Health. If anyone other than the Department.of Health chooses to use or rely on it they do so

at their own risk.
This disclaimer applies:

o to the maximum extent permitted by lawand, without limitation, to liability arising in negligence or under statute;

and

e even if we consent to anyone other than the Department of Health receiving or using this department presentation
summary report.

Liability limited by a scheme approved under Professional Standards legislation.
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Executive summary

Project overview

The Australian Government Department of Health (the Department) engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of Senior Australians (ROSA) to assist in the development of quality indicators for residential aged care. The
project is intended to guide the further expansion of the National Aged Care Mandatory Quality Indicator Program (Ql

Program).

The overall aims of the QI Program are to:
e provide older people with information about the quality of aged care services when making choices about their care
e support aged care services to measure, monitor, compare and improve the quality of their services

e provide the government with system-level measures of quality in aged care and an-evidence-base to inform policy

and regulation.

The consortium has been engaged to identify, assess, and pilot evidence based quality indicators across quality of care
domains and examine the use of consumer experience and quality of life (CEQOL) assessment tools. The project

commenced in September 2021 and is scheduled to be completed in'June 2022.
Department presentation overview

The purpose of the Department presentation was to inform the selection of quality indicators and CEQOL measures for pilot.
On 7 February 2022 the PwC consortium presented the findings from.the evidence review, aged care stakeholder
consultations and Technical Expert Group (TEG) consultation to representatives from the Department, the Aged Care Quality
and Safety Commission and the Australian Institute of Health-and Welfare. The presentation informed discussions to guide

the Department’s selection of the pilot quality indicators.

Prior to the presentation, attendees were provided an optional pre-reading briefing document (Attachment B). A detailed list

of attendees is provided in Appendix A.

Department presentation’'summary

A brief summary. of the key considerations on quality of care domains emerging from the Department presentation is
outlined in the table below.-Further discussions points on the quality of care domains are provided in Section 2 of this
report.

s22
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Quality of care domain | Quality indicators / assessment tools considerations
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Discussion on
presented quality
of 'care domains
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Quality of life

The Royal Commission into Aged Care Quality and Safety recommended the implementation of a comprehensive qualify of
life assessment tool in residential and in-home aged care. Quality of life refers to a person’s perception of their position in
life taking into consideration their environment and their goals, expectations, standards, and concerns. It includes their
emotional, physical, material, and social wellbeing. Regular monitoring of quality of life is an important part of routine care
and allows services to tailor and improve care.

Potential quality indicator presented for discussion

Quality indicator | Percentage of care recipients who report poor or very poor quality of life

Definition e Very poor quality of life: a care recipient who scores 0-7 on the QOL-ACC instrument
e Poor quality of life: a care recipient who scores 8—13 on the QOL-ACC instrument
Tool Quality of Life — Aged Care Consumers (QOL-ACC)

QOL-ACC is scored on 6 domains with a total score ranging from 0 (very-poor) = 24 (excellent).
A five-category scoring algorithm is available ranging from:

e Very poor quality of life (0-7)

e Poor quality of life (8—13)

e Moderate quality of life (14-18)

e Good quality of life (19-21)

e Excellent quality of life (22-24)

Note: pending confirmation of license requirements

Collection e Quarterly
frequency
Collector e Self-completion for-care recipients with nil or minimal cognitive impairment / dementia

« Interview administered-assessment to be available for care recipients requiring assistance

e Scoring by proxy for care recipients with moderate to severe cognitive impairment / dementia
according to care records

Numerator Number of care recipients who report poor or very poor quality of life, and:
e __self-reported (including through interview)
« reported by proxy

Denominator All care recipients who:
e self-reported (including through interview)

e < reported by proxy

Exclusions e Nil
Additional Number of care recipients who:
reporting

e did not self-report

e did not report by proxy
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Key considerations presented for discussion
* In the pilot and over the first 12 months post-implementation of the measure in the QI Program, it is recommended:
o the point prevalence of ‘poor’ or 'very poor' quality of life be recorded
o consideration be given to whether the point prevalence of all five categories should be reported.

e Itis recommended care recipients receiving end of life care or withholding consent are not exclusions. If these are
exclusions, is it recommended these figures are reported.

« In the future, the quality indicator could measure a decline in quality of life. A 'decline' may be defined as a
downward movement from one category to another (e.g. 'moderate’ to ‘poor’). However, this may be
the consequence of a 1-point change in score. The frequency distribution of scores over the pilot-and
early implementation period (adopting a prevalence measure) will inform the definition of a clinically meaningful
decline in quality of life to support the implementation of an incidence measure (e.g. 3-point decline).

Summary of feedback

Quality indicator Definitions

Specifications e Stakeholders supported a quality of life quality indicator using the QOL-ACC tool.

e There was support for quality of life measuring prevalence rather than decline,
with initial reporting to focus on the proportion of care recipients who report
excellent or good-quality of life using the QOL-ACC tool.

Collection frequency

« The five QOL-ACC categories have not been piloted at a population level in
residential aged care.

e Quarterly reporting is reasonable, noting it is important to explore the
responsiveness over time and what impact a residential aged care service
provider has on care recipient’s quality of life.

e It was acknowledged while self- reporting is preferred, facilitating this through the
QI Program and to maintain anonymity requires consideration.

Collector

e A-proxy for care recipients experiencing cognitive decline or dementia was
proposed, stratifying reporting to indicate when results were obtained via self-
reporting (including interview) or proxy completion.

Additional reporting

e Collection and reporting of all five QOL-ACC categories would provide important
frequency of distribution information to determine meaningful change.

Additional  Agreement the tool needs to be trialled and refined over time, with further work
considerations required to understand appropriate responses by service providers to improve
quality of life scores, and to inform benchmarking activities.

e The inclusion of quality of life indicator with existing consumer experience data
collection was said to not contribute materially to increase data burden, given the
simplicity of the QOL-ACC.

e There are opportunities to link quality of life measures with other domains
(including pain and workforce).
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Next steps for the project
Pilot

Following selection of the quality indicators, a six-week pilot with residential aged care services will commence in March
2022. The pilot provides an opportunity to test, analyse and report on the proposed quality indicators and CEQOL
assessment tools in the Australian residential aged care context, prior to Ministerial decision regarding quality indicators for

inclusion in the QI Program.
Post-pilot Technical Expert Group meeting

A post-pilot Technical Expert Group meeting will be convened to discuss the quantitative and qualitative results from the
residential aged care quality indicator pilot. The TEG will provide technical and clinical expertise in relation to pilot findings
discuss potential considerations of the identified quality indicators as relevant to the future expansion of the QI Program:.

Reporting

A final report will provide a summary of all stages in the project, including the development process, data analysis, findings

and outcomes to support implementation of quality indicators as part of the QI Program.

PwC 21
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OFFICIAL

To: 522

NATIONAL AGED CARE MANDATORY QUALITY INDICATOR PROGRAM — SELECTION OF QUALITY
INDICATORS FOR FURTHER TESTING

Purpose

To seek agreement to the selection of quality indicators, consumer experience and quality of life
(CEQOL) measures (detailed at Attachment A) to be further tested in residential aged care, for
potential inclusion in the National Aged Care Mandatory Quality Indicator Program (Ql Program).

S22

Issues

1. Inalignment with the Royal Commission recommendations(22), through the 2021-22 Budget
Measure for Residential Aged Care Quality. and Safety, Pillar.3 of the Royal Commission response
— Empowering consumers of aged care with information to exercise choice, Government invested
in:
e 4residential care quality indicators,

up to 5 home care quality indicators and
CEQOL measures - across residential and in the home aged care by the end of 2022.

2. The Department of Health (department) engaged a consortium of PricewaterhouseCoopers, the
University of Queensland and the Registry of Senior Australians (the consortium) to assist in the
development of new quality indicators for residential aged care for the Ql Program.

3. Quality indicator development has involved a rigorous process of:

e an evidence-based literature review, which identified and comprehensively assessed
potential quality indicators across crucial areas of care,

e national stakeholder consultations, comprising 31 workshops with senior Australians, aged
care-providers and peak bodies, as well as written public consultations, and

e guidance from a Technical Expert Group, as well as a Consumer Reference Group and Sector
Reference Group.

4. The department considered the need for contemporary evidence-based measures with
established scientific properties (such as validity and reliability), demonstrated positive impacts
on quality of care outcomes for consumers, reduced associated regulatory burden, and quality
indicators that are feasible and suitable for use in the QI Program.

OFFICIAL



Page 2 of 6

OFFICIAL

5. The department concluded, quality indicators and CEQOL measures (listed in Attachment A),

developed through the outlined process, should proceed to pilot for testing in residential aged
care.

6. The outcomes of the pilot will inform the department of the relevance, appropriateness and

feasibility of the piloted quality indicators and CEQOL measures for the purposes of the
Ql Program.

7. The department will advise the Minister for Aged Care of the pilot findings, as well as the
recommended quality indicators and CEQOL measures for implementation in the Ql Program.

N/ N
'
Consultation Q \2\

The recommended quality mdlc{cg&~ QOL ures have been selected on the basis of
extensive consultation with ehold o&ned at Attachment C.

Recommendation

Approve the propo@a@ utllned in Attachment A.

Q)

Approved / N ppr% I@ iscuss / Noted

APpro &gd/fé(measures outlined in Attachment A.

Aﬁﬁgg;d A

d / Please Discuss / Noted

Acting First Assistant Secretary
23 /02 /2022

Attachments:

A: Indicative quality indicators and CEQOL measures for residential aged care
B: Background

OFFICIAL
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Attachment A

Indicative Quality indicators and CEQOL measures for residential aged care

\/ \/ O V
Quality of life g; @ Q/
e Percentage of care recipients e o Oze\cellent quality of life (using the Quality of
Life — Aged Care Consume ﬁ@%@
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Disclaimer

This report is not intended to be read or used by anyone other than the Department of Health.

We prepared this report solely for the Department of Health’s use and benefit in accordance with and for the purpose set
out in our engagement letter with the Department of Health dated 23 September 2021. In doing so, we acted exclusively for
the Department of Health and considered no-one else’s interests.

We accept no responsibility, duty or liability:
e to anyone other than the Department of Health in connection with this report

o to the Department of Health for the consequences of using or relying on it for a purpose-other than that referred to

above.

We make no representation concerning the appropriateness of this report for anyone other than the Department of Health. If

anyone other than the Department of Health chooses to use or rely on it they do so at their.own risk.

This disclaimer applies:

e to the maximum extent permitted by law and, without limitation; to liability arising in negligence or under statute; and
e even if we consent to anyone other than the Department of Health receiving or using this report.

Liability limited by a scheme approved under Professional Standards legislation.



Contents

1. Project overview

2. Pilot overview

3. Pilot findings: Activities of daily living (ADLs)
4. Pilot findings: Continence

5. Pilot findings: Hospitalisation

6. Pilot findings: Workforce

7. Pilot findings: Consumer experience

8. Pilot findings: Quality of life

9. Ql Program considerations

Appendices

Page 3 of 104

27

38

46

54

62

72

82

86






Page 5 of 104

Project overview




Page 6 of 104

Project overview

1.1 Project overview

The Australian Government Department of Health (the Department) engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of Senior Australians (ROSA) to assist in the development of quality indicators for residential aged care. The
project is intended to guide the further expansion of the National Aged Care Mandatory Quality Indicator Program (Ql

Program).

The overall aims of the QI Program are to:

e provide older people with information about the quality of aged care services when making choices about their care
e support aged care services to measure, monitor, compare and improve the quality of their services

e provide the government with system-level measures of quality in aged care and an evidence-base to inform policy and

regulation.

The consortium has been engaged to identify, assess, and pilot evidence based-quality indicators across quality of care
domains and examine the use of consumer experience and quality of life (CEQOL) assessment tools.. The project

commenced in September 2021 and is scheduled to be completed in June 2022.

1.2 Purpose of this report

The purpose of the post-pilot analysis report is to summarise the key processes and outcomes of the residential aged care
quality indicator pilot. The six-week pilot commenced 21 March 2022, with 131 services across Australia collecting and
submitting quality indicator data. Details on the approach to pilot and a.summary of the quantitative results and qualitative
feedback are summarised by domain in the following sections-of this report. Considerations for the QI Program more

broadly are provided in the final chapter.

1.3 Overview of pre-pilot-activities

1.3.1 Evidence review

A rapid, targeted review of national-and international literature was undertaken to identify evidence-based quality of care

domains and quality indicators for possible expansion of the QI Program in residential aged care.

The review identified 175 quality indicators across 13 quality of care domains (listed in alphabetical order):

e Behavioural symptoms e Mortality

¢ ~Cognition e Medications (not already included in QI Program)
e Continence e Pain

e Depression o Palliative care

e Function and activities of daily living (ADLSs) e Service delivery and care planning

e Hospitalisation e Wait times.

e Infection control

Each quality of care domain was ranked based on a quantitative assessment. From the top 10 ranked quality of care
domains a total of 165 quality indicators were identified. These quality indicators were assessed against the US National
Quality Forum criteria modified for the Australian aged care and quality indicator context, including additional criteria

proposed by the consortium and agreed to by the Department on attribution and value to the QI program.

Expansion of quality indicators for residential aged care
PwC 2
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Quality indicators within each domain were then ranked in order of priority based on their evidence and value to the Ql

Program using a prioritisation matrix.

Consumer experience and quality of life (CEQOL) was excluded from the evidence review due to work completed in this
area by a separate Department appointed consortium. This work was led by Flinders University and included a

comprehensive evidence review of validated tools to measure quality of life, consumer experience and consumer

satisfaction in aged care'. The findings from this review were considered throughout the project.

1.3.2 Stakeholder consultations

The purpose of consultation was to seek feedback from relevent staeholders on the preferred quality.of care domains,
quality indicators and CEQOL assessment tools for inclusion in the QI Program. Senior Australians, their families and
representatives, residential aged care service providers, peak bodies, government agencies; individual'aged care, and
health and medical professionals were invited to contribute through virtual workshops and written submissions.

Consultations were supported by two briefing papers, publicy available on the PwC project website:
e Expansion of the residential aged care quality indicators consultation paper, and

o Expansion of the residential aged care quality indicators consultation paper for senior Australians, representatives,

families and carers.

Consultation papers summarised the highest ranked quality of care domains (see Table 1 below) and associated quality

indicators, from the evidence review and the Flinder’s University led CEQOL evidence review.

Table 1 List of highest ranked quality of care domains

1. Function and activities of daily living (ADLs) 6. Behavioural symptoms

2. Medications (not already included in QI Program) 7. Hospitalisation

3. Continence 8. Pain.

4. Infection control Consumer experience and quality of life (not ranked)

5. Depression

Virtual consultation

Stakeholders registered for virtual'consultation sessions through the PwC website, with links to the registration form
distributed through the residential aged care project email and via the PwC website and the Department's Engagement
Hub. Between 1 November and 16 December 2021, a total of 31 residential aged care virtual consultations were conducted

with stakeholders:

e 20 workshops across the eight quality of care domains (at least two sessions were held per domain, with additional

sessions held where registration numbers were high)
e 4 workshops specifically facilitated for senior Australians, their families and representatives

e 4 workshops focused on the CEQOL assessment tools

1 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer

experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.

Expansion of quality indicators for residential aged care
PwC 3
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¢ 3 workshops with aged care peak bodies, the Sector Reference Group and the Consumer Reference Group.

Written consultation

Three Qualitrics surveys were published to seek written stakeholder feedback. Surveys were tailored to senior Australians,
their families and representatives; residential aged care service providers; and peak bodies, government and other
agencies, respectively. Beteen 24 November and 15 December 2021 a total of 80 written responses were recieved from

stakeholders:
e 27 from senior Australians, their families and representatives
¢ 30 from residential aged care service providers
e 23 from peak bodies, government and other agencies.

In addition, nine organisations provided standalone written submissions outside the survey process.

1.3.3 Pre-pilot Technical Expert Group

The purpose of the Technical Expert Group (TEG) was to seek technical feedback onthe quality of care domains and
quality indicators for pilot as identified through the evidence review and consultation process. Prior to the TEG meeting, a
briefing paper was circulated outlining the short list of quality of care’domains and-associated quality indicators favoured by
stakeholders for inclusion in the QI Program. Feedback was obtained from:the TEG via an online survey between 13 — 19
January 2022.

The pre-pilot TEG meeting convened on 24 January 2022 with the objectives of:

e sharing consolidated feedback from the online survey

e focussing discussion on divergent:and-outstanding issues

e seeking technical advice on the quality of care domains and potential quality indicators to be considered for pilot.
1.3.4 Quality indicator specifications review
Following the pre-pilot TEG meeting, a rapid review-of quality indicator specifications was undertaken by the consortium to
provide additional information to further inform refinement of the proposed quality indicators and inform the Department’s

selection of pilot quality indicators. A review. was conducted against each of the potential quality indicators, with regard to
their:

e _relevance to best clinical practice

¢ likely psychometric properties (face validity, reliability, responsiveness to change, ability of services to influence

results)

o feasibility.of implementation (availability of existing measures, data collection burden).

