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Introduction
Thank you for taking the opportunity to read and consider the draft guidance material that has been 
developed to support providers of aged care services to meet the new aged care quality standards.  
We welcome your feedback.

Once completed please save and send this completed form by email to qualityagencypolicy@aacqa.
gov.au

Should you require additional support to complete this form, please contact the Australian Aged Care 
Quality Agency via email qualityagencypolicy@aacqa.gov.au or via phone on 1800 288 025.

1. What is your email address? (This information will not be published)

2. Are you answering on behalf of an organisation? If so, please provide your 
organisation’s name                                            

Organisation name:

Email: 

Yes, on behalf of an organisation No, not on behalf of an organisation

3. Do you give consent for your submission to be published in whole or part?         

Yes, I give consent No, I don’t give consent

4. Where do you live, or, where does your organisation operate?
Please select all that apply                     

NSW VIC QLD WA SA TAS ACT NT
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5. Do you have any specific suggestions in relation to the draft guidance for Standard 1: 
Consumer dignity and choice? If so, what are they?                                         

6. Do you have any specific suggestions in relation to draft guidance for Standard 2: 
Ongoing assessment and planning with consumers? If so, what are they?
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7. Do you have any specific suggestions in relation to draft guidance for Standard 3: 
Personal care and clinical care? If so, what are they?                                    

8. Do you have any specific suggestions in relation to draft guidance for Standard 4: 
Services and supports for daily living? If so, what are they?
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9. Do you have any specific suggestions in relation to draft guidance for Standard 5: 
Organisation’s service environment? If so, what are they?                           

10. Do you have any specific suggestions in relation to draft guidance for Standard 6: 
Feedback and complaints? If so, what are they?
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11. Do you have any specific suggestions in relation to draft guidance for Standard 7: 
Human resources? If so, what are they?                      

12. Do you have any specific suggestions in relation to draft guidance for Standard 8: 
Organisational governance? If so, what are they?
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13. On a scale of 1 to 10 (1 being not clear at all and 10 being very clear) 
how clear is the guidance material overall?                   

1 8765432 9 10

What would make it clearer?

14. Are there any gaps in the guidance material? If yes, what else should be included in 
the guidance material, to help aged care service providers to meet the draft new Aged 
Care Quality Standards?
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Once completed please save and send this completed form by email to qualityagencypolicy@aacqa.
gov.au

If you wish to contribute more information than the feedback boxes will allow, please attach a Word 
document or write to us in the body of your email.

Should you require additional support to complete this form, please contact the Australian Aged Care 
Quality Agency via email qualityagencypolicy@aacqa.gov.au or via phone on 1800 288 025.

Thank you for participating in the survey.

1 15. Do you have any other feedback on the guidance material? 
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	Check Box 17: Off
	Check Box 20: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 24: Yes
	Check Box 25: Off
	Check Box 26: Off
	Money option: Choice1
	Yes/No: Choice2
	Evidence 51: In standard 2 5 the authors refer to multi-disciplinary working. This term is outdated and not contemporary any longer. The World Health Organisation has decreed that Inter-disciplinary is the preferred term. It actually means professional groups working with and learning from each other. Multi disciplinary can be people working alongside each other but not collaboratively or from each other.  
	Evidence 52: I think this guidance is written in clear language and includes relevant information. My only comment is that can the issue of pets be included - as in the person's right to have a pet if they are physically and cognitively able to look after them - or even suggest a all over home pet. This is feedback we hear all the time that residents of aged care homes miss looking after a pet or simply the tactile sensation of patting one
	Evidence 49: This is not my field of expertise but at a cursory glance seems well written and inclusive
	Evidence 50: From p47 - 'restrictive practices' are potentially harmful non-therapeutic interventions, and their use can be avoided by positive changes to the provision of assessment, treatment, care and support. Where restrictive practices are used they should be used as a last resort and in line with a number of principles, and ?

