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EDITORIAL

Aged care has undergone significant reform in recent
years, but the message from frontline nurses and care
workers is clear: the system is still not fixed.

The ANMF's new ‘Aged Care Pulse Check - The Real
Impact of Reforms’survey heard from more than 3,550
registered nurses, enrolled nurses and care workers.
It found serious systemic problems persist, including
poor staffing ratios, rising workplace violence,

and lack of transparency over billions of dollars in
taxpayer funding meant for residents’ care.

Almost half of workers surveyed reported inadequate
ratios of nursing staff to care staffand not having
enough time to deliver the care residents need.

Alarmingly, nearly all (96.43%) had experienced or
witnessed violence and aggression in their workplace
over the previous 12 months, with most identifying
residents as the perpetrators.

The findings also exposed cost-cutting and lack of
financial transparency over how providers spend
taxpayer funding meant for care. One in five workers
said a lack of funding/budget meant residents didn’t
receive the services they need.

While reforms such as 24/7 registered nurses have
delivered welcome improvements, the evidence tells
us mandated care minutes simply aren’t delivering
the staffing levels and skill mix needed to consistently
provide safe, quality care.

It's why, last month, the ANMF launched a new
national campaign at Parliament House in Canberra -
Australia Needs Care You Can Count On - calling for
mandated staffing ratios and skill mix, strengthened
measures to prevent and eliminate workplace
violence and aggression, and improved accountability
and transparency over government funding.

Ratios would provide a clearer, more enforceable
staffing standard, and reduce the manipulation of the
current care minutes system by some providers.

We have fought hard for meaningful aged care reform,
and important progress has been made. But we
cannot stop until every nurse and care worker has the
staffing and support to provide safe, dignified care.

This issue of the ANMJ looks at the important
contribution migrant nurses, midwives and care
workers make to Australia’s health and aged care
systems.

Australia relies heavily on internationally trained
nurses, midwives and carers, yet many face significant
barriers, including poor recognition of their skills and
experience, limited career progression, and racism
and discrimination.

Established late last year, the ANMF Migration
Strategy Reference Group continues to build a clearer
picture of the common challenges migrant workers
face so that we can strengthen support mechanisms
and develop strategic policy responses. For example,
one current priority is reviewing the Memoranda of
Understanding (MOUs) used under aged care labour
agreements to develop a consistent framework with
stronger protections against exploitation.

I'would like to acknowledge Sally McManus and
Michele O’Neil as they step down from their ACTU
roles to make way for a new generation of union
leaders.

Sally and Michele were elected to the ACTU leadership
in 2017 and 2018 respectively and are the longest
serving leadership team since 1969.

Together, they have been formidable advocates

for working people, leading the union movement
through some of its most challenging years. Under
their leadership, unions have secured better wages
and conditions, stronger rights and protections,
bolstered collective bargaining, and important
progress towards gender equality.

On behalf of the ANMF, I thank Sally and Michele for
their outstanding contributions and wish them both
well for what comes next.

I also welcome Melissa Donnelly on her appointment
as the new ACTU Secretary. We look forward to
working closely with Melissa as the union movement
continues to stand together to advocate for working
people across Australia.
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NEWS

The organisational side of nurse and midwife wellbeing

Workforce wellbeing isn’t just an individual responsibility. Growing evidence shows healthcare
organisations play a major role in shaping nurses’ and midwives’ health, safety and wellbeing.

The OWL-WELL project, led by the ANMF
with Adelaide University’s Rosemary
Bryant AO Research Centre, is launching
a2027 education module to help nurses
and midwives improve wellbeing for
themselves, colleagues, and workplaces.
Participants will be trained and mentored
to run small research projects tackling
real-world challenges they identify.

Ahead of the module, the project team is
publishing ANM]J articles exploring health,
safety and wellbeing. Researcher Clinton

Fildes says burnout, job dissatisfaction
and intention to leave are common
indicators of poor wellbeing, driven

by organisational factors - inadequate
staffing, unmanageable workloads,
poor leadership, weak environments
and patient-safety cultures - rather than
individual ones.