1.3.5 Department presentation

The purpose of the presentation was to inform the selection of quality indicators and CEQOL measures for pilot. On
7 February 2022 the PwC consortium presented the findings from the evidence review, aged care stakeholder consultations
and the TEG meeting to representatives from the Department, the Aged Care Quality and Safety Commission and the

Australian Institute of Health and Welfare. A pre-reading briefing document was provided. Findings from the evidence

Expansion of quality indicators for residential aged care
PwC 4
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review, aged care stakeholder consultations and the TEG meeting informed discussions and supported the Department’s
selection of the pilot quality indicators.

1.3.6 Residential aged care quality indicator pilot

Quality indicators selected for ithe residential aged care pilot

Following the Department presentation, the Department selected the quality indicators for pilot (see Table 2 below).

Table 2: Quality indicators selected for pilot

Quality indicator

Quality of life Percentage of care recipients who re@ ood or * cellg@uality of life

Detailed information about the pilot approach is provided in Secti@\',ﬁlohéemlot findings are summarised
for each domain beginning in Section 3: Activities of daily Iiving‘ O ,Qz\

Expansion of quality indicators for residential aged care
PwC
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2.1 Pilot approach

A six-week pilot was conducted from 21 March 2022 to 29 April 2022 to test the selected quality indicators across four
quality of care domains, and consumer experience and quality of life. The pilot sought to collect data from a nationally
representative sample of at least 165 residential aged care services, achieved through recruitment of a diverse range of

services across different jurisdictions and geographical distribution areas, and of different types and sizes.

The key objectives of the pilot were to examine the:

e relevance, appropriateness, and usability of the piloted quality indicators for the purposes of the QI Program
o feasibility of data capture and collection processes, including implications for residential aged care services
e accessibility and utility of the support materials, including opportunities for enhancement

e data collection preferences

e enablers for implementation and lessons for consideration in the further expansion of the QI Program.

An additional pilot objective related to user experience (UX) testing to inform the IT build for data submission in the My
Aged Care Provider Portal environment. The findings against this objective are captured in the Expansion of quality

indicators for residential aged care - User experience findings report.

Five key stages in the pilot methodology were developed, which-were supported by several activities, including providing
participant support, data collection and obtaining feedback. Figure 1 highlights key activities and deliverables for each stage

of the pilot.

Expansion of quality indicators for residential aged care
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Figure 1 Pilot approach
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2.2 Pilot roles and responsibilies

There were three key stakeholder groups with pilot roles and responsibilities.

2.2.1 The Department of Health

e The Department selected the pilot quality indicators, determined the overall parameters of the pilot, including the pilot

duration, and provided ongoing input and approval of the pilot methodology plan and pilot support materials.

e  The Department and the PwC consortium convened regularly throughout pilot planning and delivery to provide ongoing

oversight and review of pilot processes, operations and development of pilot support materials.

e The Department also supported pilot recruitment by distributing pilot communication materials through Department
channels (e.g. the Aged Care Provider Newsletter, Bulk Information Distribution emails and notifications via the
Engagement Hub).

2.2.2 PwC consortium

o PwC was responsible for leading pilot planning, delivery and post-pilot analysis of results. This included pilot
recruitment, development of support functions, pilot support materials and the design and implementation of pilot

infrastructure, including the data reporting portal.

¢ UQ CHSR and ROSA provided ongoing subject matter expertise, reviewing.pilot deliverables, attending key project
meetings to support pilot delivery and technical input to. support pilot data analysis and findings.

2.2.3 Residential aged care services

e Services voluntarily registered for the pilot and were responsible for understanding the pilot support materials,
collecting quality indicator data through the pilot and entering and submitting quality indicator this data using the pilot
data reporting.

e In addition to providing quantitative data, services were responsible for submitting qualitative feedback through the data

reporting portal or by contacting the pilot support team.

2.3 Pilot parameters

The Department set the overall parameters for the pilot. These included:
e setting out the pilot objectives (outlined in Section 2.1)

e selecting the pilot quality indicators

e setting the pilot duration of six weeks

e allowing services to participate in the collection and reporting of a subset of pilot quality indicators or care recipients at
their service (where services were unable to participate fully by submitting data for all pilot quality indicators and all

care recipients)

e recording and reporting aggregate service level to ensure pilot data could not be attributed to individual care recipients

or linked to an individual service.

Expansion of quality indicators for residential aged care
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2.7 Pilot sampling

A nationally representative sample was critical to the project’s success to enable diverse and representative feedback and
insights on the potential implementation of the quality indicators. A purposive sample stratification approach was developed
and agreed by the Department with the selected sampling frame based on targets informed by the national distribution of
residential aged care service demographic groups, derived using Australian Institute of Health and Welfare GEN Aged Care
Data.

The target pilot recruitment sample was comprised of at least 165 residential aged care services, reflecting approximately 4-
6 per cent of the 2,700 residential aged care services nationally. Targets incorporated geographic classification (e.g.
metropolitan, rural or remote), location (e.g. New South Wales, Victoria, Tasmania), provider size (e.g.. number of places,
number of employees), service type and structure (e.g. not for profit, private, government based), and prior.involvement in
QI Program pilots. This enabled findings from the pilot to be abstracted more appropriately to the total sample of services in

Australia, including those with diverse characteristics.

2.8 Pilot promotion and recruitment

Pilot promotion commenced in October 2021 with a range of planned recruitment activities to ensure all residential aged
care services in Australia had an opportuinty to partcipate in the pilot. Activities built stakeholder awareness of the pilot, with

advertising materials desseminiated through various communications channels, including:
e adedicated PwC pilot website

o the Department’s aged care sector newsletter

o the Department’'s Engagement Hub

e direct email to Aged Care Engagement Database subscribers

e direct email to services who submitted an expression of interest to participate in the 2019 residential aged care quality

indicator pilot

e PwC consortium networks (e.g. direct-email and LinkedIn posts).

2.8.1 Expressions of interest

Services interested.in pilot participation were initially invited to submit a short online expression of interest (EOI), capturing
key details-about services,including points of contact for further communications and additional information on the pilot

when available.

A total of 123 services:submitted an EOI. While the majority were completed at the individual service level, some providers
withheld service nomination until information on pilot timeframes and quality indicators became available. It was anticipated

some services-who submitted an EOI form may not go on to participate in the pilot.

Please refer to Appendix C for screenshots of the pilot EOI form.

2.8.2 Pilot registration

Formal pilot recruitment commenced in February 2022 following the Department’s selection of the pilot quality indicators.
Services who completed an EOI were invited to submit a registration form, collecting service demographic information to

support appropriate sampling.

Expansion of quality indicators for residential aged care
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A number of services submitted an EOI form however did not register to participate in the pilot. The common reasons

provided by services included:
e workforce challenges caused by the COVID-19 Omicron outbreak in early 2022

e the number of quality indicators selected for pilot, with services indicating the data collection and reporting burden

was more significant than anticipated

e the nature of the pilot quality indicators, including the need to collect data throughout the pilot (e.g. ADLs quality
indicator assessment required at the start and at the end of the pilot) and the requirement to use assessment tools
across a number of quality indicators (e.g. continence, activities of daily living, and consumer experience and

quality of life).

Broader recruitment activities continued throughout the pilot registration process. Information on pilot timeframes.and
quality indicators was disseminated to the aged care sector through the mass and targeted-communications channels
identified above.

To further increase pilot participation, targeted phone calls and emails were made:to:
e larger service providers to encourage them to register multiple services in the pilot
e services who completed an EQOI form but did not submit a pilot registration form
e services who participated in the 2020 residential aged care pilot.

On pilot commencement, a total of 185 services had formally registered.in the pilot.

Please refer to Appendix C for screenshots of the pilot registration form,

2.8.3 Risks to pilot recruitment
A number of risks impacting pilot participation were.identified throughout pilot recruitment including:

o the ongoing workforce challenges associated with the COVID-19 pandemic, noting approximately 50 per cent of

registered services withdrew from the 2020 residential aged care pilot due to COVID-19 challenges

e participant withdrawal due to the perceived burden of data collection and reporting requirements following the

announcement of pilot quality indicators

e failure to meet sampling frame targets due to participant withdrawals.

2.9 Pilot-participation

2.9.1 Pilot sample size

At the conclusion.of the pilot, 131 residential aged care services submitted pilot quality indicator data. Participation levels
were continuously monitored by in-flight analysis examining services engagement with the data reporting portal. Proactive
communications via the telephone hotline and mailbox targeted services with limited engagement with the portal.

During the pilot a number of services were not be able to collect and report data for all pilot quality indicators. The

breakdown of quality indicator data submissions received is outlined below.

Expansion of quality indicators for residential aged care
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Summary of quantitative pilot data

« 55 services submitted quantitative data for all pilot quality indicators.
e 76 services submitted quantitative data for a subset of pilot quality indicators.

e Listed below are the number of submissions for each of the pilot quality of care domains:
s22

o Quality of life: 74

Pilot withdrawals and non-submissions

Despite regular contact to provide ongoing coaching and support, 28 services formally withdrew from the pilot. The majority
of services cited the impacts of the COVID-19 pandemic as the reason for withdrawal. The remaining services cited staff
turnover and conflicting priorities as key reasons for withdrawal.

In addition, 26 services remained registered in the pilot but did not submit any data. The final number of registered services,
formal withdrawals, and complete and partial data submissions is shown in Figure 2.

Expansion of quality indicators for residential aged care
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Figure 2 Overview of pilot participation
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2.9.2 Pilot demographics

All services registered for the pilot answered demographic questions when first accessing the data reporting portal.
Questions collected information relevant to the demographic groups in the sampling frame. All demographic groups in the

sampling frame were represented in the pilot sample, as summarised below.
Jurisdiction:
o All states and territories were represented in the pilot.

e There was an underrepresentation of services from Queensland and Western Australia by approximately 6 per

cent and 5 per cent, respectively.
o Representation across other state and territories broadly aligned to the demographic targets.
Geographical classification:

e There was an overrepresentation of around 8 per cent in rural services and an underrepresentation of around 13

per cent in metropolitan services.

e The number of remote services was low; however, the target number of services for-remote population was

exceeded by 4 per cent.
Service type:
e There was an underrepresentation of around 24 per cent in-private services.
e There was an overrepresentation of around.22 per cent.in not for.profit services.
Service size (number of staff and care recipient places):

e There was an underrepresentation for services with-75-99 care recipients and <25 care recipients by around 16 per

cent and 10 percent respectively.

¢ Representation of service size by number of employees at the service was broadly aligned with the target

percentages, except for 50+ FTE where an underrepresentation of approximately 8 per cent was observed.

Figure 3 shows-the location of each of the 131 pilot participants by State and Territory. The number shown in each

jurisdiction corresponds to the number of pilot participants located in each State and Territory.

Figure 3:\Number of pilot participants who submitted data by State and Territory (n = 131)

Expansion of quality indicators for residential aged care
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Table 6: Pilot registrants and participants by service type #

Government Not for Profit (NFP) Private Total
Total registrants 19 143 42 185
Total submissions 15 103 13 131
Submissions as
percentage of total 12% 79% 10% 101% *
sample
Sampling frame

9% 57% 34% 100%

target percentage l
Population '
distribution 243 1,539 918 2,700
(approx.)
Submissions as a '
percentage of the 6% 7% 1% 51%
population '

A Note: Government services include: Local government, and State government. Not for profit (NFP) services include:
religious, religious/charitable, charitable, and community-based services. Private services.include: private, and private
incorporated body services.

* Note: Total percentage exceeds 100% due to rounding.

Table 7: Pilot registrants and participants by number,of residential aged care places

< 25 places | 25-49

‘ 50-74 75-99 100+ places Total
\ places places places
Total registrants 20 50 47 31 37 185
Total submissions 15 ) 39 34 18 25 131
KN o~~\\ 2N
Submissions as . |
percentage of total 11% ! 31% 25% 14% 19% 100%
sample '
. \ ) _I A PR
Samplingframe = 1.7 544, 24% 18% 30% 6% 99% *
target percentage
Population )
distribution ! 567 648 489 810 162 2,676 *
(approx.)
Submissions as a
percentage of the 3% 6% 7% 2% 2% 5%

population

* Note: Total percentage exceeds 100% due to rounding error, total number of services does not equal 2,700 due to
rounding error.

Expansion of quality indicators for residential aged care
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Table 8: Pilot registrants and participants by number of employees

<10 10-19 20-29 30-39 40 - 49 50 + Total
employees | employees | employees | employees | employees | employees
Total registrants 14 22 23 19 20 87 185
Total submissions 12 20 15 13 16 55 131
Submissions as
percentage of total 9% 15% 12% 10% 12% 42% 100%
sample
Sampling frame 5% 10% 10% 10% 15% + 50% .\ 100%
target percentage |
Population ) '
distribution 135 270 270 270 405 | 1,350 . 2,700
(approx.)
£\ o VAV

Submissions as a {
percentage of the 9% 7% 6% 5% { 4% i 4% 5%

population |

2.10 Pilot onboarding and ongoing suppert

Participants received support through a number of resources and activities overseen by the PwC pilot support team. The
key pilot support materials (see Table 3) were provided to services by email and made available via the data reporting

portal.

To support services with data collection, proactive weekly emails provided key reminders and prompt for services to contact
the pilot support team when experiencing challenges with data collection and reporting. Participants requiring further
support with questions or issues were encouraged to contact the pilot support team through the dedicated telephone hotline
and mailbox.

A timeline and description-of key communication activities with pilot participants is outlined in Figure 4.

Expansion of quality indicators for residential aged care
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Figure 4 Pilot communication a
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Snapshot of key communications with pilot participants:

e Approximately 510 emails were sent by services to the mailbox throughout pilot recruitment, during the pilot and
in the period after the pilot. The most common queries related to pilot registration, access to and navigating the

data reporting portal, and understanding the quality indicator data collection requirements.

e Approximately 100 inbound phone calls were received by the telephone hotline. Calls ranged from less than a
minute to up to 30 minutes. Short phone calls generally related to access to the data reporting portal, while longer
phone calls usually related to questions on technical specifications of a quality indicators or coaching services to

enter and submit data into the data reporting portal.

e Approximately 350 proactive outbound calls were made to services to offer ongoing-support.and to gauge
potential for unforeseen challenges with data collection and reporting. In weeks.5 and 6, all pilot participants were
contacted via the telephone hotline to check on progress and to help with early identification. of issues prior to the
conclusion of pilot.

2.11 Pilot escalation framework

A pilot escalation framework was developed to identify pilot enquiries for escalationfor expert clinical review and input by
the selected clinical expert (Professor Len Gray from UQ CHSR). The following situations were escalated for consideration:

e perceived or actual care recipient safety risk
e brand reputational risk for the Department or the Ql Program
e questions relating to the QI Program but not specific to the pilot

e technical queries including data collection interpretations and quality indicator definitions that could not be

answered by reference to the pilot handbook or the selected clinical expert

e clinical queries relating to the care or treatment of care recipients

complaints relating to the PwC.consortium, Department, pilot participants.

Where possible, pilot resources were used verbatim to communicate how pilot data should be collected and reported.

2.12 Pilot data submission

The online data reporting portal was developed for services to enter and submit pilot data and access a repository of pilot
support materials. The data reporting portal was built using the PwC web-based platform Data Kit and replicated as close

as possible the format and functionality used by services for QI Program reporting on the My Aged Care Provider Portal.

Each service registered for the pilot had a unique page on the data reporting portal. Services nominated at least two pilot
point of contacts, and each contact had a unique log on to the data reporting portal and their service page. Services were
able to contact the pilot support team to request access for additional team members. Where providers registered more

than one service, linkage within the portal supported users to view all associated records through their account.

Please refer to Appendix C for screenshots of the data reporting portal.

Expansion of quality indicators for residential aged care
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Data submission process

The data reporting portal was available for data submission for the duration of the pilot, noting:

The earliest services could finalise and submit all their quality indicator data was in week 6, with the requirement
for services to conduct a second activities of daily living assessment at the end of the pilot and record hospital

presentations between week 1 and week 5.

Data submissions were monitored in the final week of the pilot, with targeted reminders sent mid-week to services

who had not submitted pilot data.

The majority of data submissions were received in the final 48 hours of the pilot, with most services finalising
quality indicator data offline, and then entering and submitting quality indicator data in one sitting at the end of the

pilot.
55 services requested the pilot support team to enter and submit data in the data reporting portal on their behalf.
Five services requested and received an extension of 24-72 hours to finalise and submit quality indicator data.

