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National Aged Care Quality Indicator Program Manual Part B  

This publication is published by the Australian Government Department of Health, Disability and Ageing as a 

manual to support the National Aged Care Quality Indicator Program (QI Program). 

Copyright Notice  

© 2025 Commonwealth of Australia as represented by the Department of Health, Disability and Ageing. 

This work is copyright. You may copy, print, download, display and reproduce the whole or part of this work 

in unaltered form for your own personal use or, if you are part of an organisation, for internal use within your 

organisation, but only if you or your organisation: 

do not use the copy or reproduction for any commercial purpose; and 

retain this copyright notice and disclaimer as part of that copy or reproduction. 

Apart from rights as permitted by the Copyright Act 1968 (Cth), or allowed by this copyright notice, all other 

rights are reserved, including (but not limited to) all commercial rights. Unauthorised use of a copy or 

reproduction is strictly prohibited. 

This licence does not cover, and there is no permission given for, use of the Commonwealth Coat of Arms or 

any logos and trademarks (including the logo of the Department of Health, Disability and Ageing) contained 

within this publication. 

Disclaimer  

The information in this manual does not constitute, and must not be relied upon as, medical or clinical 

advice. Any medical questions must be referred to, and obtained from, an independent medical or clinical 

adviser. 

Assistance  

For further assistance, please contact the My Aged Care provider and assessor helpline on 1800 836 799. 

The helpline is available between 8am and 8pm Monday to Friday, and between 10am and 2pm on Saturday 

local time across Australia, except for public holidays. 
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1 Introduction to the National Aged Care 
Quality Indicator Program 

Participation in the National Aged Care Quality Indicator Program (QI Program) has been a 

requirement for all registered providers (providers) of approved residential care homes (aged care 

homes) since 1 July 2019. The QI Program requires quarterly reporting against 14 quality 

indicators across crucial care areas. These areas are: pressure injuries, restrictive practices, 

unplanned weight loss, falls and major injury, medication management, activities of daily living, 

incontinence care, hospitalisation, workforce, consumer experience, quality of life, enrolled nursing, 

allied health and lifestyle officers. 

1.1 QI Program objectives  
The objectives of the QI Program are: 

¶ for providers to have robust, valid data to measure and monitor their performance. To also 
support continuous quality improvement in the care they provide to residents accessing funded 
aged care services  

¶ to give older people, residents and the community transparent information about quality in aged 
care to support decision-making; and 

¶ for government to have system-level measures of quality in aged care and an evidence base to 
inform policy and regulation. 

FIGURE 1: SUMMARY OF QI PROGRAM OBJECTIVES  
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1.2 Quality indicators in the QI Program  
The QI Program requires the collection and reporting of quality indicators that relate to the main 

aspects of quality of care across 14 crucial care areas. Providers collect data for each quality 

indicator through measurements and assessments in each of the categories set out in Figure 2. 

Providers then compile or derive the information and provide it to the Secretary of the Australian 

Government Department of Health, Disability and Ageing (System Governor), or the System 

Governor’s delegate, in accordance with the Aged Care Act 2024 (the Act). 

The Aged Care Quality and Safety Commission (Commission) is responsible for QI Program 

compliance. The Commission uses QI Program data reported by providers, to guide their 

regulatory activities. The Commission’s Compliance and Enforcement Policy details the approach 

to non-reporting of information. 

All providers must collect data across the 14 quality indicators outlined in Figure 2. 

https://www.agedcarequality.gov.au/media/89299
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FIGURE 2: SUMMARY OF QI PROGRAM QUALITY INDICATORS  
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1.3 The QI Program Manual  
The QI Program Manual consists of three parts, all available on the Department of Health, 

Disability and Ageing website. QI Program Manual– Part A (Part A) provides legislated 

requirements for collecting, recording and submitting data in addition to definitions of each quality 

indicator.  

QI Program Manual – Part B (this document) aims to support providers with tools and resources to 

support continuous quality improvement across each quality indicator. Part B is not legislated.  

The Government Provider Management System User Guide: Quality Indicators application is a 

guide for providers to access and use the Quality Indicators application in the Government 

Provider Management System (GPMS) as well as submit quality indicator data and access QI 

Program reports. 
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2 Introduction to quality improvement 

Quality improvement leads to improvements in the quality and experience of 

care, as well as improving outcomes for residents. Quality improvement is an 

important part of everyone’s job and should be understood and accepted by all 

levels of management and staff.1  The QI Program aims to support providers of 

aged care to understand and use quality indicator data to be able to continuously 

improve quality of care and services. 

2.1 What is quality improvement?  
 

 

Quality improvement is a systematic, 

coordinated and ongoing effort to improve the 

quality of care and services.  

 

Quality is described as care that is effective 

and safe, and provides a positive experience 

by being caring, responsive and person -

centred.  

 

Quality improvement works to identify how well systems are working and to understand the quality 

of care and services being delivered to improve outcomes for residents.1F2 

Providers should aim to answer three main questions throughout the quality improvement process: 

1. What are we trying to accomplish? 

2. How will we know that a change is an improvement? 

3. What changes can we make that will lead to improvement? 

An understanding of quality improvement is important for anyone who delivers or manages care. It 

can lead to improvements in the quality, experience, productivity and outcomes of care and 

services. 

2.1.1 Supporting a culture of quality improvement  

Building a culture of improvement is critical in supporting quality improvement in your organisation. 

Leadership and management play a crucial role in establishing an improvement culture, helping 

staff understand the importance of quality improvement, and ensuring that they feel safe and able 

to raise issues about the quality of services or care. It is also important that clear governance 

arrangements are established so there is a consistent approach to identifying quality issues and 

engaging in quality improvement activities. 
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FIGURE 3: QUALITY IMPROVEMENT BENEFITS  

 

  



 

QI PROGRAM MANUAL PART B 9 

2.2 When should quality improvement be undertaken?  
Quality improvement is ongoing and aims to make a difference to residents by improving the 

safety, effectiveness and experience of care and services. 

QI Program data and reports assist providers in understanding the quality of services and help to 

identify opportunities to continuously improve the care they deliver. 

FIGURE 4: STEPS TO ENABLE QUALITY IMPROVEMENT  

 

It is important to note that quality improvement should be an ongoing focus for all providers of aged 

care homes, regardless of performance. 
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2.3 How to undertake quality improvement in aged care  
Quality improvement approaches can help aged care services to improve the quality of care for 

residents. 

2.3.1 Quality improvement approaches  

There are a range of different approaches to quality improvement. One option is the Plan-Do-

Check-Act tool which uses evidence to help organisations deliver quality improvement activities 

through four steps. The Plan-Do-Check-Act tool allows organisations to identify quality issues and 

trial a quality improvement activity at a small scale. This helps organisations to understand if the 

activity works before implementing the activity across the entire system. 

The Plan-Do-Check-Act tool can be used across all 14 quality indicators in order to make 

improvements in the delivery of care. Examples of how the Plan-Do-Check-Act tool can be used 

across each quality indicator are outlined in this Manual. 

FIGURE 5: PLAN -DO-CHECK-ACT TOOL 
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PLANNING is an important first step in quality improvement. 

¶ Gather information to understand the current situation and identify what is causing the quality 
issue. This includes reviewing quality indicator data and may also include collecting additional 
data. 

¶ Establish goals for your quality improvement activity. Goals should be measurable and have a 
set timeframe to be achieved. 

Make a plan for how the quality improvement activity will be carried out. This process should be 

collaborative and include different levels of staff, as well as residents where possible. The plan 

should be detailed, define who is affected by the activity, outline the tasks required and who is 

required to deliver them. 

DOING focuses on implementing and delivering the quality improvement activities you have 

planned. 

¶ Allocate resources to deliver the quality improvement activity. 

¶ Test the activity at a small scale and adjust as needed. 

¶ Inform stakeholders. 

¶ Document observations, including any decisions made while delivering the activity and if any 
changes are made to the plan. 

Collect data based on the measures agreed in the planning phase. 

CHECKING involves evaluating what you are doing to check if it is working using qualitative and 

quantitative information. 

¶ Qualitative information involves asking questions to understand what did and did not work well, 
and how further improvement can occur. 

¶ Quantitative information involves collecting data to measure outcomes from a quality 
improvement activity. A validated quality improvement tool is a helpful way to collect this data. 

Once information and data has been collected, the results should be analysed to understand if any 

changes should be made to your plan. 

ACTING involves making a decision to decide if a quality improvement activity has been 

successful. 

¶ If the activity is successful, organisations should work to embed the new activity at a larger 
scale. This includes training and educating staff, updating policies and procedures, and 
informing stakeholders. 

¶ If the activity is not successful, it is important to identify why this might be and what can be 
done differently. The PlanDoCheckAct tool should be used again, but this time with a different 
quality improvement activity. 
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3 Pressure injuries 

Pressure injuries are a major and prevalent health concern for older people, with 

evidence demonstrating that pressure injuries are an important and recognised 

issue in aged care homes. 

 

3.1 Overview  of pressure injuries  
Figure 6 below provides an overview of the prevalence of pressure injuries in aged care homes. 

The data and references have been reviewed March 2025. 

FIGURE 6: PRESSURE INJURIES IN AGED CARE HOMES 2F
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3.2 Pressure injuries in aged care  homes  
A pressure injury is an injury to the skin and/or underlying tissue caused by unrelieved pressure, 

friction or shearing.8F9 Pressure injuries usually occur over a bony prominence but may also be 

caused by an object, such as a medical device.9F10 

The ICD 10 Australian Modified (AM) pressure injury classification system outlined in the 

Prevention and Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline 201910F11 

includes the following six pressure injury stages:

¶ Stage 1 Pressure Injury 

¶ Stage 2 Pressure Injury 

¶ Stage 3 Pressure Injury 

¶ Stage 4 Pressure Injury 

¶ Unstageable Pressure Injury 

¶ Suspected Deep Tissue Pressure Injury

Details of the collection and reporting requirements for the pressure injuries quality indicator can be 

found in Part A. 

3.3 Causes of pressure injuries  
Pressure injuries may occur when an area of skin and the tissues underneath it is damaged  by 

being under enough pressure that the blood supply is reduced.11F12 Pressure injuries have three 

core causes :12F13 13F14 14F15 

¶ Pressure : the force of a person’s body weight or an external object compressing on the skin for 
a period of time, causing a wound to form. This commonly occurs in people with poor mobility 
who are unable to easily shift their weight to relieve pressure. 

¶ Friction : when two surfaces rub against each other, causing a wound to develop. This may 
occur when a person is pulled across bed linen. Moisture also increases friction. 

¶ Shearing : downward pressure or sliding that creates friction and causes a wound to develop. 
This may occur when a person is positioned upright in bed and they slide downward. 

3.4 Adverse clinical events and pressure injuries  
Pressure injuries can have long and short-term impacts on residents’ health and wellbeing, 

including reduced quality of life, increased disability  and even death.15F16 16F17 17F18 They can 

take many months to heal and, in some cases, may never heal completely. Common complications 

associated with pressure injuries include:18F19 19F20 20F21 21F22 22F23 

¶ pain and discomfort 

¶ infection and sepsis 

¶ stress, anxiety and depression 

¶ reduced physical and social functioning 

¶ limb-threatening injuries, including amputation. 

Pressure injuries are also expensive to manage and cause a financial burden to aged care 

homes23F24 

3.5 Risk factors for pressure injuries  
Older people are significantly more vulnerable to developing a pressure injury due to age-related 

issues. Figure 7 describes the key risk factors for developing pressure injuries in aged care homes. 

Having a strong understanding of the risk factors is crucial to identify residents who are at risk of 

developing pressure injuries. 
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FIGURE 7: RISK FACTORS AND RELEVANCE TO PRESSURE INJURY DEVELOPMENT AND RESIDENTIAL AGED 
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3.6 Prevention and management of pressure injuries  
Awareness of risk factors and some simple steps can reduce the chance of pressure injuries occurring. Figure 8 below outlines some important 

aspects of care that can be considered to prevent and manage pressure injuries. 

FIGURE 8: PRESSURE INJURY PREVENTION AND MANAGEMENT  
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The checklist below will help assess residents who are at risk of pressure injuries and identify 

prevention strategies to reduce the risk of pressure injuries occurring. 

FIGURE 9: CHECKLIST FOR THE PREVENTION OF PRESSURE INJURIES  

Checklist for the prevention of pressure injuries  

Conduct a skin assessment  

¶ A head-to-toe assessment with a 
focus on skin at bony 
prominences. 

¶ Examine for any changes in skin 
colour, including redness, 
blanching and inflammation. 

¶ Assess for: 
o dryness, changes and 

thinning of the skin 
o moist skin such as from 

sweating or incontinence 
o areas of localised pain. 

Undertake pressure injury risk 

assessments regularly  

¶ When a resident is first admitted 
to an aged care home. 

¶ When a resident returns from a 
different care setting, such as a 
hospital or rehabilitation service. 

¶ If a resident’s health or condition 
changes, such as change in 
mobility, nutrition status, 
continence status, medication or 
increased frailty. 

¶ Following surgery, other medical 
procedures or investigation. 

¶ On a daily basis for residents 
considered to be high risk and 
those who have an existing 
pressure injury. 

Document findings in a care plan  

¶ Activities to be undertaken to 
prevent a pressure injury 
developing. 

¶ Frequency and timing of 
prevention activities. 

¶ Preferences, including ability of 
resident to reposition 
themselves. 

¶ Risk factors, including 
comorbidities and mobility status. 

Implement appropriate prevention 

strategy  

Focus on key risk factors, such as: 

¶ Reduced mobility 

¶ Changes to skin status 

¶ Incontinence 

¶ Poor nutrition 

¶ Comorbidities or chronic disease 

¶ residents with existing pressure 
injuries. 

Undertake frequent reassessment  

¶ Perform regular reassessment to 
monitor risk and check for early 
signs of pressure damage. 

¶ Reassess prevention strategies 
to adjust care plans. 

3.7 Quality improvement for pressure injuries  
Quality improvement can help providers increase the quality of care for residents at risk of 

developing pressure injuries.43F44 Quality improvement activities should be ongoing and part of 

business-as-usual for providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review QI Program data reports through GPMS and compare against 

national averages and other services to understand where quality improvement activities should be 

focussed. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on preventing and reducing pressure injuries.44F45 45F46  
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3.8 Example tools, guidance and resources to  
support continuous quality improvement  

¶ Prevention and Treatment of Pressure Ulcers/Injuries: Clinical Practice Guideline and Quick 
Reference Guide — the International Guideline 2019 and new 2025 guidelines. 

¶ Waterlow Pressure Ulcer Scale — available online on the New South Wales Agency for Clinical 
Innovation website 

¶ Braden Scale for Predicting Pressure Sore Risk — available online in the AN-ACC Reference 
Manual on the Australian Department of Health, Disability and Ageing website, or this example 
from SA Health 

¶ Pressure injuries: Standardised care process — an evidence-based approach in the 
assessment, management and prevention of pressure injury wounds for older people who live 
in a residential aged care setting — Victorian Department of Health and Human Services 

¶ Assessment and Management of Pressure Injuries — provides an online learning module on 
the assessment and management of pressure injuries — Wound Innovations 

¶ Preventing pressure ulcers — accessible article detailing interventions to prevent pressure 
ulcers — Institute for Quality and Efficiency in Health Care 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://internationalguideline.com/
https://internationalguideline.com/
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0011/387929/07.-_Waterlow-Clinician-Summary-v.5.0.pdf
https://www.health.gov.au/resources/publications/an-acc-reference-manual-and-an-acc-assessment-tool
https://www.sahealth.sa.gov.au/wps/wcm/connect/b24a8480438d09be9e63dfbc736a4e18/2010maybradenrisktool.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-b24a8480438d09be9e63dfbc736a4e18-nwLnylK
https://www.sahealth.sa.gov.au/wps/wcm/connect/b24a8480438d09be9e63dfbc736a4e18/2010maybradenrisktool.pdf?MOD=AJPERES&amp;CACHEID=ROOTWORKSPACE-b24a8480438d09be9e63dfbc736a4e18-nwLnylK
https://www.health.vic.gov.au/sites/default/files/2023-11/standardised-care-pressure-injuries.pdf
https://elearning.woundinnovations.com.au/
https://www.ncbi.nlm.nih.gov/books/NBK326430/
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4 Restrictive Practices  
 

There are significant concerns about the overuse of restrictive practices in aged 

care homes. While restrictive practices are used with the intention of supporting 

the safety of residents and others it can be associated with negative impacts 

and outcomes for residents. The use of restrictive practices needs to be 

considered on a case-by-case basis, used as a last resort and for the shortest 

time possible. 

4.1 Overview of Restrictive practices  
Figure 10 below provides an overview of restrictive practices in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 10: RESTRICTIVE PRACTICES IN AGED CARE HOMES47 

 

4.2 Restrictive practices in aged care  homes  
Section 17 of the Act define restrictive practices as any practice or intervention that has the effect 

of restricting the rights or freedom of movement of an individual. 

¶ For the purposes of the QI Program, restrictive practices  includes all forms of restrictive 
practice, excluding chemical restraint , as follows:  



 

QI PROGRAM MANUAL PART B 19 

¶ Mechanical restraint  is a practice or intervention that is, or that involves, the use of a 
device to prevent, restrict or subdue a resident’s movement for the primary purpose of 
influencing the resident’s behaviour, but does not include the use of a device for therapeutic 
or non-behavioural purposes in relation to the resident. 

¶ Physical restraint  is a practice or intervention that: 
o Is or involves the use of physical force to prevent, restrict or subdue movement of a 

resident’s body, or part of a resident’s body, for the primary purpose of influencing 
the resident’s behaviour, but  

o Does not include the use of a hands-on technique in a reflexive way to guide or 
redirect the resident away from potential harm or injury if it is consistent with what 
could reasonably be considered to be the exercise of care towards the resident. 

¶ Environmental restraint  is a practice or intervention that restricts, or that involves 
restricting, a resident’s free access to all parts of the resident’s environment (including 
items and activities) for the primary purpose of influencing the resident’s behaviour. 

¶ Seclusion  is a practice or intervention that is, or that involves, the sole confinement of a 
resident in a room or a physical space at any hour of the day or night where: 

o Voluntary exit is prevented or not facilitated, or 
o It is implied that voluntary exit is not permitted 

for the primary purpose of influencing the resident’s behaviour. 

