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Purpose and scope of this guideline
This guideline has been developed to assist residential aged care facility staff and families of residents in
developing and maintaining constructive relationships in residential aged care setting.

How to use this guideline
This guideline is intended to be a guide to achieving best practice in communication between staff of
residential aged care facilities and families of residents. For implementation to succeed, it is important
that the guideline be contextualised to meet the needs of the individual residential aged care facility.
This guideline includes an audit tool which will enable facilities to examine their practice and compare
outcomes with the guideline’s recommendations. The audit tool can be used before and after the
implementation of strategies to improve the constructiveness of staff–family relationships. Completion of
the audit tool identifies practice gaps and support the development of improvement action plans, as well
as determining where current practice is in line with guideline recommendations.
The recommendations in this document which inform the audit tool have been derived from two
systematic reviews of research evidence. 15,18 For those interested in more detail, we recommend reading
the full systematic reviews referenced in this document.
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Summary of recommendations
Recommendations

Level of evidence

Interventions designed to promote constructive staff–family relationships,
and promote collaborative relationships between families and health
professionals should address: communication, information, education,
administration support and involvement of the multidisciplinary team

JBI Level E2

Incorporate staff and family education designed to promote constructive
staff–family relationships

JBI Level M2

Develop policy and procedures to enable and support family involvement
in decision-making and care planning.

JBI Level E3

Establish formal and informal communication channels for both staff and
families

JBI Level E2

Establish environments that support staff in developing and maintaining
constructive relationships with families

JBI Level M1

Background
Modern health and aged care philosophy espouses the virtues of holistic approaches to residential aged
care and acknowledges that family involvement is appropriate and to be encouraged due to the role it
plays in the physical and emotional wellbeing of residents. Such an approach, which attempts to
understand the older person in a broader construct of relationships rather than just the individual, is
receiving increasing emphasis throughout the entire health care system.1 Studies of family carers in the
institutional setting have identified a broad range of care roles ranging from the provision of affective
support 2-4 to assistance with physical care5. For older people to benefit from the involvement of their
family members, residential aged care staff need an understanding of: family relationships; their own
relationships with families; the issues surrounding family presence in the residential aged care
environment; and the strategies that best support these relationships.
Families are known to be in need of varying degrees of support, both as carers in the community,6-8 and
after their relative has made the transition to hospital9 or long-term residential care.10-13 Care staff are
often the first to identify who the family caregivers are and how they are coping. In practice, nurses and
other health care professionals assess a family’s needs and intervene to support both the family and the
older person14 In residential aged care, involvement of families has been acknowledged as one of the best
guarantees of a resident’s wellbeing.15-17 Integration of family into the residential aged care environment
has been enshrined in the Australian Government’s Charter of Residents’ Rights & Responsibilities as
well as its aged care accreditation standards. Beyond residential care, it has been suggested that there
needs to be a greater emphasis on family caregivers as partners within the hospital system9.
Despite this encouragement to form “partnerships” with family caregivers, it is apparent from the
literature examining staff–family relationships that the experience continues to be fraught with problems,
and that family involvement is often marked by tension between staff and families. The recommendations
described in this document outline how these partnerships can be formed in constructive ways that avoid
common problems and tensions.