Services received an automated email thanking them for participating and providing-information about the release

of the service reports following submission of data through the reporting portal.

Quality assurance

The data reporting portal was designed with a number of quality-assurance-checks to support data quality:

Quality indicator data pages were inaccessible until the service had completed and submitted their demographic
questions. This ensured quality indicator data could not be entered and submitted without being linked to
demographic information (which would berequired to analyse the representativeness of the pilot sample and pilot
results across demographic groups). Services who were slow to complete their demographic questions in the data

reporting portal were contacted individually to provide additional coaching.

The data reporting portal contained a number of mandatory data fields to support calculation of values for the pilot
quality indicators. Services who had not completed all mandatory data fields were unable to formally lock and
submit their data. The data reporting portal-had a number of visual prompts to indicate which mandatory data fields

were missing and to provide users with an indication of their progress in each domain and overall.

Services who submitted data for specific quality indicators during the pilot had to validate and confirm zero

responses were intentional-and to ensure that negative responses could not be submitted.

A'summary page displayed the calculated quality indicator values based on the data entered in each of the quality
indicator pages in‘the data reporting portal. On this page services were asked to check their data entries and
confirm accuracy before finalising their submission. On the summary page, any missing mandatory data fields
were highlighted, as well as any instances where a data entry error existed because the calculated quality indicator

values were greater than 100 per cent.

After services submitted their pilot data, the data entry fields were locked to ensure data was not adjusted without

a service first contacting the pilot support team.

In addition, the PwC consortium conducted in-flight pilot analysis by examining data entered into the data reporting portal

for early identification of any challenges with data collection and reporting.

Expansion of quality indicators for residential aged care
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Privacy of information

Data submitted through the reporting portal was collected at the aggregated service-level, ensuring individual care
recipients could not be identified. Confidentiality of services and care recipient data was important to encourage
participation and for compliance with privacy of information requirements. Participating services were notified pilot data
would be used to inform the PwC consortium’s findings, but raw data and subsequent analysis would be de-identified and
not be attributable to an individual care recipient or service.

Please refer to Appendix D for an extract of the raw quantitative data received through the data reporting portal.
2.13 Pilot feedback survey submissions

Feedback surveys were made available to all participants in the data reporting portal, encouraging qualitative feedback on
the:

relevance, appropriateness, and usability of the piloted quality indicators
e nature and implications of required data collection

e usefulness of pilot support materials

e usability of the data reporting portal

e QI Program more broadly

o usefulness of the service reports.

The breakdown of qualitative data submissions received is outlined below.

Summary of qualitative pilot data

« 86 services who submitted qualitative data by answering one or more of the pilot feedback surveys.

» The breakdown of the number of responses for each of the individual feedback surveys is outlined below:

B g®@® ,§<

o. “Quality of life: 78

Please refer to Appendix C for screenshots of the pilot feedback surveys
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2.14 Service reports

Service reports were made accessible via the data reporting portal on 9 May 2022, accompanied by a user guide to support
interpretation of pilot quality indicator data. The format of these reports was intentionally simple, using graphical illustrations
where possible, and provided a snapshot of pilot quality indicator results at an individual service and de-identified averages
across all pilot participants and service demographic groups. To maintain the confidentiality of pilot participants, filtering by
demographic groups could not be applied to a cohort of less than five services.

Services were invited to provide feedback on the usefulness of the service reports by completing a survey in the data

reporting portal.

Please refer to Appendix C for screenshots of the service reports.

2.15 Pilot data analysis

During the pilot, feedback was collected from participants on their experience and the extent to. which the overarching QI

Program objectives and pilot objectives were met.

2.15.1 Quantitative analysis

Participants generated quantitative data through the submission of ‘quality indicator data and through submission of the

feedback survey. Quality assurance was undertaken on the raw quantitative data submitted by participants, including:

identifying transcription errors (e.g. negative numbers, key mis-strokes)

¢ manually validating unusual or ‘suspect’ data entries against comments and data submitted in other quality

indicators (e.g. significant variation in the number of care recipients assessed between quality indicators)

e identifying reporting errors (e.g. instances where services reported a larger numerator than denominator or a larger

number of care recipients assessed for-the additional reporting measure)
e identification of any remaining outlier data that-was not amended through previous quality assurance processes

verbal confirmation with the service to verify outliers and possible data entry errors, prior to making any adjustments to raw

data. Following the quality assurance process, the following analysis was completed for each quality indicator:

calculation of summary statistics (e.g. pilot averages, median, range, and standard deviations)

analysis of quality.indicator values based on demographics

graphical representation of relevant data for each quality indicator

e analysis of emerging key insights for each quality indicator.

2.15.2 Qualitative:analysis

Qualitative data was primarily gathered through the pilot feedback surveys, with a smaller volume of data generated through

the mailbox and telephone hotline support processes. The process for analysing this information included:
e quantification of responses for each binary survey question
e thematic coding of free text responses related to individual quality indicators

e areview of ad hoc feedback received through the hotline and mailbox; cross checked against themes identified in

the responses to the pilot feedback surveys

Expansion of quality indicators for residential aged care
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¢ manual verification with services where further clarity was needed on qualitative data provided

e a selection of illustrative qualitative data for key insights, including identification of quotes from services in free text

responses

e an analysis of emerging key insights from the data for each quality indicator.

2.15.3 Synthesis of pilot data

Key insights from quantitative and qualitative data were synthesised for each quality indicator. Discrepancies between
insights generated through qualitative and quantitative methods were identified and causes were considered. Where causes
could not be verified through other means, limitations or need for further investigation were identified. Triangulated results

were categorised against the pilot objectives. The following should be noted when considering the pilot data results:

e the quantitative findings for each quality indicator have been calculated using all-data submissions received during

the pilot

e variations in the sample composition from demographic targets were considered during analysis, and where
variation in performance on a quality indicator by sample demographics was observed, this-was identified in
analysis and implications were considered (however no statistical weighting was applied)

e the quantitative data was interpreted as an approximation‘of the range of results that may be received against

each quality indicator to indicate whether this has the potential to support the QI Program objectives, namely:
0 enabling services to monitor their performance and engage in continuous quality improvement
o providing consumers with comparable information about quality in aged care

e quantitative data was analysed alongside the qualitative results to assist in the evaluation of whether each pilot
quality indicator may be appropriate for future inclusion.in the QI Program.

2.16 Pilot limitations

2.16.1 Participation rates due‘to’'the COVID-19:Omicron wave in early 2022

e Participation rates were impacted.by the rapid escalation of the COVID-19 Omicron wave in early 2022 and the
associated workforce challenges experienced by the aged care sector. A significant proportion of care recipients
and staff in‘'residential aged care services were affected by COVID-19, either through illness or quarantine and
isolation requirements.. This resulted in increased demands on services to manage outbreaks and widespread staff

shortages across the sector.

2.16.2 Data_ collection immaturity

e Data collection immaturity results in limitations in:

o determining whether variation in quality indicator results is due to actual differences in quality of services,
or the influence of contextual information about the service (e.g. case mix, or measurement errors due to

lack of familiarity with the quality indicators and data collection requirements).

o establishing reference ranges for quality indicators or as a baseline to measure continuous improvement

or conduct trend analysis.

Expansion of quality indicators for residential aged care
PwC 25



Page 30 of 104

Pilot overview

o0 drawing conclusions on the relative performance of services or subpopulations with caution to be
exercised when considering the raw differences in values of quality indicators between services and by

service demographics.

2.16.3 The constraints of a single six-week pilot

e The pilot construct allowed for only one opportunity for services to collect data against each of the pilot quality
indicators (except for activities of daily living which required two assessments for each care recipient). As a result,
it was not possible to test if quality indicator results changed when pilot participants became more familiar with the

quality indicator specifications and the assessment tools through repeat measurements.

e The quality indicators for pilot were selected with quarterly data collection and reporting:in mind, however the data
collection requirements were adapted to suit a six-week pilot. This affects the ability.to accurately test the

frequency of distribution for some quality indicators.

2.16.4 Voluntary pilot participation

e The pilot sought to recruit a diverse sample of services; however, all pilot participants self-nominated. There are
inherent limitations in a sample selected on a volunteer basis, known as volunteer bias. It is possible pilot
participants represented a cohort of services with organisational characteristics different from the broader cohort of
services who chose not to participate.

e Approximately 20 per cent of registered services reported they participated in the 2020 residential aged care
quality indicator pilot, reducing any potential bias or over-weighting of services who have previous experience with
a pilot.
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Exclusions

e Care recipients who withheld consent to complete a quality of life assessment during
the entire assessment period.

e Care recipients who were absent from the service for the entire assessment period.

8.2 Pilot data analysis (quantitative)

From the 74 data submissions received for the quality of life quality indicator:
Pilot average quality indicator value

e The average reported percentage of care recipients who reported ‘good’ or ‘excellent’ quality of life was 71.41
per cent, and the median was 74.33 per cent.

Summary totals
e 2,441 care recipients were assessed for the quality of life quality indicator.
1,712 care recipients reported ‘good’ or ‘excellent’ quality of life.
Exclusions
e 1,346 care recipients were excluded because they withheld consent to complete a quality of life assessment.

e 41 care recipients were excluded because they were absent from.the service.

Additional reporting
\
Method of ?io QO @r}g category
administration D\ \ (@
Excellent Good Moderate Poor Very poor Total

Self-reported 261 180 101 17 3 562
Interview 545 442 357 88 9 1441
administered
Proxy 181 103 103 47 4 438
completion

8.2.1 Pilot average and frequency of distribution

Overall, services reported a pilot average of 71.41 per cent of care recipients who reported ‘good’ or ‘excellent’ quality of
life. Figure 48 shows the range of service responses for care recipients who reported ‘good’ or ‘excellent’ quality of life was
between 28.57 per cent and 100.00 percent. The majority of service responses were high, with only four services reporting
a prevalence of less than 40.00 per cent.
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Figure 48 Percentage of care recipients who report ‘good’ or ‘excellent’ quality of life (n=74)

100%
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40%

=il
0

74 submissions

ES

The majority of care recipients reported quality of life through interview completion of the QoL-ACC survey(64.33 per cent).
Several services reported due to the short timeframe for completing the quality of life quality indicator, many individuals
were unable to complete proxy surveys on time. The low number of proxy completion may explain the large number of care
recipients excluded because they (of their proxy) withheld consent to complete a quality of life assessment.

The breakdown of survey responses across the three methods of completion is-'shown in Table 17.

Table 17: Percentage of care recipients who reported quality of life, reported againstthree methods of completion (n=74)

Method of completion

Self-completion 21.07%
Interview administered 64.33%
Proxy-completion 14.59%

On average, 6.34 per cent of care recipients ata service reported a ‘poor’ or ‘very poor’ quality of life while 41.00 per cent of
care recipients reported an 'excellent’ quality of life. The breakdown of average scores against the five QoL-ACC scoring
categories is shown in Figure 49. These results indicate the percentage of care recipients who reported ‘good’ or ‘excellent’
quality of life was consistently higher for.interview-administered completion than for self-completion. Similarly, the
percentage of care recipients who reported ‘good’ or ‘excellent’ quality of life via proxy completion was typically lower than
via self-completion.
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Service geographical classification

Variation was observed across pilot results when comparing services located in different geographical classifications. The
percentage of care recipients who report ‘good’ or ‘excellent’ quality of life ranged from 69.38 per cent to 73.60 per cent for

metropolitan, rural and remote services (as shown in Figure 51).

Figure 51 Percentage of care recipients who report ‘good’ or ‘excellent’ quality of life by geographical classification (n=74)

69.38% care recipients who report ‘good’ or ‘excellent’ quality of life in metropolitan services

72.62% care recipients who report ‘good’ or ‘excellent’ quality of life in rural services

73.60% care recipients who report ‘good’ or ‘excellent’ quality of life in remote services

Service size

Variation was observed when comparing the reported quality of life quality indicator values with-the size of the service —
measured by the number of residential aged care places and number of employees (FTE). This is.illustrated in Figure 52

and Figure 53 respectively.

Figure 52 Average percentage of care recipients who report ‘good7orexcellent’\quality of life by number of residential aged

care places (n=74)
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Figure 53 Average percentage of care recipients who report ‘good’ or ‘excellent’ quality of life by number of employees
(FTE) (n=74)
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Service type

The percentage of care recipients who report ‘good’ or ‘excellent’ quality of life showed slight variance across services
types. As shown in Figure 55, the percentage of care recipients who report ‘good’ or ‘excellent’ quality of life in Government
services was the largest at 83.40 per cent when compared to.other service types which reported values between 72.23 per

cent (private services) and 68.28 (not for profit).

Figure 54 Average percentage of care recipients whe,report ‘gead’ or_‘€xcellent’ quality of life by service type (n=74)
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8.3 Pilot data analysis (qualitative)

8.3.1 Collection of quality indicator data

e  Some services (26 per cent) used multiple roles within their workforce for the collection and reporting of this quality

indicator.

e The most common roles for data collation included governance team members (35 per cent), nursing staff (34 per
cent), lifestyle and wellbeing staff (26 per cent), and directors/managers (25 per cent). A small number of service
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providers used care staff (4 per cent), administration staff (3 per cent) and volunteers (3 per cent). One service

provider used an occupational therapist and one used student nurses (supported by nursing staff).

Reported completion time ranged between 30 minutes to 100 hours (see Figure 55). On average services
approximated collection and reporting took 24 minutes per care recipient or 13.1 hours per service, with a median

of 6.1 hours. Self-completed surveys on average took less time.

92 per cent of services reported the supporting materials for the quality of life quality indicator provided clear

instructions for collecting and reporting data.
84 per cent of services used the data recording template to support data collection.

Nearly a quarter of service providers reported they did not believe amendments were required to assist with data

collection. The remaining three-quarters suggested enhancements could include:
0 improvements to supporting materials (e.g. score sheets included with interview questions)
o0 consideration to a sampling methodology rather than assessing-all care recipients
o a simplified assessment tool with fewer questions for care recipients, incorporated.into daily operations

o distinguishing between consent withheld by the care recipient versus consent withheld by their proxy in

the quality indicator specifications

o three services advocated for additional staff resources to assist with data collection and reporting.

Figure 55 Time taken (hours) to collect and report on the”quality oflife quality indieator (n = 66)
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8.3.2 Feasibility of quality indicator collection and reporting

69 per cent of services reported they were collecting and monitoring quality of life data prior to the pilot. Some
services noted this meant the collection of data for this quality indicator was duplicative and added additional

burden to both staff and care recipients.

27 per cent of services reported the data collected for the quality of life quality indicator was available through care

records or systems, while 64 per cent noted it was not.

71 per cent of services reported the quality of life quality indicator provided meaningful information could inform

service-level quality improvement.
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e 70 per cent of services reported the quality of life quality indicator provided actionable insights to improve an
individual’s care. Some services commented it would be difficult to link actionable improvements to the questions

in the survey as they were too general in nature.

e 50 per cent of services reported quarterly reporting of this quality of life quality indicator was feasible for their
organisation. Others suggested consideration should be given to bi-annual collection rather than quarterly due to

the resource demands and willingness of care recipients to complete the survey.
e 49 per cent of services report additional resources and support were required to make quarterly reporting of this
quality of life quality indicator feasible.
8.3.3 Quality of life assessment tool
e 87 per cent of service providers reported the QoL-ACC assessment tool was easy to-.understand and complete:
e Additional feedback from services on the QoL-ACC assessment tool notes:

0 some services suggested the tool was not culturally appropriate for’/Aboriginal’'and-Torres Strait Islander
care recipients (e.g. difficulties gaining proxy feedback from.individuals located.in regional and remote

regions)
o0 concerns regarding the subjectivity of proxy completion of the survey

o the format of the form was not user friendly (e:g. there was no contextual information provided around the

purpose of the survey and the font was too-small for older people).

e 19 per cent of services reported their service was using the QoL-ACC assessment tool to complete quality of life
assessments prior to the pilot. Services who reported they were not using the QoL-ACC assessment tool prior to

the pilot said they were using the following tools:
0 Internally developed survey
0 Long-term care quality of life scale (LTC-QoL)
0  Adult Social Care Outcomes Toolkit (ASCOT)
0 Personal Wellbeing Index (PWI) survey.

e 14 per cent of services reported specific training was required to familiarise staff with the QoL-ACC assessment

tool.

8.4 Next steps

A post-pilot TEG meeting was held to seek technical expertise in relation to pilot results for each of the quality indicators to

support the presentation of findings in the final report.

The following guiding questions were provided to members to support consideration of the pilot quality indicators and their

potential inclusion in the QI Program:
1. Are the pilot results as expected (e.g. considering reported frequency of distribution and variation in results)?
2. Do you think the results support the inclusion of the quality indicator in the QI Program?
3.  What, if any, changes should be considered if the quality indicator is to be included in the QI Program?