“Workforce wellbeing is not simply
an individual responsibility. It

is fundamentally shaped by the
organisation,” he said.

Earlier social media use linked to
poorer adolescent mental health

The age children first use social media may matter more to adolescent
mental health than simply whether they have an account, new
Australian research suggests.

OWL-WELL will support nurses and
midwives to design and test practical
workplace solutions, while contributing
to a national study on what makes
workplaces healthier and more
sustainable.

For more information, please contact
the project’s Chief Investigator
Associate Professor Micah Peters
micah.peters@adelaide.edu.au

The project is supported by a Teachers Health
Foundation Grant.

UNSW Sydney researchers surveyed 365
Australian adolescents aged 10-15and a
parent of each child in the six weeks before
Australia’s social media ban took effect in
December 2025,

Around 70% of young people had used social
media and about half already had an account.
The average age of first use was 11.

Those who started younger reported more
symptoms of anxiety and depression, while
simply having a social media account showed
aweaker association with these symptoms.

“What surprised us was that the age children
first started using social media appeared

to matter more for their mental health

than simply whether they had an account,”
said chief investigator Associate Professor
Susanne Schweizer.

“It suggests that delaying children’s first
exposure may be a promising policy,
especially if paired with training good digital
hygiene and citizenship during the delay.”

The study also found only one in four
adolescents intended to stop using social
media following the ban. About 35% said they
planned to find a way around the restrictions,
while 34% intended to continue using
platforms without an account.

Researchers say parents, educators and
health professionals have an important role
in helping young people develop healthier
digital habits.

The team will follow participants for the next
12 months to examine changes in social media
use, mental health, attitudes and exposure to
online harms.
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More Australian girls
and women receiving
hospital care for
endometriosis

The rate of endometriosis
hospitalisations has increased
by 23% (from 145 to 180
hospitalisations per 100,000)
over the past decade.

The Australian Institute of Health

and Welfare’s (AIHW) Endometriosis
hospital procedures report provides
new insights into surgical procedures
commonly used to treat the condition.

Of 24,700 endometriosis
hospitalisations in 2024-25, more than
nine in 10 involved a procedure.

Almost two-thirds (62%) involved
laparoscopic excision or ablation,
up from 58% in 2015-16. The rate of
laparoscopic excision increased
from 57 to 93 hospitalisations per
100,000 females, while laparoscopic
diathermy decreased from 32 to 25.

Hospital IUD insertions also
increased from 19 to 29 per 100,000
females, aligning with clinical
guidelines recommending
hormonal treatments to help
reduce the recurrence of symptoms
following laparoscopic surgery.

There were 3,200 hysterectomies
performed for endometriosis in
2024-25. The rate of abdominal
hysterectomy doubled over the
decade, from 11 to 23 per 100,000
females, with more than nine in 10
performed in women aged over 35.

AIHW spokesperson Amy Young
said the findings would help
improve understanding of changing
treatment and care pathways for
people affected by endometriosis.

NEWS

The ANMF has welcomed Melissa Donnelly, pictured, as Secretary-elect
of the Australian Council of Trade Unions (ACTU) and paid tribute to
outgoing ACTU Secretary Sally McManus and President Michele O’Neil
for their leadership and advocacy on behalf of Australian workers.

Ms Donnelly, served as National Secretary
of the Community and Public Sector
Union (CPSU) for the past seven years and
is one of the youngest ACTU Secretaries
in the union’s history. She helped secure
landmark work-from-home rights,
improved pay and conditions, expanded
paid parental leave, and led efforts to
reverse the outsourcing of government
services to major consultancy firms.

Ms McManus said Ms Donnelly had
overwhelming support across the union
movement to become the ACTU’s 11th
Secretary and represented a new generation
of leadership. “The average union member
is a 44-year-old working mother and so is
Melissa. With two school-aged children and
having led a large union, she well knows the
pressures working people are under.”

ANMF Federal Secretary and ACTU

Vice President Annie Butler praised Ms
McManus and Ms O'Neil for their significant
contribution to industrial relations reform.

“Sally and Michele have demonstrated an
unwavering commitment to securing fairer
wages and conditions, safer workplaces and
stronger workplace rights.