For the purposes of the QI Program, restraint through the use of a secure area  includes only 

environmental restraint, as defined above. 

All listed forms of restrictive practice, including instances the resident or their representative 

instigate or request the restrictive practice, are considered restrictive practices for the purposes of 

the QI Program. Details of the collection and reporting requirements for the restrictive practices 

quality indicator can be found in Part A. 

4.3 Adverse clinical events and restrictive practices  
Restrictive practices can cause physical and psychological harm and can have a significant impact 

on the quality of life of residents. These include: 

¶ Psychological consequences , such as fear, shame, anxiety, anger, loneliness, boredom, loss 
of dignity, agitation, depression, and lower cognitive performance. 

¶ Physical consequences , such as bruising, direct skin injuries, pressure injuries, contractures, 
respiratory complications, urinary and faecal incontinence and constipation, undernutrition, 
reduced mobility and increased dependence in activities of daily living, impaired muscle 
strength and balance, reduced cardiovascular endurance, serious injury and death. 

Restrictive practices  can also result in death, for example restrictive practices applied for falls 

prevention may lead to neck compression and entrapment causing asphyxia.47F48 

4.4 Prevention and management of restrictive 
practices  

Sections 162-15 and 162-20 of the Rules outline that restrictive practices in approved residential 

care homes should only be used as a last resort and only when necessary to prevent harm to the 

resident or another person, and after consideration of the likely impact of the restrictive practice on 

the resident. Restrictive practices can be used only if: 

¶ an approved health practitioner with day-to-day knowledge of the resident has assessed the 
resident as posing a risk of harm to themselves or others and assessed that the use of 
restrictive practice is necessary  
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¶ the requirement to have a behaviour support plan in place for every resident who has restrictive 
practices considered, applied or used as part of their care has been fulfilled. The use of the 
restrictive practice complies with any provisions of the behaviour support plan 

¶ the use of the restrictive practice complies with the Strengthened Aged Care Quality Standards 
and the Aged Care Code of Conduct and is not inconsistent with the Statement of Rights 

¶ best practice alternatives have been used to the extent possible and alternative strategies that 
have been considered or used have been documented in the resident’s behaviour support plan 

¶ the restraint used is the least restrictive form and for the shortest time needed 

¶ informed consent has been obtained from the resident or, if they do not have capacity to 
consent, their restrictive practices substitute decision maker.
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FIGURE 11: PREVENTING RESTRICTIVE PRACTICES 48F

49 
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Providers can reduce the need for restrictive practices in an aged care setting. The checklist below 

outlines steps that providers can undertake to help identify alternatives to restrictive practices. 49F50 

FIGURE 12: CHECKLIST FOR THE PREVENTION OF RESTRICTIVE PRACTICES 50F

51  

Checklist for the prevention of restrictive practices  

Assess environmental factors  

¶ Reduce the risk of physical 
trauma to the resident, such as 
using non-slip flooring, non-slip 
footwear, improved lighting, 
appropriate bed and seating for 
comfort, mobility aids 

¶ Reduce environmental noise, for 
example where a resident 
becomes agitated due to the TV 
volume in a common area, guide 
the resident away from the area 
or turn the TV volume down. 

¶ Alter the layout of the aged care 
home to support ease of 
navigation for residents, such as 
having a straight hallway from 
the bedroom to a recreational 
area. 

Assess psychosocial factors  

¶ Ensure familiar staff engage with 
residents. 

¶ Foster companionship for 
residents with staff and other 
residents. 

¶ Encourage participation in 
activities with residents that they 
enjoy or are meaningful to them. 

¶ Identify opportunities for 
engagement with familiar loved 
ones and friends through visits 
and phone calls. 

Assess care approach factors  

¶ Ensure individualised routines to 
meet specific needs of residents. 

¶ Increase supervision and staff 
interaction. 

¶ Evaluate and monitor conditions 
affecting behaviour. 

¶ Ensure staff liaise with family or 
resident’s representative and 
seek professional assistance to 
guide responses as needed. 

Assess physiological factors  

¶ Review medications, in particular 
for medications that may 
contribute to worsening cognitive 
function, restlessness and 
agitation. 

¶ Manage nutrition and hydration. 

¶ Manage pain and / or infection, 
for example urinary tract 
infections or viral infections can 
often cause agitation. 

¶ If restrictive practices is used in 
an aged care home, it is 
important that staff review this 
checklist and reflect on factors 
that were not appropriately 
managed and may have 
contributed to the use of 
restrictive practice. 

 

4.5 Quality improvement for restrictive practices  
Quality improvement can help providers increase the quality of care for residents at risk of 

restrictive practices.51F52 Quality improvement activities should be ongoing and part of business-as-

usual for providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review QI Program data reports through GPMS and compare against 

national averages and other aged care homes to understand where quality improvement activities 

should be focussed. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on preventing and reducing restrictive practices.52F53 53F54 

STEP

3
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4.6 Example tools, guidance and resources to support 
continuous quality improvement  

¶ Cognitive Decline Scale — this scale is part of the Psychogeriatric Assessment Scales (PAS) 
and is suitable for use to test cognitive impairment in residential aged care — available on the 
Department of Health, Disability and Ageing website 

¶ Minimising the use of restrictive practices — Information on restrictive practices, behaviour 
support plans and consent – Aged Care Quality and Safety Commission 

¶ Restrictive practices provider resources — Factsheets, tools, videos and other resources for 
providers – Aged Care Quality and Safety Commission 

¶ Reportable incidents: inappropriate use of restrictive practices — Factsheet designed to inform 
providers about identifying and reporting the inappropriate use of restrictive practices to the 
Serious Incident Response Scheme (SIRS) 

¶ Severe Behaviour Response Teams (SBRT) — 24/7 contact with a Dementia Consultant on 
1800 699 799 to access SBRT service — Dementia Support Australia 

¶ Dementia Behaviour Management Advisory Service (DBMAS) — 24/7 contact with a Dementia 
Consultant on 1800 699 799 for advice or to make a referral — Dementia Support Australia 

¶ Behaviour support plan resources — a toolkit of resources to support aged care homes to meet 
new behaviour support plan requirements aimed at minimising the use of restraints in aged 
care homes — Dementia Support Australia 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.health.gov.au/resources/publications/cognitive-decline-scale-pas#:~:text=Cognitive%20Decline%20Scale%20%28PAS%29%20%20%20%20,have%20reduced%20fine%20motor%20skills%20or%20visually%20impaired.
https://www.agedcarequality.gov.au/older-australians/safety-care/minimising-restrictive-practices
https://www.agedcarequality.gov.au/minimising-restrictive-practices/provider-resources
https://www.agedcarequality.gov.au/sites/default/files/media/sirs-inappropriate-use-of-restrictive-practices-fact-sheet_0.pdf
https://dementia.com.au/services/severe-behaviour-response-teams-sbrt
https://dementia.com.au/services/dementia-behaviour-management-advisory-service-dbas
https://dementia.com.au/bsp
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5 Unplanned weight loss 

Unplanned weight loss is common among residents, with approximately half 

either being malnourished or at risk of malnutrition. It is important to understand 

and recognise where residents are experiencing unplanned weight loss, and to 

respond with actions to minimise or eliminate the cause. 

 

5.1 Overview of unplanned weight loss  
Figure 13 below provides an overview of unplanned weight loss in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 13: UNPLANNED WEIGHT LOSS IN AGED CARE HOMES 54F

55 
55F
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5.2 Unplanned weight loss in aged care  homes  
For the purposes of the QI Program, unplanned weight loss is the result of deficiency in a person’s 

dietary intake relative to their needs and may be a symptom or consequence of disease.  

Note : If a resident has a written record from a medical doctor or dietitian, which includes intentional 

weight loss (for example, body fat or fluid), this weight loss will not be counted as unplanned 
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weight loss. Where no such record exists, all weight loss must be considered unplanned 

regardless of the body size or any other characteristic of the resident. 

There are two categories of unplanned weight loss:57F58 

¶ Significant unplanned weight loss  is weight loss equal to or greater than 5 per cent of body 
weight over a three-month period. 

¶ Consecutive unplanned weight  loss is weight loss of any amount of weight every month over 
three consecutive months. 

Details of the collection and reporting requirements for the unplanned weight loss quality indicator 

can be found in Part A. 

5.3 Causes and risk factors of unplanned weight loss  
There are many causes of unplanned weight loss in adults over the age of 65, including food 

choice and quality, negative dining experiences, limited staff training and support, difficulty eating, 

poor appetite and mood. Residents may experience multiple causes, which may be curable or 

treatable. 

Risk factors for unplanned weight loss may be due to a range of causes, including social, physical, 

psychological, emotional or the care setting, as described in Figure 14.58F59 59F60 60F61 61F62 

FIGURE 14: RISK FACTORS FOR UNPLANNED WEIGHT LOSS AND MALNUTRITION  

    

SOCIAL CAUSES  PHYSICAL CAUSES  

PSYCHOLOGICAL 

AND EMOTIONAL 

CAUSES  

CARE SETTING 

CAUSES  

Reduced social 

engagement  

Loss of choice, social 

withdrawal, eating 

alone, limited 

communication 

Cultural factors  

Different life 

experiences of food and 

the mealtime 

environment, dining in 

institutional settings 

Dining experience  

Lighting, sound and 

smell, social interaction, 

Disease related  

Acute illness, cancer, 

pain, pressure injury, 

constipation, and 

increased nutritional 

requirements 

Medication related  

Cardiac, neurologic, 

polypharmacy, nausea 

Functional issues  

Dexterity, mobility 

impairment, vision, 

chewing and 

swallowing, eating 

support needs 

Reduced intake  

Mood disorders  

Anxiety, depression 

Cognitive impairment  

Alzheimer’s disease, 

Lewy body dementia, 

stroke 

Bereavement  

Grief, loss 

Other  

Loss of enjoyment 

Staff  

Limited staff to assist 

with eating, limited skills 

to identify and respond 

to weight loss, task 

focussed, workload 

Food service mode  

Limited food choices, 

mealtime requirements, 

plating and service 

approach 

Food preparation  

Inadequate nutritional 

content, insufficiently 

enriched foods 
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5.4 Adverse clinical events and unplanned weight loss  
Unplanned weight loss is a sign of malnutrition, which affects every system in the body and results 

in increased vulnerability to illness, loss of independence, frailty, increased complications, higher 

risk of hospital admissions and, in extreme cases, even death.62F63 63F64 64F65 65F66 It contributes to a 

reduced quality of life. 

FIGURE 15: IMPACT OF UNPLANNED WEIGHT LOSS  

 

5.5 Prevention and management of unplanned weight 
los s 

Preventing unplanned weight loss in residents requires a tiered approach, recognising and 

responding to the needs, preferences, and cultural requirements of each resident:66F67 67F68 68F69 

There are three core methods to address unplanned weight loss through primary prevention, 

secondary prevention and tertiary prevention. 

    

SOCIAL CAUSES  PHYSICAL CAUSES  

PSYCHOLOGICAL 

AND EMOTIONAL 

CAUSES  

CARE SETTING 

CAUSES  

staff activity, task-

focussed service 

Food quality, oral health, 

dentition/dentures, 

appetite, changes in 

taste or smell, restricted 

diets (e.g. texture 

modified), early satiety 
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5.5.1 Primary prevention of unplanned weight loss  

Primary prevention seeks to reduce health risks before they occur. This means ensuring each 

resident has the opportunity and support to maintain appropriate nutritional intake using a food-first 

approach. The food-first approach helps to support nutritional intake through using every-day 

nourishing foods and drinks that each consumer likes, and ensuring they are actually 

consumed.69F70 70F71 71F72 

To support a food-first approach, and deliver a positive mealtime environment, it is important that 

different professionals come together to create a multidisciplinary nutrition policy in the context of 

the resident’s preferences, choices and cultural factors. This should include assessment of why 

appetite is poor or food is not being eaten, and considering food, nutrition, and a mealtime 

experience all together to help residents maintain a healthy weight.72F73 

5.5.2 Secondary prevention of unplanned weight loss  

Secondary prevention seeks to reduce the impact of risk or threats to health. For unplanned weight 

loss, this means ensuring staff have the right training, residents are screened for early identification 

of causes of poor intake, weight loss and implementing strategies that improve health and day-to-

day life. All residents should be routinely screened for malnutrition using a validated malnutrition 

screening tool (see section 5.7 for examples). 

5.5.3 Tertiary prevention of unplanned weight loss  

Tertiary prevention seeks to minimise the impact of ongoing threats to health. This may involve 

strategies that reduce the risk of the negative effects of unplanned weight loss, such as minimising 

the risk of acquiring pressure injuries and discomfort. 

Residents experiencing unplanned weight loss should be under the care of an appropriately skilled 

team of health professionals including a dietitian. Care should include a robust, monitored 

individualised nutrition care plan, completion of appropriate risk assessments, and the 

development and implementation of plans to manage the adverse consequences of unplanned 

weight loss. 
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5.5.4 Prevention strategies for unplanned weight loss  

The checklists below provide strategies that may be used to prevent unplanned weight loss. 

FIGURE 16: CHECKLIST FOR THE PREVENTION OF UNPLANNED WEIGHT LOSS  

Checklist for the prevention of unplanned weight loss  

Primary prevention of unplanned 

weight loss and malnutrition  

¶ Taking a food-first approach 

¶ Developing and implementing an 
integrated food and nutrition 
policy that covers hospitality, 
allied health, clinical care and 
quality professionals 

¶ Consider the mealtime 
environment, including 
understanding if: 

the dining area is clean, tidy, and 

well-lit 

the dining area is arranged in a 

communal or family-like way 

residents who require meal-time 

support are provided this support 

residents have enough time to eat at 

a time and pace of their choosing 

snacks are provided when residents 

need to eat more frequent smaller 

meals 

¶ Residents are provided with 
tailored advice and information 
on maintaining a healthy weight 

¶ The provider uses and acts on a 
holistic food, nutrition, and meal-
time experience tool 

A mechanism to monitor and detect 

when sufficient food is not 

consumed, and to respond early 

¶ Ongoing consultation and 
feedback from each resident 
about their food and eating 
experience and responding to 
issues identified 

Secondary prevention of 

unplanned weight loss and 

malnutrition  

¶ Residents are screened for risk 
of malnutrition using a validated 
screening tool at assessment 
prior to entry, at the beginning of 
care, and on a regular basis 

¶ Residents who are malnourished, 
or at risk of malnutrition, have a 
multidisciplinary management 
care plan that aims to meet their 
needs using a food-first approach 

¶ Each resident who is screened 
for malnutrition (or their family or 
representative) have their results 
and nutrition support goals 
documented in writing 

¶ Residents have their nutrition 
support goals and needs 
reviewed at planned intervals 

¶ Residents who manage their own 
artificial feeding support or those 
caring for them have training to 
manage their nutrition needs 

¶ Staff receive annual training on 
identifying and managing risk of 
malnutrition and malnutrition 
using a validated tool 

¶ Policies and guidelines support 
compliance with aged care 
standards, and governance 
processes monitor this 
compliance 

Tertiary prevention of unplanned 

weight loss and malnutrition  

¶ Residents experiencing negative 
effects of unplanned weight loss 
are under the care of an 
appropriately skilled, 
multidisciplinary team of health 
professionals including a 
Dietitian. 

¶ Residents are receiving 
treatment for the adverse 
consequences of unplanned 
weight loss 

 

STEP

2

STEP

1

STEP

3
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FIGURE 17: PREVENTION STRATEGIES FOR UNPLANNED WEIGHT LOSS 73F

74 

 

5.6 Quality improvement mechanisms  
Quality improvement can help providers reduce the risk of residents experiencing unplanned 

weight loss and malnutrition. 

Quality improvement activities should be ongoing and part of business-as-usual for providers. 

QI Program data can help prompt when a specific quality improvement activity should be 

undertaken. It is important to review QI Program data reports through GPMS and compare against 

national averages and other services to understand if unplanned weight loss and malnutrition is an 

issue within your organisation. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on unplanned weight loss. 

5.7 Example tools, guidance and resources to support 
continuous quality improvement  

Validated malnutrition screening tools and guidance 

¶ The Malnutrition Universal Screening Tool (MUST) — Bapen 

https://www.bapen.org.uk/screening-and-must/must/must-toolkit
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¶ Malnutrition Universal Screening Tool Calculator — calculator used to establish nutritional risk 
using objective measurements to obtain a score and a risk category — Bapen 

¶ Mini Nutritional Assessment — Short Form (MNA®-SF) — Nestle 

¶ Validated Malnutrition Screening and Assessment Tools: Comparison Guide — Queensland 
Health 

¶ AutoMal research paper – study describing the development and internal validation of an 
automated malnutrition screening tool for use in residential aged care  

¶ Food, nutrition & dining information for providers - Aged Care Quality and Safety Commission – 
includes a range of reference guides, tools and discussion papers. Includes a flyer listing all the 
Commission’s food, nutrition and dining resources 

¶ Malnutrition in Aged Care — position statement — Dietitians Australia 

¶ The Lantern Project — an online community seeking to improve food and the meal-time 
experience for residents in residential aged care settings 

¶ Best Practice Food and Nutrition Manual for Aged Care — manual providing guidance on best 
practice food and nutrition for residential aged care — New South Wales Central Coast Local 
Health District 

¶ Eating well: A Nutrition Resources for Older People and their Carers — short book providing 
simple advice on provide good nutrition — New South Wales Central Coast Local Health 
District 

¶ Online training to help older people eat well — two free online training packages with videos, 
interactive activities and practical tips — Tasmanian Government Department of Health 

¶ An evidence-based guide for the identification and nutritional management of malnutrition and 
frailty in the Australian and New Zealand community — evidence-based guide providing 
practical guidance for healthcare professionals to identify and manage malnutrition and frailty 
among adults in the community setting — Griffith University 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

https://www.bapen.org.uk/screening-and-must/must-calculator
https://www.mna-elderly.com/sites/default/files/2021-10/mna-guide-english-sf.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0017/371321/hphe_asst_tools.pdf
https://research-repository.griffith.edu.au/server/api/core/bitstreams/74cbca57-f974-4d32-a037-3b627d539386/content
https://www.agedcarequality.gov.au/providers/food-nutrition-dining-information-providers
https://www.agedcarequality.gov.au/resource-library/find-out-more-about-food-nutrition-and-dining
https://dietitiansaustralia.org.au/sites/default/files/2021-12/202012-PositionStatement-Malnutrition_in_Aged_Care.pdf
http://thelanternproject.com.au/
https://www.cclhd.health.nsw.gov.au/wp-content/uploads/BestPracticeFoodandNutritionManualforAgedCare.pdf
https://www.cclhd.health.nsw.gov.au/wp-content/uploads/EatingWellANutritionResourceforOlderPeople.pdf
https://www.health.tas.gov.au/healthy-ageing/training-and-development/healthy-ageing-online-training
https://nutricia.com.au/adult/wp-content/uploads/sites/7/2022/02/ANZ_Community_Malnutrition_and_Frailty_Guidelines_March_2022_FINAL.pdf
https://nutricia.com.au/adult/wp-content/uploads/sites/7/2022/02/ANZ_Community_Malnutrition_and_Frailty_Guidelines_March_2022_FINAL.pdf
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6 Falls and major injury 

Falls are currently the leading cause of unintentional injury in older people in 

Australia. While not all falls can be prevented, there is strong evidence to suggest 

that falls can be reduced through screening, monitoring and prevention activities. 