©Australian Centre for Evidence Based Aged Care, 2013

6
Recommendations from the systematic reviews15,18
1. Interventions designed to promote constructive and collaborative staff–family relationships
should address communication, information, education, administration support, as well as
involving a multi-disciplinary team
Discussion of evidence
Communication skills are one of the most important staff characteristics to promote and maintain
relationships with families. Families view communication as a two-way process, and both staff and
family should share knowledge of the resident with each other.19-21 A number of studies highlight poor
communication between staff and family.22-27 Involvement of multi-disciplinary health professional teams
in interventions can improve communication, and staff understanding of families contributes to the
success of those interventions 28, 29.
The exchange of information between staff and family is equally important. Family members expect
opportunities to share information about the resident with staff.20, 23, 24, 30-39 Family also expect care staff
to provide them with information. Strategies to increase the exchange of information, specifically those
which promotes the needs and uniqueness of the resident,31, 37 are required to support the process of
collaboration.
Establishing strategies to promote constructive staff–family relationships through education is also
required to support the process of collaboration.40 A variety of educational interventions designed to
increase collaboration between staff and families have been reported in the literature.41-45 Staff and family
education on relationship development, power and control issues, communication skills and negotiating
techniques is essential for the promotion of constructive staff–family relationships.
The support of management is also important if interventions aimed at promoting staff–family
relationships are to succeed. A number of studies have suggested that although administrative staff
express support for educational strategies and collaborative approaches to care, in practice barriers are
created or existing barriers not addressed.43, 44, 46, 47
Interventions focussed on increasing communication skills and collaboration between staff and family
members can be successful in promoting constructive staff–family relationships. These interventions are
more likely to be successful when implemented using a defined process that establishes goals and
expectations in conjunction with ongoing education. Interventions that are offered by a multidisciplinary
care team may be more successful.
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2. Incorporate staff and family education designed to promote constructive staff–family
relationships
Discussion of evidence
Effective communication and the provision of information is the foundation for a collaborative
relationship between staff and family members, and the literature strongly supports the importance of
education for family members as well as facility staff.27, 42-45, 48, 49 Family and staff members often have
poor communication and understanding of each other’s needs, goals and role.23
A number of studies have included interventions on educational components including training in
relationship issues and communication skills;42, 45 however, there has not been a strong focus in research
studies on providing staff with a basic understanding of power, control and effective communication.
Active listening and questioning skills,28, 29, 50 and demonstration of knowledge and empathy,51 are known
to improve communication and interpersonal relationships with family members.
Education on these issues is required if power inequalities are to be reduced and truly collaborative
approaches to care embraced. It is evident throughout the research that staff remain overly concerned
with task completion and maintaining control over the environment. In most of the research focused on
staff–family relationships, staff rely on traditional medical models of care in their clinical practice, rather
than fully collaborating with families.19, 20, 23, 26, 30, 38, 41, 46, 49, 52-54
Expert opinion informed by general research in the field suggests that educational strategies need to focus
on staff education with a particular emphasis on: reflection and self knowledge;24, 26, 55 relationship
development, interpersonal skills and conflict resolution;24, 26, 33, 52, 55 training of nurse managers in
leadership skills52 and on power in relationships.26, 30
Implementation strategies
Incorporate staff and family education that includes:
 relationship development and conflict resolution.
 the influence of family dynamics on staff–family relationships.
 on power and control issues in relationships.
 communication skills and negotiating techniques.
Suggestions and experience from practice
 Incorporate senior staff education on leadership skills
 Incorporate staff education on self knowledge.
 Informal education between staff and families can be enjoyable and satisfying for staff and an
opportunity for families, particularly those in the primary carer role to develop new skills (e.g.
learning to measure blood sugar levels) or revisit and discuss any changes in familiar routines (e.g.
continence management or medication management).
 Encouraging family members in primary carer roles to undertake some care tasks (under staff
supervision) can also be of benefit to both staff and families. Staff may perceive resident preferences
more quickly and carers have opportunities to discuss things that may concern them. This may also
provide the opportunity for staff to offer some suggestions to families about a better way of doing
things, particularly in areas where the evidence base may have changed.
 Informal education is an effective way to build rapport with families and provides both staff and
families with an opportunity to better understand each other’s roles. This will encourage and facilitate
the development of true partnerships in care.
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3. Develop policy and procedures to enable and support family involvement in decision-making
Discussion of evidence
Studies that have investigated perceptions of family members’ relationships with staff have shown a
strong focus was placed on opportunities for the family to be involved in the resident’s care.5, 20, 22, 53 Not
only did family members want to perform emotional care and other “visitor” roles traditionally assigned
to family members, but there was an expectation that opportunity would be provided by staff to be
involved in care planning and hands-on care.5, 20, 22, 38, 53 Promoting family involvement in decisionmaking is known to improve communication and staff–family relationships.33 Many families want more
information on procedures and a better understanding of the lines of authority as well as facility
policies.53 Staff need to be aware of residents’ preferences with respect to family involvement. Not all
residents are comfortable with, or even want, family members to be involved in caregiving or decisionmaking.26
Research suggests that family members believe their involvement in the facility and with the staff would
be more constructive if they received facility support in their role. Organisational support is therefore
critical to the successful implementation of interventions designed to increase collaboration between staff
and family. Staff and family members believe organisational policies and procedures influence the
development of collaborative relationships.15, 26, 53 A family meeting intervention increased the number of
collaborative meetings between families and staff and the number of family visits to the facility. 41 To be
successful, strategies designed to promote staff–family collaboration need to identify and incorporate the
goals and expectations of both groups.29 Without foundational support from management, interventions
designed to promote constructive staff–family relationships are unlikely to show any sustained benefits.24,
26, 29, 43, 44, 47, 52, 55