“As a predominantly female union, the ANMF
particularly commends their achievements

in addressing gender inequity and helping
secure historic increases to award and
minimum wages that have benefited low-
paid care workers across the country.”

Their leadership had strengthened unity
across the union movement and delivered
lasting improvements for working
Australians, Ms Butler said.

Ms McManus and Ms O’Neil, elected in
2017 and 2018 respectively, are the ACTU’s
longest-serving leadership team since
1969. Ms McManus stepped down on

28 August, while Ms O’Neil will remain
ACTU President until later this year to
support the leadership transition.

McGrath Foundation adds prostate cancer nurses

The McGrath Foundation Cancer Care Nurse service will be
expanded to include prostate cancer nurses from 1 July 2027.

The Albanese Government is providing $46.5
million over five years (2027-28 to 2031-32)

to support 60.5 (FTE) prostate cancer nurse
positions in health and hospital services
around Australia.

Male cancer incidence rates in Australia
remain high, with almost one in two
Australian men diagnosed with cancer by
age 8s.

On 1]uly 2026, the 128 new McGrath Cancer
Care Nurses, placed since the McGrath
Foundation announced it was taking its care
to all cancers, had supported 7,522 patients
nationally, comprising 4,200 males (56%) and
3,322 females (44%).

This latest expansion of the McGrath service
will add to existing cancer care.

Nurses which support a range of cancers
including breast, gastrointestinal,
gynaecologic, genitourinary, multi-tumour,
lung and mesothelioma, brain, liver and bile,
sarcoma, blood, head and neck, myeloma,
melanoma and skin cancers.

Prostate cancer represents around a third
of all male cancer diagnoses, with more
than 28,000 Australian men estimated to be
diagnosed with prostate cancer in 2025.

The McGrath Cancer Care Nurses will
continue to work with the Prostate Cancer
Foundation Australia (PCFA) Specialist
Support Service, recognising the ongoing
value of PCFA’s support, particularly in
providing survivorship care for men living
with and beyond prostate cancer.
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Fixing aged care: There is still

more todo

One of the things I value most about my role is hearing directly from members.
In every conversation I have with nurses and care workers in aged care, I am
inspired by their kindness and the extraordinary commitment they bring to
supporting residents, their families and each other.

Their dedication is unwavering, and so too is their
determination to improve the system around them.
Their stories remind us why we continue to fight for
better staffing, stronger accountability and greater
investment in aged care.

For more than two decades, the ANMF worked
tirelessly alongside members to improve aged care,
advocating for better standards, greater accountability
and safer care. Together we built a movement for
reform, gaining significant change in the sector.

Yet while these reforms laid important foundations,
too many nurses and care workers continue to face
the daily challenges of staffing shortages, growing
workloads and constrained resourcing.

Over the past few months ANMF Federal Secretary
Annie Butler, Federal Assistant Secretary Catelyn
Richards and I had the opportunity to connect with
members across the country through state and
territory branch delegate conferences.

These conferences bring together delegates to raise
the issues that matter most to members, discuss and
debate motions developed by delegates, and connect
with colleagues from across their professions. They
are always a powerful reminder of the commitment,
expertise and passion our members bring to
improving health and aged care in Australia.

The conferences also gave Annie and me the
opportunity to hear directly from aged care members
across the country and learn about their experiences,
concerns and hopes for the future. Some were

new to the workforce, bringing fresh perspectives
and enthusiasm, while others had spent years
championing for a better aged system and played a
vital role in shaping the reforms achieved so far.

To better understand the impact of recent and
ongoing reforms, the ANMF surveyed aged care
members through the Aged Care Pulse Check: The Real
Impact of Reforms. The response was significant, with
members providing extensive feedback about the
realities they continue to face in their workplaces.

On 11 August 2026, the ANMF released its report, Pulse
Check of the Aged Care Sector: The Real Impact of Reforms.
The findings paint a concerning picture and reinforce
what aged care members have been telling us for
some time.

Members told us three key things they were
experiencing at work: inadequate staffing levels and
skill mix, increasing incidents of workplace violence
and aggression, and a lack of transparency regarding
how funding is being spent. While the findings are
confronting, they will come as no surprise to those
working in the sector every day.

