
The Advance Project Dementia – ARIIA 
Grant Advisory Group Meeting
4th July 2023

Supporting implementation of aged care staff initiated 
advance care planning and palliative care needs 
assessment for people living with dementia



1. Start recording – check all members agree
2. Acknowledgement of country
3. Introductions as needed
4. Brief summary on background/progress
5. Evaluation protocol discussion points 
6. Draft terms of reference
7. Consumer representative
8. Other? 
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Dementia-specific resources Free eLearning

Enable better care: Initiating end-of-life 
conversations and assessing palliative care 
needs in people living with dementia

Our dementia specific training and resources have been specifically created to empower aged and primary care 
teams, to build greater confidence, capacity, and skills in this area.

Train-the-Trainer & Mentoring 
Support



The Advance Project Guide (Dementia)

*Outline steps involved and 
resources that can be used to 
initiate ACP and palliative 
care for people living with 
different stages of dementia 



Tools to support staff to start ACP conversations

• Formal structured ACP screening interview and quick guides

• Initially developed for inpatient acute hospital setting, then adapted 
for general practice and rolled out nationally for use in routine 
health assessments. 

• Not the whole ACP conversation – a way to get started. Aims:
– Introduce and promote awareness of ACP
– Determine person’s preferred SDM
– Ensure aged care home/GP is aware of any ACP already 

completed 
– Assess person’s and/or SDM’s readiness to further discuss ACP



Tools to support staff to start ACP conversations
• ACP screening interview tools/quick guides now adapted for use with:

• people living with mild/moderate dementia (own/supported approach version) 
• family members/SDMs of people living with advanced dementia (substituted approach version)

• ACP screening interview tools are fillable PDFs that can be stored in resident’s record



Introducing ACP

If person ready to further discuss ACP, provide them with the appropriate resource

Arrange follow up with case conference to further discuss ACP

Assist person/SDM to document person’s wishes in advance care plan

Ongoing regular ACP discussions and review of advance care plan as person’s circumstances change 



Distress
Observation
Tool “It helps to understand 

the level of distress the 
person you are caring 
for is experiencing” 
Careworker

“Assists in discussions 
with GP’s regarding 
peoples’ level of 
distress and 
management of it.” 
RAC Manager





ARIIA Grant Round 2: 
Implementation and evaluation of Advance Project Dementia in two HammondCare 
Residential Aged Care sites*

Team members:
• Professor Josephine Clayton
• Jon San Martin
• Dr Craig Sinclair
• Dr Srivalli Nagarajan
• Natalie Duggan
• Angela Raguz
• Dr Andrew Montague
• Professor Deborah Parker
• Professor Susan Kurrle

*Huge thanks to Woy Woy/Horsley 



ARIIA Project Goals
Implementation and Evaluation

Co-design suitable 
implementation 

approach to embed 
relevant resources into 

routine care

A train-the-trainer 
approach

Support staff to 
undertake the training 
and use the resources 

in routine care 

Undertake a mixed 
method evaluation of 

the resources

Refine resources and 
optimise strategies for 
wider implementation 

and dissemination

Local Working Groups Advance Project CNC Local Clinical Support Leads



Implementation 
Timeline

May Goal:
Establish Working Group for 

each sites and commence co-
design process

July Goal:
Finalise implementation plan 

and strategies

All staff to commence eLearning

June:
Reach consensus on which 
resources to implement for 
individual sites

August Goal:
Integrate use of Advance 
Project resources and tools into 
routine care

September Goal:
Clinical Support Lead to help 

progress local implementation
January Goal:
>50% of staff have completed 
eLearning and engaged with
Advance Project resources and 
tools



S W O T
Strengths Weaknesses Opportunities Threats

Teamwork, Relationship-based 

Care, Case Management 

Approach, Cottage Model

Staff confidence to talk about 

ACP and Palliative Care, 

Understanding of Palliative 

Care for people living with 

Dementia 

Improve staff involvement with 

ACP discussions, Better 

collaboration and partnerships 

with health team, residents 

and family, Quality 

improvements

Staffing issues, Conflict with 

other priorities impacting 

commitment, Issues with 

technology, Cultural influences 

from both staff and residents



Evaluation Objectives

(1) Assess the acceptability, useability, feasibility and perceived utility of implementing the Advance
Project (Dementia) online training and selected resources;

