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INTRODUCTION

1. This submission concerns aspects of care in residential, home, and flexible aged care 
programs, rural and regional issues for service delivery of aged care, and quality of life 
for people receiving aged care.

2. This submission is provided in response to the matters the Royal Commission will inquire 
into at the public headings to be held in Darwin and Cairns between Monday 8 July and 
Wednesday 17 July 2019. It addresses:
1. aspects of care in residential, home and flexible aged care programs, including:

i. accessibility and availability
ii. wound care, medication and pain management
iii. nutrition and hydration
iv. continence care
v. mobility
vi. social supports

2. rural and regional issues for service delivery of aged care
3. quality of life for people receiving aged care.

3. This submission will focus on the elements of quality of care and quality of life in aged 
care from the perspective of the Australian Nursing and Midwifery Federation (ANMF) 
members delivering aged care services across a range of settings, but with a focus on 
those provided in residential aged care facilities (RACFs).

4. The ANMF conducted a national survey from 26 March 2019 to 12 April 2019 of staff 
working in aged care (2,775 participants).1 There were 1,076 (40%) staff member 
participants who worked in aged care in a regional area, 540 (20%) in rural areas, and 31 
(1%) in remote areas. Relevant results from this survey are referred to in this 
submission.

THE AUSTRALIAN NURSING AND MIDWIFERY FEDERATION (ANMF)__________________

5. The ANMF is Australia's largest national union and professional nursing and midwifery 
organisation. In collaboration with the ANMF's eight state and territory branches, we 
represent the professional, industrial, and political interests of more than 275,000 
nurses, midwives, and care workers across the country.

6. Our members work in the public and private health, aged care, and disability sectors 
across a wide variety of urban, rural, and remote locations. We work with them to

1 Australian Nursing and Midwifery Federation .2019. ANMF National Aged Care
Survey 2019 - Final Report [Internet]. Australian Nursing and Midwifery Federation (Federal Office), Melbourne, Victoria. 
Available at: http://anmf.org.au/documents/reports/ANMF_Aged_Care_Survey_Report_2019.pdf
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improve their ability to deliver safe and best practice care in each and every one of these 
settings, fulfil their professional goals, and achieve a healthy work/life balance.

7. Our strong and growing membership and integrated role as both a trade union and 
professional organisation provide us with a complete understanding of all aspects of the 
nursing and midwifery professions and see us uniquely placed to defend and advance 
our professions.

8. Through our work with members we aim to strengthen the contribution of nursing and 
midwifery to improving Australia's health and aged care systems, and the health of our 
national and global communities.

9. The ANMF represents almost 40,000 nurses and care workers working in the aged care 
sector, across both residential and home and community care settings.2

BACKGROUND__________________________________________________________________

10. The ANMF's position is that all elderly Australians should have access to and experience 
safe, best practice care appropriate to their specific needs regardless of their location, 
health status and conditions, personal circumstances, and background.

11. Care should be evidence-based and holistic in addressing physical, mental, social and 
emotional wellbeing and should also be delivered in a manner that is appropriate and 
consistent with the individual preferences, values and beliefs of each person.

12. Caring for elderly people, especially those with behavioural and psychological symptoms 
of dementia and other disabling health conditions, is a stressful occupation requiring the 
right people with the right skills and knowledge to develop and implement holistic care 
plans customised to individual needs.

13. Nurses and care workers are central to the provision of holistic care encompassing all 
aspects of health care including, promotion of health, prevention of illness and injury, 
and care of the ill, disabled, and dying. This means that to ensure safe care for elderly 
people it is critical to have the right numbers and skills mix of nurses and well-trained 
care-workers.

14. However, as the ANMF has previously submitted to the Commission, in the ANMF 
Federal Secretary - Ms Butler's - initial Statement (Exhibit 1-16 WIT.0020.0001.0001), 
and our subsequent submissions,3 appropriate care is not being provided to Australia's 
elderly and instances of inadequate and substandard care are widespread. They are not 
isolated, exceptional, or occasional. The ANMF notes that the Commission has now 
received considerable evidence in this regard.

2 Care workers can be referred to by a variety of titles, including but not limited to 'assistant in nursing', 'personal care 
worker' and 'aged care worker'. In Australia, these staff are unregulated in contrast to registered nurses and enrolled 
nurses. For the purposes of this submission, workers who provide assistance in nursing care within RACFs are referred to as 
care workers.
3 Adelaide Hearings 1 - Submission of the Australian Nursing and Midwifery Federation; Aged Care in the Home;
Residential Dementia Care; Person-Centred Care.
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15. The ANMF has further submitted to the Commission that chronic understaffing and 
improper skills mixes of staff are key contributors to the increasing number of instances 
of substandard care because, without legislated requirements in all Australian 
jurisdictions to mandate a minimum number and type of nurses and care staff, aged care 
providers have not been employing appropriate numbers or types of staff in their 
facilities.4

16. Across all aged care settings, nurses and care workers work collaboratively with 
multidisciplinary teams of general practitioners (GPs), geriatricians, palliative care 
specialists, nurse practitioners, dietitians, speech pathologists, and allied health workers. 
Effective collaboration enables registered nurses with dedicated, qualified care-workers 
to deliver effective care. Such collaboration between each of these types of staff, along 
with person-centred involvement of the recipients of care and their family and/or loved 
ones ensures safe and best practice care for our elderly.

17. However, chronic nurse and care staff shortages are now impacting on the capacity of 
multidisciplinary health care teams to provide effective and appropriate care to elderly 
people and non-elderly residents of RACFs.5 Consequently, there is increasing agreement 
from health professionals that the only way we can be sure that every elderly Australian 
has access to the safe and best practice care they deserve is to legislate minimum 
staffing ratios in aged care.

18. As the ANMF has also previously argued, the current regulatory and funding 
arrangements for aged care are unsatisfactory. They encourage perverse outcomes and 
a focus from aged care providers on financial accountability rather than, and possibly, at 
the expense of, clinical governance. The arrangements fail to direct funding and the 
accountability of public funding to the delivery of quality care.

19. The lack of clinical governance for the provision of aged care across the sector was 
recognised by the Senate Community Affairs Reference Committee in its Final Report - 
Effectiveness of the Aged Core Quality Assessment and accreditation framework for 
protecting residents from abuse and poor practices, and ensuring proper clinical and 
medical care standards are maintained and practised. April 2019:

i. There is a clear schism in how different stakeholders view and describe what 
comprises clinical care across the RACE sector, who delivers clinical care, who 
is responsible for the standards of clinical care, and how those standards 
should be regulated.6

20. The Committee identified that:

4 Mavromaras et al. 2016. The aged care workforce, 2016. Australian Government Department of Health [Internet]. 
Available at:
https://agedcare.health.gov.aU/sites/g/files/netl426/f/documents/03_2017/nacwcs_final_report_290317.pdf
5 Australian Medical Association [AMA], 2018. 2017 Aged Care Survey Report [Internet]. Available online at: 
https://ama.com.au/svstem/tdf/documents/2017%20AMA%20Aged%20Care%20Survev%20Report.pdf?file=l&type=node 
&id=48948
6 The Senate, Community Affairs Reference Committee Effectiveness of the Aged Care Quality Assessment and 
accreditation framework for protecting residents from abuse and poor practices, and ensuring proper clinical and medical 
care standards are maintained and practised Final report April 2019 p9
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1. Clinical care and personal care are not clearly defined in aged care regulatory 
frameworks, funding agreements, or service contracts.7

2. Clinical care provision is consistently one of the top five areas of non-compliance 
with the Aged Care Standards found by the Australian Aged Care Quality Agency.8

3. Inadequate clinical care remains the main source of complaints received by the Aged 
Care Complaints Commissioner.9

21. The Committee formed the view that:

1. A fundamental problem with acceptable clinical standards in RACFs lies in the lack of 
appropriate rigor in the approach to planning how to deliver those services.10

2. In the absence of a specific industry-wide model of care and no regulatory 
framework which specifies how care should be delivered, the model of care used in 
RACFs appears to be one that has developed informally overtime and appears to be 
largely based on finding cost-savings within the requirements of, or bypassing the 
nursing scope of practice.11

3. There is no clear definition of what 'care' is, and where the lines between clinical 
and personal care begin and end. Without this planning, service delivery is ad hoc, 
inconsistent in quality and relies too heavily on individual actors within the sector to 
maintain standards.12

22. The Committee drew the conclusion that clinical governance within the aged care sector 
is significantly less developed than in the health care sector, even though the increasing 
health needs of elderly people are well documented.

23. Despite the Committee's significant recommendations and the subsequent development 
of new Aged Care Quality Standards (the Standards) by the recently established Aged 
Care Quality and Safety Commission,13 necessary improvements in the quality of care 
delivery have not been achieved as has been submitted to the Commission from a range 
of stakeholders.

24. While a welcome step towards improvement, in the ANMF's view the Standards are not 
sufficiently rigorous or well informed to ensure appropriate clinical governance across 
the sector or, therefore, safe, quality and best practice care for elderly people.

25. The Standards need to be strengthened to ensure that the provision of clinical care in 
aged care settings, particularly RACFs, is defined as health care and is aligned to the 
National Safety and Quality Health Service Standards.

26. The remainder of this submission addresses the specific matters of inquiry for the 
Commission's Darwin and Cairns Hearing.

7 ibid. p. 10
8 Ibid, p.ll
9 Ibid. p. 12
10 Ibid. p. 34
11 Ibid. p. 34
12 Ibid. p. 34
13 Aged Care Quality and Safety Commission. 2019. Aged Care Quality Standards. Australian Government [Internet]. 
Available at: https://www.agedcarequality.gov.au/providers/standards
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ACCESSIBILTY AND AVAILABILITY

27. Access to the right level of aged care at the right time and in the right place is key to 
receiving the best quality care.

Accessibility and Home Care Packages

28. The ANMF refers to its previous submission 'Aged Care in the Home' with regard to 
access to home care packages.14 The concerns raised in that submission in relation to 
delay in accessing an appropriate home care package remain and are reiterated, despite 
the release of more packages and the reduction in numbers of people waiting for a 
package at their approved level.

1. At 31 March 2019, there were 75,739 people who were waiting for a home care 
package at their approved level, who had not yet been offered a home care package.

2. Of these people, 94.9 per cent (71,885) had been provided with an approval to access 
CHSP.

3. The number of people with a level 4 approval who were waiting for a package at 
their approved level, who had not yet been offered a home care package, fell by 21.7 
per cent (3,685) from 30 June 2018 (16,963) to 31 March 2019 (13,278).