Following the report’s release, Annie and I, along with
NSW Nurses and Midwives’ Association Assistant
General Secretary Katrina Bough, Queensland

Nurses and Midwives’ Union Assistant Secretary
Grant Burton, and aged care members from across
the country, travelled to Parliament House in

early September to take these concerns directly to
decision-makers. Members met with the Minister for
Aged Care and Seniors, the Hon Sam Rae, as well as
health advisers and parliamentary representatives, to
share their firsthand experiences of working in aged
care and the challenges that remain despite recent
reforms.

These conversations are critical. The true measure

of aged care reform lies in the lived experiences

of nurses and care workers, whose day-to-day
perspectives provide a clear signal of whether reforms
are delivering meaningful change.

While the findings of the Pulse Check report highlight
significant challenges, they also point to what needs
to happen next. The experiences shared by members
continue to inform our discussions with government
and decision-makers and strengthen our advocacy for
meaningful change.

The conversations I've had with members across the
country leave me hopeful. Despite the challenges they
face, their commitment to residents remains strong.
Their passion, professionalism and determination are
what drove the reforms we have achieved, and they
will continue to guide our work in the years ahead.
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More
than a

Australia’s migrant nurses,

midwives and carers

Australia’s health and aged care systems increasingly rely on migrant

nurses, midwives and carers to fill critical workforce gaps. Yet many
continue to face barriers to recognition, career progression and

belonging. Natalie Dragon reports.

Kenyan-born aged and disability care worker Sheila migrated
to Australia four years ago on a student visa to study tourism.
“My brother was already living here, and I thought Australia
would be a good opportunity for study and work.”

After struggling to find employment in tourism on graduation, Sheila
turned to aged and disability care. “It wasn’t my first choice, but I love
the people and the work. Now I'm thinking about studying nursing.”

Australia relies heavily on internationally trained nurses,
midwives and carers to fill workforce shortages, especially

in aged care, disability support and rural and remote health
services. Over the past 15 years, Australia has become one of

the world’s leading destinations for overseas-trained health
professionals, remaining among the top 10 OECD countries with
the highest proportion of foreign-trained health workers.

ETHICAL MIGRATION

ASenate Inquiry established in 2025 is examining the value of skilled
migration to Australia, including the progrants ;e_:cbr'romlc, social
and cultural contributions, its effectiveness in addressing workforce
shortages, and opportunities to strengthen public understanding

of the role migration plays in supporting Australian communities.

In its submission, the Australian Nursing and Midwifery Federation
(ANME) called for an ethical; principles-based approach to

skilled migration. “Ethical migration means considering the
impact on the countriesnuzses, midwives and carers leave

behind,” ANMF Federal Secretary AnnieButler says.

“While individualsshould'have the opportunity to pursué careers in
Australia, recruitment should not come atthe expense of healthcare
systems in countries already experiencing workforce shortages.”
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“When people feel supported
and valued, they can thrive and
contribute to their full potential.
By investing in people’s wellbeing
and recognising their potential,
organisations create stronger
teams and better outcomes

for everyone. Policies that
promote inclusion, safety and
equity are important, but they
must also be implemented

and enforced in practice.”

RN AND REGISTERED PSYCHIATRIC NURSE, JULIE
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“Ultimately, our goal is to create fair
opportunities for locally trained and
migrant nurses, midwives and carers while
maintaining a responsible and sustainable
approach to workforce planning.”

Australia must strike a balance between
strengthening the domestic workforce
and supporting internationally recruited
health professionals, Ms Butler says. “We
need to ensure Australian graduates have
opportunities to develop and progress,
while also ensuring migrant workers can
practise at a level that reflects their skills,
qualifications and experience. Many arrive
with extensive expertise but find their
skills are not fully recognised, limiting
opportunities for career advancement.”

ANMF MIGRATION STRATEGY
REFERENCE GROUP

To better understand and address the
experiences of migrant nurses, midwives and
carers, the ANMF established a Migration
Strategy Reference Group late last year.

The group brings together representatives
from ANMF branches across Australia to
identify common issues, strengthen support
mechanisms and develop policy responses.