4. What else is needed to support services with understanding and quality improvement for these quality indicators?

Expansion of quality indicators for residential aged care
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5.

Are there any other comments about this quality indicator domain?

The Technical Expert Group was also invited to consider technical questions in relation to quality of life, including:

Are the scoring brackets correct or should these be adjusted?

Should all three groups (self, interview and proxy administered) still be collected? If so, is consideration required

for adjusting proxy administered scores? Is this better addressed through the methodology?
What recommendations should be provided for interview administered assessments to decrease collection bias?
Should quarterly collection remain? Or should bi-annual collection be considered?

Could implementing a sampling methodology rather than surveying all care support initial implementation? How
could collection of a random sample be ensured?

How can we ensure the quality indicator is relevant for specific cohorts, including culturally diverse groups?

Should both quality of life and consumer experience quality indicators be.considered for implementation?

Findings from the post-pilot Technical Expert Group meeting are summarised in.the Expansion of quality indicators for

residential aged care — Technical Expert Group post-pilot summary.
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QI Program considerations

e When asked what additional material could be provided to support quality indicator reporting under the Ql
Program, services suggested the following:

o further information to provide to proxies to support proxy completion of QCE-ACC and QoL-ACC
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o  When asked what made the quality indicators di i s reported the following:

o
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Meeting purpose and structure

Meeting purpose

The purpose of the Technical Expert Group (TEG) meeting is to share consolidated results from the pilot, focus on outstanding issues, and seek feedback on the
technical aspects of potential quality indicators to be considered for implementation in the QI Program.

Meeting structure

The detailed information and analysis from the pilot, contained within this briefing paper, will be used to support a discussion. The meeting will cover project
context first, followed by a deep dive into each of the piloted quality of care domains. Within each domain the following three criteria and actions will be covered:
1. Quantitative findings: An overview of the quantitative analysis of the data submitted by pilot participants.

2. Qualitative findings: An overview of the qualitative analysis from pilot feedback survey submissions and direct feedback from conversations with services
through the pilot support functions (hotline and mailbox).

3. Questions for discussion: Key questions for TEG consideration and adyvice.

Decisions made earlier in the project will not be revisited with discussion focusing on pilot results and consideration of the quantitative and qualitative findings
relating to the QI Program more broadly.

A detailed meeting agenda is available in Appendix A and a list of TEG members in Appendix B. A copy of the Pilot handbook was provided separately to support
the findings and analysis included in this briefing paper, please note this is not required reading. If you require any further information in advance of the meeting on
the 20 May 2022, please email s47F cCyY UV O-
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Pilot objectives and approach

Pilot objectives

The key objectives of the pilot were to examine the:

relevance, appropriateness, and usability of the piloted quality indicators for the purposes of the
Ql Program

feasibility of data capture and collection processes, including implications for residential aged
care services

accessibility and utility of the support materials, including opportunities for enhancement
data collection preferences

enablers for implementation and lessons for consideration in the further expansion of the Ql
Program.

An additional pilot objective related to user experience (Ux) testing to inform the IT build for data
submission in the My Aged Care Provider Portal environment.

Pilot data analysis approach

Quantitative analysis

Quality assurance was undertaken on the raw quantitative data submitted by-participants, including:

 identifying transcription errors (e.g. negative numbers, key mistakes)

* manually validating unusual or ‘suspect’ data entries against comments and data submitted in

other quality indicators (e.g. significant variation in the number of care recipients assessed
between quality indicators)

 identifying reporting errors (e.g. instances where services.reported a larger numerator than

denominator or a larger number of care recipients assessed for the additional reporting
measure)

+ identification of any remaining outlier data that was not amended through previous quality

assurance processes

Expansion of the QI Program
PwC

Pilot data analysis approach (continued)

» verbal confirmation with the service to verify outliers and possible data entry errors, prior to
making adjustments to raw data.

The following analysis was completed for each quality indicator:

» calculation‘of summary statistics (e.g. pilot averages, median, range, and standard deviations)
+ analysis.of quality indicator-data based on participant demographics

» graphical representation of relevant data for each quality indicator

. analysis of emerging key insights for each quality indicator.

Qualitative analysis

Qualitative data was primarily gathered through the pilot feedback surveys, with the following
analysis-undertaken:

» -quantification of responses for each binary survey question
» thematic coding of free text responses related to individual quality indicators

» areview of ad hoc feedback received through the hotline and mailbox; cross checked against
themes identified in the pilot feedback surveys

* manual verification with services where further clarity was needed on qualitative data provided

» a selection of illustrative qualitative data for key insights, including identification of quotes from
services in free text responses

» an analysis of emerging key insights from the data for each quality indicator.
Synthesis of pilot data and insights

Key insights from quantitative and qualitative data were analysed for each quality indicator and
results categorised against the objectives of the pilot.






Pilot participants

. i i Participants by number of residential@aged care.places (beds) (n = 131)
Pilot sampling (continued)

: : . . , 40% S>>\
+ Atleast one residential aged care service from each state and territory participated in the pilot. ’
« The target number of services for remote population was exceeded by 4 per cent. The 30% AV 'a\
participation target for the remote population reflects the geographic spread and population 26.0%
density in Australia.
20% 19.1%
PA [ @ <N
» The participation of private residential aged care providers was 24 per cent lower than the 13.7%
target percentage. 11.5% :
, . o S 10%
» Services were broadly diverse in size, measured by the number of residential aged care
places and the number of employees (FTE).
0%,
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Quality of life

- E“ Key considerations for the TEG

» Are the scoring brackets correct or should these be adjusted?

« Should all three groups (self, interview and proxy administered) still be collected? If so, is consideration required for
adjusting proxy administered scores? Is this better addressed through the methodology?

+  What recommendations should be provided for interview administered assessments to decrease collection bias?
+ Should quarterly collection remain? Or should bi-annual collection be considered?

+ Could implementing a sampling methodology rather than surveying all care support initial implementation? How could
collection of a random sample be ensured?

+ How can we ensure the quality indicator is relevant for specific cohorts, including culturally diverse groups?

« Should both consumer experience and quality of life quality indicators be considered for implementation?

- 5 Questions for discussion

Are the pilot results as expected (e.g. considering reported frequency of distribution and variation in results)?

Do you think the results support the inclusion of the quality indicator in the QI Program?

What, if any, changes should be considered if the quality indicator is to be included in the QI Program?

What else is needed to support services with understanding and quality improvement for these quality indicators?

Are there any other comments about this quality indicator domain?
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Appendix D: service demographics (1 of 2)

Pilot sampling

The eligible cohort for the pilot was all services in Australia that provide residential aged care services. The target pilot recruitment sample was comprised of 165
services, reflecting approximately 4-6 per cent of the approx. 2,700 residential aged care services nationally. Targets for demographic characteristics of the 165 services
were set with the aim of recruiting services that could be considered broadly reflective of the characteristics of the total service population across Australia. This

enabled findings from the pilot to be abstracted more appropriately to the total sample of services in Australia, including those with diverse characteristics.

The selected sampling frame was based on targets informed by the national distribution of service demographic groups, derived using Australian Institute of Health and
Welfare GEN Aged Care Data (Aged care service list). These targets included geographic classification (e.g. metropolitan, rural or remote), location (e.g. New South

Wales, Victoria, Tasmania), provider size (e.g. number of places, number of employees), service type and structure (e.g. not for profit, private, government based).

Pilot participants by location Pilot participants by geographic classification

Total registrants 71 Geographical classification Metropolitan Remote Total
Total submissions 14 55 4 31 2 13 7 5 131

Total registrants 97 77 11 185
Submissions as
percentage of total 11% 42% 3% 24% 2% 10% 5% 4% 100% Total submissions 66 57 8 131

sample

Submissions as percentage of total
; 50% 44% 6% 100
ARl 70 32% 1% 28% 3% 9% 1% 9%  100%
percentage
Sampling frame target percentage 63% 36% 2% 101%*
distribution (approx.) Population distribution (approx.) 1,701 972 54 2,727

Submissions as a Subrr;ist.sions as a percentage of the 4% 6% 15% 59
percentage of the 3% 6% 15% 4% 3% 5% 3% 2% 5% population

5 population

* NOTE: due to rounding, some figures do not add up to 100% and total population does not add to 2,700 53



Page 54 of 55

Appendix D: Service demographics (2 of 2)

Pilot participants by service type

Pilot participants by number of residential aged care*places (residents)

Total registrants Total registrants 185

Total submissions 15 103 13 131 Total submissions 15 39 34 18 25 131

Submissions as

Submissions as percentage of total 1% 31% 25% 14% 19% 100%
percentage of 12% 79% 10% 101% * sample

total sample

Sampling frame

21% 24% 18% 30% 6% 99%*
Gl G target percentage
9% 57% 34% 100% P lati
target percentage W 567 648 489 810 162 2,676%
distribution (approx.) ’
Population Submissi
distribution 243 1,539 918 2,700 e, G
percentage of the 3% 6% 7% 2% 2% 5%
(approx.) .
population
Submissions as a
percentage of the 6% 7% 1% 5% Rilot participants by number of employees (FTE)

population

[ T T T Y T

* . H . 0, .
NOTE: due to rounding, some figures do not add up to 100% and total population does not add to. 2,700 Total registrants 185

Total submissions 12 20 15 13 16 55 131
Submissions as
percentage of total 9% 15% 12% 10% 12% 42% 100%
sample
Sampling frame target

5% 10% 10% 10% 15% 50% 100%
percentage
Population 135 270 270 270 405 1350 2,700

distribution (approx.)

Submissions as a
percentage of the 9% 7% 6% 5% 4% 4% 5%
population
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Disclaimer

This Technical Expert Group post-pilot summary report is not intended to be used by anyone other than the Department of
Health.

We prepared this document solely for the Department of Health’s use and benefit in accordance with and for the purpose
set out in the Work Order with the Department of Health dated 23 September 2021. In doing so, we acted exclusively for
Department of Health and considered no-one else’s interests.

We accept no responsibility, duty or liability:
e to anyone other than the Department of Health in connection with this summary report

e to Department of Health for the consequences of using or relying on.it for a purpose other than that referred to
above.

We make no representation concerning the appropriateness of this summary for-anyone otherthan the Department of

Health. If anyone other than the Department of Health chooses to use or rely on it they do-so at their own risk.

This disclaimer applies:

e to the maximum extent permitted by law and, without limitation, to liability arising in negligence or under statute;
and

e even if we consent to anyone other than the Department of Health receiving or using this summary report.

Liability limited by a scheme approved under Professional Standards legislation.

PwC
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1. Overview and context

1.1 Project overview

The Australian Government Department of Health (the Department) engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of Senior Australians (ROSA) to assist in the development of quality indicators for residential aged care. The
project is intended to guide the further expansion of the National Aged Care Mandatory Quality Indicator Program (Ql

Program).
The overall aims of the QI Program are to:

e provide older people with information about the quality of aged care services when making choices about their

care
e support aged care services to measure, monitor, compare and improve‘the quality of their services

e provide the government with system-level measures of quality in aged care and an evidence-base to inform policy

and regulation.

The consortium has been engaged to identify, assess, and pilot evidence based quality-indicators across five quality of care
domains and examine the use of consumer experience and quality of life (CEQOL) assessment tools. The project
commenced in September 2021 and is scheduled to be completed in June 2022.

1.2 Purpose of this report

A final Technical Expert Group (TEG) meeting was held on Friday. 20 May 2022 (see Appendix A for membership details).
The purpose of the meeting was to seek technical expertise in relation to findings from the residential aged care quality

indicator pilot to inform expansion of the QI Program.

The Pilot handbook and meeting slide deck was provided to members as pre-reading to members. This outlined detailed
information on the quality indicators selected for pilot, including the technical specifications, data collection methods and a
summary of the quantitiative and qualitative pilot findings. The following guiding questions were provided to members to

support consideration.of the pilot quality-indicators for potential inclusion in the QI Program:

1. Are the pilot results‘as expected for each quality indicator (e.g. considering reported frequency of distribution and

variation in results)?
2.. Do the results support the inclusion of the quality indicator in the QI Program?
3. “What, if any, changes should be considered if the quality indicator is to be included in the QI Program?
4. What else is needed to support services with understanding and quality improvement for these quality indicators?
5. Are there any other comments about this quality indicator domain?

The feedback from the TEG on each of the piloted quality indicators is summarised in this report under each quality of care

domain.
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1.3 Overview of project stages completed prior to the Post-pilot Technical Expert
Group meeting

1.3.1 Evidence review

A review of national and international literature identified 13 quality of care domains (not already included in the

QI Program) and 175 quality indicators for consideration in the expansion of the QI Program in residential aged care. Each
quality of care domain was ranked based on a quantitative assessment. The quality indicators within the top 10 ranked
domains were assessed against the US National Quality Forum criteria modified for the Australian aged care and quality
indicator context, including two additional criteria proposed by the consortium and agreed to by the Department on

attribution and value to the QI Program.

CEQOL was excluded from the evidence review due to work completed in this area by a separate Department appointed
consortium. Flinders University conducted a comprehensive evidence review of validated tools to measure quality of life,

consumer experience and consumer satisfaction in aged care’.

1.3.2 Stakeholder consultations

The purpose of consultation was to seek feedback from relevant stakeholders on the preferred quality of care domains,
quality indicators and CEQOL assessment tools for inclusion in the QI Program. Senior Australians, their families and
representatives, residential aged care service providers, peak bodies, government agencies, individual aged care, and
health and medical professionals were invited to contibute through-virtual-workshops and written submissions.

Stakeholder consultations were supported by two consultation papers, publicy available on the PwC project website:

 Expansion of the residential aged care quality indicators consultation paper, and

 Expansion of the residential aged care quality indicators consultation paper for senior Australians. representatives.

families and carers.

Consultation papers summarised the highest ranked quality of care domains (see Table 1 below) and associated quality
indicators, from the evidence review and the Flinder’'s University led CEQOL evidence review.

Table 1 List of highest ranked'quality of care demains

s22 O\) Q N Q‘\ :

\2\@ Consumer experience and quality of life (not ranked)

1 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer
experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.
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Virtual consultation

Stakeholders registered for virtual consultation sessions via PwC website, with links to the registration form distributed
through the residential aged care project email and via the Department's Engagement Hub. A total of 31 residential aged

care virtual consultations were conducted with stakeholders:

e 20 workshops across the eight quality of care domains (at least two sessions were held per domain, with additional
sessions held where registration numbers were high)

e 4 workshops for senior Australians, their families and representatives

e 4 workshops focused on the CEQOL assessment tools

e 3 workshops held with the aged care peaks, the Sector Reference Group and the Consumer Reference Group.

In each virtual consultation, attendees were asked to complete a short poll to provide feedback-on the quality of care

domains and presented quality indicators most important to them.
Written consultation

Three targeted consultation surveys were published to seek written stakeholder feedback. Surveys were tailored to the
audiences, senior Australians, their families and representatives; residential aged care services; and peak bodies,

government and other agencies. 80 written responses were recieved from stakeholders:

e 27 from senior Australians, their families and representatives
e 30 from residential aged care services

e 23 from peak bodies, government and other agencies.
In addition, 9 organisations provided standalone written submissions outside the survey process.
1.3.3 Pre-pilot Technical Expert Group

The purpose of the pre-pilot TEG meeting was to seek technical feedback on the quality of care indicators for pilot as
identified through the evidence review and consultation process: Prior to the TEG meeting, a briefing paper was circulated
outlining the short list of quality of care domains and associated quality indicators favoured by stakeholders for inclusion in

the QI Program. Feedback was obtained from the TEG via an online survey between 13 — 19 January 2022.
The pre-pilot TEG meeting convened-on 24 January 2022 with the objectives of:

e sharing consolidated feedback from the online survey

e focussing discussion on divergent and outstanding issues

e _seeking technical advice on the quality of care domains and potential quality indicators to be considered for pilot.
1.3.4 Quality indicator specifications review

Following the pre-pilot TEG meeting, a rapid review of quality indicator specifications was undertaken by the consortium to
provide additional information to refine the proposed quality indicators and inform the Department’s selection of pilot quality

indicators. A review was conducted against each of the potential quality indicators, with regard to:
e relevance to best clinical practice

o likely psychometric properties (face validity, reliability, responsiveness to change, ability of services to influence

results)

o feasibility of implementation (availability of existing measures, data collection burden)
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1.3.5 Department presentation

The purpose of the Department presentation was to inform the selection of quality indicators and CEQOL measures for
pilot. On 7 February 2022 PwC presented the findings from the evidence review, aged care stakeholder consultations and
the TEG consultation to representatives from the Department, the Aged Care Quality and Safety Commission, the
Australian Institute of Health and Welfare, as well as the PwC consortium. The presentation informed discussions to guide

the Department’s selection of the pilot quality indicators.
1.3.6 Selection of pilot quality indicators
Following the Department presentation, quality indicators, as outlined in Table 2, were selected for pilot.