4. At 31 March 2019, there were 53,299 people who had been offered an interim home 
care package while they wait for a package at their approved level.15

29. The waiting time for a home care package is set out in the Table below.16

Table 12: Estimated wait time for people entering on 31 March 2019, by package level

Package level First package 
assignment !_ JKBSSSiSL; !____-' ___

Level 1 Level 1 3-6 months 3-6 months
Level 2 Level 1 3-6 months 12+ months
Level 3 Level 1 3-6 months 12+ months
Level 4 Level 2 12+months 12+ months

Accessibility and Residential Care

30. The Productivity Commission Report on Government Services 2019 on Aged Care 
Services found that older Australians have been waiting longer to enter RACFs after 
being approved for the service by health professionals.

31. The Report shows in 2017-18, 44.7% of older people entered RACFs within three months 
of Aged Care Assessment Team (ACAT) approval. The median waiting time for 2017/18 
was 121 days, up from 105 days in 2016/17 and 84 days in 2015/16.17

14 ANM:0002.0001.0006 to 0007.
15 Australian Government Department of Health. 2019. Home care packages program data report 3rd Quarter 2018-19 1 
January - 31 March 2019 [Internet]. Available at: https://www.een-
aeedcaredata.eov.au/www aihween/media/Home care report/HCPP-Data-Report-2018-19-3rd-Quarter-March-2019.pdf 
(P-11)
16 Ibid, pg 13
17 Australian Institute of Health and Welfare (AIHW). 2019. Report on Government Services [Internet]. Australian 
Government. Available at: https://www.pc.eov.au/research/oneoine/report-on-eovernment-services/2019/communitv- 
services/aeed-care-services/roes-2019-partf-chapterl4.pdf pl4.8
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32. The graphs below show the time elapsed between ACAT approval and entering 
residential care or commencing home care.18

Figure 14.4 People entering residential care within specified elapsed time 
periods of their ACAT approval, 2017-18a

<D
CL

NSW Vic Qld WA SA Tas ACT NT Aust 
■2 days or < ■ 3 to 7 days ■ 8 days to < than 1 month ■ 1 month to < than 3 months

a See table 14A.26 for detailed definitions, footnotes and caveats. 
Source: Department of Health (unpublished); table 14A.26.

Figure 14.5 People commencing Home Care via Increasing Choice in
Home Care within one or three months elapsed time of their 
ACAT approval, 2017-18a

■ 1 month or < ■ 1 month to 3 months

a See table 14A.26 for detailed definitions, footnotes and caveats.
Source: Department of Health (unpublished); table 14A.26.

33. These statistics tell us that over 50% of people waiting for home care or residential care 
services are waiting for more than three months for those services. This is a potentially 
serious impediment to access to care, and also indicates that there is a lack of availability 
of services.

18 Australian Institute of Health and Welfare (AIHW). 2019. Report on Government Services [Internet]. Australian 
Government. Available at: https://www.pc.gov.au/research/ongoing/report-on-government-services/2019/community- 
services/aged-care-services/rogs-2019-partf-chapterl4.pdf 14.9-14.10
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Access and availability within RACFs

34. Once in receipt of services, availability and access to best quality care can still be an 
issue. This can range from waiting to be attended to for personal care needs, to having 
access to nursing, specialist, or allied health care services. These issues have been 
examined closely in the case studies presented to the Royal Commission.

35. Our members have told us in the ANMF National Aged Care Survey 2019 about the 
difficulties they experience in in providing care in a timely manner:19

/. "Not enough time to moke sure each resident is properly listened to and 
attended to as staff have to hurry to ensure everyone gets washed and fed- 
no time for anything else."

ii. "Buzzers go unanswered for prolonged periods, residents have falls because 
there aren't enough staff to supervise them when they mobilise, residents get 
left in the same position for hours on end, medication errors abound because 
everything is a mad rush, concerns that are reported by assistant nurses 
aren't always followed up on because RN's are just flat out."

36. The absence of mandated skills mixes and staffing levels is a serious impediment to the 
provision of quality care; inadequate staffing prevents quality care. As the ANMF and 
others have previously highlighted, the Aged Care Act 1997 fails to prescribe a minimum 
safety standard for RACFs and does not specify what constitutes "appropriately skilled 
and qualified staff" for the purposes of providing care.20 21 22 23

37. By contrast, there is evidence that shows enhanced nursing levels have been found to 
reduce unnecessary hospitalisations in RACF residents with dementia and that high fall 
rates were associated with fewer nursing hours per resident per day and a lower 
percentage of registered nurses.

38. This position is supported by the evidence that details how registered nurses positively 
affect consumer outcomes. Furthermore, there is increasing evidence which identifies 
the difference nurse practitioners are making in aged care and consumer 
outcomes.21,22,23

39. The ANMF submits that appropriate staffing levels and skills mix play a vital role in 
ensuring care needs are identified promptly, acted upon in a timely manner, and 
delivered safely.

19 Ibid, (l)
20 Australian Government. 1997. Aged Care Act 1997 No. 112. 1997 [Internet]. Available at: 
https://www.legislation.gov.au/Details/C2017C00241
21 Newhouse RP, Stanik-Hutt J, White KM, Johantgen M, Bass EB, Zangaro G, Wilson RF, Fountain L, Steinwachs DM,
Fleindel L, Weiner JP. 2011. Advanced practice nurse outcomes 1990-2008: a systematic review. Nursing Economics. 29(5): 
230-250. Available at: http://www.nursingeconomics.net/cgi- 
bin/WebObjects/NECJournal.woa/wa/viewSection?s_id=1073744466
22 Horrocks S, Anderson E, Sainsbury C. 2002. Systematic review of whether nurse practitioners working in primary care can 
provide equivalent care to doctors. BM7;324:819. Available at: https://doi.org/10.1136/bmj.324.7341.819
23 Christian R, Baker K. 2009. Effectiveness of Nurse Practitioners in nursing homes: a systematic review. JBI Database Syst 
Rev Implement Reps. 7(30):1333-52. Available at:
https://journals.lww.eom/jbisrir/Fulltext/2009/07300/Effectiveness_of_Nurse_PractitionersJn_nursing.l.aspx
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WOUND, MEDICATION, AND PAIN MANAGEMENT

40. Older Australians, particularly those receiving residential aged care services, are 
characterised by increasing and significant care needs, multiple diagnoses, comorbidities 
and polypharmacy. It has been estimated that on average they have 3.4 to 4.5 separate 
diagnoses, 6 comorbidities, and are taking 8.1 medications.24 Research also points to a 
rising trend of avoidable and premature death in Australian aged care facilities.25 In 
responding to these care needs, the aged care sector must have the capability and 
capacity to deal with the often complex care required around core clinical activities such 
as wound care, medication management and pain management.

41. Willis et al.26 identify that quality of care and quality of life for aged care residents is 
intimately related to staffing levels, with poor staffing levels associated with inadequate 
hours of care per resident per day and with missed care. This is particularly important 
when considering activities such as wound care, medication management and pain 
management which are key areas of practice for nurses (NMBA, 2016).27 These activities 
fall under the healthcare/clinical care aspects of aged care and are significantly 
influenced by two factors:

• Staffing and skill-mix which determines the quality and quantity of care per 
resident per day

• Resident acuity.

42. Mavromaras et al.28 29 30 identify a long-term decline in the percentage of registered and 
enrolled nurses employed in both the residential and home care aspects of the aged 
care sector and a concomitant increase in the number of care workers. In parallel, and 
alarmingly, the acuity of those receiving residential aged care in particular has risen 
significantly. These trends have led to a situation where the aged care workforce has a 
diminishing capacity to meet the increasing care and quality of life needs of those 
receiving aged care services. Critical components of this care encompass activities such 
as wound care, medication management and pain management.

43. In reviewing the phenomenon of missed care in residential aged care in Australia, 
research suggests activities such as wound care and medication management are care 
activities that are missed at least part of the time with staffing levels and time 
constraints identified as the main causative factors.29,30

24 Willis E, Price K, Bonner R, et al. 2016. Meeting residents' care needs: A study of the requirement for nursing and 
personal care staff. Australian Nursing and Midwifery Federation
25 Ibrahim J, Bugeja L, Willoughby M. et al. 2017. 'Premature deaths of nursing home residents: An epidemiological 
analysis, Medical Journal of Australia, 206, pp. 442-447.
26 Ibid. (22)
27 Nursing and Midwifery Board of Australia. 2016. Fact Sheet: Context of practice for nurses and midwives
28 Mavromaras K, Knight G, Isherwood L et al. 2016. National Aged Care Workforce Census and Survey-The Aged Care 
Workforce,2016. Canberra: Commonwealth of Australia; 2017
29 Henderson J, Willis 6, Xiao L, Blackman I, .2016. Missed Care in residential aged care in Australia: An exploratory study, 
Collegian 24{5), pp. 411-416
30 Henderson J, Blackman I, Willis E, et al. 2018. The impact of facility ownership and nurses' and care workers' perceptions 
of missed care in Australian residential aged care, Australian Journal of Social Issues, 53(4), pp. 355-371

8 | P a g e

ANM.0005.0001.0008



Wound Care:

44. The combination of the ageing process and increased incidence of chronic conditions 
means older people are at higher risk of developing wounds and take longer to heal.31 It 
is therefore essential to the provision of safe, effective care that injuries are prevented 
where possible, detected early, and treated appropriately.

45. Pressure injuries negatively affect every aspect of quality of life and are most prevalent 
in residential aged care.32 They are caused by a combination of inadequate nutrition, 
impaired healing, immobility, and either incapacity to detect pain or inability to move 
independently to relieve it.33 At risk residents must be assessed and assisted to regularly 
change position, with staff evaluating the areas most prone to injury, the effect of 
interventions, and instituting action where initial evidence of injury is detected. 
Peripheral ulcers are also common in older people, at home and in care; they are often 
very painful, and can take months or longer to heal, so they require dressing and review 
by experienced, skilled nurses.