Implementation strategies
 Develop policies and procedures that support residents’ decision-making with regard to family
involvement in their care planning.
 Develop policies and procedures that support families receiving appropriate information to assist with
decision-making and involvement in care planning.
 Ensure information provided to families is both understandable and informative of the topic(s) being
addressed.
 Develop policies that support family involvement in care planning.
 Residents are given the choice about their family’s involvement in their care and lives and where
appropriate other people are appointed to be involved.
 Develop policies that support the changing needs of families.
Suggestions and experience from practice
 Accept, and do not judge:
 Families' decisions to be involved (or not be involved) in care. Some families want to
continue caring for the resident in partnership with staff, while some families are so worn out
from caring for their family member they may need to distance themselves from care needs.
 Residents’ decisions to not have family involved in decision-making or care.
 Families often project feelings of guilt, grief and loss onto staff. Staff may identify this in different
stages of a resident admission and may label some families as “interfering”, “demanding”,
“judgemental” or “difficult” because of the way these feelings are displayed when they visit the
resident at the facility.
 Families can feel embarrassed by the resident if they are “behaving badly” and will often want to
justify that this is not a person’s “normal way of behaving”.
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4. Establish formal and informal communication channels for both staff and families
Discussion of evidence
The literature indicates that family members have a desire for communication with staff members and
that staff communication skills are an important characteristic of a constructive relationship with family
members. Families expect staff members to be courteous, tolerant and respectful towards residents and
provide both emotional and cognitive support.24, 50, 55 Family members expect staff to promote the
person’s individuality, personal preferences, dignity and values.19, 31
The needs of families can vary and change over time. Being able to create a caring, warm environment,
free from intimidation and using active listening skills to allow the family to feel heard are essential skills
needed by staff members to encourage and support interpersonal relationships.20, 22, 23, 37, 38, 50, 53, 55-58
Familiarity, trustworthiness, respect and empathy are essential building blocks for the development of a
constructive relationship between staff and family members. Families feel comfortable and welcome
within the facility when they feel known to staff and are familiar with them at a personal level.
Especially for family members of a resident with dementia, having a familiar relationship with staff
enhances the visiting experience and motivates them to remain involved.34, 37, 48 Knowing about the staff’s
personal interests, work and hobbies is a positive experience for families through which trust is
developed.31, 34, 59, 60
A constant theme throughout the research literature is that family members have a strong need for the
communication of information, the provision of which they believe to be the responsibility of staff
members.20, 23, 35-39, 46 Specifically, family members think it is important for staff members to approach the
family to keep them informed, rather than the family member being responsible for constantly initiating
the interactions. The provision of information by the staff is seen to demonstrate the staff member’s
personal knowledge and care of both the resident and his or her family.20, 23, 35, 37, 38 Staff knowledge about
the resident’s biography, preferences and personality is essential to the provision of high-quality
individualised care and an important factor in establishing a constructive relationship with the family.33, 59
For many family members, upholding the uniqueness of the resident as an individual is at the heart of
quality care and some families monitor care to ensure that it is personalised and sensitive to the needs of
the resident.34, 59
According to the literature, family members most often need information on: ageing and disease
processes; the resident’s specific health problems and what to expect; the roles and responsibilities of
staff and family; technical skills to assist in their own provision of care for their relative; information on
the aged care industry,4, 36, 37, 39 and greater orientation to the facility, including its policies and
procedures.48, 53 Health professionals from different disciplines can contribute a variety of observation,
interpretive and communication skills that can improve communication and understanding.28, 29
Implementation strategies
 Support the development of characteristics in staff known to be important in communication, such as:
 Communicating openly and honestly
 Providing information
 Showing respect, trustworthiness and empathy towards family members
 Working in partnerships
 Promoting the uniqueness of the resident.
Suggestions and experience from practice
 Make families feel welcome upon first arriving in the organisation to build rapport and trust. This
may include:
 Introducing yourself and other staff members and identifying a central contact person (who
may or may not change over time).
 Orientating families to place and routines such as case conferencing, family meetings,
discharge planning.
 Dealing with any family expectations/preconceived ideas about a resident’s room/treatment
issues as soon as possible (“The quicker you deal with problems the better the outcome”).
©Australian Centre for Evidence Based Aged Care, 2013
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 Recognising and valuing families’ appraisal of the situation.
 Assessing and recognising any organisational barriers to collaboration.
Accept that:
 Relationships take time to develop.
 Some staff members will develop stronger relationships with some families compared to
others.
 Some families do not have strong communication skills and will require more staff effort to
build rapport and manage disagreement and conflict.
 Relationships can change over time and that maintaining relationships requires time and
energy.
Work as a unified team to help establish trust, because families:
 Need to hear consistent messages from different staff members to trust in the information
they are receiving.
 Become frustrated and less trusting if they are told different things by different staff
members.
 Find it frustrating if the communication between staff members around previously made
appointments and arrangements appears to be lacking (“Don’t they talk to each other around
here?”)
Respect families and get to know their names. This will help to provide opportunities to discuss
issues and raise any concerns in a more respectful way.
Deal with conflict as soon as possible to avoid escalation of the problem/issue and help to preserve a
sense of rapport and trust.
Ensure that relevant information is clear and precisely documented as this is vital to ensure good
staff-staff communication. Staff cannot provide families with information if they are unable to find
the relevant information themselves.
Ask families about the resident’s biography, preferences and personality.
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5. Establish environments that support staff in promoting constructive relationships with families
Discussion of evidence
It is important to create an environment that supports staff to work collaboratively with the families of
residents. Ongoing and regular staff training on the processes and practices that promote staff–family
collaboration and a stable workforce are important.44 The research suggests that although there may be a
theoretical support for a collaborative model of care by management and/or administrative staff, in
practice barriers are often created or not addressed.
Organisational factors that have been identified that impede the development of a constructive staff–
family relationship include high staff workloads, lack of sufficient staff, high levels of staff turnover, and
other work pressures that interfere with the amount and quality of time staff have to interact with
relatives.19, 26, 39, 46, 51, 53, 54, 61-63 Other issues that can stymie the development of an environment where
staff–family collaboration is promoted include: not releasing staff for in-service training; a casual
workforce; and having policies and practices that reinforce a task-oriented care model of care.34, 43, 44, 47, 49,
63

Implementation strategies
 Professional support (e.g. debriefing).
 Organisational support (e.g. freeing up time for education sessions).
 A person-centred model of care to foster collaborative approach.
 Policy and procedures; for example pre-empting, preventing and/or dealing with family
conflict/aggression.
Suggestions and experience from practice
 Peer support for staff and good staff-staff relationships are very important in establishing good staff–
family relationships.
 Debriefing and offering each other support, particularly after an unusual day/experience, is important
to staff. This assists them in maintaining their own health and helps them to maintain enthusiasm for
the job. Support by management to either facilitate or encourage debriefing is important.
 Access to a pastor, counsellor, or social worker is also important in fostering good staff–family
relationships. Staff particularly feel that they often fill this role for families and residents if there is
limited access to such services.
 Finding some additional time at admission, can make a real difference with establishing good
relationships between staff and families. The time required to convey important information, discuss
and sort out any unrealistic expectations and explain the way the facility operates, often relates to
staff success in building a rapport with families.
 Strong leadership in unusual situations, particularly those including violence or aggression, helps to
foster better communication, understanding and partnerships.

©Australian Centre for Evidence Based Aged Care, 2013

12
Evaluation and Monitoring
Organisations implementing the recommendations in this guideline are advised to consider how the
implementation and its impact will be monitored and evaluated.
Establishing “indicators” is part of developing a monitoring system, an important feature of quality
systems. Indicators play an important role in quality processes as they are measurable and help to focus
the information that needs to be collected to inform evaluation and quality improvement. Care settings
frequently undertake auditing as a process to collect data to inform program/service quality. Auditing is a
means of collecting data to inform evidence based practice. In particular, auditing is used to both identify
whether the program/service practice is best practice and if it is not, what action is needed to close the
gap between current practice and best practice (the practice-best practice gap). An audit should be a
cyclical process. It needs to be repeated after an agreed period of time to determine the effects of any
changes that have been implemented and whether any further changes are required.
To assist staff and administrators in developing an appropriate evaluation framework for building and
maintaining constructive staff–family relationships in caring for older adults in the residential setting, the
following audit tool has been developed.