 

6.1 Overview of falls and major injury  
Figure 18 below provides an overview of falls and major injury in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 18: FALLS AND MAJOR INJURY IN AGED CARE HOMES74F
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6.2 Understanding falls and major injury in aged care  
homes  

Consistent with the World Health Organization’s definition of a fall, the QI Program defines a fall as 

an event that results in a person coming to rest inadvertently on the ground or floor or other lower 

level81F82 This includes falls from a low bed and onto a crash mat.82F83 Under the QI Program, a fall 

resulting in major injury is a fall that meets the definition above and results in one or more of the 

following: 

¶ bone fractures 

¶ joint dislocation 

¶ closed head injuries with altered consciousness 

¶ subdural haematoma.83F84 

Falls commonly occur as a result of a person tripping, slipping or stumbling .84F85 

Details of the collection and reporting requirements for the falls and major injury quality indicator can 

be found in Part A. 

6.3 Adverse clinical events associated with falls and 
major injury  

Falls and major injury are a significant safety and quality risk across aged care  homes . 

There are many negative consequences of falls, including minor and major injury, pain, reduced 

physical functioning, decreased independence, psychological impacts, and occasionally 

death .94 Figure 19 below outlines the common complications associated with falls in aged care 

homes. 
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FIGURE 19: COMMON COMPLICATIONS OF FALLS 85F
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6.4 Risk factors of falls and major injury  
Older people are at increased risk of falls and are also more likely to suffer an injury as a result of a 

fall. This is due to increased frailty, reduced mobility and muscle tone, as well as conditions 

commonly associated with older age, such as osteoporosis and osteopenia, which weaken bones 

and increase the risk of injuries occurring from a fall.88F89 Poor nutrition also increases the risk of falls 

and major injury.89F90 94 

There is a range of risk factors that place residents at increased risk of falling (see Figure 20 

below).90F91 91F92 92F93 93F94 94F95 Having a strong understanding of the risk factors is crucial to identify 

residents who are at risk of falling. 
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FIGURE 20: PERSONAL RISK FACTORS THAT INCREASE A RESIDENT’S RISK OF FALLING 

6.5 Prevention and management of falls and major 
injury, including prevention checklist  

While not all falls (with and without injury) can be prevented, awareness of risk factors and some 

simple steps can reduce the risk of falling and an injury occurring. 

There are three key focuses of falls prevention: 

1. To assess  a resident’s risk of falling through identifying specific risk factors. 

2. To implement  specific prevention programs or interventions to target these specific risk 

factors. 

3. To prevent  injuries in those people who do fall. 

There are important aspects of care that can be considered to prevent and manage falls and 

injuries. Figure 21 on the following page provides simple steps to identifying a resident’s falls risk 

and preventing falls and injuries from occurring. 
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FIGURE 21: RISK FACTORS AND PREVENTION AND MANAGEMENT STRATEGIES FOR FALLS  
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The checklist below will help to assess residents who are at risk of falls and major injury and 

identify prevention strategies to reduce the risk of falls and major injury occurring. 

FIGURE 22: CHECKLIST FOR THE PREVENTION OF FALLS AND MAJOR INJURY  

Checklist for the prevention of falls and major injury

Undertake an environmental 

review and modify as needed  

¶ Conduct a quarterly 
environmental review at the aged 
care home (e.g. in common 
areas or hallways). 

¶ Conduct a quarterly review at the 
individual level (e.g. in bedrooms 
and bathrooms). 

¶ Make modifications where 
hazards are identified. 

Undertake a falls risk assessment 

using a validated tool  

¶ When a resident is first admitted 
to an aged care home. 

¶ After a resident has a fall. 

¶ After a change in health status. 

¶ On an annual basis for all 
residents. 

Document findings in a care plan  

¶ Outline the activities that will be 
undertaken to reduce the 
resident’s risk of falling. 

¶ Document risk factors, including 
comorbidities and mobility status. 

¶ Consider the resident’s personal 
preferences. 

Implement an appropriate 

prevention strategy based on the 

resident ’s risk factors 

¶ Previous or history of falls: 
Implementing a falls surveillance 
program and/or injury 
minimisation program. 

¶ Postural instability, unsteady gait 
or muscle weakness: Implement 
exercise programs and provide 
access to appropriate footwear. 

¶ Cognitive impairment, delirium or 
altered behaviour: Provide 

alternatives to restraint and 
address the behaviour. 

¶ Urinary and/or faecal frequency, 
urgency and incontinence, or 
nocturia assess continence 
needs to identify and implement 
appropriate management 
strategies, support toileting, 
provide continence aids and 
change incontinence pads 
regularly. 

¶ Low blood pressure and postural 
hypotension: Regularly monitor 
and manage blood pressure. 

¶ Dizziness or fainting: Assist with 
standing and seek advice from 
GP. 

¶ Use of sedative and/or 
antipsychotic medications: 
Regularly review and reduce 
medications, including seeking 
advice from a pharmacist or GP. 
Reducing psychotropic use and 
polypharmacy 

¶ Visual impairment: Provide 
access to visual aids and 
undertake regular environmental 
assessment. 

¶ Medical conditions and 
medications which impair 
balance: Provide access to 
rehabilitation therapy. 

Undertake frequent 

reassessment to monitor risk  

¶ When new or changing risk 
factors are evident. 

¶ Following any change to health 
status or wellbeing. 

¶ After a resident has a fall. 

¶ At least annually for all residents. 

¶ Reassess prevention strategies 
and adjust care plans as needed. 
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6.6 Quality improvement mechanisms  
Quality improvement can help providers increase the quality of care for residents at risk of 

falling.95F96 Quality improvement activities should be ongoing and part of business-as-usual for 

providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review QI Program data reports through GPMS and compare against 

national averages and other services to understand where quality improvement activities should be 

focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on preventing falls and minimising injuries.   
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6.7 Example tools, guidance and resources to support  
continuous quality improvement  

¶ Preventing Falls and Harm from Falls in Older People - Best practice guidelines and Fact Sheet 
— guidelines for managing the various risk factors that make residents in aged care homes 
vulnerable to falling — Australian Commission on Safety and Quality in Health Care (2025 
update) 

¶ Don’t fall for it. Falls can be prevented! — a booklet detailing ways to prevent falls — Australian 
Government Department of Health, Disability and Ageing 

¶ Falls: Standardised care process — an evidence-based approach in the prevention of falls for 
older people who live in a residential aged care setting — Victorian Department of Health and 
Human Services 

¶ Falls risk assessment tools, Victorian Department of Health — range of assessment tools 
aimed at falls prevention — available online on the Victorian Department of Health website 

¶ Falls Prevention Online Workshops — online learning modules for GPs and health 
professionals featuring evidence-based processes to help health professionals prevent falls in 
older people — Integrated SOLutions for Sustainable Fall PreVEntion - iSOLVE  

¶ World guidelines for falls prevention and management for older adults: a global initiative — a 
journal article providing a set of evidence and expert consensus-based falls prevention and 
management recommendations and guidelines — Journal of Age and Ageing 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.safetyandquality.gov.au/our-work/comprehensive-care/related-topics/falls-prevention
https://www.health.gov.au/sites/default/files/documents/2021/04/don-t-fall-for-it-falls-can-be-prevented.pdf
https://www.health.vic.gov.au/sites/default/files/migrated/files/collections/factsheets/s/scp-falls-pdf.pdf
https://www.health.vic.gov.au/ageing-and-aged-care/falls-prevention#falls-prevention-tools
https://fallspreventiononlineworkshops.com.au/
https://academic.oup.com/ageing/article/51/9/afac205/6730755
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7 Medication management — polypharmacy 

Medication management plays a critical role in achieving quality of care for aged 

care residents. The two categories within this quality indicator are: 

1. Medication management — polypharmacy (this section), and 

2. Medication management — antipsychotics (see Section 8 of this manual). 

 

7.1 Overview of polypharmacy  
In aged care homes, polypharmacy describes when residents are taking more medications than 

can be practically and safely consumed. Polypharmacy in older people can increase negative 

health outcomes. The data and references in Figure 23 have been reviewed March 2025. 

FIGURE 23: POLYPHARMACY IN AGED CARE HOMES96F
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97F

98 

  

RESEARCH 

DEMONSTRATES 

that instances of 

older Australians 

regularly using 

5 or more 
unique medications

has increased from 

2006 to 2017
by 52% 

with 

36%
of older Australians 

being affected in 

2017.
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7.2 Polypharmacy in aged care  homes  
Medication is defined as a chemical substance given with the intention of preventing, diagnosing, 

curing, controlling or alleviating disease or otherwise enhancing the physical and/or mental welfare 

of people. For the QI Program, it includes prescription and nonprescription medicines, despite the 

administered route. 

The QI Program defines polypharmacy  as the prescription of nine or more medications to a 

resident. 

For the QI Program, any medication with an active ingredient is counted in the polypharmacy 

quality indicator. Except  for those listed below which must not be included in the count of 

medications: 

¶ Lotions, creams or ointments used in skin and wound care; 

¶ Dietary supplements, including those containing vitamins; 

¶ Short-term medications, such as antibiotics or temporary eye drops; and 

¶ PRN medications. 

Providers must not count different dosages of the same medicine as different medications. 

Details of the collection and reporting requirements for the polypharmacy category of the 

medication management quality indicator can be found in Part A. 

7.3 Causes of polypharmacy  
Polypharmacy is an increasing concern amongst residents in aged care homes, and older people 

in general. Older people are often prescribed several medications to manage comorbidities and 

extend life, but there is evidence that the prevalence of polypharmacy is increasing amongst older 

people in Australia. 
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FIGURE 24: RISK FACTORS ASSOCIATED TO POLYPHARMACY 98F

99 

Older people  are at risk of polypharmacy for a variety of reasons:  
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7.4 Adverse clinical events of polypharmacy  
As people age, they are more sensitive to the effects of medication. This is exacerbated when they 

are prescribed multiple medications. Older people have an increased risk of experiencing adverse 

drug reactions (ADRs) due to physiological changes impacting how medicine is absorbed, 

distributed, metabolised and eliminated. An older person’s risk of an ADR increases with the 

number of medications they are prescribed. 

FIGURE 25: COMMON COMPLICATIONS ASSOCIATED WITH POLYPHARMACY  

7.5  

Prevention and management of polypharmacy, 
including prevention checklist  

The prescription, supply and administration of medicines is strictly regulated for safety and quality 

of care. Various health professionals are involved in this process to promote safe and quality use 

of medicines in aged care homes. Residents should understand and be involved in their own 

medication management and consent. 

Figure 26 below discusses strategies to manage and prevent polypharmacy. 
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FIGURE 26: PREVENTION STRATEGIES FOR POLYPHARMACY  

 

The checklist below will help to assess and involve residents who are at risk of polypharmacy and 

identify prevention strategies to reduce the risk of polypharmacy from occurring. 
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FIGURE 27: CHECKLIST FOR THE PREVENTION OF POLYPHARMACY  

Checklist for the prevention of polypharmacy  

Complete regular reviews of 

residential medication charts  

¶ Aged care home staff are key to 
identifying residents who are at 
risk of polypharmacy or are already 
prescribed nine or more 
medications. 

¶ Regular review of residential 
medication charts and/or 
administration records by registered 
nurses and enrolled nurses as they 
administer medications. Escalate to 
pharmacist or medical practitioner 
where appropriate. 

¶ Review resident’s medication charts 
and/or administration records for 
medication changes upon return 
from hospital admissions. 

Document, monitor and escalate 

instances of polypharmacy  

¶ Document/record concerns of 
polypharmacy on a resident’s care 
plan and escalate to a pharmacist or 
medical practitioner. The outcome of 
this escalation should also be 
documented and planned for in 
the resident’s care plan. 

¶ Monitor the resident closely for 
the expected benefits response 
as well as potential adverse drug 
withdrawals. A carer or enrolled 
nurse should discuss concerns of 
polypharmacy with the registered 
nurse so the escalation process to 
the pharmacist or medical 
practitioner is initiated for review. 

Implement prevention strategies  

Educate staff and promote awareness 

about polypharmacy  

¶ Remain aware of the risks 
associated with polypharmacy. 
Programs supporting awareness and 
understanding of deprescribing and 
polypharmacy are effective in 
promoting safer medication 
regimens as staff play an active role 

in monitoring residents’ residential 
medication charts. 

Encourage Residential Medication 

Management Reviews  (refer to 

“Example tools, guidance and resources 

to support continuous quality 

improvement”) 

¶ Encourage a Residential Medication 
Management Review (RMMR) for 
residents who are at risk of 
polypharmacy or are prescribed nine 
or more medications. 

¶ Collaborate with medical 
practitioners and pharmacists to 
perform a RMMR for a resident. 
These medication management 
services are subsidised by Medicare. 

Encourage shared decision making 

with resident s 

¶ Discuss medication needs with the 
resident to understand their 
perspective and support their 
participation in making decisions 
(where possible). 

Escalate concerns of polypharmacy 

for consideration of deprescribing 

(where appropriate)  

¶ Escalate concerns of polypharmacy 
to a pharmacist or medical 
practitioner. The purpose of this is to 
target medications no longer 
beneficial to the resident, reduce 
complexity in their medication 
regime and prevent consequences 
of a high-risk medication. 

¶ Deprescribing can only be actioned 
by a medical practitioner and must 
be reflected in the resident’s 
medication chart.  

Undertake frequent reassessment of 

residential medication charts  

¶ Re-assess and review regularly as a 
resident’s medication regimen can 
change regularly, especially as 
residents age and develop 
multimorbidity.  
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7.6 Quality improvement for polypharmacy  
Quality improvement can help providers increase the quality of care for residents at risk of 

polypharmacy. Quality improvement activities should be ongoing and part of business-as-usual for 

providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. 

It is important to review QI Program data reports through GPMS and compare against national 

averages and other services to understand where quality improvement activities should be 

focussed. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on preventing and reducing polypharmacy. 

7.7 Example tools, guidance and resources to support  
continuous quality improvement  

¶ Australian Medicines Handbook — online resource providing information on current 
medications used in Australia 

¶ Monthly Index of Medical Specialties (MIMS) Australia — online resource providing Australian 
medications information 

¶ The Fourth Australian Atlas of Healthcare Variation: Polypharmacy, 75 years and over — 
chapter explores the effects of polypharmacy in older people — Australian Commission on 
Safety and Quality in Health Care 

¶ Handbook of tools to support medicine management in multimorbidity and polypharmacy – 
developed by the University of SA for the Department of Health, Disability and Ageing  

¶ Medications it’s your choice — video providing information about the rights and responsibilities 
of older people about their care, including their medication — Older Persons Advocacy 
Network 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://amhonline.amh.net.au/auth
https://www.mims.com.au/index.php/products/mims-online
https://www.safetyandquality.gov.au/sites/default/files/2021-04/fourth_atlas_2021_-_6.1_polypharmacy_75_years_and_over.pdf
https://www.health.gov.au/resources/publications/handbook-of-tools-to-support-medicine-management-in-multimorbidity-and-polypharmacy
https://opan.org.au/yourchoice/
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8 Medication management — 
antipsychotics 

Medication management plays a critical role in achieving quality of care for aged 

care residents. The two categories within this quality indicator are: 

¶ Medication management — polypharmacy (see Section 7 of this manual); and 
¶ Medication management — antipsychotics (this section). 

 

8.1 Overview of antipsychotics  
Medication management is critical for aged care homes as residents are often prescribed several 

medications to manage comorbidities and extend life, being particularly vulnerable to the significant 

risks of antipsychotics. The data and references in Figure 28 have been reviewed March 2025. 

FIGURE 28: ANTIPSYCHOTICS IN AGED CARE  HOMES99F
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8.2 Antipsychotic use in aged care  homes  
Antipsychotics are medications prescribed for the treatment of a diagnosed condition of psychosis. 

Antipsychotic medication is often prescribed to aged care residents to manage the behavioural and 

psychological symptoms of dementia. 

The following is a non-exhaustive list of antipsychotics: 

¶ Amisulpride 

¶ Aripiprazole 

¶ Asenapine 

¶ Brexpiprazole 

¶ Cariprazine 

¶ Chlorpromazine 

¶ Clozapine 

¶ Droperidol 

¶ Flupentixol 

¶ Haloperidol 

¶ Lurasidone 

¶ Olanzapine 

¶ Paliperidone 

¶ Periciazine 

¶ Quetiapine 

¶ Risperidone 

¶ Trifluoperazine 

¶ Ziprasidone 

¶ Zuclopenthixol. 

* List of antipsychotics approved for use in Australia can be updated at any time so reviewing the 

list alongside updated evidence-based sources is advised. 

Regular monitoring of the use of antipsychotics is important because the inappropriate use of 

certain medication classes, such as antipsychotics, has been shown to be associated with poor 

health outcomes. 

Details of the collection and reporting requirements for the antipsychotics category of the 

medication management quality indicator can be found in Part A. 