(2) Assess the impact of the Advance Project (Dementia) training and selected resources on staff
confidence and comfort levels to initiate conversations about advance care planning with people
living with dementia and their families/care partners;

(3) Assess the impact of the Advance Project (Dementia) training and the Distress Observational tool on
staff and care partner confidence to identify and communicate signs and symptoms of distress in
people living with advanced dementia;

(4) assess the impact of the implementation project on documented advance care planning discussions
and palliative care needs assessment for residents living with dementia.

(5) document the process of the implementation project, to better understand how collaboration with
site-level working groups can support change management in the residential aged care setting.



Evaluation Components

Focus groups with site-level working groups: documenting the implementation process, barriers 
to implementation and trialing short improvement cycles to address these

Surveys with staff: post-training self-reported confidence; feedback on resources to understand 
acceptability, useability, feasibility and perceived utility

Surveys with residents and care partners: feedback on resources to understand acceptability, 
comfort with advance care planning discussions, and to inform further refinements

Semi-structured interviews: interviews with front-line staff about their experiences using the 
resources

Structured notes audit: audit pre- and post-implementation to assess use of Advance Project 
Dementia resources and impacts on care processes



Evaluation Protocol – Discussion Points

Estimated staff time:

Surveys – all eligible staff (single point in time)
• Care workers – approximately 10 – 15 minutes for survey
• Clinical/manager/pastoral care – between 10 – 20 minutes for survey (depending on resources used)

Interviews/Group Discussions – smaller sub-sample
• Care workers – ~ 30 mins for interview or 45 mins for group discussion (if in sub-sample)
• Clinical/manager/pastoral care - ~ 30 mins for interview or 45 mins for group discussion (if in sub-sample)
• *Can be undertaken outside of work hours and reimbursed

Structured Clinical Audit
• Undertaken by QSR team, no impact on staff time (other than normal processes to provide QSR access)



Evaluation Protocol – Discussion Points

Structured Clinical Audit (two participating sites + two matched control sites – audited pre and post)

Point Prevalence of Advance Care Planning (ACP) Documentation (all residents at site)
• Number residents with evidence of ACP documentation
• Characteristics (e.g. type, signed/dated etc) of ACP documentation

Advance Care Planning Processes at key care milestones
• Number residents with evidence of an ACP discussion prior to admission
• Number residents with evidence of an ACP discussion within 8 weeks of admission
• Persons involved in ACP discussion/s

Identifying and responding to distress (Distress Observation Tool (DOT))
• Number residents with documented evidence of DOT use on at least one occasion
• Number of times DOT used and evidence of clinical review/action plan < 24 hrs if DOT > 4

Routine use of the DOT
• Evidence of DOT tool use – routinely at admission, 3 monthly and daily (if responding to specific need)
• Documentation of clinical review/action plan within 24 hours if DOT > 4

Palliative Care (PC) Needs Assessment
• Number residents with documented PC needs assessment within 8 weeks of admission

All current 
residents at 
time of PRE 
and POST 

audits

New 
admissions 
within audit 
timeframes 

(PRE 6 
months prior 

to 
commencing) 

and (POST 
1/8/2023 –

1/2/2024 TBC)



Our mission in action

We serve people with complex
health or aged care needs,
regardless of their circumstances.

Expected outcomes from              funded 
project

Evaluation findings will inform:

• Refinements to HammondCare wide processes for 
providing advance care planning and palliative care for 
people living with dementia in residential aged care

• Quality improvement of the Advance Project Dementia 
resources and training which are available nationally to 
the aged care sector



The ultimate goal is to enable people living with dementia to 

have the opportunity to express their needs and preferences 

for care at the end of life, and have access to palliative care 

and support for their families and carers.
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