46. Acute injuries such as skin tears and chronic wounds such as pressure ulcers, venous leg 
ulcers, diabetic foot ulcers and arterial ulcers are age related and therefore an issue in 
residential aged care settings with high prevalence rates.34,35

47. According to the Australian Centre for Health Services Innovation, pressure injuries are 
the most prevalent chronic would type at 84% with approximately 400,000 chronic 
wounds in total reported across the hospital and residential care settings with an 
estimated total cost to the health care system of $3 billion in addition to significant out- 
of-pocket expenses borne by consumers.36

48. According to the Australian Centre for Health Services Innovation, at a macro level, 
significant best practice gaps in chronic wound treatment are impeding both health 
gains and cost savings. Barriers identified include communication and coordination 
issues, awareness by health professionals, consumers and policy makers, education, 
access to specialty services and training and costs.37

31 Gist S, Tio-Matos I, Falzgraf S, Cameron S, Beebe M. 2009. Wound care in the geriatric client. Clinical interventions in 
aging. 4:269-287. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2697592/
32 Gorecki C, Brown JM, Nelson EA, Briggs M, Schoonhoven L, Deaiey C, Defloor T, and Nixon J. 2009. Impact of Pressure 
Ulcers on Quality of Life in Older Patients: A Systematic Rev\ew. Journal of the American Geriatric Society. 57(7):1175-83
33 Santamaria N, Carville K, Prentice J, Ellis I, Ellis T, Lewin G, Newall N, Haslehurst P and Bremner A. (2009). Reducing 
Pressure Ulcer Prevalence in Residential Aged Care: Results from Phase II of the PRIME Trial. Wound Practice & Research: 
Journal of the Australian Wound Management Association. 17{1):12-14,16-18, 20-22.

^Edwards E, Finlayson KJ, Parker C, Jensen R, et ai. 2015. Improving wound management for residents in residential aged 
care facilities: National dissemination and implementation of the evidence based champions for skin integrity program 
[Internet]. Report to the Australian Government Department of Social Services. Queensland 218 University of Technology, 
Brisbane, QLD., pp. 1-79. Available at: https://eprints.out.edu.au/83117/lB/83117%28updated%29.pdf
35 The Australian Centre for Health Services Innovation. 2017. Issues Paper: Chronic Wounds in Australia [Internet]. 
Available at: http://www.aushsi.org.au/wp-content/uploads/2017/08/Chronic-Wounds-Solutions-Forum-lssues-Paper- 
final.pdf
36 Ibid. (32)
37 Ibid. (32)
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49. In relation to aged care; the Improving Wound Management for Residents in Residential 
Aged Care Facilities: National Dissemination and Implementation of the Evidence Based 

Champions for Skin Integrity Program final report funded by the Australian Government 
under the Encouraging Better Practice in Aged Care Program identified a range of issues 
impacting on the quality of wound care in aged care. These included the significant 
growth in demand for aged care services, difficulties in recruiting and retaining skilled 
staff because of factors such as workloads, stressful work environments and poor 
remuneration, lack of specialised training and the skills of those entering the aged care 
workforce. Other factors identified were the high proportion of staff who have English as 
a second language and culturally diverse backgrounds, education and literacy levels for 
the unregulated component of the aged care workforce, and lack of leadership and 
management skills for those who have clinical supervision roles. Organisational issues 
identified included change resistant organisational structures and cultures, unwillingness 
to resource new initiatives or provide access to staff training.38

Medication Management

50. People over 65 are more likely than any other group to be on a number of medications,39 
are more sensitive to drug interactions, and more likely to have impaired metabolism 
and excretion, meaning they're at risk of receiving a higher than intended dose. The 
health and cognitive status of older people can deteriorate significantly in response to 
even small changes in condition, so medications (including supplements) must be 
administered with care, the necessity of each medication regularly reviewed, and the 
person receiving care must be monitored for signs and symptoms of interactions and 
toxicity; doing this safely takes education, experience, and skill, and therefore needs to 
be performed by enrolled and registered nurses.40

51. Registered nurses play a key role in medication management in residential aged care 
facilities ranging from ensuring that medications are ordered and available for residents 
working with prescribers and pharmacies, are stored appropriately, administered 
correctly and documented. It is the view of the ANMF that there is a distinct difference 
between administration of, and assisting with, medication. Only registered nurses, or 
enrolled nurses working under the supervision of a registered nurse, have the required 
education, knowledge and skills to safely administer medication in this environment.

52. The ANMF notes the disturbing trend in residential aged care of moving medication 
administration tasks from registered and enrolled nurses to unregulated care workers. It 
is the policy of the ANMF that all aspects of medication management in aged care must 
be undertaken by registered nurses and enrolled nurses and is outlined in the document 
Nursing Guidelines for Medication Management in Aged Care (2012) jointly developed 
by the ANMF and the then Royal College of Nursing Australia (now the Australian College 
of Nursing). This professional standard is referenced in the Guiding principles for 
medication management in residential aged care facilities (2012) developed by the

38 ibid. (31)
39 Maher RL, Hanlon J, Hajjar ER. 2014. Clinical consequences of polypharmacy in elderly. Expert Opin Drug So/.13(l):57-65. 
doi:10.1517/14740338.2013.827660
40 Bretherton A, Day L, Lewis G. 2003. Polypharmacy and older people. Nursing Times. 99(17):54-55: Available online: 
https://www.nursingtimes.net/Journals/2012/ll/09/i/r/a/030429Polvpharmacv-and-older-people.pdf
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Australian Government Department of Health and Ageing and intended for aged care 
providers.41

53. The role of care workers should be in assisting cognitively competent clients to take 
prescribed medications when they request assistance to do so.42 The ANMF believes a 
reasonable definition of medication assistance means:

• reminding and/or prompting a resident/client to take the medicine, or
• assisting (if needed) with opening of medicine containers for the client/resident 

at his/her request and direction, or
• bringing packs of medicines to a person at their request so that the person can 

take the medicines, or
• reading labels aloud to the client/resident and advising the time (e.g. "3pm") at 

the request of the person who is going to take the medicine, or
• ensuring the resident/client has a drink to take with his or her medicines.

54. A complicating factor in medication management in aged care is that medicines 
regulation is a state matter with some variation between jurisdictions in relation to the 
role of care workers administering medications. Anecdotal evidence from state branches 
indicates that aged care providers are progressively introducing and increasing 
medication administration by care workers. A report on medication management in 
residential aged care by the New South Wales Nurses and Midwives' Association 
(NSWNMA) suggests over half of the residential facilities in that state now have most 
medications administered by care workers despite over 75% of residents requiring full 
assistance with medications.43

55. The ANMF recognises that care workers, who have the appropriate education, skills and 
competencies, can safely assist a resident to take medication under the supervision of a 
registered nurse or enrolled nurse, however the administration role should remain 
within the domain of nursing practice. During the course of a three-year nursing 
undergraduate degree students undertake theoretical and practical learning relating to 
pharmacology. This knowledge is regarded by the Australian Nursing and Midwifery 
Accreditation Council (ANMAC) and the Nursing and Midwifery Board of Australia 
(NMBA) as the minimum required for safe medication management practice.

56. The ANMF is extremely concerned that aged care providers and the Aged Care Quality 
and Safety Commission believe that care workers who have completed a course such as 
HLTHPS006 Assist clients with medication as part of a Certificate III or IV course within 
the Vocational Education and Training (VET) sector, can substitute for the skills and 
knowledge of a registered or enrolled nurse. Compared to the extensive

41 Australian Government, Department of Health and Ageing. 2012. Guiding Principles for Medication Management in 
Residential Aged Care Facilities [Internet]. Available at:
https://www.health.gov.au/internet/main/publishing.nsf/Content/AC4AA9949F6BBF8ECA2583BD007D9B03/$File/Guiding
%20principles%20for%20medication%20management%20in%20residential%20aged%20care%20facilities.pdf
42 Australian Nursing and Midwifery Federation (ANMF). 2013. Nursing Guidelines: Management of Medicines in Aged Care 
[Internet]. Available at: retrieved from http://anmf.org.au/pages/nursing-guidelines-for-the-management-of-medicines-in- 
aged-care
43 New South Wales Nurses and Midwives Association (NSWNMA). 2017. The state of medication in NSW residential aged 
care [Internet]. Available at: http://www.nswnma.asn.au/wp-content/uploads/2017/12/Medication-in-NSW-RAS-FINAL- 
LR.pdf
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pharmacological knowledge and training in an undergraduate nursing degree, the 
Myskiils website of the Australian Government Department of Education and Training 
suggested average course duration for HLTHPS006 of 38 hours is inadequate.

57. An essential part of ongoing resident/client assessment should be their ability to safely 
administer their own medication with assistance in order to determine which level of 
worker would be responsible in this regard. This assessment must be episodic and 
sensitive to changes in the resident/client condition to ensure any changes to the 
resident's capacity to administer their medications with assistance are identified and 
acted upon in a timely manner. This would need to be documented and communicated 
through an individual care plan which should be developed by a registered nurse.

58. In examining the issue of which level of worker should be administering medication, the 
rationale for our stance is as follows:
• Medication administration is just one element of the medication management 

process that consists of assessment of the resident, administration or withholding of 
the prescribed medication and follow up in relation to therapeutic effects, side 
effects and adverse reactions. This role is achieved effectively and safely when 
registered nurses and enrolled nurses administer the medication. Care workers do 
not have the theoretical knowledge base and skills to undertake this role safely.

• Many of the medications administered to aged care residents are categorised as 
high risk. The Commonwealth Department of Health Guiding principles for 

medication management in residential aged care facilities (2012) clearly identifies 
frequently prescribed medications such as anticoagulants, chemotherapy agents, 
narcotics, sedatives and insulin as a high-risk medication used in the residential 
aged care setting. As such, legislative and practice guidance exists for the purpose of 
public protection. On a practical level, safe medication practice for the 
administration of medicines requires there to be six rights of medication 
administration considered to ensure safety of the client/resident prior to a 
medication being administered. These are: right resident, medicine, dose, time, 
route, and documentation. Care workers with medication assistance training can 
only competently ascertain two of those six medication rights, i.e. right resident and 
right time. They would not be competent to assess whether it is the right drug, 
dose, or route and are unable to undertake a clinical assessment of the health 
status of the resident in determining whether or not to deliver or withhold the 
medication or escalate their concerns to a registered nurse or medical practitioner. 
Nor are they able to assess and document the outcomes of medicines 
administration.

• In addition, there is an inherent risk to safe practice that arises when dividing or de
centralising critical tasks, such as medication management and administration. 
Allowing care workers to become part of the medication administration process 
increases the complexity of the system, thus increasing opportunities for 
miscommunication, drug errors and failures to adequately supervise the process 
due to the low numbers of registered nurses, and their often unmanageable 
supervisory workloads.
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• The NMBA through its Decision Making Framework for Nurses and Midwives clearly 
identifies the delegation process for nursing activities to unregulated care workers. 
The current framework identifies seven considerations that a registered nurse must 
undertake within a risk management approach. The ANMF would contend that the 
low numbers of registered nurses within the aged care workforce and the untenable 
supervisory burden this imposes in relation to enrolled and care workers makes it 
very difficult for registered nurses to meet their professional regulatory 
responsibilities in these environments.