Table 2 Quality indicators selected for pilot

Domain Quality indicator

Quality of life Percentage of care recipients who report ‘good or ‘excellent’ quality of life

1.3.7 Pilot

A six-weeK pilot was conducted from 21 March 2022 to 29 April 2022 to test the selected quality indicators across four
quality of care domains, and consumer experience and quality of life. The pilot sought to collect data from a nationally
representative sample of at least 165 residential aged care services, achieved through recruitment of a diverse range of
services across different jurisdictions and geographical distrbiution areas, and of different types and sizes.

During the pilot, participating services were-asked to collect data for each eligible care recipient at their service for all pilot
quality indicators. In addition to collecting quantitative data, participants were also asked to provide written feedback on
their experiences to support the key objectives of the pilot including examining:

e _.relevance; appropriateness, and usability of the piloted quality indicators for the purposes of the QI Program
« . feasibility of data capture and collection processes, including implications for residential aged care services
e accessibility and utility of the support materials, including opportunities for enhancement

» data collection preferences

e enablers for implementation and lessons for consideration in the further expansion of the QI Program.

An additional pilot objective related to conducting user experience (Ux) testing to inform the IT build for data submission in

the My Aged Care Provider Portal environment.
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o ‘Very poor’ (care recipients who score between 0-7).

e Care recipients who reported quality of life through proxy-completion of the
QoL-ACC six question survey:

o ‘Excellent’ (care recipients who score between 22-24)

o ‘Good’ (care recipients who score between 19-21)

o ‘Moderate’ (care recipients who score between 14-18)
o ‘Poor’ (care recipients who score between 8-13)
o ‘Very poor’ (care recipients who score between 0-7):

Exclusions

e Care recipients who withheld consent to complete a quality of life assessment
during the entire assessment period.

e Care recipients who were absent from the service for the entire assessment
period.

7.2. Summary of pilot results

A summary of the quality of life results and feedback obtained through the pilot and post-pilot surveys is outlined in Figure
11 and Figure 12.

Figure 11 Summary of quality of life quantitative piletresults

From the 74 data submissions received for the quality of life quality indicator:

Pilot average quality indicator value

e The average reported percentage of care recipients who reported ‘good’ or ‘excellent’ quality of life was 71.41
per cent, and the median was 74.33 per cent.

Summary totals
e 2,441 care recipients were assessed for the quality of life quality indicator.
e . 1,712 care recipients reported ‘good’ or ‘excellent’ quality of life.
Exclusions
e 1,346 care recipients were excluded because they withheld consent to complete a quality of life assessment.
e 41 care recipients were excluded because they were absent from the service.

Additional reporting

Method of Scoring category
administration

Excellent Good Moderate Poor Very poor Total

28
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Self-reported 261 180 101 17 562
Interview 545 442 357 88 1441
administered

Proxy 181 103 103 47 438
completion

Figure 12 Summary of quality of life qualitative pilot results

From the 74 data submissions received for the quality of life quality indicator:

69 per cent of services reported data was being collected on quality of life prior to the pilot, with 19 per cent
already using the QoL-ACC tool. Other quality of life assessment tools in.use included internally

developed surveys, Long Term Care Quality of Life Scale, the Adult Social Care Outcomes Toolkit, the Personal

Wellbeing Index, World Health Organisation Quality of Life assessment, and the Quality of Life in Late-Stage
Dementia scale.

26 per cent of services used multiple staff roles to collect data, with the most.common staff roles
being governance team members, nursing staff, lifestyle / wellbeing staff, and directors / managers, while a
small number used administrative staff and volunteers.

Average time to collect and report on quality of life was 13.1"hours (median of 6.1 hours) per service,
which equated to approximately 24/minutes per care recipient.

Feedback on the QoL-ACC tool suggested it was not culturally appropriate for Aboriginal and Torres Strait
Islander care recipients or suitable for people with cognitive impairment where capacity is not retained for self-
report; improvements would be required to make it more user-friendly (i.e. larger font) and further resources
would support quality.improvement.

Some services advocated for a sampling methodology and bi-annual reporting.

7.3 Technical Expert Group feedback on the quality of life quality indicator

In addition to the broad questions posed to the TEG in the briefing paper, the following quality of life quality indicator

specific questions were provided to members for consideration.

Are the scoring brackets correct or should these be adjusted?

Should all three groups (self, interview and proxy administered) still be collected? If so, is consideration required
for adjusting proxy administered scores? Is this better addressed through the methodology?

What recommendations should be provided for interview administered assessments to decrease collection bias?

Should quarterly collection remain? Or should bi-annual collection be considered?

Could implementing a sampling methodology rather than surveying all care support initial implementation? How
could collection of a random sample be ensured?
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How can we ensure the quality indicator is relevant for specific cohorts, including culturally diverse groups?

Should both quality of life and consumer experience quality indicators be considered for implementation?

A summary of TEG feedback is detailed in Table 14.

Table 14 Summary of Technical Expert Group feedback on quality of life

Technical Expert Group feedback

The prevalence of care recipients who reported 'good' or 'excellent’ quality of life was higher than anticipated,
with limited variation in results across services.

The higher than expected scores may reflect sample bias and the recruitment of higher performing services.

The five QoL-ACC scoring categories for quality of life require further consideration to ensure the frequency of
distribution provides scope for services to improve over time and for consumers to compare and contrast
services.

Results across the three modes of administration (self-completion, interview administered and proxy-
completion) indicate potential collection bias. The testing instrument needs to be accompanied by appropriate
information to support administration and be reported separately across three categories for accurate
comparison and interpretation.

Training and supporting materials are important, particularly for interviewers and proxies to reduce
collection bias and inconsistencies between reported values across the three modes of administration.

Online survey collection and digitised tools could support improved response rates and allow care recipients' to
provide more truthful answers; however, there are practical challenges with digital methods of collection for
senior Australians and their proxies.

There is a preference for.independent assessment and an alternative workforce should be considered,
particularly prior to future publication of data. A TEG member suggested pharmacists soon to be embedded in
residential aged care could provide support. It was acknowledged this would increase the costs of data

collection and may take away from alternative uses of expertise.

7.4 Conclusion

The TEG considered the pilot results, noting reported quality indicator values of ‘good’ or ‘excellent’ quality of life were

higher than expected, the variation in results across services was lower than expected, and the results may reflect sample

bias. There was discussion that the QoL-ACC scoring categories tested in the pilot require further assessment, to ensure

they support services to monitor performance in quality of life and provide consumers with useful information over the long

term. TEG members agreed the pilot results also suggest inconsistencies in the reported quality of life values across the

modes of administration (self-completed, interview administered and proxy-completed).

Overall, there was agreement the pilot results provided some supporting evidence a quality of life quality indicator with

maodifications, and accompanied by appropriate resources, could produce meaningful data to support quality improvement

across the sector, and as a result may be appropriate for inclusion in the QI Program.
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Disclaimer

This final report (this document) is not intended to be read or used by anyone other than the Department of Health and
Aged Care (the department).

We prepared this document solely for the department’s use and benefit in accordance with and for the purpose set out in
our engagement letter with the department dated 23 September 2021. In doing so, we acted exclusively for the department
and considered no-one else’s interests.

We make no representation concerning the appropriateness of this document for anyone other than the department. If

anyone other than the department chooses to use or rely on it, they do so at their own risk.

Liability limited by a scheme approved under Professional Standards legislation.
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1.1 Project overview

The Australian Government Department of Health and Aged Care (the department) engaged a consortium consisting of
PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of Queensland (UQ CHSR) and
the Registry of Senior Australians (ROSA) to assist in the development of quality indicators for residential aged care. The
project intends to guide the further expansion of the National Aged Care Mandatory Quality Indicator Program (Ql

Program).

The overall aims of the QI Program are to:

e provide older people with information about the quality of aged care services when making choices about their care
e support aged care services to measure, monitor, compare and improve the quality of their services

e provide the government with system-level measures of quality in aged care and an evidence-base to inform policy and

regulation.

The consortium was engaged to identify, assess, and pilot evidence based quality indicators across quality of care domains
and examine the use of consumer experience and quality of life (CEQOL) assessment tools. The project commenced in
September 2021 and concluded in June 2022.

1.2 Overview of project stages

Figure 1 provides a summary of the project’s four phases and the sequencing of each phase.

Expansion of quality indicators for residential aged care
PwC 2
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1.21 Evidence review
A rapid, targeted review of national and international literature was undertaken to identify evidence-based quality of care

domains and quality indicators for possible expansion of the QI Program for residential aged care.

This review identified 175 quality indicators across the following 13 quality of care domains (listed in alphabetical order):

e Behavioural symptoms e Mortality

¢ Cognition ¢ Medications (not already included in QI Program)
e Continence e Pain

e Depression e Palliative care

¢ Function and activities of daily living (ADLs) e Service delivery and care planning

e Hospitalisation o Wait times.

e Infection control

Each quality of care domain was ranked based on a quantitative assessment. From the top 10 ranked-quality of care
domains a total of 165 quality indicators were identified. Each of the quality indicators were assessed against the US
National Quality Forum criteria modified for the Australian aged care context, including additional criteria on attribution and
value to the QI Program. Quality indicators within each domain were then ranked in order of priority based on the evidence
(e.g. the first five criteria) and value to the QI Program using a prioritisation. matrix. An overview of the evidence review

methodology is provided in Figure 2 overleaf.

Consumer experience and quality of life (CEQOL) was excluded from the evidence review due to work completed by a

separate department appointed consortium. Flinders University conducted a comprehensive evidence review of validated

tools to measure quality of life, consumer experience and-consumer satisfaction in aged care.

The methodology, analysis and findings of the evidence review were synthesised into the Expansion of quality indicators for

residential aged care — Evidence review summary report. This is provided at Attachment A.

1 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer
experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.

Expansion of quality indicators for residential aged care
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1.2.2 Aged care stakeholder consultations

The purpose of consultation was to seek feedback from stakeholders on the preferred quality of care domains, quality
indicators and CEQOL assessment tools for inclusion in the QI Program. Older Australians, their families and
representatives, residential aged care service providers, peak bodies, government agencies, individual aged care, and
health and medical professionals were invited to contibute through virtual workshops and written submissions.

Consultations were supported by two briefing papers, publicy available on the PwC project website:
 Expansion of quality indicators for residential aged care - Consultation paper (see Attachment B), and

 Expansion of quality indicators for residential aged care - Consultation paper for senior Australians, representatives,

families and carers (see Attachment C).

Consultation papers summarised the highest ranked quality of care domains (see Table 1 below) and-associated quality
indicators, from the evidence review and the Flinder’s University led CEQOL evidence review.

Table 1 List of highest ranked quality of care domains

$22 %V N~ ?‘U :
RAEORS
QS
/L :
% Consumer expenence and quality of life (not ranked)

Stakeholders registered for virtual consultation sessions via the stakeholder consultation registration form provided by direct

N\

Virtual consultation

email, the PwC website, and the department's Engagement Hub. Between 1 November and 16 December 2021 a total of 31
residential aged care virtual consultations were conducted with 412 stakeholders:

20 workshops across the eight quality of care domains (at least two sessions were held per domain, with additional
sessions held where registration numbers were high)

4 workshops specifically designed for older Australians, their families and representatives
* 4 workshops focused on the CEQOL assessment tools
« _1.dedicated workshop with aged care peak bodies

e  a Sector Reference Group meeting with aged care peak bodies, providers, academics and health and medical
professionals

o a Consumer Reference Group meeting with older Australians, their representatives and relevant peak bodies.

Written consultation

Three Qualtrics surveys were published to seek written stakeholder feedback. Surveys were tailored to the audiences -
older Australians, their families and representatives; residential aged care service providers; and peak bodies, government
and other agencies. Between 24 November and 15 December 2021 a total of 80 written responses were recieved from
stakeholders:

e 27 from older Australians, their families and representatives

Expansion of quality indicators for residential aged care
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¢ 30 from residential aged care service providers
e 23 from peak bodies, government and other agencies.
In addition, nine organisations provided standalone written submissions outside the survey process.

The outcomes of the consultation process were synthesised into the Expansion of quality indicators for residential aged care

— Consultation summary report. This is provided at Attachment D.

1.2.3 Pre-pilot Technical Expert Group

The purpose of the Technical Expert Group (TEG) was to present findings from the evidence review and consultation and
seek technical feedback on the quality of care domains and quality indicators for pilot. The TEG included a range of
technical experts.

Prior to the TEG meeting, a briefing paper was circulated outlining the short list of quality of care domains and-associated
quality indicators favoured by stakeholders for inclusion in the QI Program (see Attachment E). Feedback was obtained
from the TEG via an online survey between 13 — 19 January 2022.

The pre-pilot TEG meeting convened on 24 January 2022 with members providing advice to refine and better define the
identified quality indicators with respect to their technical specifications, including definitions, data capture tools, frequency
of data collection, exclusion criteria, and appropriateness to take forward.

The discussion and findings of the pre-pilot TEG meeting were synthesised into the Expansion of quality indicators for

residential aged care — Pre-pilot Technical Expert Group summary report. This is provided at Attachment F.

1.2.4 Quality indicator specifications review
Following the pre-pilot TEG meeting, a rapid review of quality indicator specifications was undertaken by the consortium to
provide additional information to further refine the proposed quality indicators and inform the department’s selection of pilot

quality indicators. A review was conducted against each of the potential quality indicators, with regard to:
e relevance to best clinical practice
e psychometric properties (face validity, reliability, responsiveness to change, ability of services to influence results)
o feasibility of implementation (availability of existing measures, data collection burden).

The findings of the review were synthesised into the Quality indicator specifications review. This is provided at Attachment
G.

1.2.5 Department presentation

The purpose of the Department presentation was to present findings to date to inform the selection of quality indicators and
CEQOL measures for pilot. On 7 February 2022, PwC presented the findings from the evidence review, aged care
stakeholder consultations and the pre-pilot TEG consultation to representatives from the department, the Aged Care Quality
and Safety Commission, the Australian Institute of Health and Welfare (AIHW), as well as the wider PwC consortium
partners. The presentation informed discussion to guide the department’s selection of the pilot quality indicators and was

supported by a pre-reading briefing document (see Attachment H).

A summary of the discussion at the Department presentation was synthesised into the Expansion of quality indicators for

residential aged care — Department presentation summary report. This is provided at Attachment I.

Expansion of quality indicators for residential aged care
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1.2.6 Residential aged care quality indicator pilot

Quality indicators selected for inclusion in the residential aged care pilot

The department selected the quality indicators for pilot following consideration of findings from the evidence review,
consultation and the pre-pilot TEG meeting,

Table 2 Quality indicators selected for pilot

s22
L D .</Q
Quality of life Percentage of care recipients who report ‘good or ‘excellent’ quality of life
Pilot purpose

A six-week pilot was conducted from 21 March 2022 to 29 April 2022 to test the selected quality indicators. The pilot sought
to collect data from a nationally representative sample of at least 165 residential aged care services, achieved through
recruitment of a diverse range of services.

The key objectives of the pilot were to examine the:
e relevance, appropriateness, and usability of the piloted quality indicators for the purposes of the QI Program
« feasibility of data capture and collection processes, including implications for residential aged care services
» accessibility and utility of the support materials, including opportunities for enhancement
e data collection preferences
* enablers for implementation and lessons for consideration in the further expansion of the QI Program.

An additional pilot objective related to conducting user experience (Ux) testing to inform the IT build for data submission in
the My Aged Care Provider Portal environment. The findings against this objective are captured in the Expansion of quality
indicators for residential aged care - User experience summary. This is provided at Attachment J.

Five key stages in the pilot methodology were developed, with Figure 3 on the next page highlighting key activities and
deliverables for each stage of the pilot.

Expansion of quality indicators for residential aged care
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Pilot promotion and recruitment
Pilot promotion commenced in October 2021 with a range of planned recruitment activities to ensure all residential aged
care services in Australia had an opportuinty to partcipate in the pilot. Activities built stakeholder awareness of the pilot, with

advertising materials desseminiated through various communications channels, including:
e adedicated PwC pilot website
e the Department of Health and Aged Care’s (the department) aged care sector newsletter
e the department's Engagement Hub
e direct email to Aged Care Engagement Database subscribers

e direct email to services who submitted an expression of interest to participate in the 2019 residential aged care
quality indicator pilot

e PwC consortium networks (e.g. direct email and LinkedIn posts).
Expressions of interest

Services interested in pilot participation were initially invited to submit a short online-expression of interest (EOI), capturing
key details about services, including points of contact for further communications.and additional information on the pilot

when available.