“The aim is to build a clearer picture of
the challenges migrant workers face and
develop targeted strategies to address
them,” says ANMF National Workforce
Strategic Lead Jillian Maguire.

Akey focus is raising awareness of the
support available through the union. “Many

migrant workers are unaware

of the advice, advocacy and
resources available to them,
particularly those on temporary
visas who may be reluctant

to speak up about workplace
concerns,” Ms Maguire says. “It’s
not just someone’s job that’s at
stake. For many migrant workers,
it's also their visa, their livelihood
and their future in Australia.”

While individuals should
have the opportunity to
pursue careers in Australia,
recruitment should not come at
the expense of healthcare systems

in countries already experiencing
workforce shortages.

ANMF Federal Secretary Annie Butler

Migrant workers can be particularly
vulnerable to exploitation because

of insecure employment, limited
knowledge of workplace rights, and
reduced bargaining power, Ms Maguire
says. “That exploitation can have serious
consequences, including financial hardship,
stress and fear about the future.”

AGED CARE

The high proportion of migrant workers

in aged care has been driven, in part,

by government workforce initiatives
designed to address chronic staffing
shortages. Programs such as the Pacific
Australia Labour Mobility (PALM) scheme,
Designated Area Migration Agreements and
the Aged Care Industry Labour Agreement
have created pathways for employers

to recruit workers from overseas.

While aged care labour agreements can
provide a pathway to permanent residency,
they can also leave workers vulnerable.
Some migrant workers report feeling
pressured to work additional hours, avoid
taking sick leave or meet unreasonable
demands because their future visa
prospects are tied to their employer.

Addressing these risks has become a key
focus of the ANMF Migration Strategy
Reference Group. One of its priorities is
reviewing the Memoranda of Understanding
(MOUSs) used under aged care labour
agreements. Providers seeking streamlined
access to overseas workers are required

to enter into an MOU with the union.

The ANMF reference group is working
towards a consistent framework, including
stronger protections against exploitation
and greater safeguards for migrant workers.

“In South Australia, we've taken the position
that we will not sign an MOU unless there

is clear evidence that workers are being
paid above-award rates and the employer

is prepared to engage in an enterprise
agreement or already has one in place,”

says ANMF South Australian Branch
Professional Practice
Nurse Lead Jo Wagner.

“We see our sign-offasa
vote of confidence that the
provider is doing the right
thing by its workforce,
and we take that
responsibility seriously.”

Many workers recruited
from overseas come from
countries where union
membership and collective
action are less common.

At the same time, their

visa status can leave them
feeling powerless and reluctant to speak

out. That's why it's important that robust
safeguards are in place, says Ms Wagner.

“Before supporting an employer’s
application, we undertake site visits and
speak directly with staff. We want to know
whether current workers are receiving

the shifts they were promised, whether
they're being treated fairly, and whether
they're genuinely being recruited to address
workforce shortages rather than simply
being used as a source of cheap labour.

“We also look at the practical supports being
provided. Is accommodation available?

Are workers being helped to settle into the
local community? Are they being supported
beyond the workplace? In regional
locations, that's particularly important.”

There are also broader concerns about
temporary visa arrangements. Workers
may become tied to a single employer,
limiting their ability to leave unsafe

or exploitative workplaces. Access to
healthcare is another issue, with some
visa holders reliant on private health
insurance rather than Medicare.

Another concern is the lack of certainty
around pathways to permanent residency.
In some cases, workers are sponsored for
limited periods without a clear pathway
to permanency, leaving them dependent
on their employer to remain in Australia.

Workers may feel unable to refuse
unreasonable demands because they
fear jeopardising their ability to remain
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in Australia. We've seen examples where
workers have been pressured to work
excessive hours or double shifts under
the explicit or implied threat that their
visa sponsorship could be affected.

Union representation plays an important
role in reducing the risk of exploitation,
says NSWNMA Professional Officer Helen
Macukewicz. “That’s why it’s so important
that we continue to engage with and support
migrant workers, including encouraging
them to join their union. Ensuring
workers understand their rights and have
access to collective support is critical

to addressing exploitation, challenging
racism and creating safer workplaces.”