59. Medication management is also one of the top complaint areas reported.44 This, and the 
vulnerable nature of those in RACFs and their significant medication use, highlights that 
medication management is a critical clinical process in aged care, just as it is in the acute 
sector. It is therefore concerning that transfer of medication administration tasks to care 
workers is increasingly occurring.

Pain Management

60. The combination of chronic illness and age-related physical change very often results in 
chronic pain. The situation is even more complicated in cases where the person also has 
dementia, as this can affect their capacity to communicate or even recognise their pain. 
This may result in aggressive, fearful, agitated, or reclusive behavior. Pain relieving 
interventions, including pharmacological management, should be consistent rather than 
reactive and only implemented when the person reports of displays signs of pain. Staff 
providing care must therefore be able to recognise these presentations, evaluate the 
person, and provide pain relief, which requires the knowledge and skills of enrolled and 
registered nurses.

61. Chronic pain has been identified as a significant and widespread problem in residential 
aged care facilities with up to 80% estimated to suffer from it. In addition, a significant 
percentage of residents have dementia and require high levels of behaviour 
management care, resulting in a group of older Australians whose pain management is 
complicated by cognitive and communication impairment which risks misdiagnosis and 
inadequate treatment. Untreated or poorly treated pain can have a significant impact on 
quality of life including function, relationships and mental health, e.g. depression. For 
those with cognitive and communication difficulties, untreated or poorly treated pain 
can exacerbate the behavioural and psychological symptoms of dementia (BPSD) and the 
use of psychotropic medications and the risks associated with inappropriate use of these 
drugs.45

44 Australian Government, Aged Care Complaints Commissioner. 2018. Annual Report 2017-18 [Internet] 
Available at:
https://www.agedcarequalitv.gov.au/sites/default/files/media/Aged%20Care%20Complaints%20Commissione
r%20%E2%80%93%20Annual%20Report%202017%E2%80%9318.pdf
45 Painaustralia. 2017. Submission to the Review of National Aged Care Quality Regulatory Processes [Internet]. 
Available at: https://www.painaustralia.org.au/static/uploads/files/painaustralia-submission-to-the-review- 
of-aged-care-qualitv-regulatorv-processes-iu-wfksdnlbiavr.pdf
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62. Research evidence suggests that pain is often poorly managed in those in residential 
aged care facilities for a range of reasons including staff workloads, nursing and 
physician knowledge deficits and misconceptions and communication issues.46

63. In the acute context, a range of issues and obstacles have been identified impacting on 
pain management of cognitively impaired older persons. This is significant given 
concerns around the level of inappropriate transfers to hospital emergency 
departments. These issues include:
• a lack of pain assessment tools, requiring greater reliance on the nurse's knowledge, 

experience and clinical judgement
• pain management in the context of the physiological changes associated with old 

age and associated factors such as chronic illness, comorbidities and polypharmacy
• the stress of trying to achieve effective pain assessment and management, e.g. 

balancing analgesic regimes with potential side-effects such as further cognitive 
impairment

• the limitations of nurse-initiated pain management protocols and difficulties 
communicating with prescribers in achieving effective pain management.47

64. In the pharmacological management of pain for those in residential aged care facilities, 
Veal et al. identified three major issues:
• low use of optimised paracetamol regimes
• high use of anxiolytic/hypnotic medications in conjunction with opioid drugs with 

the associated risk of falls and fractures
• the potential suboptimal management of pain in those with dementia.48

65. At a system level, Painaustralia has identified a number of issues impacting on pain 
management in residential aged care facilities. These are:
• inadequate training and education for aged care staff leading to under-reporting of 

pain with workloads implicated in lack of time for assessment as well as front-line 
staff knowledge deficits

• inadequate pain reporting standards and processes for aged care
• poor support for allied health and best-practice pain management processes within 

the current aged care funding model
• the need for better education for aged care residents about best-practice pain 

management to combat perceptions that pain is a natural consequence of ageing, 
concerns around drug dependency, being seen as complaining and reluctance to 
seek help

• lack of a coordinated national approach to drive policy around best-practice pain 
management practices.49

46 Veal F, Mackenzie W, Bereznicki L, Cummings E, et al. 2017. Barriers to Optimal Pain Management in Aged 
Care Facilities: An Australian Qualitative Study. Pain Management Nursing. 19(2), pp. 177-185.
4747 Fry M, Cheonweth L, Arendts G. 2015. Assessment and management of acute pain in the older person with 
cognitive impairment: A qualitative study. International Emergency Nursing. 24, pp. 54-60.
48 Veal F, Bereznicki L, Angus J, Thompson G, Peterson G (2014) Pharmacological management of pain in 
Australian Aged Care Facilities. Age and Ageing. 43, pp. 85-856
49 Painaustralia. 2017. Submission to the Review of National Aged Care Quality Regulatory Processes, retrieved 
from https://www.painaustralia.org.au/static/uploads/files/painaustralia-submission-to-the-review-of-aged- 
care-qualitv-regulatorv-processes-iu-wfksdnlbiavr.pdf
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66. The ANMF believes that the problems identified around clinical care issues such as 
wound, medication and pain management are driven, at their core, by systemic staffing 
and skill-mix deficits across the aged care sector. Caring for chronic wounds, ensuring 
that medications are administered safely and pain is managed effectively are core 
quality of care and quality of life imperatives in providing high quality aged care.

67. There must therefore, be enough enrolled and registered nurses in community and 
residential aged care to provide the skilled care and interventions needed to reduce 
injuries, promote wound healing, improve medication safety, and increase appropriate 
management of pain.

68. Our members have provided insight into the current situation of wound, medication, 
and pain management in Australia's aged care system via the ANMF National Survey:50

/. "It's impossible to provide appropriate nursing care to 92 residents."

ii. "1 nurse to administer medications, manage wounds and any other acute 
conditions, assess compromised skin etc for 36 residents."

Hi. "Not enough assistants in nursing. RN has to leave clinical care and help 
assistants in nursing to make beds and help with showers."

iv. "Care needs are not being met, wound management needs are not being 
met, medications errors occur too often and residents are suffering due to 
cuts in staffing levels."

v. "I regularly see aged care residents transferred to acute settings when, if it 
were not for inadequate staffing levels in the aged care sector, the patients 
would never have presented to an acute hospital in the first instance. 
Examples of this that I have seen in the last 2 shifts I have worked include 
an ED presentation and subsequent hospital admission for pain 
management due to overnight staffing... not being in a position to manage 
the pain appropriately. This also required ambulance transfer."

vi. "Personal care workers work beyond their scope of practice, dangerous life 
threatening medication, i.e. schedule 8 drugs, anticoagulant medications, 
psychotropic medications in dose administration aids are given out by 
PCWs. [Question of] who performs invasive procedures like insulin and 
enema administration when there is no RN."

vii. "Carers should be registered.... so they have a minimum training 
requirement and scope of practice which will mean that aged care 
providers cannot have carers performing nursing duties... / have seen first
hand this occurring, as the facility my mother resided in had carers doing all 
medications, treatments which included wound care. This led to her having 
ongoing ulcerations due to her peripheral neuropathy and the poor 
standard of would care."

50 Ibid. (1)
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viii. "AINs with insufficient medication knowledge and training handing out
medication. I have never seen them assess the resident after administration 
of medication. They often do not know what the medication is and don't 
know the adverse reactions or side effects. Turn on the oxygen without 
checking how many litres etc., don't even know how many litres the 
resident is supposed to be on."

ix. "Lack of training of unlicensed works and allowed to administer 
medications, [which] include S8s, anticoagulants, psychotropics, diuretics, 
cardiac, antiepileptic, hypoglycaemic etc."

x. "Skin care - pressure areas turning to stage 3 wounds. Lack of wound 
products. Refusal of paying for wound specialists despite resident being 
classed as high in each domain."

xi. "When paperwork takes priority over medications, wound care and giving 
our residents good quality service, I feel I have let my residents down."

NUTRITION AND HYDRATION_____________________________________________________

69. The ANMF refers to its previous submission 'Residential Dementia Care' particularly with 
regard to the effect of dementias on nutrition and hydration in the older person.

70. The older we live the higher the likelihood of using medications and developing diseases 
and disease conditions that reduce appetite, impair digestion, decrease the impetus to 
dYink, and affect the body’s abifity to bafance ffufds.SJ fn addition, age reduces the senses 
of smell and taste, making food less appetising. This means meals and snacks must be 
provided that are nourishing, nutritionally dense, balanced, and appetising. As many 
older people, particularly those in residential care, need prompting and/or assistance to 
eat, people helping them with food must have the time to do so without rushing.

71. The advantages of adequate nutrition include increased resilience, reduced risk of 
wounds and improved wound healing, lower rates of osteoporosis and fractures, and 
faster recovery from infection.51 52 53 54 Older people who are adequately hydrated are more 
alert, stronger, more interactive, better able to perform activities, have smaller swings in 
blood pressure (which contributes to a lower risk of falling), fewer headaches, increased 
resistance to infection, and a lower risk of blood clots and urinary tract infections.

72. The elderly are also at risk of chronic dehydration, in part because of physiological 
changes, but concerns about assistance with toileting and urinary incontinence are also 
common.53,54 The first can be addressed by having drinks within reach, with regular

51 Pilgrim AL, Robinson SM, Sayer AA, Roberts HC. 2015. An overview of appetite decline in older people. Nurs Older 
People. 27(5):29-35. doi:10.7748/nop.27.5.29.e697
52 Relph WL. 2016. Addressing the nutritional needs of older people. Nurs Older People. 28(3):16-9. Doi: 
10.7748/nop.28.3.16.s22.
53 Oates Li, Price C. 2017. Clinical assessments and care interventions to promote oral hydration amongst older patients: a 
narrative systematic review. BMCNurs.l6:4. doi:10.1186/sl2912-016-0195-x
54 Bunn D, Hooper L, Welch A. 2018. Dehydration and Malnutrition in Residential Care: Recommendations for Strategies for 
Improving Practice Derived from a Scoping Review of Existing Policies and Guidelines. Geriatrics (Basel). 12;3(4). pii: E77. 
doi: 10.3390/geriatrics3040077.
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prompting to drink by carers, and through the provision of a variety of drinks throughout 
the day. Knowing someone has the time and willingness to help with toileting removes 
reluctance to drink by eliminating fears of incontinence, falls, and being bothersome.55

73. To maintain and improve quality of life, providers of aged care support services should 
be required to ensure all meals are nutritionally balanced, varied, and tempting. All staff 
must have an understanding of the importance of ensuring residents have adequate 
food and regular fluids, and there must be enough staff caring for residents to allow 
them time to eat, drink, and have toileting and hygiene needs attended to in both a 
timely and dignified fashion.