Audit tool
The aim of an audit is to improve practice and to support continuous quality improvement. The audit
provides a systematic approach to evaluating practice standards.64 Essentially the audit tool compares
current practice to evidence based practice recommendations by identifying what systems, processes and
structures need to be in place in order to implement a guideline recommendation, thereby identifying the
cause of any gaps. The turning of guideline recommendations into indicators means that they can then be
measured and services/facilities can monitor how well they are achieving quality outcomes. Once the
indicators have been established then structure, process and outcome criteria can be developed to meet
the indicator.
Structure criteria are those which are necessary in the system/service/facility in order to meet the
indicator. For instance, if you wanted staff–family to be educated then there needs to be an education
program available in the service/facility.
Process criteria are those actions/decisions/behaviours that are taken in order to meet the indicator. For
example there may be a staff–family education program in existence, but if staff and family do not attend
the education program they will obviously not be educated.
Outcome criteria are what you expect to achieve, the results for which in this instance may be from the
perspective of staff, family, or the resident. For example, following from the structure and process
criteria about education you might ideally want all staff and/or families to have been educated. However,
a target of 100% compliance with staff and family education may not be achievable and so outcome
results/targets may need to be determined specifically for each service/facility and judged relative to
those measured at baseline.

How to use this tool
The tool lists audit indicators arising from the guideline recommendations and lists what is required in
order to meet the recommendation. It also provides suggestions for how the data might be collected.
Individual facilities are free to alter the percentages for compliance given to meet local needs. An action
plan tool is also provided.
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Audit Topic:

Constructive staff–family relationships

Audit objectives: To promote constructive staff–family relationships
Rationale: Research evidence demonstrates that constructive staff–family
relationships improve resident outcomes and improves the care experience for staff
and families.
Audit definitions and abbreviations:
Permanent staff: Staff employed by (and regularly work at) the facility, as opposed to
‘agency’ staff who work on a casual, adhoc or even “once off” basis.
“New” permanent staff – those who have commenced employment in the previous 12
months
Person Centred Care (PCC): PCC should be defined and measured using a valid PCC
tool, such as the Person-Centred Assessment Tool (P-CAT)
Families: people responsible as defined by state administrative law, guardians;
primary carers and family members.
New families – families of residents admitted to the facility in the previous 12 months
Audit team:

Evidence-based Guideline
Recommendation
Incorporate into staff development
programs education designed to promote
constructive staff–family relationships.

Audit Indicator(s)
1.

Permanent staff participate in an
education/training program
covering the four areas of: (1)
relationship development and
conflict resolution; (2) power and
control in relationships; (3)
communication skills and
negotiation techniques; and (4)
reflection and self-knowledge.

2.

Families receive information about
developing and maintaining
constructive staff–family
relationships.

Establish policies and procedures which
enable and support family involvement in
decision-making and/or care planning.

3.

Families who wish to be involved
in decision-making and/or care
planning, and who have the
resident’s permission to be
involved in such decision-making
and/or care planning, are involved
and supported in doing so.

Establish formal communication channels
for both staff and families

4.

Families are provided with
information on the facility’s formal
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communication channels.
5.

Families have been given the
opportunity to participate in
regular* resident–family meetings.

6.

Permanent care staff provide
detailed information about the
resident’s health, care, facility
policies and procedures, and the
aged care industry, (within their
scope of practice) as requested by
family.

7.

Where a complaint has been made,
the complaints policy is followed.

Informal communication channels are
embedded to encourage staff–family
interaction

8.

Families report satisfaction with
information sharing by staff at the
facility.

Environments that support staff /families in
promoting constructive relationships exist.
E.g. A Person-centred approach to the
involvement of families exists.**

9.

The facility is perceived to be
person-centred by the staff

10. The facility has a procedure to
guide staff in the management of
family anger/aggression
11. The facility has a procedure for
dealing with distressing staff–
family communication incidents.
12. Staff and families have the
opportunity to participate in formal
peer support/debriefing following
distressing staff–family
communication incidents.

*

Regular should be agreed and defined by the facility in consultation with families – e.g monthly
As measured using an appropriate tool such as the Person-centered Care Assessment Tool (P-CAT)

**

Basic questions for all facilities:
 Number of permanent staff
 Number of residents
 Number of families
 Number of new permanent staff (as per definition above)
 Number of new families (as per definition above)
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Indicator 1
Permanent staff participate in an education/training program covering the four areas of: (1) relationship development and conflict resolution; (2)
power and control in relationships; (3) communication skills and negotiation techniques; and (4) reflection and self-knowledge.
Structure
Process
Outcome
S1.1 An education/training program about
P1.1 This education/training program (covering all
O1.1 All permanent staff have attended an
constructive staff–family relationships is available four areas) is conducted:
education/training program (covering all four areas)
and covers the following four areas:
in at least the previous 12 months.
 At least annually; and
(1) relationship development and conflict
 At times allowing permanent staff working any
resolution;
shift to attend.
(2) power and control in relationships;
(3) communication skills and negotiation
techniques; and
(4) reflection and self-knowledge.
S1.2 The facility has staff competencies about
P1.2 Permanent staff have their competency tested
O1.2 All permanent staff are competent in all four
constructive staff–family relationships that cover
in all four of these areas.
of these areas.
the following four areas:
(1) relationship development and conflict
resolution;
(2) power and control in relationships;
(3) communication skills and negotiation
techniques; and
(4) reflection and self-knowledge.
S1.3 Information for new permanent staff on
P1.3 New permanent staff receive this information
O1.3 All new permanent staff received this
constructive staff–family relationships is available as part of their workplace orientation program.
information as part of their workplace orientation
and covers the following four areas:
program.
(1) relationship development and conflict
resolution;
(2) power and control in relationships;
(3) communication skills and negotiation
techniques; and
(4) reflection and self-knowledge.