In its submission to the skilled
migration Inquiry, the ANMF
argued that migrant workers

must be able to leave an employer
without jeopardising their visa
status. “Itis essential that migrant
workers have a clear understanding
of the options available under

their visa arrangements.

“Clear and accessible information
about temporary visas, permanent
residency pathways and pathways
to permanency is critical so
workers can make informed
decisions about their future.”

BARRIERS TO
PROGRESSION

“While nurses and midwives

who migrate to Australia bring a
considerable wealth of skills and
knowledge that strengthen the
healthcare system, the system
does not always support these
skilled workers to fully integrate
within the workplace,” says ANMF
Federal Secretary Annie Butler.

Many arrive to find their

qualifications, expertise and years of
experience are not fully recognised. Nurses
and midwives who held senior roles in
their home countries can find themselves
starting again at entry-level classifications.

Racism and discrimination also remain
significant challenges. The NSWNMA's 2025
Standing Together Against Racism report found
70% of nurses, midwives and care workers
believed racism exists in their workplace,
perpetrated by patients, colleagues and
managers. Members reported a lack of
cultural safety, limited career development
opportunities, social isolation and frequent
experiences of racism and microaggressions.

Alack of cultural safety

RN and registered psychiatric nurse Julie
migrated to Australia from Zimbabwe in
2004. Her sponsoring employer, a private
mental health facility in Sydney, provided
awelcoming and supportive environment.
She was paired with a buddy from South
Africa, and managers regularly checked on
her wellbeing. “I came into a welcoming
environment with a very good induction and
was embraced as one of their own. People
took an interest in my wellbeing, my family
and how [ was adjusting to life in Australia.”

However, after moving to another
organisation, Julie says she encountered
racism, discrimination and barriers

to career progression. Despite gaining

10%

OF NURSES, MIDWIVES AND

CARE WORKERS BELIEVE RACISM

EXISTS IN THEIR WORKPLACE

perpetrated by patients, colleagues and managers

MEMBERS REPORTED

Limited career development opportunities

Frequent experiences of racism and microaggressions

NSWNMA'’s 2025 Standing Together Against Racism report

experience, completing postgraduate
study and mentoring junior colleagues,
she was repeatedly overlooked for
advancement opportunities.

“At times, it felt as though my contribution
was valued when staffing was needed, but
not when leadership opportunities arose.
That had a significant impact on my sense
of belonging and professional wellbeing.”

However, Julie had positive experiences
when management and organisation
culture was supportive and invested in her
career progression. “Under supportive,
inclusive management, I flourished

Social isolation

FEATURE

professionally and personally. I was healthy,
engaged, and progressing in my career.”

Similar findings emerged from research
conducted by RN and NSWNMA member
Loveness, who explored career progression
among culturally and linguistically diverse
(CALD) nurses who migrated to Australia
through skilled migration pathways.

Drawing on interviews with nurses
from Zimbabwe, India, Nepal, the
Philippines, Germany and South Africa,
her study found that while migrant
nurses generally felt welcomed into the
Australian healthcare system, barriers often
emerged when they sought promotion

or leadership opportunities.

Language and accent were
among the most commonly
reported obstacles. “There can be
an unconscious linguistic bias
where people form assumptions
about how you should speak
before you've even said a word,”
she says. Accents were sometimes
perceived as indicators of lower
competence, despite qualifications,
experience and clinical expertise.

While equal opportunity is often
promoted as a workplace value,
many participants felt that career
progression was hindered simply
because they were migrant nurses.

“Neither Australian experience

nor Australian qualifications
necessarily guaranteed career
progression for migrant nurses. Even
after establishing extensive local
experience and obtaining Australian
credentials, many participants felt
they continued to face barriers to
advancement,” says Loveness.

Loveness experienced some of those
challenges herself. After migrating
from Zimbabwe more than 20
years ago, she initially worked in
supportive and inclusive workplaces in
New South Wales and Western Australia,
where mentoring opportunities helped
her progress professionally. However,
after returning to Sydney more than
a decade later, she noticed a lack of
diversity in leadership positions.