8.3 Adverse clinical events of antipsychotics  
The adverse effects of antipsychotic medications range from those that are relatively minor to 

others that are very unpleasant, painful, disfiguring or life-threatening. Figure 29 below explores 

the adverse clinical effects of antipsychotic use. 

FIGURE 29: SIGNIFICANT ADVERSE EFFECTS OF ANTIPSYCHOTICS  

 

Research suggests that antipsychotic medications are frequently prescribed off-label for the 

behavioural and psychological symptoms of dementia.101F102 102F103 However, antipsychotics that 

are not beneficial or are not required should be discontinued. 
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8.4 Risk factors of antipsychotic use  
Older people are significantly more vulnerable to the significant risks associated with antipsychotic 

use due to age-related issues. Having a strong understanding of the risk factors is crucial to 

identify residents who are particularly at risk with antipsychotic use. The risk factors associated 

with the use of antipsychotics in aged care homes are explored in Figure 30 below. 

FIGURE 30: RISK FACTORS ASSOCIATED WITH ANTIPSYCHOTIC USE IN AGED CARE HOMES103F

104 
104F

105 
105F

106 
106F

107 
107F

108 
108F

109 
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8.5 Prevention and management of antipsychotic use, 
including prevention checklist  

Antipsychotic prescribing increases markedly once a person is admitted into aged care homes, and 

there is evidence that up to 42 per cent of residents in aged care homes are regularly prescribed 

an antipsychotic.109F110 110F111 

Figure 31 below explores strategies for managing antipsychotics use. 

FIGURE 31: PREVENTION STRATEGIES FOR ANTIPSYCHOTICS USE  

 

Complications from antipsychotics are treatment dependent. Complications can arise from the 

choice of antipsychotic, the dose used, the duration of exposure, the other medications the person 

is taking and the particular sensitivity of the individual to complications. 

If the intended use of antipsychotics is for chemical restraint, providers are required to have a 

behaviour support plan in place. Section 4 of this Manual provides further information about 

restrictive practices. 

The checklist overleaf will help to assess residents who are at risk of antipsychotic use and identify 

prevention strategies to reduce the risk of antipsychotic use from occurring:  
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FIGURE 32: CHECKLIST FOR THE PREVENTION OF ANTIPSYCHOTIC USE  

Checklist for the prevention of antipsychotic use

Complete regular reviews of 

residential medication charts  

¶ Identify residents who are taking 
antipsychotic medications. 

¶ Regular review of resident’s 
medication charts and/or 
administration records by 
registered nurses and enrolled 
nurses as they administer 
medications. Escalate to 
pharmacist or medical 
practitioner where appropriate. 

¶ Ensure residents’ medication 
charts and/or administration 
records are reviewed upon 
returning from the hospital as 
there could be significant 
medication changes. 

Document, monitor and escalate 

instances of antipsychotic use 

¶ Document/record concerns of 
antipsychotic use on a resident’s 
care plan and escalate to a 
pharmacist or medical 
practitioner. The outcome of this 
escalation should also be 
documented and planned for in 
the resident’s care plan. 

¶ Monitor the resident closely for 
changes in behaviour. A carer or 
enrolled nurse should discuss 
concerns of antipsychotic use 
with the registered nurse so the 
escalation process to the 
pharmacist or medical 
practitioner is initiated for review. 

Implement prevention strategies  

Educate staff and promote 

awareness about antipsychotic 

use 

¶ Remain aware of the risks 
associated with antipsychotic 
use. Programs supporting 
awareness and understanding of 
antipsychotic use are effective in 
promoting safer medication 

regimens as staff play an active 
role in monitoring residents’ 
residential medication charts. 

Encourage Residential 

Medication Management 

Reviews  (refer to “Example 

tools, guidance and resources to 

support continuous quality 

improvement”) 

¶ Encourage a Residential 
Medication Management Review 
(RMMR) for residents who are at 
risk with antipsychotic use. 

¶ Collaborate with medical 
practitioners and pharmacists to 
perform a RMMR for a resident. 
These medication management 
services are subsidised by 
Medicare. 

Encourage shared decision 

making with resident s 

¶ Discuss antipsychotic needs with 
the resident to understand their 
perspective and support their 
participation in making decisions 
(where possible). 

Escalate concerns of 

antipsychotic use for 

consideration of deprescribing or 

change in medication (where 

appropriate)  

¶ Escalate concerns of 
antipsychotic use to a pharmacist 
or medical practitioner. The 
purpose of this is to assess if the 
antipsychotic medication is no 
longer beneficial to the resident, 
reduce complexity in their 
medication regime and prevent 
consequences of a high risk 
medication. 

¶ Deprescribing and change in 
medications can only be actioned 
by a medical practitioner or nurse 
practitioner and must be reflected 
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in the resident’s medication 
chart. 

Undertake frequent 

reassessment of residential 

medication charts  

¶ Re-assess and review regularly 
resident’s medication charts as 
regimen can change regularly, 
especially as residents age and 
develop multimorbidity.  

8.6 Quality improvement for antipsychotic use  
Quality improvement can help providers increase the quality of care for residents at risk of 

antipsychotic use. Quality improvement activities should be ongoing and part of business-as-usual 

for providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review QI Program data reports through GPMS and compare against 

national averages and other services to understand where quality improvement activities should be 

focussed. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on preventing and reducing antipsychotic use.
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8.7 Example tools, guidance and resources to support  
continuous quality improvement  

¶ Deprescribing guide for antipsychotics for treatment of behavioural and psychological 
symptoms of dementia — a guide providing information to support deprescribing of 
antipsychotics — Northern Sydney Local Health District, New South Wales Government 

¶ Antipsychotic Tracking Tool — a tool to monitor antipsychotic usage in aged care settings — 
Dementia Training Australia 

¶ Six steps for safe prescribing antipsychotics and benzodiazepines in residential aged care — 
poster providing guidance on managing behaviours and psychological symptoms of dementia 
— Aged care Quality and Safety Commission 

¶ Australian Medicines Handbook — online resource providing information on current 
medications used in Australia 

¶ Monthly Index of Medical Specialties (MIMS) Australia — online resource providing Australian 
medications information 

¶ Severe Behaviour Response Team (SBRT) — 24/7 contact with a Dementia Consultant on 
1800 699 799 to access SBRT service — Dementia Support Australia 

¶ Dementia Behaviour Management Advisory Service (DBMAS) — 24/7 contact with a Dementia 
Consultant on 1800 699 799 for advice or to make a referral — Dementia Support Australia 

¶ Downloadable behaviour resources — a variety of resources to both inform and assist 
healthcare professionals and family members who are supporting a person living with dementia 
— Dementia Support Australia 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.nswtag.org.au/wp-content/uploads/2018/06/1.2-Deprescribing-Guide-for-Antipsychotics-for-Treatment-of-Behavioural-and-Psychological-Symptoms-of-Dementia.pdf
https://www.nswtag.org.au/wp-content/uploads/2018/06/1.2-Deprescribing-Guide-for-Antipsychotics-for-Treatment-of-Behavioural-and-Psychological-Symptoms-of-Dementia.pdf
https://dta.com.au/resources/antipsychotic-tracking-tool/
https://www.agedcarequality.gov.au/resources/six-steps-safe-prescribing-antipsychotics-and-benzodiazepines-residential-aged-care
https://amhonline.amh.net.au/auth
https://www.mims.com.au/index.php/products/mims-online
https://dementia.com.au/services/severe-behaviour-response-teams-sbrt
https://dementia.com.au/services/dementia-behaviour-management-advisory-service-dbas
https://www.dementia.com.au/resource-hub?topic=behaviour
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9 Activities of daily living 

Activities of daily living (ADLs) can be used to measure people’s ability to move 

and care for themselves. ADLs are essential, routine tasks such as personal 

hygiene, dressing, going to the toilet and eating. ADLs are important to maintain 

independence, health status and quality of life. Screening, monitoring and 

prevention activities may reduce decline in ADLs and improve independence. 

 

9.1 Overview of activities of daily living  
Figure 33 below provides an overview of the activities of daily living in aged care homes. The data 

and references have been reviewed March 2025. 

FIGURE 33: ACTIVITIES OF DAILY LIVING IN AGED CARE  HOMES111F
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9.2 Activities of daily living in aged care  homes  
ADLs are self-care activities such as managing grooming and personal hygiene, dressing, toileting 

and eating. ADLs are important to maintain independence, health status and quality of life. Aged 

care services can assist residents to actively participate in these activities to improve or maintain 

function or slow the rate of decline. 

ADLs are categorised under two sub-groups:113F114 

Basic  

¶ ambulating (walking/moving around) 

¶ eating 

¶ dressing 

¶ personal hygiene (oral, hair & skin care) 

¶ continence 

¶ toileting 

 

Instrumental  

¶ transport 

¶ shopping 

¶ managing finances 

¶ meal preparation 

¶ house cleaning 

¶ home maintenance 

¶ communication 

¶ managing medications.

A number of conditions (e.g. dementia and Parkinson’s disease) experienced by residents 

can cause a decline in their ability to perform ADLs.114F115 However, a decline in a resident’s 

function should not be considered inevitable. It is important to appreciate that poor quality 

care can accelerate the rate of decline, and that a good program of care will help to maintain 

or potentially improve independent function.115F116 117 117 

Basic ADLs are most relevant to aged care homes, as residents in aged care homes 

generally do not maintain responsibility for many of the instrumental ADLs such as grocery 

shopping, meal preparation or house cleaning. Residents should be encouraged to 

contribute to these activities, even when they are only partially able to do so. 

The focus of this quality indicator is on basic ADLs. 

Details of collection and reporting requirements for the activities of daily living quality 

indicator can be found in Part A.  

9.3 Causes of decline  in activities of daily living  
ADL decline is usually associated with illness that may occur suddenly (e.g. stroke or 

fractures) or progressively (e.g. dementia or Parkinson’s disease).118F118 While many of these 

illnesses are associated with gradual loss of ADL function, the rate of change may be 

prevented or slowed by good care and therapy.119F119 An important goal of care should be to 

improve function, to stabilise or to slow decline. 

Where there has been a sudden decline in ADL function, due to an acute illness or injury, 

residents should be supported to recover as much as possible. This might involve a 

rehabilitation or restorative care program, within the aged care home, or in some cases, in a 

rehabilitation facility. 
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9.4 Risk factors  for decline  in activities of daily 
living  

The majority of residents in aged care homes have limitations in their ADL function.120F120 

Many have conditions associated with progressive decline. Some experience incidents that 

lead to abrupt loss of ADL function. 

However, decline in ADLs is not inevitable, and the rate of decline can be influenced by good 

care.121F121  By reducing or slowing decline, residents are likely to enjoy a greater proportion 

of their lives as ‘good days’. Knowing the risk factors will help identify residents who are 

most likely to experience decline in ADLs. Risk factors associated with decline in ADLs in 

aged care homes are explored in Figure 34. 

FIGURE 34: RISK FACTORS FOR DECLINE IN ACTIVITIES OF DAILY LIVING 122F
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9.5 Adverse clinical events and activities of daily 
living  

ADL decline has a complex impact on wellbeing and is associated with a loss of 

independence. This may result in increased reliance on people or technology to maintain 

quality of life, wellbeing, and safety. Early detection of decline in ADLs leads to improved 

outcomes, slowing, stopping, or reversing progression, and avoiding consequences such as: 

¶ loss of mobility 

¶ confusion and discomfort with change of living environments 

¶ increasing level of care needs 

¶ increased hospitalisation 

¶ depression, withdrawal, and social isolation 

¶ delirium 
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¶ malnutrition 

¶ incontinence. 
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9.6 Prevention and management of decline  in 
activities of daily  living  

ADL decline can evolve in two ways: 

¶ Gradual  loss: independence is lost progressively, usually due to one or several 
degenerative disorders (e.g. dementia or osteoarthritis) 

¶ Sudden  loss: a major health event results in a loss of ADL function often with only partial 
recovery (e.g. stroke, falls or pneumonia). 

Awareness of risk factors and some simple steps can slow ADL decline and improve quality 

of life. ADL performance should be closely monitored and recorded. Review should occur 

regularly each time the person’s care plan is reviewed and when their health status changes, 

e.g. following a serious illness or injury. Any change in ADL performance should prompt 

consideration of strategies to slow decline and/or promote recovery. In the case of sudden 

ADL decline, there is a need for careful assessment and prescription of rehabilitative 

strategies for recovery.124F124 

Specific interventions targeted at encouraging mobility and promoting independence can 

improve outcomes, including: 

¶ Physical rehabilitation  and reablement :125F125 Rehabilitation can restore ADL function 
and minimise adverse events. Interventions should be designed according to current 
best-practice for maximum sustainability, cost-effectiveness and suitability. Rehabilitation 
is critically important for residents who sustain an injury or experience a major medical 
illness. 

¶ Specialist care:126F126 Consultation with geriatricians or other external specialists will 
inform ongoing care, preventive programs and recovery programs. 

¶ Early identification and assessment :127F127 Careful consideration of the likely trajectory 
of function, and the extent to which this can be influenced requires a multidisciplinary 
perspective that should be offered at entry to aged care homes and periodically with 
individual care plan review. These assessments can be enhanced by the use of formal 
assessment tools to help define, measure, and monitor ADL function, which may assist 
in outcome prediction. Examples include frailty assessment, cognitive assessment, 
nutritional evaluation, mobility assessment, continence assessment and functional 
activity assessment. 

¶ Targeted intervention and care planning :128F128 Proactive prevention of ADL decline 
may improve cost-effectiveness of care provision and improve independence. Targeting 
interventions to assessment findings and using collaborative care planning can improve 
care appropriateness and care outcomes. Examples include prescription of assistive 
devices, physical activity, falls prevention strategies, toileting programs and nutritional 
interventions. 

¶ An enabling environment :129F129 130F130A service level program should be in place that is 
designed to promote and preserve ADL independence. This might include group 
approaches (e.g. exercise classes) or individual level approaches (e.g. ensuring that 
residents are supported to retain mobility or dress themselves as much as possible). 

¶ Workforce planning and professional development :131F131 Education and training 
programs designed for carers and staff can significantly improve resident function. 
Examples include training in reablement and ADL preservation, depression and apathy 
management, manual handling, and continence assessment, management and care. 
Programs for residents run by trained staff can improve ADLs with a lasting effect 
(changes sustained over six months). 

Figure 35 outlines important aspects of care that can improve or maintain function.
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FIGURE 35: ACTIVITIES OF DAILY LIVING IMPROVEMENT FRAMEWORK 132F
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The checklist below will help assess residents who are at risk of ADL decline and identify support 

and prevention strategies to reduce ADL decline and mitigate consequences. 

FIGURE 36: CHECKLIST FOR THE PREVENTION OF ACTIVITIES OF DAILY LIVING DECLINE  

Checklist for  the prevention  of activities of daily living  decline

Undertake ADL assessments 

regularly  

¶ Conduct ADL assessments at 
least quarterly, or more 
frequently in response to 
changes, including: 

o on entry to an aged care 
home 

o when a resident returns 
from different care setting 

o after a change in health 
status. 

o Identify any recent 
changes in ADL function. 

¶ Identify and assess any risk 
factors for future ADL decline, 
such as: 

o cognition 
o nutrition 
o mobility 
o continence. 

Document findings in a care plan 

¶ Document the findings from the 
resident’s ADL assessment in 
their care plan, including any 
changes. 

¶ Identify and document suitable 
prevention strategies, including 
their proposed frequency and 
timing. 

¶ Undertake collaborative care 
planning, ensuring alignment with 
the resident’s preferences for 
management. 

¶ Document goals for improving or 
maintaining ADL function. 

¶ Monitor for risk factors of ADL 
decline. 

Implement appropriate support 

strategies that prevent ADL 

decline  

¶ Undertake collaborative care 
planning. 

¶ Promote autonomy in routine day 
to day activities. 

¶ Provide therapy and deliver 
interventions where required, for 
example: 

o occupational therapy, 
physiotherapy, nutrition, 
continence professional 
and dietetics 

o exercise and physical 
activity 

o prescription of assistive 
devices 

o medication management. 

¶ Implement restorative 
interventions following acute 
illness or deterioration. 

Ongoing monitoring between ADL 

assessments  

¶ Monitor ADL function. 

¶ Monitor risk factors. 

¶ Assess appropriateness of 
current strategies to maintain 
ADLs and quality of life. 

9.7 Quality improvement for activities of daily living  
Quality improvement can help providers increase quality of care for residents experiencing ADL 

decline. Quality improvement activities should be ongoing and part of business-as-usual for 

providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review the QI Program data reports through GPMS and compare 

against national averages and other services to understand where quality improvement activities 

should be focused. 

STEP

1

STEP

2

STEP

3

STEP

4
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The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on preserving ADL function.  
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9.8 Example tools, guidance and resources to support 
continuous quality improvement  

¶ Barthel Index — an ordinal scale used to measure performance in activities of daily living, and 
the selected assessment tool that must be used in the QI Program — available in Part A: 
Appendix A  

¶ AN-ACC Reference Manual — provides additional ADL related assessment tools including the 
Resource Utilisation Groups — Activities of Daily Living (RUG-ADL), Rockwood Clinical Frailty 
Scale, Australia-modified Karnofsky Performance Status (AKPS), De Morton Mobility Index 
(DEMMI) and the Australian Functional Measure, available online in the ANACC Reference 
Manual on the Australian Department of Health, Disability and Ageing website 

¶ About rehabilitation, reablement and restorative care — overview of terminology and references 
from Aged Care Research & Industry Innovation Australia 

¶ Services and supports for daily living: Standard 4 — provides guidance and resources relating 
to services and supports for daily living — Aged Care Quality and Safety Commission 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

  

https://www.health.gov.au/resources/collections/national-aged-care-mandatory-quality-indicator-program-manual
https://www.health.gov.au/sites/default/files/documents/2021/04/an-acc-reference-manual-and-an-acc-assessment-tool.pdf
https://www.ariia.org.au/knowledge-implementation-hub/rehabilitation-reablement-and-restorative-care/about-rehabilitation-care#:~:text=A%20reablement%20approach%20to%20aged%20care%20is%20emphasised,taking%20over%20tasks%20they%20can%20do%20for%20themselves.
https://www.agedcarequality.gov.au/sites/default/files/media/Guidance%20and%20resources_Standard%204.pdf
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10 Incontinence care 

Incontinence is the loss of bladder and bowel control, which can impact 

independence, health and quality of life. Incontinence Associated Dermatitis (IAD) is 

an irritant contact dermatitis associated with incontinence. Aged care providers can 

ensure access to treatment and care to support continence and deliver appropriate 

incontinence care. 