This definition is rather obscure and I presume it refers to restraint practices - physical and psychological? This is not clear at all and a lay person would have no idea what this topic/term/ area refers to. If 'chemical restraint' is included in this definition then this is incorrect because a chemical restraint is a medication and is considered 'therapeutic'. All medications are therapies. I think plain and direct English needs to be used and am disappointed at the lack of clear directive advice provided.

p53 Understanding the benefits versus risk of harm of antipsychotics and other forms of psychoactive medicines (please add when used to manage BPSD)
- Person-centred care and non-pharmacological interventions (add for BPSD) to reduce reliance on antipsychotics and other psychoactive medicines.
How is the use of antipsychotics and other psychoactive medicines minimised, monitored, and how is feedback provided to clinicians (add staff here please- they are the ones they request use) 

p62 Minimising restrictive practice needs to be defined. In the Reflective question section they are termed physical, chemical restraint -which is the first time in the document these terms are mentioned. This is disjointed and obscure.
	Evidence 47: this is not my field of expertise but at a cursory glance seems well written and inclusive
	Evidence 48: this is not my field of expertise but at a cursory glance seems well written and inclusive
	Evidence 45: writing here around restrictive practice is much much better than earlier. p160: Develop policies to minimise physical and chemical restraint and check all forms of restraint (physical, chemical, environmental, psychological and emotional) are used only as a last resort, in the least restrictive form, for the minimum time possible.
p160. With regards to elder abuse, similar to restrictive practice, it,s as if the writing team assumes that these terms are in common use and everyone has a good working knowledge of exactly what they mean. This couldn't be further from the truth. Both terms are catch-cries for larger issues and they need to be carefully defined and specific examples provided. In standard one for instance, there are anecdotes around a TV turned up too loud. This sort of story is perfect for illustrating a concept and the writer also goes on to suggest how the right of a consumer to independence can be accommodated within an organisation by the use of ear phones or private viewing.

You do have to realise that these standards should be applicable for all - not just those with an aged care background or sociology degree. This is how some of the sections are written - as if full working knowledge of terms like 'restrictive practices' and 'elder abuse' are common place. The writing around these issues requires plain English and is vital to get right.
	Evidence 46: this is not my field of expertise but at a cursory glance seems well written and inclusive
	Check Box 84: Off
	Check Box 93: Off
	Check Box 94: Off
	Check Box 95: Off
	Check Box 96: Off
	Check Box 97: Off
	Check Box 98: Off
	Check Box 99: Yes
	Check Box 92: Off
	Check Box 101: Off
	Evidence 43: The term defined in the introduction (p5) to the standards as: Minimal restriction – the term ‘minimal restriction or minimal intervention’ recognises any restrictions on choice and control should be minimal and evidence based.  Clear information should be provided to consumers and their representatives so that restrictions are transparent and easily understood. This terminology needs urgent rethinking.

The term 'minimal restriction' is defined so indistinctly in the introduction and is not clear to the point where there is little sense in including it. Could this term be clarified - so that we do not neutralize or even dismiss what is essentially a human rights issue? 

I presume 'minimal restriction' refers to physical, chemical or psychological restraint. This needs to be direct and clearly stated here in the definition WITH EXAMPLES provided. By dumbing down or softening such terms the aged care standards commission effectively makes such practices permissible. What is ironic is that the agency says clear information needs to be provided to consumers so that restrictions are transparent and easily understood but then adopts the term 'minimal restriction; which is so unclear and nontransparent that I doubt any consumer can understand what it even means.

Please don't lose this important opportunity to shape the aged care industry into what could be world-best practice. 
	Evidence 44: Depression - occurs in over half of residents and is so common in aged care - where is it ????
	Evidence 53: It is too verbose and needs to be put into a clear english summary.

I don't think it is directive enough - it still leaves the aged care organisations too much wiggle room - to interpret what they need to do or to get by with minimal input possible. It's woolly, ambiguous and open-ended. Providing evidence means what exactly???? (e.g. oh yes, here is a chart of our staff training most of which is irrelevant - oh yes here is a psychotropic audit that was produced by the chemist which looks flashy but which we file away with the last 11 months worth of charts - dont understand the data or compare use to other homes use - and do nothing about! - oh yes, we review medications by just asking the GP to rewrite the drug charts and nothing actually changes - just gets replicated without thought or due consideration of the clinical state of the resident - but definitely oh yes all medications are reviewed!)

I feel that these standards cater to the aged care industry far too much instead of predominantly focusing on the needs of frail, older vulnerable people in our community. They pay for these services. The gov pays for these services - why are we pandering to the aged care industry and leaving this open to their interpretation and manipulation. 

This is such a wasted opportunity to really truly focus on ensuring appropriate care for our most needy older citizens but I am afraid its same old same old and therefore ineffectual.

Such a shame.                    And a waste of time and resources.  