A total of 123 services submitted an EOI. While the majority were completed at the'individual service level, some providers

withheld service nomination until information on pilot timeframes and quality-indicators became available.
Pilot registrations

Formal pilot recruitment commenced in February 2022 following the department’s selection of the pilot quality indicators.
Services who completed an EOI were invited to submit a registration form, collecting service demographic information to

support appropriate sampling.

To further increase pilot participation, targeted phone calls and emails were made to:
e larger service providers to.encourage them to register multiple services in the pilot
e services who completed-an EOIlform but did not submit a pilot registration form

e services who participated in the 2020 residential aged care pilot.

On pilot commencement, a total of 185 services had formally registered in the pilot.

Pilot sampling.

Pilot promotion enabled recuirtment of a nationally representative sample to provide diverse and representative feedback
on the quality‘indicators. This was supported through a purposive stratification approach developed with a sampling frame
based on targets informed by the national distribution of residential aged care service demographic groups, derived using
AIHW GEN Aged Care Data.

The target pilot recruitment sample was comprised of at least 165 residential aged care services, reflecting approximately
4-6 per cent of the 2,700 residential aged care services nationally. Targets incorporated geographic classification

(e.g. metropolitan, rural or remote), location (e.g. New South Wales, Victoria, Tasmania), provider size (e.g. number of
places, number of employees), service type and structure (e.g. not for profit, private, government based), and prior

involvement in QI Program pilots.

Expansion of quality indicators for residential aged care
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Pilot demographics

All services registered for the pilot answered demographic questions when first accessing the data reporting portal.
Questions collected information relevant to the demographic groups in the sampling frame. All demographic groups in the

sampling frame were represented in the pilot sample, as summarised below.
Jurisdiction (see Figure 4):
o All states and territories were represented in the pilot.

e There was an underrepresentation of services from Queensland and Western Australia by approximately 6 per
cent and 5 per cent, respectively.

e Representation across other state and territories broadly aligned to the demographic targets:
Geographical classification (see Figure 5):

e There was an overrepresentation of around 8 per cent in rural services‘and an underrepresentation of around 13

per cent in metropolitan services.

¢ The number of remote services was low; however, the target number of services for remote population was
exceeded by 4 per cent.

Service type (see Figure 6):

e There was an underrepresentation of around 24 per cent in private services.

e There was an overrepresentation of around22 per cent in not for profit services.
Service size (number of staff and care recipient places) (see Figures 7 and 8):

e There was an underrepresentation for services with 75-99 care recipients and <25 care recipients by around 16

per cent and 10 percent respectively.

e Representation of service size-by number of employees at the service was broadly aligned with the target

percentages, except for 50+ FTE where.an underrepresentation of approximately 8 per cent was observed.

Figure 4 Pilot'sample (13} services)'and sampling frame target by State and Territory

Expansion of quality indicators for residential aged care
PwC 13
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Figure 5 Pilot sample (131 services) and sampling frame target by geographic classification

Figure 6 Pilot sample (131 services) and sampling frame target by service typ
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Pilot feedback survey submissions

Feedback surveys were made available to all participants in the data reporting portal, encouraging qualitative feedback on
the:

* relevance, appropriateness, and usability of the piloted quality indicators
e nature and implications of required data collection

e usefulness of pilot support materials

e usability of the data reporting portal

QI Program more broadly

o usefulness of the service reports.

The breakdown of qualitative data submissions received is outlined below.

Summary of qualitative pilot data

» 86 services submitted qualitative data by answering one or more of the pilot feedback surveys.

» The breakdown of the number of responses for each of the individual feedback surveys is outlined below:

s22

o Quality of life: 78

s22 N O\
Q
SO

Service reports

Service reports were made accessible via the data reporting portal on 9 May 2022, accompanied by a user guide to support
interpretation of pilot quality indicator data. The format of these reports was intentionally simple, using graphical illustrations
where possible, and provided a snapshot of pilot quality indicator results at an individual service and de-identified averages
across all pilot participants and service demographic groups. To maintain the confidentiality of pilot participants, filtering by
demographic groups could not be applied to a cohort of less than five services.

Services were invited to provide feedback on the usefulness of the service reports by completing a survey in the data
reporting portal.

Expansion of quality indicators for residential aged care
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Pilot data analysis

During the pilot, feedback was collected from participants on their experience and the extent to which the overarching QI

Program objectives and pilot objectives were met.

Quantitative analysis

Participants generated quantitative data through the submission of quality indicator data. Quality assurance was undertaken

on the raw quantitative data submitted by participants, including:
e identifying transcription errors (e.g. negative numbers, key mis-strokes)

¢ manually validating unusual or ‘suspect’ data entries against comments and data submitted-in-other quality

indicators (e.g. significant variation in the number of care recipients assessed between quality indicators)

e identifying reporting errors (e.g. instances where services reported a larger numerator than denominator. or a larger

number of care recipients assessed for the additional reporting measure)
e identification of any remaining outlier data that was not amended through previous-quality assurance processes

e verbal confirmation with the service to verify outliers and possible data entry errors, prior.to making any

adjustments to raw data.

Following the quality assurance process, the following analysis was completed for each quality indicator:

calculation of summary statistics (e.g. pilot averages, median; range, and standard deviations)

analysis of quality indicator values based on'demographics

graphical representation of relevant data for'each quality indicator
e analysis of emerging key insights for each quality indicator.
Qualitative analysis

Qualitative data was primarily gathered through the pilot feedback surveys, with a smaller volume of data generated through

the mailbox and telephone hotline support processes. The process for analysing this information included:

quantification-of responses for each binary survey question
e thematic coding of free text responses related to individual quality indicators

e areview ofad hoc feedback received through the hotline and mailbox; cross checked against themes identified in

the responses to the pilot feedback surveys
¢ manual verification with services where further clarity was needed on qualitative data provided

e aselection of illustrative qualitative data for key insights, including identification of quotes from services in free text

responses

e an analysis of emerging key insights from the data for each quality indicator.

Expansion of quality indicators for residential aged care
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Synthesis of pilot data

Key insights from quantitative and qualitative data were synthesised for each quality indicator. Discrepancies between
insights generated through qualitative and quantitative methods were identified and causes were considered. Where causes
could not be verified through other means, limitations or need for further investigation were identified. Triangulated results

were categorised against the pilot objectives. The following should be noted when considering the pilot data results:

e the quantitative findings for each quality indicator have been calculated using all data submissions received during
the pilot, including to determine whether:

o0 prevalence data supports inclusion in the QI Program
o frequency in variation provides meaningful differences between services
0 mean and median are as expected using current definitions.
o preferred tool for quality indicators with multiple assessment options (i.e. activities of daily living

e variations in the sample composition from demographic targets were identifed during analysis and.implications

were considered (however no statistical weighting was applied)

e the quantitative data was interpreted as an approximation of the range of results that: may be received against
each quality indicator to indicate whether this has the potential to'support the QI Program objectives, namely:

0 enabling services to monitor their performance and engage in quality improvement
o providing consumers with comparable information about quality in aged care
o the quantitative data was analysed alongside the qualitative results to assist in evaluating each pilot quality
indicator appropriateness for future inclusion in the QI.Program.
Pilot limitations

Participation rates due to the COVID-19 Omicron wave.in early 2022

e Participation rates were impacted by the rapid.escalation of the COVID-19 Omicron wave in early 2022 and the
associated workforce challenges experienced by the aged care sector. A significant proportion of care recipients
and staff in residential aged care services were affected by COVID-19, either through illness or quarantine and
isolation requirements. This resulted in increased demands on services to manage outbreaks and widespread staff

shortages across the sector.

Data collection immaturity

e - Datacollectionimmaturity results in limitations in:

o determining whether variation in quality indicator results is due to actual differences in quality of services,
or the influence of contextual information about the service (e.g. case mix, or measurement errors due to

lack of familiarity with the quality indicators and data collection requirements).

o establishing reference ranges for quality indicators or as a baseline to measure continuous improvement

or conduct trend analysis.

o0 drawing conclusions on the relative performance of services or demographic groups, with caution to be
exercised when considering the raw differences in values of quality indicators between services and by

service demographics.

Expansion of quality indicators for residential aged care
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The constraints of a single six-week pilot

e The pilot construct allowed for only one opportunity for services to collect data against each of the pilot quality
indicators (except for activities of daily living which required two assessments for each care recipient). As a result,
it was not possible to test if quality indicator results changed when pilot participants became more familiar with the

quality indicator specifications and the assessment tools through repeat measurements.

Voluntary pilot participation

e The pilot sought to recruit a diverse sample of services; however, all pilot participants self-nominated. There are
inherent limitations in a sample selected on a volunteer basis, known as volunteer bias. It is possible pilot
participants represented a cohort of services with organisational characteristics different from the broader cohort of
services who chose not to participate.

e Approximately 20 per cent of registered services reported they participated in the 2020 residential aged care
quality indicator pilot, reducing any potential bias or over-weighting of services who have previous experience with
a pilot.

A summary of the pilot approach is included in the Expansion of quality indicators for residential aged care — Post-pilot
analysis report. This is provided at Attachment K.

1.2.7 Post-pilot TEG meeting
The post-pilot TEG meeting was held on Friday 20 May 2022. The purpose of the meeting was to seek technical and clinical

expertise in relation to pilot findings and to discuss potential-considerations of the identified quality indicators for the future

expansion of the QI Program.

The Pilot handbook (see Attachment L) was provided as pre-reading to-members outlining detailed information about the
quality indicators selected for pilot, including the technical specifications and data collection methods. During the meeting,
a summary of the quantitiative and qualitative pilot findings was presented (see Attachment M). The following guiding
questions were provided to members to support consideration of the pilot quality indicators and their potential inclusion in

the QI Program:
1. Were the pilot results (e.g. the range and mean) for each of the quality indicator expected?
2. Do the quantitative results support the inclusion of any pilot quality indicators in the QI Program?
3. Do the qualitative results support the inclusion of any pilot quality indicators in the QI Program?
4. Are any changes required to the quality indicators to support their inclusion in the QI Program?

5. ~What else'is required to support services to understand the quality indicators and support data collection and
quality improvement activities?

The discussion and findings of the post-pilot TEG meeting has been synthesised into the Expansion of quality indicators for
residential aged care — Post-pilot Technical Expert Group summary report. This is provided at Attachment N.

1.2.8 Consortium consolidation workshop with the department and quality indicator assessment

A consortium-led consolidation workshop was held with the department on 31 May 2022. The overarching purpose of this
workshop was to discuss the outcomes and key considerations highlighted during the pilot and post-pilot TEG

meeting. Potential iterations to the technical specifications of the pilot quality indicators were discussed, identifying enablers

and barriers to support future QI Program implementation.

Expansion of quality indicators for residential aged care
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Quality indicator assessment

Following the consolidation process, each quality indicator was assessed for its ability to support the objectives of the Ql

Program and its readiness for implementation.

The process and findings summarised in this report are aligned to the assessment approach that supported the expansion
of the QI Program in 2020. Two ratings are used to show the consortium’s assessment of each quality indicator’s ability to

support the objectives of the QI Program.

The quality indicator is suitable to support the QI Program’s objectives and is ready to move into the

implementation phase.

The quality indicator is not suitable to support the QI Program’s objectives or requires substantial work for it to be

ready to move into the implementation phase.

The quality indicators have been assessed against revised quality indicator technical specifications, developed using pilot

feedback, technical expert guidance in the post-pilot TEG meeting and through the consolidation process.

It is anticipated future inclusion of these quality indicators as part of the QI Program -would be supported by several

preparatory activities to ensure successful implementation. These include activities and further consideration relating to:

e communication and engagement activities with residential aged care services to support introduction of any new

quality indicators

e revisions to the QI Program resources (e.g. the Ql Program Manual — Part A, Part B, Ql Program Data Recording

Templates, Quick Reference Guides, Frequently Asked Questions,.and QI Program interactive modules)

e continued development of mechanisms and.capacity-building.initiatives to support services to reliably collect

quality indicator data
e consideration of a staggered introduction.of new quality indicators or an initial period of voluntarily reporting.

In the following chapters of this report, project findings for each project stage are presented by each individual quality of

care domains, with a summary.of the quality indicator evaluation.

Expansion of quality indicators for residential aged care
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7.1 Quality of life overview

The Royal Commission recommended a comprehensive quality of life assessment tool is implemented in residential aged
care. Quality of life refers to a person’s perception of their position in life taking into consideration their environment and
their goals, expectations, standards, and concerns. It includes their emotional, physical, material, and social

wellbeing. Regular monitoring of quality of life is an important part of routine care and allows services to tailor and improve
care.

7.2. Assessment tools for this domain

An earlier piece of work led by Flinders University included a comprehensive evidence review of validated tools to measure
quality of life, consumer experience and consumer satisfaction in aged care, examining their appropriateness for residential
aged care for the purposes of potential incorporation in the QI Program. °® A number of quality of life assessment tools were

identified through this review and included in stakeholder consultations. The identified assessment tools are outlined in
Table 49.

Table 49 Qualiy of life assessment tools

Quality of life assessment tools

Quality of Life—Aged Care Consumers (QOL-ACC)

This tool was designed specifically for quality assessment in aged care to capture consumer (older person and family
carer) focused quality of life outcomes from their own perspective. It was co-designed with consumers in Australia for
used in aged care. The tool consists of six dimensions: mobility, emotional wellbeing, social connections, independence,
activities, and pain management with five response levels attached to each dimension. There are self-completed,
interviewer administered and proxy versions of the QOL-ACC available:

Good Spirit, Good life tool (GSGL)

This non-preference based tool measures the quality of life of older Aboriginal Australians aged 45 years and over. It
consists of twelve dimensions: family and friends,-country, community, culture, health, respect, elder role, supports and
services, safety and security, spirituality, future planning, and basic needs. There is also a carer version of the tool
available. It is the first instrument of its kind developed from its inception with older Aboriginal people and was designed
to be applied with this population.

Dementia Quality of Life tool (DEMQOL)

This non-preference based tool measures the health-related quality of life of individuals with dementia. The tool has five
dimensions: health and well-being, cognitive functioning, social relationships, daily activities, and self-concept. There
are 28 self-report measures completed by the person with dementia, and 31 items competed by a caregiver.

7.3 Findings from the stakeholder consultations

During consuitations, stakeholders were asked to consider the quality of life assessment tools. A summary of the feedback
received during the consultations is outlined in Table 50.

5 Ratcliffe J, Khadka J, Crocker M, Lay K, Caughey G, Cleland J, Gordon S, Westbrook J. Measurement tools for assessing quality of life, consumer satisfaction and consumer

experience across residential and in-home aged care: Summary Report. Caring Futures institute, Flinders University, October 2021.
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Table 50 Summary of stakeholder feedback for quality of life

Stakeholder feedback

Attribution

and quality
improvement

Definitions
inclusion,
and
exclusion
criteria

Feasibility,
data
collection

and reporting

Strong support was voiced by older Australians and service providers for consumer experience
and quality of life measures in guiding quality improvement.

Quality of life measures were the most widely preferred.

A number of services are currently using information on care recipient quality of life, consumer
experience and satisfaction to guide practice.

This includes the use of the quality of life assessment tool (Quality of Life, Aged Care Consumers -
QOL-ACC) to support services to engage in meaningful conversations with care recipients and to
support quality improvements. Other tools identified as being used in practice included the Adult
Social Care Outcomes Toolkit (ASCOT) and EQ5D.

Stakeholders supported use of QOL-ACC, noting it would allow for meaningful conversations with
care recipients and support quality improvements.

On balance, most stakeholders preferred a quality of life assessment tool over other tools
measuring consumer experience and consumer satisfaction.

Quality indicators complimentary to consumer experience and consumer satisfaction assessment
tools include measures relating to the quality and types of food provided, access to outside
spaces, and care recipient turnover.

Appropriate risk adjustment or inclusion/exclusion criteria.are necessary to ensure services do not
avoid accepting older Australians with higher complexity or clinical care needs.

Point in time measurement presents complexities in assessing a person’s wellbeing.

Frequency of data collection should be carefully considered to limit burden on older
Australians (e.g. some care recipients may not like completing questionnaires or surveys). There
were mixed views from stakeholders on the appropriate frequency of data collection.

Consideration should be given to the most appropriate mode of administration. Self-completion of
consumer experience and quality of life assessment tools is widely recognised as best practice.
The use of an alternate workforce could also be considered to assist Australians in completing the
relevant assessment, noting that service providers widely acknowledged the merit in the
conversations it prompted.

Clear arrangements are required for proxy administered assessments, with assessment tools,
including QOL-ACC providing clear guidance to support proxy administration.

Assessments should be tailored to support older Australians. This includes older Australians with
cognitive, visual or physical impairment, or culturally and linguistically diverse needs, including
through the use of trusted representatives and/or the availability of assessment tools in different
formats, including via tablet, computer or hard copy (pen and paper survey).