16
AUDIT QUESTIONS FOR INDICATOR 1
Permanent staff participate in an education/training program covering the four areas of: (1) relationship development and conflict resolution; (2)
power and control in relationships; (3) communication skills and negotiation techniques; and (4) reflection and self-knowledge.
Y/N
Y/N or Number
Does the facility have an education/training program covering
How often is this education/training program offered?
each of the following four areas of constructive staff–family
(a) quarterly (b) six-monthly (c) annually
relationships:
(1) relationship development and conflict resolution;
When is this education/training program scheduled?
(2) power and control in relationships;
(a) business hours (b) after hours (c) flexible (e.g. self-guided,
(3) communication skills and negotiation techniques; and
online)
(4) reflection and self-knowledge.
Note: “education/training program” may be internally or
externally provided.

Can permanent staff who work different shifts participate?
How many permanent staff have attended this
education/training program in the last 12 months?

Does the facility have competencies covering each of the
following four areas of constructive staff–family relationships:
(1) relationship development and conflict resolution;
(2) power and control in relationships;
(3) communication skills and negotiation techniques; and
(4) reflection and self-knowledge.

How many permanent staff have had their competency tested in
the following four areas:
(1) relationship development and conflict resolution;
(2) power and control in relationships;
(3) communication skills and negotiation techniques; and
(4) reflection and self-knowledge.
How many permanent staff are competent in the following four
areas:
(1) relationship development and conflict resolution;
(2) power and control in relationships;
(3) communication skills and negotiation techniques; and
(4) reflection and self-knowledge.

Does the facility’s workplace orientation program include
information on each of the following four areas of constructive
staff–family relationships:
©Australian Centre for Evidence Based Aged Care, 2013

How many new permanent staff received this information as
part of their orientation?
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(1)
(2)
(3)
(4)

relationship development and conflict resolution;
power and control in relationships;
communication skills and negotiation techniques; and
reflection and self-knowledge.

Note: this may be answered by asking all new permanent staff
whether they received this information as part of their
workplace orientation program

Indicator 2
Families receive information about developing and maintaining constructive staff–family relationships.
Structure
Process
Outcome
S2.1 Information about developing and
P2.1 New families receive this information when
O2.1 All new families received this information
maintaining constructive relationships with staff
their relative is admitted to the facility.
when their relative was admitted to the facility.
is available to families.
S2.2 An education program for families about
developing and maintaining constructive staff–
family relationships is available to families.

P2.2(a) New families are made aware of this
education program on admission of their relative to
the facility.

O2.2(a) All new families were made aware of this
education program when their relative was admitted
to the facility.

P2.2(b) This education program for new families is
conducted regularly

O2.2(b) All new families have attended this
education program.

AUDIT QUESTIONS FOR INDICATOR 2
Families receive information about developing and maintaining constructive staff–family relationships.
Y/N
Does the facility have information for families about
In the last 12 months, how many new families have been given
developing and maintaining constructive staff–family
this information?
relationships?
Does the facility have an education program about developing
In the last 12 months:
and maintaining constructive staff–family relationships?
 How many of these education programs have been
conducted for families?
 How many family members have attended these education
programs?
Does the facility inform families about education sessions on
developing and maintaining constructive staff–family
©Australian Centre for Evidence Based Aged Care, 2013

How many families have been informed about the availability
of education sessions?

Y/N or Number

18
relationships and invite them to attend?
Note: this may be answered by asking all families new to the
facility in the last 12 months whether they received information
about the education program.

Indicator 3
Families who wish to be involved in decision-making and/or care planning, and who have the resident’s permission to be involved in such decisionmaking and/or care planning, are involved and supported in doing so.
Structure
Process
Outcome
S3.1 The facility has a policy on family
P3.1 Permanent staff are aware of this policy.
O3.1 All permanent staff are aware of this policy.
involvement in decision-making and/or care
planning, stating that:
 The resident should be asked whether they
would like their family involved in their
decision-making and/or care planning.
 With the resident’s permission, families who
wish to have a role in decision-making and/or
care planning are involved, and they are
supported in this role by the staff of the
facility.
S3.2 The facility has a procedure (e.g. a consent
form) that informs residents of the role their
family can play in decision-making and/or care
planning and enables residents to give their
permission for their family to be involved.
S3.3 Information about the facility’s policy on
family involvement in decision-making and/or
care planning is available for families, stating that
if they wish to be involved:
 The resident must give permission for them to
be involved
 Where they have permission, their involvement
©Australian Centre for Evidence Based Aged Care, 2013

P3.2 New residents are informed of the role their
families can play in decision-making and/or care
planning, and this procedure to give their
permission, on admission to the facility.

O3.2 All new residents are aware of the role their
families can play in decision-making and/or care
planning, and this procedure to give their
permission, on admission to the facility.

P3.3 New families are provided this information on
admission of their relative to the facility.

O3.3 All new families receive this information on
admission of their relative to the facility.
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will be supported by staff at the facility.
S3.4 The facility has a process for documenting
resident and family ongoing wishes regarding
family involvement in decision-making and/or
care planning.

P3.4 The resident’s/family’s wishes about
involvement in decision-making and/or care
planning are:
 Documented appropriately (e.g. in the resident’s
medical record or care plan)
 Reviewed every six months to ensure that these
wishes are ongoing.

O3.4 All resident/family wishes about involvement
in decision-making and/or care planning are
documented and reviewed every six months.