74. Our members have provided insight into the current situation of nutrition and hydration 
care in Australia's aged care system via the ANMF National Survey:56

/. "Aged care residents frequently sent to hospitals for constipation and 
dehydration and UTIs. This puts a strain on our hospital system when more 
carers to hydrate, better meals etc. would put far less pressure on public 
hospitals."

ii. "Staff have to ration food so it's enough for lunch and dinner....minimal 
spending for our customers - we shop for 9 customers and our weekly 
budget spending [is] $70 for vegetables and $30 for meat at times."

Hi. "Residents... can suffer in pain from preventable problems such as gross 
constipation for weeks until relatives intervene and take them to hospital to 
have impacted faecal matter removed manually with great pain."

iv. "AINs had to do the extra work because the kitchen staff were cut to 1 
person thus taking away the time we needed to attend to resident care and 
feeding, We had 1 hour to pour out the hot drinks, run trays to residents, 
feed on average 6-12 people and then collect, scrape and return trays to 
kitchen. This was done by 2 AINs on duty. Not enough time to feed residents 
properly."

v. "Resident nutrition needs not being met because of insufficient time to 
assist those needing to be fed."

vi. "Time restricted to complete tasks safely and within time allowed.
Residents missing out on all food as eat too slow, not having enough fluids 
to hydrate well and skin integrity at risk."

vii. "Weight loss in residents is evident after management have cut back on 
staffing levels."

viii. "Not enough staff for basic assistance with feeding - decline in weight."

55 Bunn D, Jimoh F, Wilsher SH, Hooper L. 2015. Increasing fluid intake and reducing dehydration risk in older people living 
in long-term care: a systematic review. Med Dir Assoc. 16(2):101-13. doi: 10.1016/j.jamda.2014.10.016.
56 Ibid. (1)
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CONTINENCE CARE

75. Continence is complicated, requiring a number of steps, from being able to recognise 
sensations of bladder fullness to having the ability to being able to safely mobilise to a 
toilet; disruption at any point in this chain can result in loss of bladder and/or bowel 
control. The likelihood of encountering any of the many disease processes and 
conditions that contribute to incontinence increases with age.57

76. Incontinence is one of the biggest factors in determining whether acute patients are 
referred to rehabilitation vs aged care placement assessment,58 and if not appropriately 
managed incontinence contributes to social isolation, significant expense, and the risk of 
significant skin and tissue damage. Many cases of incontinence can be improved or even 
resolved with appropriate intervention, including improved mobility; when continence 
cannot be achieved, skilled management can reduce the social, financial, and physical 
impact on both the individual and the family.

77. Continence nurses should be readily available to evaluate and advise older people in the 
community, and evaluate aged care residents.

78. Providers of aged care support services must ensure there are adequate supplies of 
continence aids, from absorbent pads to skin cleaning products - the use of paper, 
particularly hand-towel consistency (as has been described in evidence given to this 
Commission),59 can cause significant trauma and pain to fragile skin that is already at risk 
from exposure to corrosive urine.

79. It is imperative that there are sufficient members of staff to be able to prompt toileting 
for people with early-stage memory impairment, and respond promptly when a resident 
requests toileting.

80. Residential facilities must also have adequate and appropriate equipment available to 
facilitate responsive toileting for mobility impaired residents.

81. Our members have provided insight into the current situation of continence care in 
Australia's aged care system via the ANMF National Survey:60

/. "Shockingly low levels of staff, all the time and especially at night and on 
weekends. Poor food - mainly cards and sugary foods. Continence pants are 
rationed, and residents are wet and soiled for most of the time - even to the 
point that they can be walking about with outer clothes saturated with 
urine and faeces for hours and no one helps them."

57 Roe B, Flanagan L, Maden M. 2015. Systematic review of systematic reviews for the management of urinary 
incontinence and promotion of continence using conservative behavioural approaches in older people in care homes. .Mc/v 
Nurs. ;71(7):1464-83. doi: 10.1111/jan.l2613.
58 Queensland Government .2010. Continence clinical guidelines: first Steps in the management of urinary incontinence in 
community-dwelling older people: a clinical practice guideline for primary clinicians, chapters 1-6 [Internet]. Available 
online: https://www.heaIth.qld.gov.au/mass/prescribe/continence/resources
59 McKinnon A .2019. Aged care in crisis [internet]. The Monthly. Available online: 
https://www.themonthly.com.au/issue/2019/june/1559397600/alex-mckinnon/aged-care-crisis
60 Ibid. (1)
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ii. "Withholding incontinence aids and equipment is extremely common in 
many facilities. The staff to patient ratio is appalling, you never leave your 
shift feeling you have done a good job anymore, you do what you can the 
basics."

Hi. "There has been an increase in falls, residents left lying in soiled underwear, 
some residents go up to 2 weeks without a shower, some residents who 
require assistance with meals are having to eat cold food all due to a pure 
lack of staff. "

iv. "As I entered a room to assist a resident with a meal, the resident and their 
bed was totally saturated with urine. I asked another staff member for 
assistance but was refused as it would leave the remaining residents with 
no supervision. I was instructed to "feed them as they are"...I refused and 
we had to get an RN to come and assist. This caused tension with other 
staff and totally degraded the resident. I wanted to quit as I struggled to 
believe this is considered acceptable."

v. "Where I work & I'm sure it happens in other facilities, from the time you 
get the residents up in the morning to the time you put them to bed, they 
the residents do not go to the toilet or get a pad change. So if a resident is 
up by Sam & doesn't go to bed until 7-8 pm they are sitting in their urine & 
faecal 11-12 hours. I have written a letter to the CEO to voice my concerns 
to no avail, it upset me to much that no one cares I had to leave. I also 
documented & dated my concerns in my diary."

vi. "For residents that are incontinent they only get a minimum of 4 
incontinent aids in a 24hr periods sometimes they are left in these aids for 
overShrs when soiled."

vii. "People are being left with wet or soiled continence pads as there are not 
enough staff to accommodate timely changes."

viii. "Residents are left for hours in faecal incontinence pads, not checked 
because of time factors."

ix. "I worked at a not for profit and was called into the office for using too 
many continence aids for the elders. I could not believe it."

MOBILITY

82. Physiological changes make it harder to move around as we age; this may be
compounded by age- and medication-related dizziness, postural hypotension (where the 
heart and blood vessels take longer to respond to a person sitting or standing up, 
causing light-headedness or fainting), impaired balance, and urinary and/or bowel

19 | P a g e

ANM.0005.0001.0019



urgency.61 In 2015-16 an estimated 18,746 Australians sustained a hip fracture, 87% of 
which were the result of a low-impact fall.62

83. Urgency and fear of incontinence are one of the most significant contributors to falls, so 
implementing the mobility recommendations will also help improve continence. Regular 
walking, even short distances, helps to maintain mobility, but current workloads mean 
staff don't have enough time to encourage, let alone assist, residents to walk.

84. Mobility is a key element personal independence and thus of quality of life for recipients 
of aged care services. Mobility is also linked to mortality, with research showing that 
among older people, five-year mortality risk substantially increases in the presence of 
mobility deficits.63'64 As people age, their ability to remain independently mobile can 
diminish for a number of reasons. This can impede their ability to carry out many 
activities of daily living and mean that assistance is required from care staff including 
nurses and care workers. Aged care staff across the aged care sector are instrumental in 
the provision of mobility care for recipients of aged care services.

85. Residential aged care facilities must have enough staff on duty to be assist residents to 
walk twice a day to maintain mobility.

86. Improvement takes a little more work but is achievable - strength training improves 
strength, power, and muscle mass, even in nonagenarians in residential care, with 
results including faster walking speed, better balance, and significantly fewer falls.65 
Older people have less pain and lower risk of falling after participating in stretch and 
flexibility programs, with improvements in muscle strength,66 blood glucose control,67 
depression, and falls.68

87. Making strength and flexibility programs available to people receiving aged care services 
will improve the quality of life of older Australians, through increased function and 
connectedness, and assist people to stay in their homes longer, reduce the need for 
supportive services, and significantly increase the incidence of falls, hospital admissions, 
and increasing debility.

61 Rantakokko M, Manty M, Rantanen T. 2013. Mobility decline in old age. Exercise Sport Sci Rev. 41(l):19-25. doi: 
10.1097/JES.0b013e3182556fle.
62 Australian Institute of Health and Welfare.2018. Hip fracture incidence and hospitalisations in Australia 2015-16 
[Internet]. Available at: https://www.aihw.gov.au/reports/injury/hip-fracture-incidence-in-australia-2015- 
16/contents/summary
63 Ensrud KE et al. 2016. Effects of Mobility and Cognition on Risk of Mortality in Women in Late Life: A Prospective Study. 
The Journals of Gerontology. 71(6): 759-765. Available at: 
https://academic.oup.eom/biomedgerontology/article/71/6/759/2465742
64 Keeler E et al. 2010. The Impact of Functional Status on Life Expectancy in Older Persons. J Gerontol A Biol Sci Med Sci. 
65A(7): 727-733. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2884085/
65 Cadore EL, Casas-Herrero A, Zambom-Ferraresi F, Idoate F, et al. 2013. Multicomponent exercises including muscle 
power training enhance muscle mass, power output, and functional outcomes in institutionalized frail nonagenarians AGE. 
36(2):773-85
66 Inami T, Shimizu T .2014. Long-term Stretching Program in Older Active Adults Increases Muscle Strength Journal of 
Exercise, Sports and Orthopedics. l(2):l-8
67 Nuttamonwarakul A, Amatyakul S, Suksom D .2012. Twelve weeks of aqua-aerobic exercise improve health-related 
physical fitness and glycemic control in elderly patients with type 2 diabetes Journo/ of Exercise Physiology Online. 15(2):64- 
70
68 Mokhtari M, IhossainiN, Esfarjani F .2013. The Effect of 12-Week Pilates Exercises on Depression and Balance Associated 
with Falling in the Elderly Procedia - Social and Behavioral Sciences. 70:1714-23
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88. Our members have provided insight into the current situation of mobility care in 
Australia's aged care system via the ANMF National Survey:69

/. "To be able to care for the aged we need adequate staff, resources, 
training. In aged care these people need time and care in the most 
appropriate way. At present it is such a rush that falls are happening, skin 
tears are occurring, and dementia residents are becoming 
upset/aggressive. This is not fair on these people."