 

10.1 Overview of incontinence care  
Figure 37 below provides an overview of incontinence in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 37: INCONTINENCE IN AGED CARE  HOMES139F
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10.2 Understanding incontinence in aged care  homes  
For the purposes of the QI Program, incontinence is any accidental or involuntary loss of urine 

from the bladder (urinary incontinence) or faeces from the bowel (faecal incontinence). 

Incontinence can range in severity from a small leak to complete loss of bladder or bowel control. 

Under the QI Program, a resident has incontinence  if urinary incontinence occurs more than once 

a day or faecal incontinence more than once a week, or if they require urinary catheters for passing 

urine.  

IAD is a type of irritant contact dermatitis arising primarily from inadequate incontinence 

management. 

Aged care providers can ensure people have access to the right treatments and support to assist 

bladder and bowel control and reduce risk factors for the development of IAD. 

Incontinence is the third highest reason for transfer to aged care homes.141F141 Inappropriate 

management of incontinence consistently ranks amongst the top ten consumer complaints made to 

the Aged Care Quality and Safety Commission (ACQSC), a clear indication that incontinence 

management in aged care homes can be improved.142F142 

Prevalence of incontinence in Australian aged care homes is estimated between 75 and 81 per 

cent.143F143 In 2009, 67 per cent of residents in aged care homes required care for urinary 

incontinence, and 55 per cent were reported to require care for faecal incontinence.144F144 

Prevalence of IAD in Australian aged care homes is currently unknown, however is likely to be 

similar to pressure injuries.145F145 A review of the literature on prevalence estimates of IAD in 

residential aged care settings varies, but has been reported between 6 and 23 per cent.146F146 The 

frequency of IAD with good continence management and skin care can be reduced. 

Reliable quality indicators that measure the outcomes of incontinence care are not available. 

However, quality of incontinence care may be measured by the prevalence of poor outcomes. IAD 

can be reliably measured and is suitable as an indirect measure of incontinence care quality. 

Factors that drive the frequency of IAD also affect the rate of pressure injury — incontinence 

management and skin care. 

Details of collection and reporting requirements for the incontinence care quality indicator can be 

found in Part A. 

10.3 Causes of incontinence  
There are a wide variety of causes of incontinence, including general health, neurological 

conditions, and muscular dysfunction. For many residents, the cause of their incontinence is multi-

dimensional. 

Commonly associated conditions are:147F147 

¶ pelvic floor weakness/dysfunction/damage 

¶ rectal dysfunction/damage 

¶ pregnancy and childbirth 

¶ menopause 

¶ prostate enlargement 

¶ urinary or faecal obstruction 

¶ neurological disorders 

¶ pain 
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¶ cognitive impairment 

¶ mobility and functional impairment. 

10.4 Risk factors for incontinence  
There are many risk factors for incontinence in older adults, including social, physical, 

psychological, emotional, and environmental (the care facility), as described in Figure 38.148F148 

FIGURE 38: RISK FACTORS FOR INCONTINENCE  

SOCIAL CAUSES  
PHYSICAL RISK 

FACTORS 

COGNITIVE, 

PSYCHOLOGICAL 

AND EMOTIONAL 

RISK FACTORS 

CARE SETTING RISK 

FACTORS 

Cultural factors  

Around condition, 

sensitivity seeking help, 

support from carers of a 

different gender, or 

deficient cultural safety 

Physiological changes 

of ageing  

Comorbi di ties  

Acute illness, cancer, 

pain, constipation 

Medication related  

Polypharmacy, diuretic 

medicines, analgesics 

Functional issues  

Dexterity, mobility 

impairment, vision 

Communication issues  

Deafness, aphasia 

Mood disorders  

Anxiety, depression 

Cognitive impairment  

Alzheimer’s disease, 

Lewy body dementia, 

vascular dementia, 

stroke 

Staff  

Limited staff to assist 

with toileting, limited 

skills to identify and 

respond to incontinence, 

limited access to 

specialist continence 

care, deficient cultural 

safety 

Continence aids  

Limited choices or 

access 

10.5 Adverse clinical events  associated with  
incontinence  

Incontinence exposes residents to complications that can have significant impact on health and 

wellbeing, including:149F149 

¶ decreased quality of life 

¶ social withdrawal and depression 

¶ increased falls risk 

¶ functional decline from disuse atrophy 

¶ skin and tissue breakdown (e.g. pressure injury and incontinence associated dermatitis) 

¶ urinary tract infections. 

10.6 Prevention and management of incontinence  
Residents should be assessed for incontinence regularly, including risk factors and effectiveness of 

current incontinence care. These assessments should be carried out by trained staff as part of the 

resident’s routine personal care. 
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Quality incontinence care is achieved through a systems approach with consideration of service 

level factors and a resident’s individual circumstances. A range of active and passive continence 

management strategies should be discussed in consultation with residents to ensure a person-

centric management strategy is implemented that meets resident needs without compromising 

physical, emotional or social wellbeing. Examples of incontinence care interventions include:150F150 

¶ Active treatment 
o lifestyle interventions (e.g. fluid and dietary modifications) 
o physical therapies (e.g. pelvic floor exercises) 
o behavioural therapies (e.g. bladder training, toileting regimes, double voiding) 
o assistive devices (e.g. commodes, female and male urinals, vaginal pessaries, electrical 

stimulators, biofeedback devices) 
o medication (e.g. those that regulate stool form, hormones, overactive bladder) 
o surgical or interventional procedures. 

¶ Containment 
o absorbent continence aids (e.g. pads and absorbent underwear) 
o catheters (e.g. supra-pubic catheter, indwelling urethral catheter and intermittent 

catheter) 
o external urinary drainage (e.g. condom catheter) 
o bed or surface protection. 

Figure 39 outlines important aspects of high quality incontinence care in aged care homes. 
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FIGURE 39: INCONTINENCE MANAGEMENT 151F
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FIGURE 40: INCONTINENCE ASSOCIATED DERMATITIS MANAGEMENT USING THE ACTED FRAMEWORK 159F

159 

Incontinence associated dermatitis (IAD) is defined as a specific type of irritant contact 

dermatitis characterised by erythema and oedema of the peri-anal or genital skin. In some 

cases, IAD is accompanied by bullae, erosion or secondary cutaneous infection. IAD is often 

associated with poor quality incontinence care, often as a result of prolonged exposure to 

soiled pads. For the purposes of the QI Program, it must be evaluated using the Ghent Global 

IAD Categorisation Tool. IAD may be managed using the ACTED framework.  
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The checklist below will help assess residents who are at risk of incontinence and identify support 

and prevention strategies. 

FIGURE 41: CHECKLIST FOR THE MANAGEMENT OF INCONTINENCE AND PREVENTION OF IAD  

Checklist for  the manag ement  of incontinence  and prevent ion  of  IAD 

Undertake a b aseline assessment  

¶ Assess incontinence using a 
suitable assessment tool. 

¶ Identify any changes in 
continence and note the specific 
area of change. 

¶ Identify any risk factors for 
incontinence (e.g. comorbidities, 
medications, mobility issues). 

Undertake ongoing s creening  and 

comprehensive assessment  

¶ Screen residents regularly and 
provide comprehensive 
assessment in response to 
changes, including: 

o when first admitted to an 
aged care home (full 
assessment) 

o at pad change or when 
emptying bladder/bowels 
(assess skin integrity, 
assess frequency of 
incontinence e.g. daily, 
greater than 3 times) 

o after a change in health 
status 

o on return from a different 
care setting (e.g. following 
hospital admission or 
homestay). 

Document  findings in care record 

and undertake collaborative care 

planning  

¶ Document resident’s assessment 
findings in their care record (e.g. 
changes in continence, mobility, 
cognition, other adverse clinical 
events). 

¶ Document risk factors for 
incontinence. 

¶ Undertake collaborative care 
planning, ensuring alignment with 

resident’s needs and preferences 
for management. 

¶ Identify and document suitable 
prevention strategies. 

Implement appropriate multi -

faceted strategies aligned with 

resident ’s need and preferences 

¶ Implement a continence 
management strategy including 
toileting regime/plan 

¶ Select suitable continence aids 
and management strategy, 
considering 

o skin integrity 
o frequency of changes 
o severity and type of 

incontinence 
o level of independence, 

mobility and dexterity 
o resident’s abilities and 

preferences. 

¶ Engage appropriate clinical care: 
o pharmacist 
o physiotherapist 
o occupational therapist 
o dietitian 
o continence nurse 
o geriatrician 
o urologist/colorectal 

surgeon. 

Recogni se and manage adverse 

clinical events  associated with 

incontinence  

¶ Skin and tissue breakdown (e.g. 
pressure injury and incontinence 
associated dermatitis). 

¶ Falls. 

¶ Activity of daily living decline. 

¶ Infection. 

¶ Social withdrawal. 

¶ Reduced quality of life. 
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10.7 Quality improvement for incontinence  
Quality improvement can help providers increase quality of care for residents experiencing 

incontinence and/or IAD. Quality improvement activities should be ongoing and part of business-

as-usual for providers. The QI Program will help prompt when a specific quality improvement 

activity should be undertaken. It is important to review the QI Program data reports through GPMS 

and compare against national averages and other services to understand where quality 

improvement activities should be focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on managing incontinence.  
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10.8 Example tools, guidance and resources to support 
continuous quality improvement  

¶ Ghent Global IAD Categorisation Tool — provides standardised approach to IAD recognition, 
management, documentation and is the selected IAD assessment tool that must be used in the 
QI Program — Ghent University — available in Part A: Appendix B 

¶ Best Practice Model of Continence Care for Residential Aged Care (previously Continence 
SMART Care) — an evidence-based, person centred, clinically informed practice model of 
continence care for aged care — National Aging Research Institute  

¶ Incontinence-associated dermatitis: Moving prevention forward: Addressing evidence gaps for 
best practice — practical guidance on how to assess, prevent and manage IAD based on 
available evidence and expert opinion — Wounds International 

¶ Incontinence Associated Dermatitis Best Practice Principles — best practice principles 
providing information about IAD risk factors, recognition, assessment, prevention and 
management — New South Wales Health Clinical Excellence Commission 

¶ Incontinence in Australia — report providing background information and prevalence of 
incontinence in Australia, as well as hospital and residential aged care admissions relating to 
continence — Australian Institute of Health and Welfare 

¶ Literature Review of Incontinence Associated Dermatitis — journal article discussing best 
practice strategies for managing IAD — Advances in Skin & Wound Care 

¶ National Continence Helpline — a free confidential hotline providing information, advice and 
support from continence nurses — call 1800 33 00 66 Monday to Friday 8am-8pm 
AEST/AEDT— Continence Health Australia 

¶ Continence Resources for Aged Care — free resources to help guide best practice continence 
assessment and management — Continence Health Australia 

¶ Continence Support Now — a free pocket guide for disability and aged care workers providing 
bladder and bowel support — Continence Foundation of Australia 

¶ Continence Learning — courses and information to support learning in relation to continence — 
Continence Health Australia 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.health.gov.au/resources/collections/national-aged-care-mandatory-quality-indicator-program-manual
https://www.nari.net.au/model-of-continence-care
https://www.nari.net.au/model-of-continence-care
https://www.nari.net.au/model-of-continence-care
https://images.skintghent.be/2018491033795_iad-best-practice-document.pdf
https://images.skintghent.be/2018491033795_iad-best-practice-document.pdf
https://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0015/424401/Incontinence-Associated-Dermatitis-IAD-Best-Practice-Principles.pdf
https://www.aihw.gov.au/reports/disability/incontinence-in-australia/summary
https://journals.lww.com/aswcjournal/Fulltext/2018/11000/Incontinence_Associated_Dermatitis__State_of_the.4.aspx
https://www.continence.org.au/get-support/who-can-help/national-continence-helpline
https://www.continence.org.au/professionals/aged-care-resources
https://www.continencesupportnow.com/
https://www.continencelearning.com/
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11 Hospitalisation 

Many emergency department presentations or admissions to hospital are 

avoidable if residents have timely access to appropriate healthcare services. 

Excessive transfers of residents to the emergency department may indicate poor 

care quality or access. 

11.1 Overview  of hospitalisation  
Residents are often transferred to a hospital to receive care that may not be available in the aged 

care home. Some of these transfers are considered avoidable, either through prevention of the 

illness that results in the need for transfer, or by management of the problem locally at the aged 

care home. The data and references have been updated October 2025. 

FIGURE 42: HOSPITALISATION OF AGED CARE RESIDENTS160F

160 
161F

161 
162F

162 
163F

163
   

164 

 



 

QI PROGRAM MANUAL PART B 72 

11.2 Hospitalisation from  aged care  homes  
Many emergency department presentations and admissions to hospital are avoidable if residents 

have timely access to appropriate care. Excessive transfers to hospital may indicate poor care 

quality and access. However, aged care services should never avoid or prevent hospital transfer or 

emergency department presentation if it is required.164F165 

To support quality of care, it is important to identify and monitor emergency department 

presentations that could be avoided with appropriate care. There are two circumstances that give 

rise to inappropriate hospitalisations:165F166 

¶ Inadequate expertise and/or  resources  at the aged care home: Many illnesses or incidents 
are best managed at the aged care home. This includes conditions that are relatively minor, 
where transfer to hospital is inconsistent with the resident’s preferences, or where hospital care 
offers limited value, or 

¶ Avoidable illnesses or injuries : This occurs when the condition results from inadequate 
provision of care or services (e.g. falls resulting in injury, poorly maintained vaccination 
program, or development of a pressure injury). 

Details of collection and reporting requirements for the hospitalisation quality indicator can be 

found in QI Program Manual Part A. 

11.3 Causes of hospitalisation  
Hospitalisation is necessary when:166F167 167F168 

¶ there is a requirement for investigation or treatment available exclusively at the hospital 

¶ the appropriate type and/or standard of care is not available at the aged care home 

¶ hospitalisation is the preference of the resident or surrogate decision makers and is 
appropriate. 

Common causes of emergency department presentation or unplanned hospitalisation from aged 

care are homes:168F169 

¶ cognitive decline 

¶ dementia and delirium 

¶ activity of daily living decline 

¶ falls 

¶ fractures 

¶ reduced mobility 

¶ malnutrition 

¶ medication mismanagement 

¶ inadequate ambulatory care 

¶ inadequate assistance with activities of daily living 

¶ chronic conditions that are not adequately monitored or managed. 

11.4 Risk factors for hospitalisation  
Individual risk factors  

Rates of hospitalisation are influenced by the characteristics of the resident, the aged care home, 

access to and provision of timely healthcare services, and the broader health system.169F170 

In Australia, the strongest predictors of unplanned hospitalisation or emergency department 

presentation from residential aged care at the individual resident level are:170F171 
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¶ Resident needs and attributes — being male, higher age, history of delirium, higher activity of 
daily living needs, complex behaviour and complex care needs 

¶ Healthcare support — number and recency of healthcare use (including hospital and general 
practitioner attendance) 

¶ Medication — use of a high sedative load or polypharmacy. 

Service risk factors  

Risk factors at the organisational level include poor access to specialist medical and nursing 

expertise, poor contingency planning for minor acute illnesses and lack of ongoing coordination 

with local specialist services and hospitals. 

Of these risk factors, several may be measured, monitored and/or influenced by services, at both 

the organisational and individual level, and these should be the focus of risk mitigation. 

11.5 Adverse clinical events and hospitalisation  
Hospitalisation exposes residents to hospital-acquired complications.171F172 These can have 

significant impacts on the resident, and their subsequent independence and care requirements. 

Common hospital acquired complications include: 

¶ infection 

¶ malnutrition 

¶ cardiac complications 

¶ delirium 

¶ depression 

¶ deconditioning 

¶ falls 

¶ reduced independence and mobility. 

11.6 Prevention and management of hospitalisation  
Emergency department presentations and admissions to hospital can be reduced with a 

systematic, person-centred approach. This includes focusing on access to resources to provide 

appropriate care such as skilled staff; primary, specialist and preventive healthcare; and practices 

to identify, manage, monitor and escalate care needs. Care planning and management should 

align with resident preferences, including for end-of-life care. 

The rates of avoidable hospitalisations can be minimised by strategies at two levels: 

¶ organisation level to ensure that expertise, resources and systems are available to manage 
minor conditions within the facility. 

¶ care delivery level to ensure that illnesses and incidents that require hospitalisation are 
minimised. 

Strategies to minimise avoidable hospitalisations at a care delivery level may include: 

¶ Early identification of risk factors : Unmet healthcare needs are commonly cited as the 
underlying factor for emergency department presentations. Identifying health and care needs 
and providing interventions before conditions deteriorate can reduce both cost and burden of 
care.172F173 This is supported by understanding which residents have the strongest predictors 
for unplanned hospitalisation or emergency department presentation. For example, this could 
include residents that are older age, have a history of delirium, higher activity of daily living 
needs, have recently required healthcare and who use high sedative load or polypharmacy. 

¶ Monitoring resident  progress : Early identification of risk factors and changes in health status 
guides decisions about further monitoring requirements, facilitates communication with primary 
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care providers, identifies appropriate hospital transfer requirements and informs management 
strategies to maintain quality care.173F174 

¶ Care provision by appropriately skilled pr oviders : Access to skilled carers, nurses and 
other healthcare providers with appropriate education and training, combined with skilled staff 
to provide appropriate interventions, is associated with lower hospitalisation rates.174F175 175F176 

¶ Using multidisciplinary teams coordinated by aged care  home staff : Access to primary 
and specialist care networks to provide care specific to individual care needs (communication 
channels, telehealth, transport to outpatient appointments) can prevent the requirement for 
hospitalisation.176F177 Trained staff provide guidance to embed changes in daily practices and 
improve care outcomes. 