AUDIT QUESTIONS FOR INDICATOR 3
Families who wish to be involved in decision-making and/or care planning, and who have the resident’s permission to be involved in such decisionmaking and/or care planning, are involved and supported in doing so.
Y/N
Y/N or Number
Does the facility have a policy on family involvement in
How many permanent staff are aware of this policy?
decision-making and/or care planning that states:
How many new residents are able to consent to family
 The resident should be asked whether they would like their
involvement?
family involved in their decision-making and/or care
planning.
Of residents able to consent, how many have been consulted
 With the resident’s permission, families who wish to have a
about the involvement of their family?
role in decision-making and/or care planning are involved,
and they are supported in this role by the staff of the facility.
How many families have been consulted about involvement in
decision-making and/or care planning for their relative?

For residents able to give consent, does the facility have:
 A consent form for them to sign, stating they give
permission for the family to be involved in decisionmaking and/or care planning?
©Australian Centre for Evidence Based Aged Care, 2013

Note: this may be answered by asking all new residents and
families if they were asked about their involvement in decisionmaking and/or care planning.
Of residents able to consent:
 How many have signed a consent form?
 How many have had their consent reviewed in the last six
months?
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A process for reviewing this permission to ensure that it is
ongoing?

Note: this may be answered by reviewing consent forms and
ongoing documentation of resident permission (e.g. medical
records).

Does the facility have information for families about the policy
on family involvement in decision-making and/or care planning
that states that if they wish to be involved:
 The resident must give permission for them to be involved
 Where they have permission, their involvement will be
supported by staff at the facility.

How many new families have been provided with this
information?

Does the facility have process for documenting (e.g. in
resident’s medical record or care plan) family wishes about
being involved in decision-making and/or care planning for
their relative?

How many families have had their wishes about involvement
documented on admission of their relative to the facility?

Note: this may be answered by asking all new families whether
they received information on involvement in decision-making
and/or care planning.

How many families have had these wishes about involvement
reviewed every six months?

Indicator 4
Families are provided with information about the facility’s formal communication channels.
Structure
Process
S4.1 The facility has formal channels for
P4.1(a) Permanent staff are aware of the facility’s
communicating with families.
formal communication channels with families.
Note: “formal communication channels” may
include staff–family/resident meetings;
newsletters; complaints processes etc.

©Australian Centre for Evidence Based Aged Care, 2013

P4.1(b) New families are informed of the facility’s
formal communication channels.

Outcome
O4.1(a) All permanent staff are aware of the
facility’s formal communication channels with
families.
O4.1(b) All new families are aware of the facility’s
formal communication channels.
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AUDIT QUESTIONS FOR INDICATOR 4
Families are provided with information about the facility’s formal communication channels.
Y/N
Does the facility have information for families about the
In the pst 12 months, how many new families were provided
facility’s formal communication channels, for example, staff–
with information about the facility’s formal communication
family/resident meetings; newsletters and complaints
channels?
processes?
Notes: this may be answered by asking all new families
whether they received written information on formal
communication channels

Y/N or Number

How many permanent staff can describe what these
communication channels are?
Note: this may be answered by surveying all staff/sample of
staff to see how they describe the facility’s communication
channels

Indicator 5
Families have the opportunity to participate in regular resident–family meetings.
Structure
Process
S5.1 Regular resident–family meetings are
P5.1(a) Families receive information about these
conducted by the facility
resident–family meetings (e.g. dates and agenda)
P5.1(b) Resident–family meetings are scheduled at
times convenient for families.
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Outcome
O5.1(a) All families receive information about
these resident–family meetings
O5.1(b) All families satisfied with their
opportunities to participate in resident–family
meetings
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AUDIT QUESTIONS FOR INDICATOR 5
Families have the opportunity to participate in regular resident–family meetings.
Y/N
Does the facility conduct regular resident–family meetings with
How many resident–family meetings does the facility hold per
staff?
year?
Does the facility publish a meeting schedule detailing dates of
Is information sent to families about the dates and agenda of
meetings in advance (e.g. for the next six months)?
resident–family meetings?

Does the facility have an agenda proforma or template for
resident–family meetings?
Does the facility hold resident–family meetings at a time
convenient for families?

Y/N or Number

Is information (e.g. flyers) about the dates and agenda for
these meetings posted around the facility?
Is the agenda for each meeting made available to residents and
families prior to each meeting (e.g. two weeks in advance)?
On average, how many families attend these meetings?
How many families report being satisfied with opportunities to
participate in resident–family meetings?
Note: this may be answered by: surveying all families/sample
of families to determine how many are satisfied with
opportunities available to participate in meetings.)

Indicator 6
Permanent care staff provide detailed information about the resident’s health, care, facility policies and procedures, and the aged care industry,
(within their scope of practice) as requested by family.
Structure
Process
Outcome
S6.1 The facility has a regular way of informing
P6.1 Permanent staff demonstrate they have
O6.1 All permanent staff demonstrate they have
permanent staff about changes to the resident’s
accessed and understood the changes to resident’s
accessed and understood the changes to resident’s
health and care (e.g. handover; online care plan
health and care (e.g. may be asked provide different health and care.
flags; bed flag)
aspects of care and changes at handover).
S6.2 The facility has a way of informing
P6.2 Permanent staff access and understand this
O6.2 All permanent staff receive and understand
permanent staff about changes to facility policies information (e.g. may be required to present to
information on changes to facilities policies and
and procedures whenever necessary (e.g.
family meetings or co-workers).
procedures.
meetings; newsletter; online)
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S6.3 The facility has a way of informing
permanent staff about changes to the aged care
industry whenever necessary (e.g. meetings;
newsletter; online)
S6.4 The facility has a process for communicating
with families about changes to/in:
 Their relative’s care
 Facility policies and procedures
 The aged care industry generally.

P6.3 Permanent staff access and understand this
information (e.g. may be required to present to
family meetings or co-workers).

O6.3 All permanent staff receive and understand
information on changes to the aged care industry.

P6.4(a) Permanent staff are aware of the facility’s
processes for communicating with families about
changes.