“By then, I had Australian experience and
qualifications, yet I noticed a very different
workplace culture. At first, I questioned
whether the problem was me. However,
asIlooked around, I realised there was

very little cultural diversity in leadership
positions, particularly for women of colour.”
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Repeated challenges eventually prompted Loveness to
move from a permanent clinical role into academia.
Along the way, she became involved in advocacy
through the NSWNMA CALD Reference Group.

“Migrant nurses, like anyone else, want to
contribute, learn and advance in their careers. As our
population becomes more diverse, it's important
that healthcare leadership reflects that diversity.
Otherwise, we risk missing valuable perspectives
that can improve policy and patient care.”

Areportreleased in July highlighted that these
experiences extend beyond healthcare. The RISE
Project, a four-year initiative led by Diversity Council
Australia, Settlement Services International (SST)
and Chief Executive Women, called on organisations
to address the systemic barriers preventing
culturally and racially marginalised (CARM)

women from progressing into leadership roles.

“In many organisations, the higher you move up the
leadership pipeline, the less diverse it becomes,” says
SSICEO Violet Roumeliotis. “That pattern reflects
the structural and attitudinal barriers that CARM
women continue to face in Australian workplaces.

“If organisations want different leadership outcomes,
they need to ask different questions, listen more
carefully to the women most affected, and be willing
to change the systems that hold inequity in place.”

ANTI-RACISM COLLABORATIVE

Within healthcare, efforts are underway to tackle
racism more directly. The Australian Human Rights
Commission and the NSWNMA have established
the NSW Anti-Racism Collaborative, which brings
together employers, community organisations

LT

and workers with lived experience of racism to
develop practical responses. The ANMF is advocating
for the model to be expanded nationally.

Stronger accountability measures are needed,
says Ms Macukewicz. “Ultimately, we would like
to see the introduction of a positive duty clause in
legislation requiring employers to take proactive
steps to prevent and mitigate the psychosocial
harms associated with workplace racism.

“Rather than responding only after incidents occur,
employers should have a clear obligation to create
safe and inclusive workplaces. Genuine prevention
and culture change require sustained investment,
and too often that investment is lacking.”

The collaborative is also working with organisations
including Filipino International Nurses Diaspora
and Nepalese Health Professionals Australia

to develop evidence-informed approaches to
addressing racism in healthcare settings.

Looking ahead, the NSWNMA wants anti-racism
embedded more explicitly as a core standard of
professional practice across all health professions.
“While awareness is growing, racism can be
difficult to identify if you have not experienced
ityourself, and for many people it remains

largely invisible,” says Ms Macukewicz.

“Greater visibility, stronger accountability and
more proactive approaches to identifying,
measuring and addressing racism are essential.
The better we understand the problem, the better
equipped we are to develop effective solutions.”

Julie believes organisations must do more than
simply recruit internationally qualified nurses
and midwives to fill workforce gaps.

“When people feel supported and valued,
they can thrive and contribute to their

full potential. By investing in people’s

. wellbeing and recognising their potential,
organisations create stronger teams and
better outcomes for everyone. Policies
that promote inclusion, safety and equity
are important, but they mustalso be
implemented and enforced in practice.”

Migrant nurses, like anyone
else, want to contribute, learn
and advance in their careers.
As our population becomes more diverse,

it’s important that healthcare leadership
reflects that diversity. Otherwise, we risk
missing valuable perspectives that can
improve policy and patient care.

RN and NSWNMA member, Loveness
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We hear you. We are here for you.
Primary healthcare nurses and midwives

Recently, I had the opportunity to talk to fellow nurses working in primary
healthcare and the common question asked of me was “does the ANMF cover me
in primary healthcare?” Primary healthcare nurses, the answer is yes: we’re here

for you.

Nursing and midwifery in primary healthcare has
never been more important. Conversations about
Australia’s health system needs to shift from episodic
treatment to prevention and community-based care.
Primary healthcare nurses and midwives are central
to the success of that transition. Every conversation
about improving access, reducing hospital demand
or addressing health inequity should include
primary healthcare nurses and midwives.