89. Along with nurses and care workers, the wider health care team is also involved in 
mobility care including allied health specialists, gerontologists, and general practitioners. 
Best practice mobility care is provided when all members of the health and aged care 
team are able to work together collaboratively to effectively and efficiently identify, 
assess, monitor, treat, and support recipients of aged care services both in peoples' 
homes in the community and within residential aged care facilities. Deficiencies in the 
number, skills mix, education and training off staff has a flow on impact upon the care 
that can be provided in all settings. Without an adequate number of the right staff, 
elders do not get the care and assistance they need in a timely manner that is suitable to 
their individual care needs:70

/. "...Residents often have to wait for staff attendance. This is because each 
resident often requires two or three staff to assist and attend to personal 
hygiene needs, pressure care, and mobility i.e. in or out of bed/chair, to the 
bathroom and back to bed/chair or place of activity."

ii. "I looked after a lovely proper English lady for a couple of years. As her 
mobility and fine motor skills were deteriorating, I would always encourage 
her to do what she could, and I would do the rest. She would walk a few 
steps with her wheelie walker before getting in a wheelchair for dinner. I 
went on leave for a few weeks for a nursing placement, when I returned, 
she said 'nobody has walked me since you've been gone'. I felt terrible, but I 
knew it was because of staffing levels and familiarity. Her mobility had 
decreased even more in that time. I just wish we could give each resident a 
bit more of our time for the 'tittle' things. They deserve proper 
wholehearted, physical, mental and emotional nursing care."

90. Assisting and caring for residents with mobility issues takes both skills and time. 
Insufficient numbers of staff mean that fewer staff are responsible for the care of more 
residents with complex and individual needs. This can result in staff feeling that they 
need to rush through tasks to make sure all residents are seen and attended to. Rushing 
is often encouraged by providers, but staff understand the risks and dangers of rushing 
care tasks and that rushing can result in harm:71

/. "A lady with poor mobility took 45 mins to shower. This cannot be rushed 
regardless of how ''behind" we may get."

69 Ibid. (1)
70 Ibid. (1)
71 Ibid. (1)
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ii. "Poor staffing levels and inadequate ratios result in many unnecessary 
hospitalisations for issues that have not being identified early due to 
rushing care in order to meet unrealistic and unreasonable work 
expectations. RNs are often not rostered on every shift resulting in 
restricted nursing care able to be provided."

Hi. "Where I work, on one morning I had 8 residents/respite patients to care 
for - including 2 palliative that needed 2 x staff to provide all care including 
pressure area and feeding, 1 man in a wheelchair, 2 patients with dementia 
who wandered, 2 with diabetes, 1 lady with severe Parkinson's on an APO 
morphine pump. I am an RN with years of experience, so my time 
management is excellent, but it is IMPOSSIBLE to provide nothing but the 
bare minimum of care in a mad rush. The ward that I worked on this day is 
usually looked after by a NON-MED ENDORSED PCA. THEY NEED TO STOP 
'BARE BONES' STAFFING."

iv. "I love my work. It's is my passion, but to not be able to provide the best 
care possible to these vulnerable people who deserve this breaks my heart 
My facility is amazing, and we do a great job but can only do this in a 
rushed, stressful environment due to staffing levels. Fix this and more 
nurses will want to join the aged care sector. A pay rise to meet the same 
rate as hospital-based nurses would also attract. We do this job not for the 
pay but for the caring empathetic people we are and our love of the elderly. 
Basic needs cannot be met effectively, and this has to change!..."

v. "We allocate 15 minutes to the average resident to have their hygiene 
carried out, if staff do not stick to this, often they are performance 
managed, the pressure can be intense. The building is also a consideration 
many residents are aging in place and becoming high care, however the 
residents' rooms are not being renovated or equipped to ensure staff and 
resident safety, which also has a direct impact on time efficiency for staff, 
the flooring is slippery, the plumbing at the backs of toilets don't allow 
mobile shower chairs to fit over the toluene well enough, so urine and 
faeces will spill over and creates additional cleaning... [Ajll suggestions are 
time consuming It's really hard when you have such little time and then 
upper management does not seem to want to invest and set up the building 
to actually cater for aging in place or cater for high care residents, but staff 
are still expected to produce a standard of service with a friendly face this is 
hard when the working environment is very frustrating."

PROVISION OF HEALTH CARE IN AGED CARE_________________________________________

91. From its inception, residential aged care was a part of health care delivery, it has
however now become miscategorised, allowing providers to claim their responsibilities 
extend only to accommodation and meals, for care to be provided primarily by minimally 
trained, unregulated staff, and for regulatory frameworks and oversight more akin to 
hostels than hospitals, despite the frail vulnerability of many of those they serve.
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92. The overwhelming majority of aged care residents need skilled, expert, qualified health 
care as much as they need shelter and nutrition, but this requirement is not recognised 
under the current model. In addition to ensuring community and aged care services 
include enough enrolled and registered nurses to meet their needs, Australia's elderly 
need better access to other health professionals, including geriatricians, podiatrists, 
physiotherapists, occupational therapists, and dieticians. As in preventative health, 
resources utilised to prevent and reduce issues are less extensive than treating the 
consequences of inadequate intervention.

93. Research has demonstrated that older people living independently but at high risk of 
debility resulting from chronic health issues are 25% less likely to become disabled, 40% 
less likely to need home services, and half as likely to develop depression if treated by 
geriatricians and gerontology nurse practitioners instead of their usual GP.72 Despite this, 
an ageing population, and reporting the highest level of job satisfaction of all medical 
specialists,73 74 the number of physicians training in this specialty is falling every year.

94. In Australia, as overseas, nurse practitioners (NPs) are filling this gap and acting as 
effective liaisons between older people and general practitioners. Nurse Practitioners 
with specialist continence education can improve the quality of life of older Australians 
with continence issues, in some cases eliminating the problem all together. This is just 
one of the important differences these specialised, highly skilled professionals can make, 
but although they're highly cost effective and receive significant job satisfaction working 
in the sector, Australia still has too few NPs working in aged care.

95. As illustrated in the National Evaluation of the Nurse Practitioner - Aged Care Models of 
Practice Initiative 2011-2014,™ situating expert nurses to provide responsive, timely 
primary care to this population improves health outcomes, reduces unnecessary 
polypharmacy, facilitates communication between members of the health care team 
(including the individual), and increases advanced care planning.

96. Urgent attention should be given to expanding the numbers and utilisation of NPs. The 
ANMF refers the Commission to the work of the MBS review into NPs and the ANMF's 
submission to that project.75

SOCIAL SUPPORTS

72 Boult C, Boult L, Morishita L, Dowd B, Kane RL, Urdangarin CF .2001. A randomized clinical trial of outpatient 
geriatric evaluation and management Journal of the American Geriatrics Society 49(4):351-9
73 Leigh JP, Tancred DJ, Kravitz RL .2009. Physician career satisfaction within specialties BMC Health Services 
Research 9: 166
74 Davey R, Clark S, Goss J, Parker R, Hungerford C, and Gibson D.2015. National Evaluation of the Nurse 
Practitioner - Aged Care Models of Practice Initiative: Summary of Findings [Internet]. Centre for Research & 
Action in Public Health, UC Health Research Institute, University of Canberra, Canberra Available at: 
https://researchoutput.csu.edu.au/ws/portalfiles/portal/19842075/1000004326_published_report.pdf
75 ANMF Response to the Department of Health Primary Care Reference Groups Consultation _ 7 June 2019 
http://anmf.orR.au/documents/submissions/MBS Review Taskforce Report Nurse Practitioner Reference Group.pdf
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97. Many older Australians are socially isolated and lonely, which affects both physical and 
psychological quality of life.76 For residents in aged care facilities who are mentally 
acute, the presence of peers with dementia and busy staff can result in no meaningful 
conversations for prolonged periods - even short conversations that are individualised 
and demonstrate the resident is seen as person, can make a significant difference, but 
that's not possible without enough staff to perform all care, including this less 
measurable kind.

98. There are several approaches that have improved social connection for older people, 
particularly those in residential care that should be adopted in Australia. 'Menagerie 
therapy,' introduced by physician Bill Thomas over 25 years ago,77 demonstrated that 
the introduction of pets to residential aged care, along with indoor plants, a fruit and 
vegetable garden, on-site child care for staff, a playground for nearby school children, 
and programs that brought residents and children together (for history programs, for 
example), dramatically improved ambulation, and resident responsiveness and 
interactivity. A comparison with a control facility, two years after the changes, showed a 
fall in deaths of 15%, and drug costs 38% of the other facility - this included less than 
half the number of psychotropic medications for agitation.

99. Community and residential aged care service providers must commit to fostering 
relationships with community groups and organisations, so their clients have the option 
to participate in regular activities with people across a variety of ages and interests.

100. Our members have provided insight into the current situation of social supports in 
Australia's aged care system via the ANMF National Survey:78

/. "ACPI does not take into account therapies such as diversional, music and 
art, which is so important in the elderly to help decrease loneliness, 
depression and specific behaviours."

ii. "Holistic care is pushed aside for tasks to be completed in a timely manner. 
How lonely and depressed do residents need to be?"

Hi. "Nurses are always rushing... don't have the time to do basic care...let alone 
have a conversation with the [resident]."

iv. "We are rushed to complete cares, only having time to do the tasks and 
race to the next resident or task. There isn't; time to interact with the 
resident, follow through on queries, or be thorough in care."