O6.4(a) All permanent staff are aware of the
facility’s processes for communicating with
families about changes.

P6.4(b) New families are informed of the facility’s
processes for communicating about changes.

O6.4(b) All new families are informed of the
facilities process for communicating about changes.

AUDIT QUESTIONS FOR INDICATOR 6
Permanent care staff provide detailed information about the resident’s health, care, facility policies and procedures, and the aged care industry,
(within their scope of practice) as requested by family.
Y/N
Y/N or Number
Does the facility provide updates (whenever necessary) for
In the past 12 months:
permanent staff on changes to:
 How many updates have been provided to staff on changes
to facility policies and procedures?
 Facility policies and procedures
 The aged care industry?
 How many updates have been provided to staff on changes
to the aged care industry?
 How many permanent staff have received and understood
these updates about changes in facility policies and
procedures?
 How many permanent staff have received and understood
these updates about changes to the aged care industry?
Does the facility have a regular way of informing staff of
changes in residents’ care?

How many permanent staff demonstrate they have accessed
and understood the changes to residents’ care?

Does the facility have a process for communicating with families
to update them about changes to/in:
 Their relatives’ care?

In the past 12 months, how many of these updates were
provided to families?

©Australian Centre for Evidence Based Aged Care, 2013

24



Facility policies and procedures?
The aged care industry generally?

Indicator 7
Where a complaint has been made, the facility’s complaints procedure is followed.
Structure
Process
S7.1 The facility has a procedure for resolving
P7.1 Permanent staff are aware of the procedure
complaints in a timely fashion.
and its use in resolving complaints in a timely
fashion.
S7.2 The facility has an education/training
P7.2 This education/training program is scheduled:
program about the facility’s complaints
 At least annually and
procedure.
 At appropriate times for permanent staff
(working any shift) to attend.

Outcome
O7.1 All permanent staff are aware of the procedure
and its use in resolving complaints in a timely
fashion.
O7.2 All permanent staff have attended an
education/training program about around the
facility’s complaints procedure and its use

AUDIT QUESTIONS FOR INDICATOR 7
Where a complaint has been made, the facility’s complaints procedure is followed.
Y/N
Does the facility have a complaints procedure?
How many complaints have been made by residents or family
members in the last 12 months?
Of complaints made in the last 12 months:
 How many have been processed in accordance with the
complaints procedure?
 How many of these complaints were resolved?
 How many residents/families reported being satisfied with
the facility’s complaints procedure?
What is the average length of time for resolving complaints?
(a) a week (b) a fortnight (c) a month (d) three months or more
Note: these questions may be answered by checking facility
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Y/N or Number
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Does the facility have an education/training program about the
complaints procedure and its use?

complaints records.
How often is this education/training program offered?
(a) quarterly (b) six-monthly (c) annually
When is this education/training program scheduled?
(a) business hours (b) after hours (c) flexible (e.g. self-guided,
online)
Can permanent staff working any shift participate?
How many permanent staff have attended this
education/training program in the last 12 months?

Indicator 8
Families report satisfaction with information sharing by staff at the facility.
Structure
Process
S8.1 A method (e.g. survey/interview) of asking
P8.1 Families are regularly (e.g. annually) asked
families whether they are satisfied with
whether they are satisfied with information sharing.
information sharing by staff at the facility exists.

Outcome
O8.1(a) All families are given opportunity to report
satisfaction with information sharing by staff at the
facility
O8.1(b) All families responding to the survey
report being satisfied with information sharing in
the facility/service.

S8.2 The facility monitors family satisfaction with P8.2 Results from this family satisfaction survey are O8.2 Collated results from this family satisfaction
information sharing by its staff
collated
survey are used in quality improvement activities
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AUDIT QUESTIONS FOR INDICATOR 8
Families report satisfaction with information sharing by staff at the facility.
Y/N
Does the facility ask families whether they are satisfied with
In the past 12 months, how many families were given the
information sharing by staff (e.g. via survey/interview)?
opportunity to report satisfaction with information sharing?
Are the results of the families’ reporting on satisfaction with
information sharing used for quality improvement?

Indicator 9
The facility is perceived to be person-centred by the staff
Structure
Process
S9.1 The facility expresses a person-centred
P9.1(a) Permanent staff are aware of and
care philosophy in policy and practice.
understand the person-centred care philosophy
and how to embed it in practice.
S9.2 The facility uses a person-centred care
P9.2 Person-centred care is monitored and
assessment tool, such as the P-CAT.
assessed annually to ensure it is embedded into
practice.
S9.3 An education/training program on person- P9.3 This education/training programs is
centred care and how embed it into practice is
scheduled regularly (e.g. six-monthly) and at
available.
times that allow permanent staff (working any
shift) to attend.
S9.4 Information is available for new permanent P9.4 New permanent staff receive this
staff on person-centred care and how to embed
information as part of their workplace orientation
it into practice
program.

Y/N or Number

Outcome
O9.1(a) All permanent staff are aware of and
understand the person-centred care philosophy and how
to embed it in practice.
O9.2 A score of 80% or greater is achieved on personcentred care assessment.
O9.3 All permanent staff have attended this
education/training program

O9.4 All new permanent staff received this information
as part of their workplace orientation program.

AUDIT QUESTIONS FOR INDICATOR 9
The facility is perceived to be person-centred by the staff
Y/N
Does the facility express a person-centred care philosophy in a
vision, mission or values statement?
Does the facility use a person-centred care assessment tool (e.g.
the P-CAT)?
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Y/N or Number
How many permanent staff are aware of the facility’s
commitment to person-centred care?
What score did the facility achieve on this person-centred
assessment tool?
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Does the facility have an education/training program about
person-centred care and how to embed it into practice?