4. Support with appropriate  resources : Including appropriately integrated communication 

systems such as: 

o Health information technology improves communication and outcomes, offering access 
to care staff that facilitate effective early identification and continued monitoring of the 
resident’s health condition, leading to improvements in safety and reduced 
hospitalisation.177F

178 
178F

179 
o In-reach and outreach specialist care teams to optimise access to care and care 

integration. 
o Telehealth provides expanded access to care and addresses coverage gaps, particularly 

in rural/remote areas, reducing staff burnout and costs, providing timely access to 
specialist input and improving outcomes.179F

180 
180F

181 
181F

182 

5. Collaborative  care planning, including advance care planning : Completion of advanced 

care planning with residents, their families and carers is associated with reduced 

hospitalisation and care provision that aligns with resident preferences.182F183 183F184 184F185 

185F186
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FIGURE 43: PREVENTING AVOIDABLE HOSPITALISATION  
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The checklist below will help assess residents who are at risk of hospitalisation and identify support 

and prevention strategies to reduce the risk of avoidable hospitalisation. 

FIGURE 44: CHECKLIST FOR THE PREVENTION OF AVOIDABLE HOSPITALISATION  

Checklist for the prevention of avoidable hospitalisation

Use a systems approach  

¶ Routinely check and monitor risk 
factors for hospitalisation. 

¶ Ensure appropriate management 
strategies are in place to 
optimise health and wellbeing. 

¶ Provide collaborative 
multidisciplinary care. 

¶ Use integrated health information 
technology systems for improved 
communication and information 
sharing. 

Deliver p reventive care and 

treatment  

¶ Coordinate timely vaccination. 

¶ Ensure preventive measures are 
in place to avoid acute episodes. 

¶ Provide evidence-based care for 
chronic health conditions. 

¶ Undertake collaborative care 
planning, ensuring alignment with 
the resident’s needs and 
preferences for management. 

Provide appropriate resourcing  

¶ Enable access to skilled staff at 
appropriate times. 

¶ Ensure appropriate equipment 
and resources are available. 

¶ Establish suitable programs to 
access hospital in-
reach/outreach services. 

¶ Develop and use collaborative 
networks using local primary 
healthcare providers. 

¶ Provide access to relevant 
specialist care, including via 
outpatient services and 
telehealth. 

Undertake  collaborative  care 

planning  

¶ Document all relevant information 
clearly in an individual care plan, 
providing clarity for all care 
providers and decision makers. 

¶ Provide care and documented 
interventions as per care plan to 
meet care needs. 

¶ Regularly review (quarterly or 
when health status changes) 
care plan with the resident, their 
family or representative. 

¶ Identify and document service 
and the resident’s expectations. 

11.7 Quality improvement for hospitalisation  
Quality improvement can help providers increase the quality of care for residents who are at 

elevated risk of avoidable hospitalisation. Quality improvement activities should be ongoing and 

part of business-as-usual activities for providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review the QI Program data reports through GPMS and compare 

against national averages and other services to understand where quality improvement activities 

should be focused. 

The Plan-Do-Check -Act tool (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on reducing avoidable hospital admissions.  
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11.8 Example tools, guidance and resources to support 
continuous quality improvement  

¶ Aged Care Emergency (ACE) Manual provides guidance in the care of acutely unwell 
residents.  

¶ Engage with your Primary Health Network for support to develop afterhours care plans 

¶ Agency for Healthcare Research and Quality — online training modules for improving patient 
safety in long term care facilities (USA based) 

¶ Advance care planning resources — planning documents, training and education resources are 
available at Advanced Care Planning Australia or End of Life Directions for Aged Care 

¶ Study identifies how to minimise resident infection-related hospitalisations — news article 
describing Monash University study on prevention of infection related hospitalisations — 
Australian Ageing Agenda 

¶ A guide to the potentially preventable hospitalisations indicator in Australia — guide providing 
information on potentially preventable hospital admissions — Australian Commission on Safety 
and Quality in Health Care 

¶ Potentially preventable hospitalisations in Australia by small geographic areas, 2017-18 to 
2022-23 — report providing information and data on hospital admissions and differences 
between demographic groups — Australian Institute of Health and Welfare 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://hunterprimarycare.com.au/health-professionals/ace-education-resources-2/
https://www.health.gov.au/initiatives-and-programs/phn/how-we-support-phns/aged-care#:~:text=PHNs%20will%20help%20guide%20and,maintaining%20residents'%20online%20medical%20records
https://www.ahrq.gov/patient-safety/settings/long-term-care/resource/facilities/ltc.html
https://www.advancecareplanning.org.au/training-and-education
https://www.eldac.com.au/tabid/5020/Default.aspx
https://www.australianageingagenda.com.au/clinical/infection-control/study-identifies-how-to-minimise-resident-infection-related-hospitalisations/
https://www.safetyandquality.gov.au/sites/default/files/migrated/A-guide-to-the-potentially-preventable-hospitalisations-indicator-in-Australia.pdf
https://www.aihw.gov.au/reports/primary-health-care/potentially-preventable-hospitalisations-2017-2023/contents/about
https://www.aihw.gov.au/reports/primary-health-care/potentially-preventable-hospitalisations-2017-2023/contents/about
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12 Workforce 

The aged care workforce is critical to providing quality services to meet the needs 

of older people. There are well established links between the capacity of aged 

care staff and the quality of care provided. Many residents, their families and 

carers have reported that continuity of care is the critical element for resident 

wellbeing in aged care homes. 

12.1 Overview of workforce  
Australian-government funded aged care homes are expected to have ‘a workforce that is 

sufficient, and is skilled and qualified, to provide safe, respectful and quality care and 

services’.186F187 

The Royal Commission into Aged care Quality and Safety highlighted the significance of workforce 

continuity and stability to deliver high-quality, person-centred care.187F188 

The aged care workforce is a vast network of people who work together to deliver a continuum of 

care to older people.188F189 

In 2023, there were over 217,000 direct care workers or 111,000 full time equivalent positions 

employed in aged care homes in Australia.  

FIGURE 45: WORKFORCE IN AGED CARE  HOMES189F
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190F

191 
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12.2 The residential aged care workforce  
For the purposes of the QI Program, workforce turnover measures employed staff who stopped 

working during the reporting period. 

While many dedicated and compassionate people work in aged care, it is recognised that systemic 

workforce issues exist, reducing capacity to provide quality care. Seventy per cent of submissions 

to the Royal Commission into Aged Care Quality and Safety identified staff shortages as the 

principal barrier to having resident care needs met, the consequences of which can be serious or 

fatal. 

Workforce shortages and other factors contribute to higher staff turnover, which subsequently 

exacerbates workforce shortages and disrupts continuity of care, filtering down to impact on quality 

of care and quality of life due to workers’ reduced familiarity with residents. 

Details of collection and reporting requirements for the workforce quality indicator can be found in 

Part A. 

12.3 Causes of workforce shortages  
Factors that impact workforce shortages and increase staff turnover are multi-faceted and diverse. 

Common workplace features associated with high staff turnover include: 

¶ organisational funding and design 

¶ insufficient staff numbers 
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¶ misalignment of residents’ needs and staff skill-mix 

¶ shortage of professional clinical staff (e.g. registered nurses and allied health) 

¶ undervalued and underpaid staff 

¶ inadequate staff training and professional development. 

12.4 Risk factors for high staff turnover  
The main risk factors for staff turnover result from staff feeling unsupported or undervalued at work. 

These feelings and perceptions can arise from multiple factors, including: 

¶ inadequate leadership 

¶ poor workplace culture 

¶ staff shortages 

¶ inadequate time to complete tasks 

¶ inadequate training 

¶ absence of career framework or opportunities for progression 

¶ lack of professional development. 

12.5 Adverse clinical events and workforce  
There are well established links between the capacity of aged care staff, both in sufficiency and 

skill, and the quality of care provided. To provide high quality care, staff must feel supported, 

valued and fairly remunerated. If staff needs are not met, disengagement, inattention and low 

motivation is likely to occur. Staffing shortages and misaligned skill-mix can lead to poor care and 

unmet care needs. Standard 2 (Outcome 2.8) of the Strengthened Aged Care Quality Standards 

requires residents to receive quality care and services by a skilled and qualified workforce who are 

knowledgeable, capable and caring.191F192 

12.6 Prevention and management of workforce turnover  
Aged care is reliant upon appropriately trained and engaged staff who feel valued and supported in 

their role, and who are given sufficient time to provide effective care. 

Specific areas that can be targeted to improve staff retention and care continuity can be 

understood through worker satisfaction surveys and by ensuring information is encouraged to be 

shared across all levels in the organisation, providing opportunities for staff to raise concerns. 

Interventions to support workforce retention could include establishing both formal and informal 

forums where staff can provide regular feedback, enabling participation in mentoring programs or 

providing staff with access to training programs (both internal and external), preferably during 

working hours. 

Examples of areas where management could focus and where interventions may be required to 

mitigate workforce turnover include:192F193 193F194 194F195 

¶ Working conditions : Staff must be appropriately remunerated, valued and invested in. The 
workforce must be sufficient and suitably skilled to provide quality care. 

¶ Job satisfaction : Staff who are satisfied with their work and feel valued, supported and 
empowered will generally stay active and engaged, improving care quality along with staff and 
resident wellbeing. 

¶ Supportive and visionary management : Staff shortages may require investment and 
innovation to improve working conditions and identify alternative approaches to deliver care 
e.g. through optimised use of line management structures and incorporation of supportive 
technologies such as health information technology (HIT). 
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¶ Supervision  and mentorship : Supervision and mentorship can support skill development and 
practice. It can improve working conditions, resulting in improved performance and overall 
wellbeing of staff. 

¶ Empowering work culture : Staff who feel empowered have higher levels of self-worth, greater 
wellbeing and are more invested in their work. 

¶ Collaborative teams : Involvement in team structures and care planning has a beneficial effect 
on team output, leading to efficiencies in resource use. 

¶ High quality and relevant education : Professional development ensures the right training for 
the right staff at the right time that leads to provision of high-quality care. Service-wide 
investment in professional development affords opportunities for staff to develop capacity, 
feelings of belonging, and value as well as providing currency and relevancy to skill sets. 
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The checklist below will help assess risk of staff turnover and assist in identification, reporting and 

mediation of workforce issues. 

FIGURE 46: CHECKLIST FOR DEVELOPING A POSITIVE WORKPLACE CULTURE  

Checklist for developing a positive workforce culture  

Provide focused leadership  

¶ Develop collaborative service 
goals and articulate roles and 
responsibilities to achieve them. 

¶ Support staff to work towards 
service goals. 

¶ Monitor, evaluate and share 
progress towards service goals. 

¶ Use management frameworks to 
structure reporting activities. 

¶ Ensure appropriate staff 
supervision and mentorship. 

Create a positive  work 

environment  

¶ Promote staff engagement. 

¶ Collaborate with staff to develop 
and achieve service goals. 

¶ Establish community and 
professional networks (e.g. with 
local services or professionals). 

¶ Implement processes allowing for 
the escalation of staffing issues 
by any staff member e.g. 
reporting of shortages to 
professional line managers if and 
as they arise. 

¶ Proactively seek assistance to 
resolve any workplace issues. 

¶ Consider new and innovative 
ways of mitigating challenges. 

¶ Ensure frequent, honest and fair 
communication between staff 
and management. 

Ensure enough of the r ight staff 

in  the right roles  

¶ Ensure staff have the training 
and skills to meet the needs and 

preferences of residents 
including relevance to individual 
and organisational scope of 
practice. 

¶ Seek support and assistance 
from trained professionals 
whenever there is uncertainty. 

¶ Maintain a flexible and balanced 
approach to rostering that 
considers the case-mix and 
appropriate skill mix required. 

¶ Where possible, adopt an 
approach to rostering that 
supports care continuity allowing 
residents to become more 
familiar with staff.  

Prioritise e ducation and training  

¶ Identify areas of need or 
knowledge gaps and arrange 
appropriate training. 

¶ Undertake professional 
development planning with staff, 
including career planning. 

¶ Collaborate with staff and line 
managers to identify areas for 
professional development 
investment. 

¶ Ensure relevant registrations, 
qualifications and competencies 
associated with staff roles are 
maintained and recorded. 

Promote j ob satisfaction  

¶ Promote staff engagement 
through team building and social 
activities. 

¶ Create a safe space to discuss 
workplace concerns without fear 
of retribution or punishment. 

¶ Prioritise staff culture and values. 

12.7 Quality improvement for workforce  
Quality improvement can help services reduce staff turnover and improve continuity of care. 

Quality improvement activities should be ongoing and part of business-as-usual for providers. 
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The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review the QI Program data reports through GPMS and compare 

against national averages and other services to understand where quality improvement activities 

should be focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on workforce.  
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12.8 Example tools, guidance and resources to  
support continuous quality improvement  

¶ Workforce Advisory Service —free, independent and confidential advice for aged care 
providers to improve workforce planning — Department of Health, Disability and Ageing 

¶ Equip Aged Care Learning Packages — free online learning modules for anyone interested in 
the aged care sector, including personal care workers, nurses, allied health professionals, 
volunteers and families — Department of Health, Disability and Ageing  

¶ Aged Care Transition to Practice Program (ACTTP) — mentoring, training and support for new 
aged care nurses — Department of Health, Disability and Ageing 

¶ Aged Care Nursing and Allied Health Scholarships – provides funding for a range of 
scholarship opportunities for nurses, personal care workers and allied health workers. 
Preference is given to applicants living and working in rural, regional and remote areas – 
Department of Health, Disability and Ageing 

¶ Research Paper 1: How Australian residential aged care staffing levels compare with 
international and national benchmarks — research paper investigating international and 
national staffing profiles for aged care homes in order to better understand how staffing can be 
improved in Australia — Royal Commission into Aged Care Quality and Safety 

¶ Aged Care Quality and Safety Commission — educational resources and workshops for aged 
care providers, new workforce entrants and pre-existing staff — Aged Care Quality and Safety 
Commission 

¶ Nursing guidelines for continuing professional development — guidelines providing information 
for nurses regarding the expectations and requirements of the Nursing and Midwifery Board 
Australia — AHPRA 

¶ Aged Care Award — Fair Work Commission (previously fair work Australia) 

¶ The national imperative to improve nursing home quality: Honoring our commitment to 
residents, families and staff — e-book discusses relevant workforce issues including 
administration, leadership, licensing, professional development, health and wellbeing of care 
workers and different types of care workers — National Academies of Sciences, Engineering 
and Medicine, USA 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.health.gov.au/our-work/workforce-advisory-service
https://equiplearning.mooc.utas.edu.au/
https://www.health.gov.au/our-work/aged-care-transition-to-practice-program
https://www.health.gov.au/initiatives-and-programs/nursing-and-allied-health-scholarships
https://www.palliaged.com.au/Portals/5/Documents/Australian_Context/research-paper-1-How-Australian-Residential-Aged-Care-Staffing-Levels-Compare.pdf#:~:text=This%20report%20reviews%20the%20national%20and%20international%20staffing,and%20%282%29%20specification%20of%20%E2%80%98appropriate%E2%80%99%20%28not%20minimum%29%20levels.
https://www.palliaged.com.au/Portals/5/Documents/Australian_Context/research-paper-1-How-Australian-Residential-Aged-Care-Staffing-Levels-Compare.pdf#:~:text=This%20report%20reviews%20the%20national%20and%20international%20staffing,and%20%282%29%20specification%20of%20%E2%80%98appropriate%E2%80%99%20%28not%20minimum%29%20levels.
https://www.agedcarequality.gov.au/
https://www.nursingmidwiferyboard.gov.au/registration-standards/continuing-professional-development.aspx
https://www.fairwork.gov.au/employment-conditions/awards/awards-summary/ma000018-summary
https://nap.nationalacademies.org/read/26526/chapter/1
https://nap.nationalacademies.org/read/26526/chapter/1
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13 Consumer experience 

Consumer experience represents the perspective of residents, or their proxies, to 

support services tailor and improve quality of care. 

 

 

13.1 Overview of consumer experience  
Figure 47 provides an overview of consumer experience in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 47: CONSUMER EXPERIENCE IN AGED CARE  HOMES195F
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13.2 Consumer experience in aged care  homes  
Collecting, monitoring and responding to consumer experience is necessary to appropriately listen 

to the voice of residents and understand the effectiveness of aged care. For the purposes of the QI 

Program, six elements of consumer experience are sought from residents, or their families and 

carers, these are:198F199 

¶ Being treated with respect and dignity 

¶ Support to make decisions about care 

¶ Care and support provided by staff with appropriate skills and training 

¶ Services and supports for daily living positively impact on overall health and wellbeing 

¶ Support and encouragement to maintain social relationships and community connections 

¶ Comfort in lodging complaints, with confidence that issues will be appropriately addressed. 

Details of collection and reporting requirements for the consumer experience quality indicator can 

be found in Part A. 

13.3 Risk factors affecting consumer experience  
In aged care homes, consumer experience can be negatively impacted when:199F200 200F201 

¶ transparent processes are not in place for feedback or complaints 

¶ residents are afraid of negative consequences if they complain or speak 

¶ residents feel their opinion is not listened to or valued 

¶ information sharing is not collaborative 

¶ care does not feel personalised or culturally appropriate 

¶ residents feel inferior to their carers 

¶ opportunities to participate in community-based activities are not available. 

13.4 Adverse clinical events and consumer experience  
Negative experiences in aged care homes can lead to a range of physical, psychological and 

social issues for residents, their families and carers, including:201F202 

¶ reduced engagement/withdrawal 

¶ resentment 

¶ loss of autonomy 

¶ distrust 

¶ withholding constructive feedback for fear of retribution 

¶ depression 

¶ neglect 

¶ abuse. 

13.5 Management of consumer experience  
Awareness of factors that contribute to poor consumer experience reduces the risk of adverse 

clinical events and improves quality of life. Measurement and reporting by service providers can 

prompt recognition and management of consumer experience and assist with promoting and 

monitoring the progress of service-wide quality improvement.202F203 
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13.6 Famil ies and carer s 
Some residents may require a proxy to complete consumer experience assessments.203F204 This 

includes residents who have severe cognitive or communication issues impacting their ability to 

express their wishes and feelings. The proxy should know the resident well and see them regularly. 

When completing the consumer experience assessment, the proxy should respond based on their 

own knowledge of the resident and their quality of care experience at the time of completion, 

noting: 

¶ Every attempt should be made to elicit the wishes and opinions of the resident, recognising 
these may differ to the proxy. Residents may communicate in non-verbal ways, and their 
feelings may be elicited by observing their responses to care and various recreational and 
social activities. These responses form part of collaborative care planning and should be 
documented following aged care home procedures. 