76 Aged Care and Community Services Australia (ACSA). 2015. ACSA Issues Paper: Social Isolation and Loneliness - October 
2015 [Internet]. Available online: https://www.acsa.asn.au/getattachment/Publications-Submissions/Social-lsolation-and- 
Loneliness/1015-Social-lso!ation-and-Lone!iness-Paper.pdf.aspx?lang=en-AU
77 Gawande A .2019. Can life in a nursing home be made uplifting and purposeful? The Telegraph
https://www.teiegraph.co.uk/culture/books/11139446/Can-life-in-a-nursing-home-be-made-upiifting-and-purposeful.html 
[accessed June 2 2019]
78 Ibid. (1)
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v. "It's not just about washing and bathing and feeding people. This is their 
home they need care to brush their hair, their nails, listen to the 
fears/stories and be therefor them."

vi. "Staff are rushing to care for all residents and do not have time to attend to 
basic cares such as nail care which is often overlooked because the carer 
does not have time to sit down for extended periods and attend to nails. In 
Ireland there was 4 carers to twenty residents, they were never rushed and 
they got to spend quality one on one time with residents reminiscing. 
Singing. Listening to resident concerns basically enjoying each other's 
company and attending to nails which can be therapeutic."

vii. "We need more staff to provide a 1:1 attention to residents who need it like 
take a distressed resident for a walk, or a reassuring conversation with a 
resident or family member."

viii. "Staff are busy from the time they start until the time they finish ... and 
rarely have time for quality time for human interaction with the residents."

ix. "The staff just focus on getting the job done quickly to get to the next one. 
This is so disrespectful to the client as it may be the only close contact they 
receive in the day and they feel like a number not a person."

RURAL AND REGIONAL ISSUES FOR SERVICE DELIVERY OF AGED CARE

101. The ANMF and others have frequently raised significant concerns regarding the
delivery and support for safe, quality aged care services in rural, regional, and remote 
(RRR) areas. It is well established that people living in these areas tend to have worse 
health outcomes than their metropolitan counterparts. We know that with increasing 
remoteness, fewer and fewer RACF places are available. While community and home 
care places may be more numerous outside metro areas, 56% of people leaving 
home/community care enter an RACF.79 While it is increasingly important for people 
to be able to age in place, in their own homes and communities, if and when this 
becomes difficult or impossible due to changing needs, it is unacceptable that people 
living outside metro areas have poorer access to residential aged care services.

102. The aged care workforce and the wider community in RRR areas face the same issues as 
their metropolitan colleagues (described below), but also face additional burdens 
including lack of resources, less access to health care, funding, transport, and 
infrastructure.

103. Multidisciplinary teamwork and integrated, person-centred care is critical to the 
delivery of safe, quality aged care in all settings, but additional efforts are required to 
ensure that settings outside metro areas do not fall behind. It is vital that workforce

79 Australian Institute of Health and Welfare (AIHW). 2019. GEN Aged Care Data: Admissions into aged care [Internet]. 
Available: https://www.aihw.gov.au/reports-data/health-welfare-services/aged-care/overview
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development in RRR is planned and provides for a health and aged care workforce with 
appropriate skills and professional group mix. Attracting and retaining appropriately 
qualified nursing, care worker, medical, allied health, and specialist staff in RRR areas is 
vital and must occur in tandem with greater opportunities for training, development, 
and mentoring.

104. As noted at paragraph 4, in 2019 the ANMF recently conducted a national survey of 
staff working in aged care. Overall, 1,647 staff working in RRR aged care participated, 
representing just under 60% of all survey participants. Among these 1,667 participants, 
1,446 were members of the ANMF or 88.8% of all RRR participants.

105. Registered nurses made up 41% of RRR participants, with care workers and enrolled 
nurses accounting for 31% and 17%, respectively. There were five nurse practitioner 
participants, and 185 (11%) participants who identified that they were an 'other' 
employment classification, although many of these could be considered to fall within a 
sub-specialty of nursing or different classification of care worker.

106. Most participants (46.6%) in RRR areas reported that they were employed by 
private/not-for-profit RACs followed by 26.6% who were employed by for-profit RACS. 
Eight percent worked in public (government) RACS, 6.2% worked in hospitals and 3.7% 
worked in community and in-home aged care.

107. Generally, a greater proportion of RRR participants compared with their colleagues who 
reported working in metropolitan-based aged care indicated that they had concerns 
with one or more issues within the aged care sector. Figure 1 below shows that for each 
listed issue in the survey, there was a slightly larger percentage of RRR participants than 
metro participants who indicated that they had concerns regarding their workplace.
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Current Commonwealth funding for aged care services

Greater transparency and accountability for the use of 
Government funding

Adequate staffing levels for providing high care

Adequate staffing levels for meeting basic care needs

Levels of experience and qualifications held by nursing 
staff

Quality and/or amount of food

Domestic services

Other

■ Metro ■ RRR

Figure 1: What issues are you most concerned about? (geographic region comparison)

108. The data above confirms what is already known about differences between RRR areas 
and metro regions in Australia in terms of the health workforce.80 Among the above 
listed issues, the issue of "levels of experience and qualifications held by nursing staff" 
was identified as a concern by almost 6% more RRR participants than by their metro 
counterparts, highlighting that there may be a notable disparity in the education and 
experience of aged care staff between RRR and metro areas that must be addressed.

80 ANMF. 2016. Submission to Senate Inquiry: The Future of Australia's aged care sector workforce [Internet]. Available at: 
http://anmf.org.au/documents/submissions/ANMFsubmission_AgedCareWorkforceStrategy_March2018.pdf
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Appropriate time for bathing 

Assisting with feeding 

Bed changes 

Pain Management 

Skin Care 

Wound Management 

Continence Management 

Medication management 

Dementia management 

Physical and/or chemical restraint 

Violence, abuse or aggression

■ Metro ■ RRR

Figure 2: What issues (standards of care) are you most concerned about? (geographic region 
comparison)

More survey participants from RRR areas also indicated that they had concerns with 
issues around standards of care in the aged care sector than metro counterparts (Figure 
2 above). The four greatest differences between RRR and metro concerns, with a 
greater percentage of RRR indicating that they were concerned with were; pain 
management (6.4% greater), dementia management (4.97% greater), medication 
management (4.22% greater), and violence, abuse or aggression (3.91% greater). The 
Commission has already heard from many sources about instances of systemic failures 
across the system in these and other areas and this data affirms that the RRR aged care 
workforce is very aware that these are areas where the sector and its workforce must 
be supported to improve.

109. As in metro areas, the vast majority of RRR participants felt that the current funding of 
aged care is inadequate to meet the needs of residents. While 87.85% of metro 
participants felt this was the case, overall, RRR participants (remote: 96.55%, rural: 
92.06% and regional: 90.06%) felt current funding is inadequate. This supports already 
clear evidence that RRR aged care in Australia is disproportionally underfunded to care 
for residents.

110. Regarding staffing issues, such as overall staffing levels in RACFs and the ratio of 
registered nurses to other staff, responses from RRR participants and metro 
counterparts was generally similar, with the vast majority of all groups identifying 
significant deficiencies in terms of both overall staffing levels and the ratio of registered
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nurses to other staff. Remote participants appeared least concerned with overall 
staffing levels with 83.33% indicating that current staffing levels did not allow them to 
provide an adequate standard of nursing and personal care. The group who indicated 
greatest concern with staffing levels were the regional participants, with 90.08% 
(compared with rural: 89.45% and metro: 87.62%). In terms of registered nurse ratios, 
remote participants were slightly less inclined to indicate concern, with 68.97% 
reporting that the ratio of registered nurses in their facility was inadequate. This is in 
comparison to regional (76.62%), metro (75.80%), and rural (71.46%) participants who 
reported inadequate registered nurse ratios. As the Commission has heard from many 
sources, it is apparent that there are significant deficiencies in terms of the staffing and 
skills mix in the aged care sector, and based on these survey results, it appears that the 
problems may be amplified in RRR contexts.

111. In terms of what survey participants thought could be done to improve aged care 
services, the responses of RRR participants closely echoed those of their metro 
colleagues; legislated minimum staffing levels at RACFs (RRR: 83.85% / metro: 82.96%), 
more Government funding for staffing (RRR: 73.22% / metro 74.15%), and legislated 
minimum skills mix including numbers/levels of registered nurses (RRR: 71.1% / metro: 
72.6%). These three recommendations emerged in each area as the top three 
recommendations from staff members working on the ground in the Australian aged 
care sector and highlight core issues where the ANMF is advocating for action on behalf 
of both its members and recipients of aged care services.

112. As the Aged Care Workforce Taskforce found,81 remote aged care is different from 
mainstream aged care and requires tailored, systemic, and programmatic solutions. The 
ANMF believes that to an extent, rural and regional areas are also different to metro 
aged care and likewise needs special consideration and action to ensure safe, quality 
care. Extending the Vision statement underpinning the Remote Accord described in the 
Taskforce's report:

/. "All elders deserve proper care and to live and die close to home with the 
care they need and deserve for a life well lived, provided by a workforce 
they know and trust, which is well supported and trained, and accountable. 
This will be a reality when governments, industry and community come 
together to develop flexible approaches that work in many different 
communities but achieve the same outcome for the families who live 
there."

113. As the ANMF has before, we contend that a central foundation of providing safe, quality 
care for all who access aged care in Australia is to ensure that there are mandated 
minimum staffing levels and skills mixes to deliver the right care at the right time in all 
settings. As proposed by the ANMF, these measures are able to be flexible to account 
for different consumer needs and contexts and so would be able to be delivered across 
RRR as well as metro regions. As we have proposed previously also, mandated minimum 
staffing ratios and skills mixes are part of a raft of actions that must be taken 
throughout the aged care sector and through a phased, gradual approach these actions 
can ensure that RRR contexts are able to offer safe, quality aged care that is equal to 
that of metropolitan areas.

81A Matter of Care Australia's Aged Care Workforce Strategy, Aged Care Workforce Strategy Taskforce, June 
2018. PR: 80-81.
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114. Many RRR survey participants provided in-depth responses to the survey's many open- 
ended items. These accounts illustrate the experiences and challenges that our 
members are facing in delivering care in RRR areas:82

/. "In anticipation of the Royal Commission our management has increased 
our workload in terms of more 'paperwork' to get through, ensuring the 
responsibilities fall on RNs, not the current system of management. Result is 
even less time for actual residents' nursing."

H. "I've just completed 2 evening shifts as the only RN on duty, with only one 
medication trained carer, and two relatively new staff (to working in aged 
care). The shifts were horrible. New residents who nobody knew much 
about (no medical history, no Advanced Care Directive etc), and no time to 
find out more as there were falls to deal with, pain to manage, and 
numerous other pressing issues. I ran my legs off all night, no time for a 
meal break my first cuppa at 9 pm, with a massive stress headache. Got 
off work almost an hour late, went home with head spinning. Took me till 
0100 to finally drop off to sleep, only to wake at 0600 with my mind still 
racing, and continuing headache. Went back to work that evening to more 
of the same - really should have called in sick but aware there are no spare 
staff to replace you. The expectations are absolutely ridiculous. It is 
completely unsustainable, and untenable. I speak as an RN with 40 years- 
experience, both as a Facility Manager, and as a carer who had 2 parents in 
a RACF. We have had countless government enquires into Aged Care. Stop 
wasting millions on enquires and spend the money as they suggest - on 
more staff, with proper financial remuneration!"