How often is this education/training program offered?
(a) quarterly (b) six-monthly (c) annually

Note: “education/training program” may be internally or
externally provided.

When is this education program scheduled?
(a) business hours (b) after hours (c) flexible (e.g. self-guided,
online)
Can permanent staff who work different shifts participate?

Does the facility’s workplace orientation program include
information on person-centred care and how to embed it into
practice?

How many permanent staff have attended this
education/training program in the last 12 months?
How many new permanent staff received this information as
part of their orientation?
Note: this may be answered by asking all new permanent staff
whether they received this information as part of their
workplace orientation program

Indicator 10
The facility has a procedure to guide staff in the management of family anger/aggression
Structure
Process
S10.1 The facility has a procedure for permanent
P10.1 Permanent staff are aware of this procedure.
staff to follow when managing family
anger/aggression.
S10.2 The facility has an education/training
P10.2 This education/training program is scheduled:
program about management of family
 At least annually and
anger/aggression and how to follow the facility’s
 At appropriate times for permanent staff
procedure.
(working any shift) to attend.
S10.3 Information is available for new permanent P10.3 New permanent staff receive this information
staff on procedure for the management of family
as part of their workplace orientation program.
anger/aggression
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Outcome
O10.1 All permanent staff are aware of this
procedure.
O10.2 All permanent staff have attended an
education/training program about management of
family anger/aggression.
O10.3 All new permanent staff received this
information as part of their workplace orientation
program.
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AUDIT QUESTIONS FOR INDICATOR 10
The facility has a procedure to guide staff in the management of family anger/aggression
Y/N
Does the facility have a procedure stating how permanent staff
How many permanent staff are aware of the procedure on the
should manage family anger/aggression?
management of family anger/aggression?
Does the facility have an education/training program for
How often is this education/training program offered?
permanent staff about managing family anger/aggression and
(a) quarterly (b) six-monthly (c) annually
the facility’s procedure?
When is this education program scheduled?
(a) business hours (b) after hours (c) flexible (e.g. selfguided, online)

Y/N or Number

Can permanent staff who work different shifts participate?

Does the facility’s workplace orientation program include
information on management of family anger/aggression and the
facility’s procedures for this?

How many permanent staff have attended this
education/training program in the last 12 months?
How many new permanent staff received this information as
part of their orientation?
Note: this may be answered by asking all new permanent
staff whether they received this information as part of their
workplace orientation program

Indicator 11
The facility has a procedure for dealing with distressing staff–family communication incidents.
Structure
Process
S11.1 The facility has a procedure for dealing
P11.1 Permanent staff are aware of this procedure
with distressing staff–family communication
incidents.
S11.2 The facility has an education/training
P11.2 This education/training program is
program about how to deal with distressing staff– scheduled:
family communication incidents and facility’s
 At least annually and at appropriate times for
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Outcome
O11.1 All permanent staff are aware of this
procedure.
O11.2 All permanent staff have attended an
education/training program about distressing staff–
family incidents.
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procedure to follow in these situations.
permanent staff (working any shift) to attend.
S11.3 Information is available for new permanent P11.3 New permanent staff receive this
staff about distressing staff–family
information as part of their workplace orientation
communication incidents and the facility’s
program.
procedure to follow in these situation..

O11.3 All new permanent staff received this
information as part of their workplace orientation
program.

AUDIT QUESTIONS FOR INDICATOR 11
The facility has a procedure for dealing with distressing staff–family communication incidents.
Does the facility have a procedure for permanent staff to follow
How many permanent staff are aware of the procedure on
in distressing staff–family communication incidents?
distressing staff–family incidents?
Does the facility have an education/training program for
How often is this education/training program offered?
permanent staff about distressing staff–family communication
(a) quarterly (b) six-monthly (c) annually
incidents and the facility’s procedure in these situations?
When is this education program scheduled?
(a) business hours (b) after hours (c) flexible (e.g. self-guided,
online)
Can permanent staff who work different shifts participate?

Does the facility’s workplace orientation program include
information on distressing staff–family incidents and the
facility’s procedure in these situations?

How many permanent staff have attended this
education/training program in the last 12 months?
How many new permanent staff received this information as
part of their orientation?
Note: this may be answered by asking all new permanent staff
whether they received this information as part of their
workplace orientation program
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Indicator 12
Staff and families have the opportunity to participate in formal peer support/debriefing following distressing staff–family communication incidents.
Structure
Process
Outcome
S12.1 The facility has formal peer
P12.1 Permanent staff and families are aware of this O12.1 All permanent staff and families access this
support/debriefing program available for staff and peer support/debriefing program.
peer support/debriefing program if required.
families to use after a distressing communication
incident.
S12.2 The facility informs staff and family about
P12.2 New staff and families receive written
O12.2 All new staff and families receive
the peer support/debriefing program available to
information about the peer support/debriefing
information about the peer support/debriefing
them and how to access it
program available to them and how to access it.
available to them and how to access it.

AUDIT QUESTIONS FOR INDICATOR 12
Staff and families have the opportunity to participate in formal peer support/debriefing following distressing staff–family communication incidents.
Y/N
Y/N or Number
Does the facility have a peer support/debriefing program
How many permanent staff are aware of how to access the
available for permanent staff to access following a distressing
peer support/debriefing program?
incident?
Does the facility have a peer support/debriefing program
How many families are aware of how to access the peer
available for families to access following a distressing incident?
support/debriefing program?

Does the facility inform staff and families about the peer
support/debriefing program and how to access it following a
distressing incident?

Note: this may be answered by asking all new families
whether they are aware of how to access the peer
support/debriefing program.
Newsletters and flyers are available to inform families of the
peer support/debriefing program?
Newsletters and flyers are available to inform staff of the peer
support/debriefing program?
Does the facility’s workplace orientation program include
information on the peer support/debriefing program?
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