¶ Proxies, including family and carers such as substitute decision makers, are often highly 
sensitive to the needs of residents. Their needs may be closely aligned with those of the 
resident. Recognition of the views and needs of these proxies should form part of the program 
of the aged care home, ensuring that they are welcome, can participate in the life of the 
resident, and that their voice is heard in arranging care. 

Figure 48 outlines important aspects of care that optimise consumer experience.
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FIGURE 48: MANAGING CONSUMER EXPERIENCE 204F
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The checklist below will help assess residents who are at risk of poor or declining consumer 

experience and identify support and prevention strategies: 

FIGURE 49: CHECKLIST FOR IMPROVING CONSUMER EXPERIENCE  

Checklist for improving consumer experience  

Educate staff  about consumer exp  

¶ Explore opportunities for 
advancing staff skills and 
knowledge. 

¶ Ensure alignment of staff skill-mix 
and case-mix. 

Assessment and reassessment 

using QCE -ACC tool  

¶ Assess with the QCE-ACC 
assessment tool. 

¶ Identify any baseline indications 
of diminished consumer 
experience. 

¶ Identify any risk factors for future 
deterioration of consumer 
experience. 

Support active participation of the 

resident  in care  planning  

¶ Foster trust and open 
communication about resident 
needs, preferences and goals. 

¶ Provide options and information 
to support resident choice. 

¶ Encourage and respect the 
resident’s participation in care 
planning. 

¶ Incorporate collaborative care 
planning principles into 
workplace policies and 
procedures. 

Broaden opportunities for 

resident s’ involvement in 

activities  

¶ Explore opportunities for 
residents to contribute to activity 
program development. 

¶ Provide relevant, timely 
information about available 
activities and services. 

¶ Maximise level of the resident’s 
participation, including through 
use of proxy or advocacy where 
indicated. 

¶ Adjust activities to suit the 
resident’s health profiles. 

Strengthen community culture  

¶ Adapt service specific 
engagement strategies. 

¶ Encourage social interaction 
between residents, staff and the 
outside community. 

¶ Include residents in plans for 
community engagement 
activities. 

Create enabling and supportive 

environments  to improve health 

and wellbeing  

¶ Promote open disclosure and 
encourage sharing of any health 
and wellbeing challenges. 

¶ Promote feedback systems, 
including informing residents of 
follow up actions and outcomes 
when complaints are handled. 

¶ Integrate systems to facilitate 
seamless monitoring, 
identification and management of 
poor quality care, as evidenced 
by low quality indicator 
performance. 

13.7 Quality improvement for consumer experience  
Quality improvement can help providers increase quality of care experience for residents in aged 

care homes. Quality improvement activities should be ongoing and part of business-as-usual for 

providers. 

The QI Program will help prompt when a specific quality improvement activity should be 

undertaken. It is important to review the QI Program data reports through GPMS and compare 
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against national averages and other services to understand where quality improvement activities 

should be focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on optimising consumer experience.  
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13.8 Example tools, guidance and resources to  
support continuous quality improvement  

¶ QCE-ACC Quality of Care Experience Aged Care Consumers© — measure identifying aspects 
of care most important to senior Australians, and the selected assessment tool that must be 
used in the QI Program — available in Part A: Appendix C 

¶ Care that is right for me: A resource for working with aged care consumers — resource has 
been designed to support providers of aged care to partner and engage with consumers to 
drive the delivery of consumer-centred care — Aged Care Quality and Safety Commission 

¶ Research Paper 20: The quality of care experience and community expectations — research 
paper investigating understanding of older Australian’s experience of aged care and provides 
guidance on monitoring resident’s satisfaction with overall care provided — Royal Commission 
into Aged Care Quality and Safety 

¶ Guidance and resources for providers to support the Strengthened Aged Care Quality 
Standards — online guidance and resources to support aged care providers with 
implementation of the strengthened Quality Standards — Aged Care Quality and Safety 
Commission 

¶ Strengthened Aged Care Quality Standards - Poster for older people — poster describing the 
intent of the strengthened Aged Care Quality Standards — Aged Care Quality and Safety 
Commission 

¶ Quality of Care — information and resources to support provision of high quality healthcare, 
including strategies on consumer engagement — World Health Organization 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.health.gov.au/resources/collections/national-aged-care-mandatory-quality-indicator-program-manual
https://www.agedcarequality.gov.au/sites/default/files/media/acqsc_working_with_aged_care_consumers_-_resource.pdf
https://researchnow-admin.flinders.edu.au/ws/portalfiles/portal/82697385/Ratcliffe_Australia_s_P2021.pdf
https://www.agedcarequality.gov.au/resource-library/strengthened-quality-standards-resources-overview
https://www.agedcarequality.gov.au/resource-library/strengthened-quality-standards-resources-overview
https://www.agedcarequality.gov.au/resource-library/strengthened-quality-standards-poster-older-people
https://www.who.int/health-topics/quality-of-care#tab=tab_1
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14 Quality of life 

The Royal Commission into Aged Care Quality and Safety noted quality of life 

should be the constant and predominant aim of aged care. Although the care 

needs of residents may change over time, the desire for a good quality of life 

does not diminish. Regular monitoring of quality of life is an important part of 

routine care supporting quality. 

14.1 Overview of quality of life  
Figure 50 provides an overview of quality of life in aged care homes. The data and references have 

been reviewed March 2025. 

FIGURE 50: QUALITY OF LIFE IN AGED CARE  HOMES208F
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14.2 Quality of life in aged care  homes  
For the purposes of the QI program, quality of life is defined by a person’s perception of their 

position and purpose, including emotional, physical, material and social wellbeing. It is an 

important element of aged care, providing consideration for the environment, goals, expectations, 

standards, and concerns that residents may have. The Royal Commission into Aged Care Quality 

and Safety identified large deficits in the collection of quality of life information and recommended 

implementation of a quality of life measure.210F211 
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Quality of life is linked to aspects of an individual’s care and experience; including physically, 

mentally, emotionally, and environmentally.211F212 Tools to measure quality of life recognise that 

values change over the life course, and older people, while valuing health, also value 

independence, safety and control.212F213 213F214  

Optimal quality of life is perceived when care and services promote:214F215 

¶ enjoyment 

¶ participation 

¶ expression and creative activities 

¶ maximum physical, mental and psychological function 

¶ ongoing opportunities, stimulation and rehabilitation 

¶ mitigation of displeasure, anxiety and boredom 

¶ creation of legacy and life review 

¶ expression of spirituality and religious practices. 

Details of collection and reporting requirements for the quality of life quality indicator can be found 

in Part A. 

14.3 Predictors of quality of life  
¶ There are both modifiable and non-modifiable factors that contribute to quality of life. 

Predisposing predictors of quality of life include:215F216 

¶ demographic factors (such as age, gender, geographic location, socio-economic status) 

¶ social factors (such as marital status and social participation) 

¶ individual factors (such as mobility, independence, health and healthcare requirements). 

¶ Modifiable factors can be influenced by services and staff through collaborative care planning, 
appropriate care provision and access to healthcare. 

14.4 Risk factors for diminishing quality of life  
There are many risk factors for diminishing quality of life across physical, mental and social 

domains, including:216F217 

¶ Physical 
o functional decline and mobility loss 
o hearing and vision loss 
o oral health 
o continence 
o pain. 

¶ Mental 
o depression 
o cognitive impairment 
o dementia. 

¶ Social 
o inadequate financial resources 
o social isolation 
o boredom 
o anxiety. 

The majority of risk factors are able to be influenced by the provision of high-quality care in aged 

care homes. Factors identified by older people in a survey conducted in 2018 as being important to 

quality of life are illustrated in Figure 51. 

FIGURE 51: RELATIVE IMPORTANCE TO QUALITY OF LIFE IN AGED CARE  HOMES217F

218 
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14.5 Adverse clinical events and quality of life  
Poor quality of life is associated with depression and can impact a resident’s ability to respond to 

life circumstances.218F219 Reduced quality of life and general dissatisfaction can deepen depressive 

states and reduce resilience. While improvements in quality of life can improve attitudes and 

behaviours associated with overall wellbeing, reducing healthcare burden and associated costs. 

14.6 Improvement and maintenance of quality of life  
Awareness of contributors to quality of life can reduce the risk of adverse clinical outcomes and 

improve overall wellbeing. 

Common areas of need influencing quality of life as identified in aged care homes include: 

¶ hearing and vision 

¶ oral health 

¶ continence 

¶ functional ability 

¶ pain 

¶ psychological health 

¶ cultural preferences 

¶ spirituality. 

These needs should be incorporated into a comprehensive, collaborative care plan.219F220 

Physical activity has been shown to reduce depression, improve or maintain functional ability and 

improve quality of life.220F221 Reducing loneliness without the need for physical activity has also 

shown improvements in overall quality of life, including therapies such as:221F222 

¶ reminiscence therapy 

¶ laughter 

¶ horticulture 

¶ videoconferencing family and friends 

¶ robotics and artificial intelligence interaction 

¶ logotherapy (a form of psychotherapy encouraging participation through doing, creating, 
experiencing and attitude modulation) 

¶ pet therapy. 

Multi-targeted strategies have shown improvements in global and executive function as well as 

memory in persons with dementia, including combinations of:222F223 

¶ exercise 

¶ cognitive training 

¶ ADL practice 

¶ activity interventions. 

Activities allowing expression can include:223F224 

¶ wellness (e.g. tai-chi and yoga) 

¶ physical activity 

¶ art 

¶ recreational strategies and activities that assist residents to socialise with others 

¶ music therapy 

¶ observance of cultural and religious practices. 



 

QI PROGRAM MANUAL PART B 96 

Figure 52 outlines important aspects of care that maximise quality of life for residents living in aged 

care homes. 
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FIGURE 52: MANAGEMENT OF QUALITY OF LIFE 224F

225 
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The checklist below will help assess residents who are at risk of reduced quality of life and identify 

support and prevention strategies. 

FIGURE 53: CHECKLIST FOR IMPROVING QUALITY OF LIFE  

Checklist for improving quality of life

Assessment and reassessment 

using QOL -ACC tool  

¶ Assess with the QOL-ACC 
assessment tool. 

¶ Identify any baseline indications 
of diminished quality of life. 

¶ Identify any risk factors for future 
deterioration of quality of life. 

Review the  care plan  

¶ Review and document in the 
care plan: 

o resident’s preferences for 
care and care goals 

o resident’s current health 
status 

o identified risk factors for 
reduced quality of life 

o quality of life improvement 
strategies 

o undertake collaborative 
care planning. 

o Frequency and timing of 
improvement strategies. 

Implement enabling strategies 

with a focus on strategies to 

prevent diminished quality of life 

such as:  

¶ Ensure involvement of the 
resident in decision-making 
about their circumstances. 

¶ Promote appropriate and timely 
access to health-related 
interventions, analgesia, 
medication reviews etc. 

¶ Use appropriate and 
individualised exercise and 
activity plans. 

¶ Encourage resident engagement 
in available activities that match 
identified interests. 

¶ Foster community interactions 
and engagement. 

Action items identified in 

assessment  

¶ Check for withdrawal, increase in 
disruptive behaviours or 
expression of dissatisfaction. 

¶ Assess appropriateness of 
current strategies to maintain 
quality of life. 

14.7 Quality improvement for quality of life  
Quality improvement can help providers improve quality of life for residents in aged care homes. 

Quality improvement activities should be ongoing and part of business-as-usual for providers. 

The QI Program will help prompt when a specific activity should be undertaken. It is important to 

review the QI Program data reports through GPMS and compare against national averages and 

other services to understand where quality improvement activities should be focused. 

The Plan-Do-Check -Act  tool  is a useful tool to plan, deliver and monitor quality improvement 

activities focused on relevant quality of life aspects.  
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14.8 Example tools, guidance and resources to support 
continuous quality improvement  

¶ QOL-ACC Quality of Life Aged Care Consumers© — measure identifying aspects of quality of 
life most important to senior Australians, and the selected quality of life assessment tool that 
must be used in the QI Program — available in Part A: Appendix D 

¶  Good Spirit Good Life — is a quality of life assessment tool and framework for use by health 
and aged care services to identify and enhance the quality of life of older Aboriginal Australians 
— Aboriginal Ageing Well Research 

¶ The integration of mixed methods data to develop the Quality of Life – Aged Care Consumers 
(QOL-ACC) instrument — journal article describing the collection and integration of mixed 
methods data to facilitate the final selection of items for the QOL-ACC 

¶ Services and supports for daily living: Standard 4 — provides guidance and resources relating 
to services and supports for daily living — Aged Care Quality and Safety Commission 

¶ Measurement tools for assessing quality of life, consumer satisfaction and consumer 
experience across residential and in-home aged care: a summary report — evidence review of 
validated tools to measure quality of life, consumer experience or consumer satisfaction — 
Caring Futures Institute, Flinders University 

¶ Quality of life tools to support measurement of aged care quality — research paper evaluating 
quality of life tools to support and measure aged care quality — Deeble Institute for Health 
Policy Research 

¶ What does quality of life mean to older adults? A thematic synthesis — journal article providing 
a systematic reviews qualitative studies exploring the meaning of quality of life for older adults 

¶ Quality of life factors for older Australians — a news article describing what factors are 
important for good quality of life factors from the perspective of the older Australian — Aged 
Care Guide 

¶ Health Related Quality of Life Page — website with links to tools, guidance and resources that 
support quality of life improvement — Centers for Disease Control and Prevention 

¶ GEN Aged Care Data —repository of information about aged care, including capacity and 
activity in aged care with a focus on people, assessments and services — Australian Institute 
of Health and Welfare 

Some tools, guidance and resources may be updated over time; it is important to ensure you are 

looking at the most recent version. 

 

https://www.health.gov.au/resources/collections/national-aged-care-mandatory-quality-indicator-program-manual
https://www.agedcarequality.gov.au/resource-library/good-spirit-good-life-quality-life-tool-and-package
https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-021-02614-y
https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-021-02614-y
https://www.agedcarequality.gov.au/sites/default/files/media/Guidance%20and%20resources_Standard%204.pdf
https://www.health.gov.au/sites/default/files/documents/2022/07/measurement-tools-for-assessing-quality-of-life-consumer-satisfaction-and-consumer-experience-across-residential-and-in-home-aged-care-summary-report.pdf
https://www.health.gov.au/sites/default/files/documents/2022/07/measurement-tools-for-assessing-quality-of-life-consumer-satisfaction-and-consumer-experience-across-residential-and-in-home-aged-care-summary-report.pdf
https://ahha.asn.au/resource/evidence-brief-no-23-quality-of-life-tools-to-support-measurement-of-aged-care-quality/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6407786/pdf/pone.0213263.pdf
https://www.agedcareguide.com.au/information/quality-of-life-factors-for-older-australians
https://archive.cdc.gov/#/details?url=https://www.cdc.gov/hrqol/index.htm
https://www.gen-agedcaredata.gov.au/Topics/Quality-in-aged-care


 

 

15 Enrolled Nursing 

15.1 Overview of Enrolled Nursing  
FIGURE 54: ENROLLED NURSING IN AGED CARE  HOMES225F
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15.2 Enrolled Nursing in aged care  homes  
Enrolled nurses (ENs) provide nursing care under the supervision of a Registered Nurse (RN) or 

Nurse Practitioner (NP)228F229. ENs have the knowledge and skills to:  

¶ provide physical and emotional care, 

¶ engage in reflective and analytical practice, 

¶ administer medication, 

¶ maintain infection prevention and control, 

¶ perform clinical assessments, and;  

¶ contribute to care planning.  

ENs are essential members of the aged care team, providing valuable contributions to the care of 

older people. They collaborate closely with other healthcare workers and provide important clinical 

expertise, working under the supervision of RNs and within multidisciplinary teams. 



 

 

15.3 Adverse clinical events and insufficient  enrolled 
nursing staff  

There are well established links between the capacity of aged care staff and the quality of care 

provided. Standard 2 (Outcome 2.8) of the Strengthened Aged Care Quality Standards requires 

residents to receive quality care and services by a skilled and qualified workforce who are 

knowledgeable, capable and caring. The main duties of an EN encompass direct care, clinical 

care, and care coordination. Therefore, the loss of ENs in aged care can negatively impact both 

the safety of residents and other aged care staff.  

Reducing EN staffing in favour of other care staff such as Personal care workers (PCWs) can pose 

risks for clinical safety and quality of care229F230. Providing safe, high quality, person-centred care 

for older people involves the ability to: 

¶ respond to an older person’s preferences and needs, 

¶ work closely with other health professionals, 

¶ accurately assess, plan, treat and respond,  

¶ identify and respond to signs of physical and psychological deterioration, and;  

¶ appropriately escalate concerns230F231. 

The lack of effective surveillance of older people’s health and wellbeing contributes to poor 

outcomes when those needs are not promptly addressed, possibly leading to avoidable hospital 

admissions or further loss of independence.  



 

 

15.4 Preventing insufficient  enrolled nursing staff in 
aged care  

FIGURE 55: CHECKLIST FOR PROMOTING ADEQUATE ENROLLED NURSING STAFFING  

Checklist for promoting adequate enrolled nursing staffing  

15.5 Quality improvement for enrolled nursing staffing  
Quality improvement can help services provide optimal enrolled nursing staffing and improve 

continuity of care. Quality improvement activities should be ongoing and part of business-as-usual 

for providers. 

 

Ensure enough of the right nursing staff in 

the right roles  

¶ Ensure nursing staff have the training and 
skills to meet the needs of residents. 

¶ Ensure RNs are rostered on the same 
shifts to supervise ENs. 

¶ Maintain a flexible and balanced approach 
to rostering that considers the case-mix 
and appropriate skill-mix required. 

Prioritise education and training  

¶ Identify areas of need or knowledge gaps 
of staff and arrange appropriate training. 

¶ Ensure personal care workers are 
appropriately skilled to undertake tasks 
and the task has been appropriately 
delegated and supervised by the 
registered nurse.  

¶ Collaborate with staff and line managers to 
identify areas for nursing continuing 
professional development. 

