Respect St Ann’s
Nursing Home

Residential Aged Care

Hobart,
Tasmania

Goal

Empower staff, fostering confidence in their
roles and skill development, and to promote
a proactive approach to palliative care.

Highlights

* Knowledge shared among all staff
members
Increased palliative care literacy of staff

Increased understanding of how to best
support residents in palliative care phase

St Ann’s, located in Hobart Tasmania, has a long
and proud history of providing care for aged
residents, opening its doors in 1922 as one of the
first ‘care homes' in Australia. It accommodates
over 100 residents, offering a range of services,
from residential aged care to palliative care, respite
care, and secure dementia care.

St Ann’s welcomed the opportunity to participate
in the ELDAC Linkages program, which helped
them identify gaps and overcome challenges in
palliative and end of life care. Participation in the
program has shaped another chapter in St Ann's
long history.

Engaging in the ELDAC Linkages program not only
broadened St Ann’s access to valuable resources
and expert guidance but has also strengthened
connections with local palliative care providers,
fostering a more integrated and collaborative
approach to care.

Throughout the ELDAC Linkages program, St
Ann’s primary focus has been on empowering their
dedicated staff. Efforts were directed towards
building confidence, enhancing skills, and instilling
a proactive mindset regarding palliative care.

“The ELDAC resources and linkages with the
other services is helping us to work towards our

service goals.”

A staff member

The ELDAC Linkages program has enabled this
positive change and has created a nurturing
and collaborative environment, uniting all team
members in delivering effective and holistic
palliative and end of life care for the residents.

Improvements have manifested in a noticeable
boost in staff knowledge and confidence, including
the ability to initiate conversations about advance
care planning and palliative care with residents and
their families. Participation in the ELDAC Linkages
program has also led to more open discussions and
understanding of residents’ preferences.

With the help of the ELDAC Linkages facilitator
the team have embraced a person-centred
approach, leading to improved relationships with
external services. This has transformed St Ann’s
communication and collaboration with General
Practitioners and other palliative care services,
resulting in a notable reduction in hospital
transfers.

Other tangible outcomes that have been achieved
through the ELDAC Linkages program include
access to evidence-based resources to support care.

St Ann’s have incorporated palliative care
toolkits, developed through the program, which
support care planning and communication

with residents and families. Additionally, the
introduction of palliative care booklets for all staff
has strengthened the general understanding of
palliative care in aged care, demystifying the topic
and improving palliative care literacy.

Palliative care and advance care planning has now
been included in the orientation program for new
care and clinical staff. Introducing the topic of
palliative care and advance care planning at the
start of employment aligns with St Ann’s renewed
approach and provides key information at the start
of the journey, for both new staff members and
the residents under their care.

St Ann's recognised the cultural diversity across
their staff and were keen to ensure there was

a clear model for staff to follow along with the
confidence and resources available to their staff to
provide holistic care.

Since participating in the program, linkages with
the Specialist Palliative Care Team have been
strengthened. There is an increased understanding
of the role of the specialist palliative care service
and how both services can work together to
achieve the best possible outcome for residents.

The ELDAC Linkages program has helped St Ann’s
evolve the end of life process and introduce a
greater level of support to families and residents.

Key outcomes

* Improved resident outcomes for their palliative
and end of life care

* Improved communication and collaboration
with GPs and other palliative care services

* Reduced preventable transfers to hospital

* Improved staff access to support and best
practice palliative care training, resources, and
workshops

e Staff upskilled in palliative care and advance
care planning

* Established linkage with the Specialist Palliative
Care Team

“Through the program we had the opportunity

to learn about palliative care. We learnt about
medication used and learnt more about the
frequency, providing comfort care to family
members. With English as a second language it can
be a bit overwhelming when communicating with
families. We were able to learn more about how
to communicate with family members and how to
remain calm in our communication.”

A staff member.

5 0 0 0 0 ge e
e e arted e DJA ages progra e
ad a key goal to empowe 3 O have co dence
anad explore e oles and gevelopme e
ad al too O e O ofs O-day pra e
D e anted o 3 O have ore co dence
q e and to ae andad a e ea e
anted to be ore proa e O palllia e care
approa
Belng pa OT progra as provided aluable
oppo es To a O uUp pallia e
are and advance care pla 0 ea g a ore
O ed and capable O orce genera
A O 3 g o ome has bee < O
e care home ore reside and fa a
O op g TO are a A 3 e and rea
estame O e po e oF: O e progra
e dedicatio O e PYA ages progra ana
e quida e oTrered b e Ta ato as broug
ompassionate and erre e end o e care to
A o
/'/_
R
[,
- £ o e
— — Y 4
~ 'S 4 ' ‘I
i ‘|l
JPY !
i . N #‘\."J
I8 TH W
i M : (
1A
—Ua
.u-
e ere able to prove o ages acro
e boaro O ate pecia pallla e
L. are se as O ate pallia a care se A
O OCa ospltal, and o ocal p o ea