During consultations, stakeholders provided support for the inclusion of an assessment tool measuring quality of life in the

QI Program. The Quality of Life — Aged Care Consumers (QOL-ACC) assessment tool was most favoured.

7.4 Findings from the pre-pilot Technical Expert Group (TEG) meeting

7.4.1 Potential quality indicator for TEG consideration

A potential quality of life quality indicator was constructed based on stakeholder views and put forward for TEG

consideration and feedback to support further refinement and selection of quality indicators for pilot.
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Table 51 Potential quality of life quality indicator for TEG consideration

Potential . Technical Specifications
. Definition / .
quality t tool Collection method

Percentage of | Quality of life Comparison of QOL- Number of care | All care Care recipients
care measured using ACC score for each recipients whose = recipients, who withheld
recipients the Quality of life, | care recipient, or their = scores on the minus consent to
whose quality = Aged care proxy, in relation to QOL-ACC exclusions. undergo an

of life consumers their last assessment - = declined in the assessment for
declined (QOL-ACC). taken around the last 3 months. quality of life for

same time last

the entire quarter.

quarter. Care recipients
Collection through who were absent
online platforms, self- from the service
completion and + for the entire
scripted survey are to quarter.

be considered. )

Care recipients

Opportunities and ‘ who are receiving
disadvantages of 1 end of life care.
known/anonymous '

reporting must be
determined to inform

]
collection methods. !

7.4.2 Summary of TEG feedback
A summary of feedback received from members during the pre-pilot TEG meeting and through the online survey is outlined
in Table 52.

Table 52 Summary of TEG survey respenses and eonsultation feedback for quality of life

Survey results l TEG feedback

Quality e Quality indicator supports care e Consumer experience and quality of life measures were
improvement quality and quality improvement widely considered to support quality improvement, with
(n=8)" quality of life measures being preferred.

| *total survey responses (n=11) It was acknowledged that the Royal Commission
! recommended a comprehensive quality of life assessment
tool and that Government has committed to this.

{ e There are known challenges with correlating service
providers impact on care recipient’s quality of life. This
can be influenced by various factors including acute
illness or a major change in health status.

| e Mixed views on whether all elements of a care recipient’s
quality of life can be influenced by service providers (e.g.
some may be influenced by a care recipient's life
circumstance.

e Itis important that ‘decline’ is defined and a clinically
meaningful change in score is determined. Further
consideration is required to define decline in quality of life
and what change in score would be considered
meaningful.

e An alternative quality indicator was proposed to measure
point in time quality of life.
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Survey results TEG feedback

Modalities of .
tool
administration

Face to face (n=8)
e Tablet (n=5)

e Paper based (n=5)
e Email (n=1)

e All(n=5)"

*total survey responses (n=11)

Use of proxy e Proxies could be used for care
recipients who cannot self-

report (yes n=4, unsure n=7)"

*total survey responses (n=11)

Data e Quality indicator to be collected |
collection quarterly (yes n=7, non=1)* )
frequency }

*total survey responses (n=8)

Data reporting e« Data collected by proxies
should be reported separately

(yes n=8, non=1)"
“total survey responses (n=10)

Collection ..
bias

Data should be collected by
someone independent from the
service (n=7) or a combination
\ of independent and service
collection (n=4)"

' *total survey responses (n=11)

Exclusions e Are there instances that should

be excluded (yes n=2, no n=5)"

*total survey responses (n=7)

7.5 Department presentation summary

Self-completion of CEQOL assessment tools is widely
recognised as best practice, with clear arrangements for
proxy administered assessments with clear guidance.

Assessments should be tailored to support older
Australians, including those with cognitive, visual or
physical impairment, or culturally and linguistically diverse
needs.

TEG members agreed that proxies are important
advocates for older Australians in aged care.

The proxy preferences of care recipients should be also
considered (e.g. use of a preferred carer or staff member).

Communication experts could be engaged to support
administration of the tool and improve reliability of data.

Challenges were described with the use of proxies to
complete tools and the validity of results compared to self-
reporting.

Care recipients self-completing assessment tools was
preferred, however if required, proxies should be clearly
defined.

There was some support for revising the measure to one
focused on single point prevalence (e.g. percentage of
care recipients who have poor QoL or prevalence of
unhappiness). This would reduce the data collection
burden required to collect and compare sequential
assessments.

Further consideration is required to determine an
appropriate time period for data collection that will result in
change e.g. 3, 6, or 12-months.

There was support for the separation of proxy and non-
proxy reported data, given statistical discrepancy that
should be adjusted for any future publication.

Concerns were raised that service provider bias may
emerge if quality of life reporting was published publicly.

There was support for use of independent collectors.

There was support inclusion of all care recipients.

7.5.1 Key considerations presented for discussion at the Department presentation

The following discussion points were highlighted for further consideration during the Department presentation:
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In the pilot and over the first 12 months post-implementation of the measure in the QI Program, it is recommended
that:

o the point prevalence of ‘poor’ or 'very poor' quality of life be recorded
o consideration be given to whether the point prevalence of all five categories should be reported.

It is recommended that care recipients receiving end of life care or withholding consent are not exclusions. If these
are exclusions, is it recommended that these figures are reported.

In the future, the quality indicator could measure a decline in quality of life. A 'decline' may be defined as a
downward movement from one category to another (e.g. 'moderate’ to 'poor'). However, this may be

the consequence of a 1-point change in score. The frequency distribution of scores over the pilot and

early implementation period (adopting a prevalence measure) will inform the definition of a clinically meaningful
decline in quality of life to support the implementation of an incidence measure (e.g. 3-point decline).

7.5.2 Summary of department feedback

A summary of the feedback received during the Department presentation is outlined in Table - 53.

Table 53 Summary of Department presentation discussion on quality of Jife

Quality indicator | Definitions

specifications

There was support for quality of life measuring prevalence rather than decline, with initial
reporting to focus on the proportion of care recipients who report excellent or good quality of
life using the QOL-ACC tool.

Collection frequency

 The five QOL-ACC categories have not been piloted at a population level in residential aged
care.

e Quarterly reporting is reasonable, noting it is important to explore the responsiveness over
time and what.impact a residential aged care service provider has on care recipient’s quality
of life:

« . [t'was acknowledged while self- reporting is preferred, facilitating this through the Ql
1 Program and to maintain anonymity requires consideration.

Collector

A proxy for care recipients experiencing cognitive decline or dementia was proposed,
stratifying reporting to indicate when results were obtained via self-reporting (including
interview) or proxy completion.

Additional reporting

i e Collection and reporting of all five QOL-ACC categories would provide important frequency of
distribution information to determine meaningful change.

Additional e Agreement the tool needs to be trialled and refined over time, with further work required to
considerations understand appropriate responses by service providers to improve quality of life scores, and

to inform benchmarking activities.

 The inclusion of quality of life with existing consumer experience data collection was said to
not contribute materially to increase data burden, given the size and simplicity of the QOL-
ACC.

 There are opportunities to link quality of life measures with other domains (including pain and
workforce).
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7.7 Findings from the residential aged care quality indicator pilot

7.7.1 Quantitative analysis of pilot results

From the 74 data submissions received for the quality of life quality indicator:

Pilot average quality indicator value

e The average reported percentage of care recipients who reported ‘good’ or ‘excellent’ quality of life was 71.41

per cent, and the median was 74.33 per cent.
Summary totals
e 2,441 care recipients were assessed for the quality of life quality indicator.
e 1,712 care recipients reported ‘good’ or ‘excellent’ quality of life.
Exclusions
e 1,346 care recipients were excluded because they withheld consent to.complete a quality of life assessment.

e 41 care recipients were excluded because they were absent from the service.

Additional reporting
A N ‘
Method of Scoring category : ;< O\ \2\
administration - L \ &
Excellent Good Moderate Poor Very poor Total
Self-reported 261 180 101 17 3 562
Interview 545 442 357 88 9 1441
administered
Proxy 181 103 103 47 4 438
completion

Pilot average and frequency of distribution

Overall, services reported a pilot average of 71.41 per cent of care recipients who reported ‘good’ or ‘excellent’ quality of
life. Figure 29 shows the range of service responses for care recipients who reported ‘good’ or ‘excellent’ quality of life was
between 28.57 per cent and 100.00 percent. The majority of service responses were high, with only four services reporting

a prevalence of less than 40.00 per cent.
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Figure 29 Percentage of care recipients who report ‘good’ or ‘excellent’ quality of life (n=74)
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The majority of care recipients reported quality of life through interview completion of the QOL-ACC survey (64.33 per cent).
Several services reported due to the short timeframe for completing the quality of life quality indicator, many individuals
were unable to complete proxy surveys on time. The low number of proxy completion may explain the large number of care
recipients excluded because they (of their proxy) withheld consent to complete a quality of life assessment.

The breakdown of survey responses across the three methods of completion.is shown.in Table 55.

Table 55: Percentage of care recipients who reported quality of life, reported against three. methods of completion (n=74)

Method of completion

Self-completion 21.07%
Interview administered 64.33%
Proxy-completion 14.59%

On average, 6.34 per cent of care recipients at a service reported a ‘poor’ or ‘very poor’ quality of life while 41.00 per cent of
care recipients reported an ‘excellent’ quality of life. The breakdown of average scores against the five QOL-ACC scoring
categories is shown in Figure 30: These results indicate the percentage of care recipients who reported ‘good’ or ‘excellent’
quality of life was consistently higher for interview administered completion than for self-completion. Similarly, the
percentage of care recipients who reported ‘good’ or ‘excellent’ quality of life via proxy completion was typically lower than
via self-completion.

Expansion of quality indicators for residential aged care
PwC 106



Quality of life

Page 115 of 123

Figure 30 Percentage of care recipients who report quality of life against each of the scoring categories and methods of

administration (n=74)

30%

25%

20%

15%

10%

5%

0%

2517%

20.04%
14.96%
9.43%
6.36% 733%
I 3.08% 3.62% 3.66% 3.83%
141%
0.53% 0:84%) 0.16%" 0(08%
O EE Ee _

Excellent Good Moderate Poor \ery\poor

M Interview mSelf mProxy

7.7.2 Qualitative analysis of pilot results

Collection of quality indicator data

Some services (26 per cent) used multiple roles within their workforce for the collection and reporting of this quality

indicator.

The most common roles for data collation included governance team members (35 per cent), nursing staff (34 per

cent),

lifestyle and wellbeing staff (26 per cent), and directors/managers (25 per cent).

The median time for data collection and reporting was 6.1 hours, with an average of 24 minutes per care recipient,

13.1 hours per service and a range of 30 minutes to 100 hours (see Figure 31). Self-completed surveys on

average took less time.

92 per cent of services reported the supporting materials for the quality of life quality indicator provided clear

instructions for collecting and reporting data.

84 per cent of services used the data recording template to support data collection.

Nearly a quarter of service providers reported they did not believe amendments were required to assist with data

collection. The remaining three-quarters suggested enhancements could include:

o]

o]

improvements to supporting materials (e.g. score sheets included with interview questions)
consideration to a sampling methodology rather than assessing all care recipients
a simplified assessment tool with fewer questions for care recipients, incorporated into daily operations

distinguishing between consent withheld by the care recipient versus consent withheld by their proxy in
the quality indicator specifications

three services advocated for additional staff resources to assist with data collection and reporting.

Expansion of quality indicators for residential aged care

PwC

107



Page 116 of 123

Appendices

Figure 31 Time taken (hours) to collect and report on the quality of life quality indicator (n = 66)
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Feasibility of quality indicator collection and reporting

e 69 per cent of services reported collecting and monitoring quality of life data prior to-the pilot, with 5 per cent of

services unsure.

e 27 per cent of services reported the data collected for-the quality of life quality indicator was available through care

records or systems, with 9 per cent of services unsure.

e 71 per cent of services reported the quality of life quality indicator provided meaningful information could inform

service-level quality improvement, with 13 percent of services unsure.

e 70 per cent of services reported the quality of life quality indicator provided actionable insights to improve an

individual’s care, with 14 per cent of services unsure.

e 50 per cent of services reported quarterly reporting of the quality of life quality indicator was feasible for their
organisation, with 22 per cent of services unsure. Others suggested consideration should be given to bi-annual
collection rather than quarterly due to-the resource demands and willingness of care recipients to complete the

survey.

e 49 per cent of services report additional resources and support were required to make quarterly reporting of this
quality of life quality‘indicator feasible, with 22 per cent of services unsure.

Quality of life assessment tool
e 87 per cent of service providers reported the QOL-ACC assessment tool was easy to understand and complete:
e  Additional feedback from services on the QOL-ACC assessment tool notes:

o . consideration is required on the appropriateness of the tool in capturing quality of life for Aboriginal and
Torres Strait Islander care recipients (e.g. difficulties gaining proxy feedback from individuals located in

regional and remote regions)
0 concerns regarding the subjectivity of proxy completion of the survey

o the format of the form was not user friendly (e.g. there was no contextual information provided around the

purpose of the survey and the font was too small for older people).
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* 19 per cent of services reported their service was using the QOL-ACC assessment tool to complete quality of life
assessments prior to the pilot. Services who reported they were not using the QOL-ACC assessment tool prior to
the pilot said they were using the following tools:

o Internally developed survey

o Long-term care quality of life scale (LTC-QoL)
o  Adult Social Care Outcomes Toolkit (ASCOT)
o Personal Wellbeing Index (PWI) survey.

* 14 per cent of services reported specific training would assist in familiarising staff with the QOL-ACC assessment
tool.

7.8 Findings from the post-pilot TEG meeting

Table 56 Summary of post-pilot TEG meeting feedback for quality of life

TEG feedback

e The prevalence of care recipients who reported 'good' or 'excellent' quality of life was higher than anticipated,
with limited variation in results across services.

e The higher than expected scores may reflect sample bias and the recruitment of higher performing services.

e The five QOL-ACC scoring categories for quality of life require further consideration to ensure the frequency of
distribution provides scope for services to improve over time and for consumers to compare and contrast
services.

e Results across the three modes of administration (self-completion, interview administered and proxy-
completion) indicate potential collection bias. The testing instrument needs to be accompanied by appropriate
information to support administration and be reported separately across three categories for accurate
comparison and interpretation.

e Training and supporting materials are important, particularly for interviewers and proxies to reduce
collection bias and inconsistencies between reported values across the three modes of administration.

e Online survey collection and digitised tools could support improved response rates and allow care recipients to
provide more truthful answers; however, there are practical challenges with digital methods of collection for
older Australians and their proxies.

e There is a preference for independent assessment and an alternative workforce should be considered,
particularly prior to future publication of data. A TEG member suggested pharmacists soon to be embedded in
residential aged care could provide support. It was acknowledged this would increase the costs of data
collection and may take away from alternative uses of expertise.
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7.9 Outcomes and opportunities for implementation

A summary of feedback from the consolidation process and considerations for QI Program implementation is outlined in
Table 57.

Table 57 Quality indicator assessment, consolidation process feedback and implementation considerations for quality of life

Quality Quality Feedback from consolidation process Implementation considerations
indicator indicator

assessment

Percentage of e  Current collection methods of interview, To reduce burden on both
care recipients @ proxy and self-complete should remain. services and care recipients and

“Nho :’eport e Toreduce collection bias, resources suzport arl;onyr:ity,lgata ;:olle;:ﬁtorlx
‘goo " ort’ should provide guidance to support an Lepo fng s ou‘ ‘cai)sur; ° :
exct_e en ' interview and proxy-completed number of care recipients offere
quality of life a QOL-ACC assessment and the

assessment with self-completion
remaining the preferred assessment ¢
method. .« Online survey options should be

f explored to promote care recipient
self-completion, assist anonymity
in responses, to offer alternative

responses received.

e Independent assessors should be
considered prior to public reporting. '

e Survey completion methods (e.g. self-- | formats to address usability
reporting, interview administered and issues and to improve data
proxy) should be reported within.the collection accuracy.
quality indicators additional reporting l . .
data sets. . Further consideration of the use

of independent assessors to

e The current QOL-ACC scoring reduce the likelihood of
categories (e.g. good; excellent etc.) completion bias with thought
are suitable for quality indicator given to data collection frequency.

implementation, however over time
may need to be revised based on
analysis of cumulative results.

e Consideration should be given to
working with indigenous
communities to understand how

! they would best like to be heard

) and whether the introduction of

other tools would be beneficial.

1 e Licensing for use of assessment
’ tools in the QI Program may be
required.

The quality of life quality indicator selected for pilot was further refined following synthesis of the pilot, post-pilot TEG, and
consolidation process. The updated technical specifications for the quality of life quality indicator is outlined Table 58.
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Purpose

To seek feedback from consumers, consumer
representatives, families and carers on:

« which areas of care and associated measures (quality
indicators) are most:

0 meaningful
o useful for quality improvement

o appropriate for collection as part of the Ql
Program

which consumer experience and quality of life (CEQOL)
assessment tools best meet the objectives of the Ql
Program.