¶ Ensure relevant registrations, qualifications 
and competencies associated with staff 
roles are recorded and maintained. 

Create a collaborative work environment  

¶ Collaborate with nursing staff to develop 
and achieve service goals. 

¶ Ensure appropriate nursing staff 
supervision and mentorship. 

¶ Develop collaborative service goals and 
articulate roles and responsibilities to 
achieve them. 

¶ Establish nursing professional networks 
(e.g. with local services or professionals). 

¶ Promote staff engagement through team 
building and social activities. 

 

 

Act on staff and resident concerns 

about nursing care capacity and 

quality  

¶ Create a safe space to discuss 
workplace concerns without fear of 
retribution or punishment. 

¶ Implement processes allowing for 
the escalation of staffing issues by 
any staff member, resident or 
carer e.g. reporting of staff 
shortages to line managers if they 
arise. 

¶ Ensure frequent, honest and fair 
communication between staff and 
management, including concerns 
such as staff working outside 
scope of practice. 

¶ Conduct surveillance of resident 
concerns relating to nursing care 
capacity and quality by monitoring 
themes from resident experience 
and quality of life surveys. 

¶ Monitor nursing staff burnout and 
workforce turnover. 

¶ Provide access to Employee 
Assistance Programs to assist 
staff wellbeing. 

Monitor care minutes delivery 

according to staffing category  

¶ Track the proportion of care 
minutes delivered by RNs, ENs 
and PCWs as a proportion of the 
total workforce and evaluate how 
the staffing and skills mix 
continues to meet assessed care 
needs of residents. Reflect on how 
this fits case-mix. 

¶ Meet up to 10% of service-level 
RN minutes targets with care time 
provided by EN, where possible. 
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The QI Program will help prompt when quality improvement activities may be needed. It is 

important to review all QI Program data reports through GPMS and compare against national 

averages and other services to understand where quality improvement activities should be 

focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on workforce. 

15.6 Example tools, guidance and resources to support 
continuous quality improvement  

¶ Nursing and Midwifery Board of Australia - Fact sheet: Scope of practice and capabilities of 
nurses (nursingmidwiferyboard.gov.au) – includes full description of all capabilities and scope 
of practice for enrolled nurses, registered nurses and nurse practitioners. 

¶ Nursing and Midwifery Board of Australia - Fact sheet: What do nurses and midwives do? 
(nursingmidwiferyboard.gov.au) - provides an overview of the varying roles and core activities 
of midwives, registered nurses, enrolled nurses and nurse practitioners. 

¶ Nursing and Midwifery Board of Australia - Fact sheet: Enrolled nurse standards for practice 
(nursingmidwiferyboard.gov.au) – outlines the core practice standards that provide the 
framework for assessing EN practice. 

¶ Nursing and Midwifery Board of Australia - Registered nurse standards for practice 
(nursingmidwiferyboard.gov.au)  - registered nurse standards for practice in full which includes 
delegation to enrolled nurses and others (6.3) 

¶ Nursing and Midwifery Board of Australia – Decision Making Framework (DMF) -– The DMF 
supports nurses and midwives to make decisions in practice, particularly about scope of 
practice and delegation. 

¶ Nursing and Midwifery Board of Australia - Professional standards 
(nursingmidwiferyboard.gov.au) – includes all nursing divisions codes of conduct and practice 
standards.  

¶ Nursing and Midwifery Board of Australia - Continuing professional development 
(nursingmidwiferyboard.gov.au) – guidelines and resources on continuing professional 
development for nurses. 

¶ Education and training for workers | Aged Care Quality and Safety Commission – includes 
learning content for aged care providers and workers via the ‘ALIS’ platform. 

¶ Nursing and allied health scholarships | Australian Government Department of Health, Disability 
and Ageing - outlines funded scholarship opportunities through the Australian College of 
Nursing. 

https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-scope-of-practice-and-capabilities-of-nurses.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-scope-of-practice-and-capabilities-of-nurses.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-What-do-nurses-and-midwives-do.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Fact-sheet-What-do-nurses-and-midwives-do.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Enrolled-nurse-standards-for-practice.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/FAQ/Enrolled-nurse-standards-for-practice.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards/registered-nurse-standards-for-practice
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards/registered-nurse-standards-for-practice
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Frameworks.aspx
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards
https://www.nursingmidwiferyboard.gov.au/Registration-Standards/Continuing-professional-development.aspx
https://www.nursingmidwiferyboard.gov.au/Registration-Standards/Continuing-professional-development.aspx
https://www.agedcarequality.gov.au/workers/education-and-training-workers
https://www.health.gov.au/our-work/nursing-and-allied-health-scholarships?language=en
https://www.health.gov.au/our-work/nursing-and-allied-health-scholarships?language=en


 

 

16 Allied Health 

16.1 Overview of allied health  
Figure 56 below provides an overview of allied health in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 56: ALLIED HEALTH STAFFING IN AGED CARE HOMES231F232 232F233 233F234

 

16.2 Allied health in aged care  homes  
Allied health professionals play a critical role in enhancing functional health and quality of life for 

people living in aged care homes. They use specialised knowledge and skills to enable older 

people to function well physically, socially and emotionally. In aged care homes, allied health 

professionals apply knowledge, skills and expertise to: 



 

 

¶ prevent and manage  common issues (e.g. swallowing issues, falls, malnutrition, chronic pain, 
wounds) 

¶ support reablement  to enhance function and independence 

¶ help maintain  the residents’ quality of life, 

¶ educate and upskill  the aged care workforce. 

For the purposes of the QI program, allied health and therapy services delivered by an allied health 

professional are defined in line with current definitions from the Quarterly Financial Report 

(QFR)234F235: 

¶ physiotherapist, 

¶ occupational therapist,   

¶ speech pathologist,  

¶ podiatrist,  

¶ dietitian,   

¶ allied health assistant, 

¶ ‘other’ allied health professionals, including: 
o art therapists, 
o audiologists, 
o chiropractors, 
o counsellors, 
o diabetes educators, 
o exercise physiologists, 
o music therapists, 
o osteopaths, 
o psychologists, 
o social workers. 

Allied health assistants (AHAs)  perform a valuable role in aged care. Benefits of an AHA service 

may include: 

¶ increasing clinical capacity and allowing allied health professionals to focus on more high-level 
tasks, 

¶ providing improved access and continuity of service to residents235F236. 

However, AHAs must work under the supervision of allied health professionals and be subject to a 

delegation framework. Employing AHAs without these checks in place may have negative 

implications for quality and safety236F237.  

The allied health quality indicators measure allied health care minutes per resident per day, and 

the percentage of recommended allied health services received. Details of the collection and 

reporting requirements for the allied health quality indicator can be found in Part A.  

16.3 Allied health staffing in aged care  homes  
In Australia and internationally, the delivery of allied health services is highly variable in aged care 

homes. Service delivery is impacted by many factors - including funding, facility size, rurality, 

service demand, and health status of residents. Overall, data quality on allied health staffing and 

the relationship with outcomes for residents in Australia is limited.  



 

 

16.4 Consequences o f insufficient  allied health staff in 
aged care  

The Royal Commission concluded that allied health service provision is essential for reablement.  

Under-provision and undervaluing of allied health care negatively impacts morbidity, mortality and 

quality of life237F238. Due to incidents such as falls, or simply because of the ageing process, older 

people can experience loss of capacity. Reablement is about preventing such losses where 

possible. Allied health practitioners provide clinical care with a focus on preventing functional 

decline, along with early intervention and treatment to support function and quality of life. 

Increased allied health staffing levels are linked with positive outcomes for older people in aged 

care homes. Examples from international studies include the following positive outcomes 

associated with increased hours per resident per day of physiotherapy and occupational therapy 

staffing238F239: 

¶ improved performance in activities of daily living; 

¶ decreased frequency of falls; and  

¶ increased care quality.  

Additionally, higher levels of dietitian staffing have also been linked to improved nutritional 

outcomes, meal satisfaction and quality of life239F240240F241241F242.  

Inappropriately assigning allied health clinical roles and duties to unqualified staff may have 

negative implications for care quality and safety242F243. Examples include the replacement of 

individual care by group sessions, and the inability of a reduced workforce to provide in-depth care, 

including time for care planning and restorative approaches. Limits on providing high quality care 

for residents also contributes to lower morale of allied health professionals and could compound 

the decision to stop working in aged care. 

To improve care quality in aged care homes, health systems need to collect data on allied health 

service provision and identify links to care quality and outcomes for older people.  

16.5 Adverse clinical events and insufficie nt allied 
health services  

The Royal Commission received numerous submissions identifying unmet needs of people living in 

residential aged care, including nutritional, physical, social, cognitive, and communication 

needs243F244. Only 2% of people were reported to be living in homes that provided the 22 minutes 

of allied health services per day recommended to the Royal Commission as best practice 

internationally244F245.  

Failure to adhere to evidence-based clinical practice can result in unsafe care for people living in 

aged care homes245F246. Concerns about how reduced allied health staffing and care provision 

impact care quality and safety were highlighted in a 2023 survey of allied health 

professionals246F247, including: 

¶ lack of involvement of allied health professionals in care planning resulting in less individualised 
services provided, 

¶ increases in pain and frequency of falls, 

¶ poor outcomes following hospitalisation post-surgery, stroke or falls, and; 

¶ reduced quality of life and increased loss of function. 



 

 

16.6 Management of allied health staffing  
FIGURE 57: ALLIED HEALTH STAFF 247F248 ,248F249 249F250 

 



 

 

16.7 Quality improvement for allied health  
Quality improvement can help services provide optimal allied health services and improve 

continuity of care. Quality improvement activities should be ongoing and part of business-as-usual 

for providers. 

The QI Program will help prompt when quality improvement activities may be needed. It is 

important to review all QI Program data reports through GPMS and compare against national 

averages and other services to understand where quality improvement activities should be 

focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on workforce. 

16.8 Example tools, guidance and resources to support 
continuous quality improvement  

¶ Allied health professions - Allied Health Professions Australia – information about allied health 
professions and what they do. 

¶ Enabling Clinical Education Skills - ClinEdAus – resources to support high quality clinical 
placement experiences for allied health students and supervisors through the provision of open 
access, contemporary, evidence-based clinical education resources. 

¶ Australian Health Practitioner Regulation Agency - About registration – Includes information 
about registration for health professionals, including allied health practitioners. 

¶ National Alliance of Self Regulating Health Professions (NASRHP) – supports member 
organisations of self-regulating health professions (over 60% of allied health professions are 
self-regulating). 

¶ Who can provide allied health care | Australian Government Department of Health, Disability 
and Ageing – information about regulation of allied health care, the professional organisations 
involved and allied health in each state and territory. 

¶ Aged Care - Allied Health Professions Australia – includes an overview of how allied health 
professionals can help improve the health and wellbeing of older people living in aged care 
homes. 

  

https://ahpa.com.au/allied-health-professions/
https://www.clinedaus.org.au/
https://www.ahpra.gov.au/Registration.aspx
https://nasrhp.org.au/
https://www.health.gov.au/topics/allied-health-care/who-can-provide
https://www.health.gov.au/topics/allied-health-care/who-can-provide
https://www.ahpa.com.au/key-areas-aged-care


 
 

 

17 Lifestyle Officers 

17.1 Overview of lifestyle services  
Figure 58 below provides an overview of lifestyle officers in aged care homes. The data and 

references have been reviewed March 2025. 

FIGURE 58: LIFESTYLE OFFICER S IN AGED CARE HOMES

251 251F252 252F253 

 

17.2 Lifestyle officers and recreational therapy in aged 
care homes  

Lifestyle officers, or recreational therapy practitioners, work with people of all ages and abilities to 

design and facilitate leisure and recreation programs. Activities are designed to support, challenge 

and enhance individuals' psychological, spiritual, social, emotional and physical wellbeing. Lifestyle 

and leisure, or recreational therapy, in aged care homes recognises the right of all residents to 

access and engage in leisure and recreational experiences of their choosing. 

The lifestyle officer quality indicator measures lifestyle officer care minutes per resident per day, 

using the labour hours data of diversional/lifestyle/recreation/activities staff submitted through the 



 
 

 

Quarterly Financial Report (QFR). Details of the collection and reporting requirements for the 

lifestyle officer quality indicator can be found in Part A.  

17.3 Benefits of lifestyle and recreational therapy 
services in aged care  

Australian data indicates that residents spend a large part of daytime hours sitting alone in their 

rooms, often engaging in limited social interactions and little activity253F254. In a 2022 survey254F255, 

the aged care workforce nominated ‘meaningful lifestyle activities’ as a priority concern for the 

sector. Evidence on the benefits of meaningful lifestyle activities in aged care exists for specific 

interventions. Meaningful lifestyle activities may be ones that older people: 

¶ are familiar with, 

¶ have participated in previously, and; 

¶ align with their personal preferences and identity. 

Lifestyle and recreational therapy programs may offer resident benefits in terms of improving 

mobility and depression, and provide more benefit when individualised to specific interests and 

physical and cognitive abilities. Providing meaningful or individualised activities for people with 

dementia living in aged care homes may improve behavioural issues associated with dementia and 

enhance quality of life255F256.  

Enablers to leisure provision in aged care homes can include256F257: 

¶ managerial support, 

¶ availability of staff with dedicated time for lifestyle/leisure activities, 

¶ ability of staff to identify opportunities to implement person-centred leisure activities, and; 

¶ staff having a good understanding of the residents’ needs and preferences. 

Barriers to leisure provision in aged care homes can include: 

¶ lack of appropriate staff, 

¶ competing role demands, and; 

¶ prioritisation of clinical over physical and social aspects of care. 

Additionally, significant cognitive impairment is often considered a barrier to leisure participation, 

and residents requiring significant physical assistance to join activities are more likely to miss out. 

Where competing work demands are a barrier, facilitating leisure in a more informal way may 

create opportunities for more person-centred approaches. This requires staff to adopt a broad 

understanding of what activities may be considered leisure, in consideration of individual 

preferences257F258.  



 
 

 

Checklist for lifestyle and leisure services in aged care 

FIGURE 59: CHECKLIST FOR LIFESTYLE AND LEISURE SERVICES IN AGED CARE  

Checklist for lifestyle  and leisure services in aged care  

 

Educate staff about lifestyle and 

leisure activities and practice  

¶ Provide lifestyle and leisure 
education internally to all staff, 
including managers. 

¶ Ensure lifestyle and leisure 
education includes best practice 
approaches and considers 
psychological, spiritual, social, 
emotional and physical wellbeing 
domains. 

¶ Ensure alignment of staff skill-mix 
and case-mix, to include 
dedicated time for lifestyle and 
leisure programs. 

 

Assessment and reassessment 

of lifestyle and leisure needs  

¶ Assess for resident needs, 
preferences and goals in 
psychological, spiritual, social, 
emotional and physical 
wellbeing domains. 

¶ Reassess at regular intervals, 
adhering to best practice 
recommendations. 

¶ Identify any risk factors for 
limited participation. 

 

Support active participation of 

residents in planning lifestyle and 

leisure programs  

¶ Explore opportunities for residents 
to contribute to lifestyle and 
leisure program development. 

¶ Provide relevant, timely 
information about available 
activities and services. 

¶ Provide options and information to 
support residents’ choices. 

¶ Maximise level of resident 
participation in planning, including 
through use of proxy or advocacy 
where indicated. 

 

Strengthen links between the 

service and the community  

¶ Adapt service specific 
engagement strategies. 

¶ Encourage social interaction 
between residents, staff and 
the outside community. 

¶ Include residents in plans for 
community engagement 
activities. 

 Create enabling environments to 

improve participation in lifestyle 

and leisure activities  

¶ Adjust activities to suit resident 
health profiles. 

¶ Regularly update care plans to 
include mitigation of any barriers 
to activity attendance.  

¶ Promote open disclosure and 
encourage sharing of any health 
and wellbeing challenges. 

  

STEP

1
STEP

2

STEP

3
STEP

4

STEP

5



 
 

 

17.4 Quality improvement for lifestyle officer staffing  
Quality improvement can help services provide optimal lifestyle officer services and improve 

continuity of care. Quality improvement activities should be ongoing and part of business-as-usual 

for providers. 

The QI Program will help prompt when quality improvement activities may be needed. It is 

important to review all QI Program data reports through GPMS and compare against national 

averages and other services to understand where quality improvement activities should be 

focused. 

The Plan-Do-Check -Act tool  (section 2.3) is a useful tool to plan, deliver and monitor quality 

improvement activities focused on workforce. 

17.5 Example tools, guidance and resources to support 
continuous quality improvement   

¶ Australian Recreational Therapy Association [ARTA] – website of Australia’s peak membership 
body supporting recreational therapy practice. 

¶ Barriers and enablers to leisure provision in residential aged care: personal care attendant 
perspectives | Ageing & Society | Cambridge Core – a descriptive study investigating barriers 
and enablers to the provision of leisure activities for people living in three Australian RACFs. 

¶ Social interactions and quality of life of residents in aged care facilities: A multi-methods study | 
PLOS ONE – a multi methods study focusing on the frequency and duration of interpersonal 
interactions among residents in RACFs 

¶ Meaningful Lifestyle Activities | Aged Care Research and Industry Innovation Australia – The 
ARIIA Knowledge and Implementation Hub has brought together the research evidence on 
meaningful lifestyle activities in aged care with Australian online learning, practice tools and 
resources. 

Health.gov.au  

All information in this publication is correct as at November 2025 

¶ Consider available space, 
equipment and design to remove 
physical barriers to participation. 

https://www.recreationaltherapy.au/
https://www.cambridge.org/core/journals/ageing-and-society/article/barriers-and-enablers-to-leisure-provision-in-residential-aged-care-personal-care-attendant-perspectives/2247A383E6BCFFBF2CAEC328A93B4D70
https://www.cambridge.org/core/journals/ageing-and-society/article/barriers-and-enablers-to-leisure-provision-in-residential-aged-care-personal-care-attendant-perspectives/2247A383E6BCFFBF2CAEC328A93B4D70
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0273412
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0273412
https://www.ariia.org.au/knowledge-implementation-hub/meaningful-lifestyle-activities#:~:text=Australian%20aged%20care%20residents%20spend%20over%2045%20per,activities%E2%80%99%20as%20a%20priority%20topic%20for%20the%20sector.
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