Hi. "I have worked in aged care for more than 20 years in both residential and 
community settings. Over the past few years workloads have increased, job 
satisfaction has decreased and respect for staff from higher management 
in the private company I work for has decreased immensely. I am saddened 
and disillusioned every day I am at work because I know we could and 
should deliver much better care. It is shameful!"

iv. "Many years ago, as a newly registered nurse I worked for and Agency in 
Sydney and was sent to various sites including "nursing homes" as they 
were then called. One place I was sent to was a private nursing home on 
the North Shore and I was told not to go down stairs for any reason. Later 
in the shift I heard odd noises coming from down stairs and did go down to 
investigate. I was horrified to find several very frail emaciated people 
strapped into beds with towels around them to absorb their excreta. I 
reported this to the agency I worked for and said I could never work in a 
place like that. A couple of days later I was sent to another nursing home 
where many of the patients/residents were younger. I was chastised several 
times by management for "allowing" the patients to attempt self-feeding 
as this created more washing. Then when walking a patient, I was told this 
took too much time and they must be transferred on commode chairs. I 
had had enough and advised the management that I would not treat 
people so appallingly and I walked out. I worked in several places where 
safety was a "bell" on the external doors as an alert if someone was trying

82 Ibid. (1)
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to get in. Some places started there showering at OSOOhrs. I was so 
distressed that I went to the CES (Centreiink of the "80s) and applied for 
work. I told them I could no longer work as a nurse. I couldn't believe that 
human beings were treated so horribly and that this was happening in so 
many places. They were shocked by my allegations but assured me that 
things were going to change and that there were was going to be 
investigations and major improvements made. I then went to work in the 
private and public systems. I had an occasion to work again in a RACE on 
the Central Coast some years back and I'm very sad to say that things really 
haven't improved. No, showers aren't done in the middle of the night but 
now they often just go without. We used to have more qualified staff RNs 
ENs and care assistants and now that has changed with many staff having 
little qualifications and only 1 RN on duty, some just with one on call. The 
food used to be cooked on site and at least was palatable and now some of 
our aged, many with dysphasia are given Chicken nuggets or a party pie as 
their meal. The total disregard of out aged community has to stop. It is our 
responsibility to improve the conditions for our aged and the staff that are 
trying their very best to provide the best care they can under shocking 
conditions."

v. "I do not know of any other work where there is such high responsibilities 
and stress to staff. There is a huge physical work load and documentation 
workload, emotional demands from residents, their families, expectations 
are beyond acceptable, the Royal commission needs to focus on how to 
gain and retain good staff, who love and care for their residents and to 
value their contribution, not make life harder, having to prove we do it all 
perfectly. People are getting sicker from the stresses imposed, when the 
work place should be a happy, caring environment that fulfils residents' 
needs, values staff and is a joy to work at."

vi. "I am sad to see people who have no relatives coming to the end of their life 
and as much as we try because of staffing levels you don't have the time to 
make sure they don't die alone. I hate the thought of having no body to 
even hold your hand and be with a resident as their life comes to an end. If 
the bells are going off for other residents you have no choice but to leave 
them. If we had more staff we could take the time to give the care that our 
elderly deserve without having to rush them to get to meals or someone 
else is ringing. I hate the residents saying I know you are in a hurry but 
could I please have this or that done. They can see you trying to spread 
yourself in between to many residents trying to give them all the care but 
having to rush away as someone else calls. To give the residents the care 
they need and deserve without having to have management cutting staff 
and hours in pursuit of profits."

vii. "I am an agency RN working at a rural combined facility with a nursing 
home and hospital/ED. I am shocked that there are only 2 nurses overnight, 
sometimes one RN and one EN, or two RN's, with 14 residents in the nursing 
home and the potential for 6 acute medicai/ED beds and 1 resus bed in ED. 
This is dangerously low levels of staffing, especially as the nursing home
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residents are mostly high care needing help toileting and mobilising due to 
high falls risk. If an emergency presents at night both nurses are 
sometimes needed to attend to that and check drugs, do paperwork, start 
treatment etc as there are no other staff on, no doctor or admin staff, so 
there can be a lot to do, therefore nursing home residents can be left for a 
long time if they buzz for assistance."

viii. "I am a Registered Nurse working in a Residential Aged Care facility in rural 
NSW. Every day I go to work knowing that I will never have enough time to 
do what I need but still I love my job and the wonderful residents that I 
have the privilege of caring for. I watch my co-worker EENs and Assistant 
Nurses struggle with workloads daily that only provide adequate care not 
from lack of caring but due to time constraint and lack of nursing hours.
And this for a wage that would be substantially more if they worked in 
other jobs which are not responsible for human lives. I have passionate 
Activities Officers with a ratio of 1:36 who are constantly going round and 
round to help support and entertain our residents. I have a fantastic 
kitchen/cleaning team who provide brilliant food choices and clean living 
areas. And I have residents who love their staff but do not want to ask for 
extra time or assistance because they see how busy everyone is and they 
don't want to be a burden. But I get up every day and go to work because I 
love my job, my residents and the colleagues I work with who give it 110% 
everyday and leave exhausted only to come back and do it again and again. 
And I work for a very good company who are passionate about aged care 
but still we have these issues. We need better staffing ratios and better 
pay conditions especially for our Assistant Nurses who do the most physical 
components of our everyday nursing duties. We also need more 
compassion, empathy and support from our society. They need to stop 
treating aged care nurses as the bad guys and realize that the bad things 
that have been happening are a symptom of a 'sick aged care health 
system' that needs to be diagnosed and treated fast. Hopefully all this 
media exposure and awareness will enable these changes to begin. But 
until this happens.... all of us aged care workers across the country will 
continue to get up and go to work because we love our jobs and being able 
to care for our residents for their remaining time on this earth with the 
dignity and respect they deserve."

QUALITY OF LIFE FOR PEOPLE RECEIVING AGED CARE_________________________________

115. The Commission has heard that quality of life is a preeminent priority for people who 
receive aged care. Quality of life involves a number of factors, and while there are 
individual differences and preferences regarding the specific nature and form that care 
should take, along with differing definitions of what constitutes 'quality of life' as a 
concept, there are numerous similarities across meanings and definitions that give 
insight into what quality of life means in the context of aged care.

116. Quality of life involves being treated with dignity and respect, the availability of 
opportunities for social connection, access to the outdoors, and the provision of timely
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and appropriate assistance and care that is sensitive to the individual needs and 
preferences of individuals. The ANMF advances that quality of life for recipients of aged 
care cannot be assured or maintained without the provision of a sufficient number and 
skills mix of staff to deliver the care, assistance, and support that is required by 
residents.

117. Dignity and respect are vital to quality of life, and these values are enshrined in the 
Code of Conduct and Standards for registered nurses and enrolled nurses.83 In the 
professional and therapeutic relationship they have with residents, it is the 
responsibility of nurses to support the quality of life of those they care for through 
culturally safe and respectful practice and person-centred care. In both the 2016 and 
2019 surveys tendered to the Commission, our members described a situation of 
widespread substandard care which offered neither dignity to the elderly at the end of 
their lives, nor to those who enter residential aged care facilities at younger ages. As 
one survey participant reported in relation to their concerns with aged care:84

i. "Meeting residents emotional needs and not being left feeling unsafe, 
uncared for in residential facilities due to lack of safe staffing ratios. No 
person should deforced to lose their dignity due to a lack of staffing."

118. Dignity at the end of life is vital too. And, while participants noted that end of life 
discussions often did occur in RACFs, they are frequently inadequate due to the lack of 
plans and directives or confusion around the topic. Residents are then unnecessarily 
transferred to acute facilities for 'end of life care' rather than being allowed to die with 
dignity in what is supposed to be their 'own home'. As the Commission has heard, 83% 
of discharges from RACFs are due to death,85 so ensuring quality of life and dignity are 
preserved at the end of life is vital.

119. Social connection is vital to the provision of quality of life. This includes connections 
among residents, between residents and their family, loved ones, and visitors, and 
connections between residents and their care team and staff. Nurses and care workers 
want to deliver care and assistance that supports the quality of life of residents, but this 
is hampered by the lack of time to do so. Through our National Survey, our members 
have told us that lack of sufficient staffing and an inadequate skills mix is an important 
contributing factor to not having enough time to spend with residents:86

//. "Not enough time to make sure each resident is properly listened to and 
attended to as staff have to hurry to ensure everyone gets washed and fed 
- no time for anything else."

120. Quality of life also includes the environment within which care is delivered, with many 
people expressing a preference for more home-like environments over institutional 
surroundings. Understandably, as people spend on average two years and eleven

83 Nursing and Midwifery Board of Australia (NMBA). Professional Standards [Internet]. Available at: 
https://www.nursingmidwiferyboard.gov.au/Codes-Guidelines-Statements/Professional-standards.aspx
84 Ibid (1)
85 Australian Institute of Health and Welfare (AIHW). People leaving aged care [Internet]. Australian 
Government. Available at: https://www.gen-agedcaredata.gov.au/Resources/Factsheets-and- 
infographics/Exits_factsheet.pdf?ext=.
86 Ibid (1)
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months in an RACF,87 a comfortable and welcoming environment is important to 
people. Residential aged care facilities are peoples' homes but are also places where a 
significant amount of clinical care must be provided to ensure that people are able to 
enjoy a high standard of quality of life.

121. In permanent residential care, 31% of people have high care needs in all three domains 
of the current Aged Care Funding Instrument (ACPI), 86% have at least one diagnosed 
mental health or behavioural condition, and 52% have a diagnosis of dementia.88 
Among the ACFI domains, a high need for "complex health care" is required by 53% of 
residents and medium need by 30%. As described in this submission and by others, 
health care in RACFs should be provided by nursing staff supported by care workers, in 
collaboration with the broader multi-disciplinary team. Without a sufficient number and 
skills mix of these staff, the provision of safe, quality care to residents is impossible.

87 Ibid (31)
88 Australian Institute of Health and Welfare (AIHW). 2017. Peoples' care needs in aged care [Internet]. 
Australian Government. Available at: https://www.gen-agedcaredata.gov.au/Topics/Care-needs-in-aged-care
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