This will help guide the selection of quality indicators for
pilot and will support the future expansion of the Ql
Program.

Development of quality indicators for aged care
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Agenda
Agendaitem

Overview of the project

Overview of the areas of care (domains) identified
Areas of care (domains) for discussion

ldentified measures (quality indicators)
Consultation questions for discussion

Next steps
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Ageing and Aged Care

Royal Commission into Aged Care
Quality and Safety

2T Australian Government
P ol I
RS Department of Health

Aged care quality should be defined, understood, and capable of
being measured.

Currently there is a lack of information about service quality to inform
consumer choice, provider quality improvement, regulation and policy
development.

To have a consumer centred system, we need a philosophical shift and
the voices of people must be heard.

The Australian Government has responded including by publishing a Star
Rating system for residential aged care services on My Aged Care by the
end of 2022.

health.gov.au/aged-care-reforms
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Royal Commission into Aged Care
Quality and Safety

Quality indicators

Recommendation 22:

- expand the quality indicators for care in residential aged
care

- develop quality indicators for care at home, and

« implement a comprehensive quality of life assessment
tool for people receiving aged care in residential care and
at home

Department of Health | Ageing and Aged Care | Improving Choice in Aged Care
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In-home aged care

Function and activities of daily living (ADLs)
Service delivery and care plans

Weight loss / malnutrition / dehydration
Falls and major injuries

Pressure injuries / skin integrity

Workforce

Pain

Continence

Hospitalisations

Depression

Good Spirit, Good life tool (GSGL)
Dementia Quality of Life tool (DEMQOL)

Quality of Care-Aged Care Consumers (QCE-ACC)

Resident Satisfaction Questionnaire (RSQ)

Development of quality indicators for aged care
PwC

Quality of Life—Aged Care Consumers (QOL-ACC)

64
7
14
6
21
10
10
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Overview of the areas of care (domains) identified

Residential aged care

Area of care

No. of quality indicators

Function and activities of daily living (ADLSs) 24
Medication 7
Continence 17

Infect|on control 23
Depression 9
Behavioural symptoms

Hospitalisations

Pain

Good Spirit, Good life tool (GSGL)
Dementia Quality of Life tool (DEMQOL) -

Consumer experience

- Quality of Care-Aged Care Consumers (QCE-ACC) -
Consumer Choice Index — 6 Dimensions (CCI-6D) -

Consumer Experience Questionnaire (CEQ) -

Consumer satisfaction

Resident Satisfaction Questionnaire (RSQ) -
Consumer Perception of Value Questionnaire (CPVQ) -

November 2021
8
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Overview of the measures (quality indicators) identified

Quality indicators

Quality indicators
6. Workforce
“ Responsiveness of staff, safety living at home, and confidence in staff

1. Function and activities of daily living (ADLs)

n People who experienced a decline in function and/or ADLs

People whose function and/or ADLs improved Staff provide consistent home care for people

C People who do not have an assistive device or services but would benefit from these (03 Staff retention
n People who do not receive rehabilitation services but would benefit from these Visits-for each client per home care worker

2. Service delivery and care plans Home care workers who had a supervision discussion

People who have a home care plan . Pain
People who have missed visits or late visits People who experience daily pain

People who have had a review of their home care plan outcomes People who have inadequate pain control

People whose pain improved
8. Continence

People who have had an unplanned readmission to hospital

People who receive home care with risk prevention measures

Length of visit People who experience incontinence

3. Weight loss, malnutrition, and dehydration

“ People who experienced weight loss

People who presented to Emergency Department or are hospitalised with weight loss or
malnutrition

People who experienced dehydration

People whose continence declined
People whose incontinence improved

n People who have a catheter
9. Hospitalisations

4. Falls and major injuries “ Emergency Department presentation or visits

n People who had a fall

People who had a fall with injury (02 People who require hospitalisation

People who are readmitted to hospital

People who sustained a hip fracture People who have a catheter

10. Depression

5. Pressure injuries and skin integrity
“ People who had a pressure injury
l“\d?ﬁﬂﬂlﬁawhﬁdnmba fesgudreadjury requiring hospitalisation
PWC

People whose mood declined
People who have fewer depressive symptoms

People who have more depressive symptoms
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Overview of the measures (quality indicators) identified
o Jauaityingators W0 Jauymgieatos
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1. Function and activities of daily living (ADLS)

5. Depression

People whose function and/or ADLs improved “ People who have worsening depression or declining mood

People who experienced a decline in function and/or ADLs n People who have symptoms of depression

(02 People who have received a lack of nursing care to improve ADLs 6. Behavioural symptoms

“ People who have worsened behavioural symptoms

People with little or no activity

H People who are bedfast (unable to leave bed)
2. Medications
People who experience a high sedative load n People who have a change in their ability to communicate

People who receive antianxiety or hypnotic sedatives 7. Hospitaiisations

People who receive hypnotic medications n People who present at an emergency department

People who have improved behavioural symptoms

(63 People who have behavioural symptoms that affect others

3. Continence n People who present at an emergency department without being hospitalised
“ People whose incontinence worsened People who have unplanned hospital admission

People uho have incoinence

“ People who have worsened pain

n People who have daily pain

(62 People who have improved continence
People who have in-dwelling catheters

People who have faecal impaction C People who are on long-term pain medication (opioids)

4. Infection control

People who receive a vaccination
People who have an antibiotic or antimicrobial prescription
(08 People who are receiving treatment for an infection(s)

People who are unable to receive a vaccination

People who have a urinary tract infection

Development of quality indicators for aged care November 2021
PwC 10
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Consultation questions

Questions for discussion

1. What is important for you to know about the quality of care provided by aged care services?
. Which areas of care are most important to you and why?

Within each area of care, which measures are most important to you and why?

Could services reporting on these measures help you in choosing aged care services?

Do you have any other comments about areas of care or measures?

S

Development of quality indicators for aged care

November 2021
PwC
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Consultation schedule

Residential aged care Domain sessions — Week 2

22 November, 12:00 — 1:00pm AEDT

Continence 23 November, 12:00 — 1:00pm AEDT

Behavioural symptoms 22 November, 1:00 — 2:00pm AEDT - | \
Consumer experience and quality of life 24 November, 12:00 — 1:00pm AEDT
Hospitalisations 23 November, 1:00 — 2:00pm AEDT IS G ) W N

Hospitalisations 25 November, 12:00 — 1:00pm AEDT

Domain Sessions — Week 2

Consumer experience &

quality of life 24 November, 1:00 — 2:00pm AEDT

Consumer experience and quality of life 25 November, 1:00 — 2:00pm AEDT

SR S o5 November, 12:00 — 1:00pm AEDT Depressicn 26 November, 12:00 — 1:00pm AEDT

quality of life

25 November, 1:00 — 2:00pm AEDT Domain sessions — Week 3
29 November, 12:00 — 1:00pm AEDT

30 November, 3:00 — 4:00pm AEDT
1 December, 12:00 — 1:00pm AEDT

2 December, 12:00 — 1:00pm AEDT
2 December, 4:00 — 5:00pm AEDT
3 December, 12:00 — 1:00pm AEDT

Domain Sessions —

Function and ADLs 29 November, 3:00 — 4:00pm AEDT
Medications 30 November, 12:00 — 1:00pm AEDT
Continence 1 December, 3:00 — 4:00pm AEDT

Infection control 2 December, 1:00 — 2:00pm AEDT '
Depression 3 December, 3:00 — 4:00pm AED'I_'_

Domain sessions — Week 4

O
o
3
D
5
(7Y
)
o
)
o
S
(7]
|
z
)
o
N

6 December, 12:00 — 1:00pm AEDT
Hospitalisations 7 December, 1:00 — 2:00pm AEDT -~ < Continence 7 December, 12:00 — 1:00pm AEDT

Behavioural symptoms 6 December, 1:00 — 2:00pm AEDT.

Consumer experience & Consumer experience and quality of life 8 December, 12:00 — 1:00pm AEDT

quality of life 8 December, 1:00'=2:00pmAEDT

N r N Ly Hospitalisations 9 December, 12:00 — 1:00pm AEDT
9 December, 12:00 —1:00pm AEDT

Consumer experience &
quality of life

Consumer experience and quality of life 9 December, 1:00 — 2:00pm AEDT

9 December, 1:00 — 2:00pm AEDT Depression 10 December, 12:00 — 1:00pm AEDT

Development of quality indicators for aged care November 2021
PwC 13
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Purpose

The overall purpose of the consultation phases is to seek feedback

from stakeholders on:

Department welcome

« which domains and associated quality indicators are most:
meaningful for consumers, providers and the broader
aged care sector Overview of the CEQOL tools
useful for quality improvement
appropriate for quarterly collection as part of the Ql CEQOL tools for discussion
Program

Overview of the project

Consultation questions

3 h

» which consumer experience and quality of life (CEQOL) _
assessment tools best meet the objectives of the QI Program. §E'e°t'°“ of preferred CEQOL tools

This will help guide the selection of quality indicators and CEQOL Next steps
tools for pilot while supporting the future expansion of the
residential aged care QI Program.

Expansion of quality indicators for residential aged care November 2021
PwC 2
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Royal Commission into Aged Care Quality and Safety

Recommendation 22
« expand quality indicators in residential aged care
 develop quality indicators for care at home

* implement a comprehensive quality of life assessment tool for
people receiving aged care in residential care and at home.

Department of Health | Ageing and Aged Care | Improving Choice in Aged Care
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Overview of the project

Overview of the project

A consortium consisting of PricewaterhouseCoopers (PwC), the Centre for Health Services Research at the University of
Queensland and the Registry of Senior Australians has been engaged by the Department of Health to assist in the further
expansion of the National Aged Care Mandatory Quality Indicator Program (Ql - Program).

Development of quality indicators for residential aged.care

This work will identify, assess and pilot evidence-based quality indicators across four quality of care domains and examine the
use of assessment tools for a consumer experience and quality of life (CEQOL) domain for residential aged care.

Expansion of quality indicators for residential aged care November 2021
PwC 6
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Overview of CEQOL

* An evidence review of tools to assess quality of life, consumer experience and consumer satisfaction was completed by
Flinders University.

* Quality of life refers to a person’s perception of their position in life taking into consideration their environment, goals,
expectations, standards, and concerns. This includes emotional, physical, material, and social wellbeing.

- Consumer experience looks at the experience of the person receiving care.

- Consumer satisfaction measures how well a service is meeting an individual's expectations, it also assesses an
individual’s level of fulfillment with the care and services provided.

» The tools assessing these concepts-allow people to provide feedback on their lived experience, and over time, provide
information on aged care to assist consumer decision making.

- The Royal Commission into‘/Aged Care Quality and Safety recommended the implementation of a comprehensive quality
of life assessment tool for people receiving aged care in residential and at home care.

Expansion of quality indicators for residential aged care November 2021
PwC 7
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CEQOL tools

H Assessment tool Dimensions
u Quality of life

Quality of Life - Aged Care
Consumers

Mobility, emotional wellbeing, social connections, independence, activities, and pain management in older Australians.

.. . Family and friends, country, community, culture,_hea—lth, r-e;pect, elder role, supports and services, safety and security,
Good Spirit, Good Life 0 . . ’ . .
spirituality, future planning, and basic neeqs in olqe_r Abor_lg_lnal Australians.

Dementia Quality of Life Health and well-being, cognitive functioning, social relationships, daily activities, and self-concept in people with dementia.

Quality of Care - Aged Care Respect and dignity, services and supports, decision-making, staff skills and training, social relationships, and feedback.

Consumers
Consumer Choice Index - 6 Care time, spaces, own room, outside and gardens, meaningful activities, and care flexibility in older people with cognitive
Dimensions decline. R\ N\ RN
Consumer Experience Dignity, autonomy, and choice; assessment and planning; care; lifestyle; service; feedback; human relations; governance;
Questionnaire food, and indgpendence. 7

C1 Resident Satisfaction Individual nAeeds; residential centre; social life and involvement in the aged care centre; links with the community; chaplaincy
Questionnaire services; resident services; resident involvement, and feedback.

Consumer Perception of Value
C2 . .
Questionnaire P

Expansion of quality indicators for residential aged care November 2021
PwC 9

Delivery of care; spiritual life; meals; cleanliness; laundry; activities; facilities; and overall satisfaction.
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CEQOL tools

Key considerations

 Tools to measure quality of life, consumer experience or consumer satisfaction are not inter-changeable as they
measure different dimensions.

+ The assessment comprehensiveness of quality of life, consumer experience and consumer satisfaction tools
vary. The holistic approach of quality of life may be particularly useful in the residential aged care environment.

- Consumer experience tools have previously proven acceptable to the sector due to meaningful data collection, high
response rates and usability.

« The presence of ‘satisfaction bias’ may result in consumer satisfaction tools being unreliable to support quality
improvement and consumer choice.

* Itis currently unclear how often assessment should be completed.

* It is preferred that consumers complete assessments themselves, however consideration should be given to the
circumstances in which a proxy (e.g. family member) may be required.

- Consideration should be given to format preference of consumers (e.g. via tablet, computer or hard copy) when
completing the preferred assessment tool.

Expansion of quality indicators for residential aged care November 2021
PwC 10



FOI 4022 DOCUMENT 14 Page 11 of 16

Consultation questions

Questions for discussion prior to Poll 2
1. Is it more important to measure quality of life, consumer experience, or consumer satisfaction?

2. Are there currently any tools used in residential aged care for the measurement of quality of life, consumer experience
or consumer satisfaction?

Can residential aged care services influence residents quality of life, consumer experience and consumer satisfaction?
Would measuring/monitoring these concepts support quality improvement in residential aged care services?
How feasible would it be for residential aged care services to collect and report quarterly on this data?

o O~ W

Could reporting on quality of life, consumer experience or consumer satisfaction help consumers make decisions about
choosing services?

Expansion of quality indicators for residential aged care November 2021
PwC 11
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CEQOL tools

H Assessment tool Dimensions
u Quality of life

Quality of Life - Aged Care
Consumers

Mobility, emotional wellbeing, social connections, independence, activities, and pain management in older Australians.

.. . Family and friends, country, community, culture,_hea—lth, r-e;pect, elder role, supports and services, safety and security,
Good Spirit, Good Life 0 . . ’ . .
spirituality, future planning, and basic neeqs in olqe_r Abor_lg_lnal Australians.

Dementia Quality of Life Health and well-being, cognitive functioning, social relationships, daily activities, and self-concept in people with dementia.

Quality of Care - Aged Care Respect and dignity, services and supports, decision-making, staff skills and training, social relationships, and feedback.

Consumers
Consumer Choice Index - 6 Care time, spaces, own room, outside and gardens, meaningful activities, and care flexibility in older people with cognitive
Dimensions decline. R\ N\ RN
Consumer Experience Dignity, autonomy, and choice; assessment and planning; care; lifestyle; service; feedback; human relations; governance;
Questionnaire food, and indgpendence. 7

C1 Resident Satisfaction Individual nAeeds; residential centre; social life and involvement in the aged care centre; links with the community; chaplaincy
Questionnaire services; resident services; resident involvement, and feedback.

Consumer Perception of Value
C2 . .
Questionnaire P

Expansion of quality indicators for residential aged care November 2021
PwC 13
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Consultation schedule

Domain Sessions — Week 2

Sehavioural 22 November, 1:00 — 2:00pm AEDT
symptoms

Hospitalisations 23 November, 1:00 — 2:00pm AEDT
Consumer

S L GRS 24 November, 1:00 — 2:00pm AEDT
of life

Consumer

Yol R TR 25 November, 12:00 — 1:00pm AEDT
of life

25 November, 1:00 — 2:00pm AEDT -,

Domain Sessions — Week 3

29 November, 3:00 — 4:00pm AEDT
30 November, 12:00 — 1:00pm AEDT _
1 December, 3:00 — 4:00pm AEDT " -
2 December, 1:00 — 2:00pm AEDT"

3 December, 3:00 —4:00pm AEDT

Expansion of quality indicators for residential aged care
PwC

Domain Sessions — Week 4

Behavioural

6 December, 1:00 — 2:00pm AEDT

Hospitalisations 7 December, 1:00 — 2:00pm AEDT
Consumer

G ENEERETEN 1 8 December, 1:00 — 2:00pm AEDT
_of life

Consumer

S R TE 1 9 December, 12:00 — 1:00pm AEDT
of life

VA 9 December, 1:00 — 2:00pm AEDT

Consumers, consumer representatives, families & carers

sessions:

22 November, 4:00 — 5:00pm AEDT
23 November, 4:00 — 5:00pm AEDT
24 November, 3:00 — 4:00pm AEDT
25 November, 3:00 — 4:00pm AEDT

November 2021
15
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