The ANMEF Strategic Plan 2026-2028 provides our
framework for representing and advancing the
interests of nurses, midwives and care workers, with a
strong focus on workforce reform, healthcare equity
and safe working conditions as well as enabling nurses
and midwives to work to their full scope of practice.
This plan guides our work in primary healthcare

by providing a clear framework for advocacy and
representation that supports a strong, sustainable
workforce and promotes nurse and midwives’

roles in delivering accessible, high-quality care.

The challenges facing Australia’s health system
demand accessible, relationship-based, preventive
care, something that nurses and midwives already
provide every day.

Nurse practitioners, endorsed midwives, nurse-
and midwife-led clinics help fill critical workforce
gaps and improve access to primary healthcare in
underserved communities, yet their contribution
continues to be undervalued. It is time for policy
and funding to catch up with the evidence.
Strengthening nurse- and midwife-led models of
care will not only improve access for communities
but also better support our professions in primary
healthcare to work to their full scope of practice.

From my conversations with members, I know
many of you are already delivering these solutions.
As the largest professional and industrial
representative of nurses and midwives in
Australia, the ANMF is ideally placed to advocate
for members working in primary healthcare. The
ANMEF advocates for you at the local level, through
your branch, as well as on national platforms.

We recognise that for far too long, primary healthcare
nurses and midwives have felt isolated from their
colleagues due to geographical spread and the

sheer fact that in primary healthcare, nurses and
midwives may be the only one in their practice.

That is why the ANMF work to support primary
healthcare members. To action this, the ANMF
has formed the Primary Health Care Committee
which consists of representatives from the
Branches and Federal Office who meet on a
regular basis to discuss and plan our advocacy
work to support members. Some of the areas
our strategic team focusses on includes:

« Breaking down the barriers to working to full
scope of practice for all nurses and midwives;

o Advocating for improved funding models,
particularly that support nurse- and midwife-
led models of care; and

 Advocating opportunities for professional
development, advanced practice training
pipelines and improved pay and conditions
for our members in primary healthcare.

The ANMEF also leads industrial advocacy to secure
better pay and conditions that recognise and

value the contribution of nurses and midwives
working in primary healthcare. We have leveraged
alandmark nurses and midwives Work Value case
at the Fair Work Commission. The ANMF represents
the interests of primary healthcare nurses and
midwives at commonwealth committees such as
the Strengthening Medicare Taskforce and prepares
submissions to government that advocates for
policies that strengthen the workforce and improve
access to high-quality, person-centred care.

This is just some of the work that is ongoing and
building at the ANMF to support our members
working in primary healthcare.

The question should no longer be how nurses
and midwives are involved in primary healthcare.
The question is why the scope and value of their
contribution remains largely invisible within
Australia’s health system.

We hear you, and we want to know more from you,
our members, to shape our conversations and action
in primary healthcare so we can achieve the best
outcomes possible for you and shed a light on the
work you do for your communities every day.
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Building nursing education capacity in
paediatric procedural sedation: Evaluating
a Train-the-Trainer Model across NSW

By Elizabeth Evans, David Anderson, Carolyn Smith, Abbie-Lee Cannings and Carly Griffin

ABSTRACT

Workforce capability in procedural
sedation relies not only on clinical
guidelines but on robust, scalable
education frameworks.

This report evaluates a Train-the-
Trainer (TTT) education model designed
to strengthen educator capacity in
delivering and sustaining accreditation
programs for nurse-administered
nitrous oxide procedural sedation in
paediatric settings across New South
Wales (NSW).

The workshop targeted Clinical Nurse
Educators (CNEs), Clinical Nurse
Consultants (CNCs), and senior nurses,

equipping them with curriculum
resources, simulation design skills,

and accreditation tools to implement
or refine local training programs.
Immediate and longitudinal evaluation
demonstrated increased educator
confidence, expansion of local training
activity, enhanced standardisation of
competency frameworks, and broader
application of simulation-based teaching
strategies beyond sedation education.

Findings support the TTT model as an
effective, scalable approach to building
nursing education capability across
metropolitan, regional and rural health
districts.

WHY EDUCATION REFORM
WAS NEEDED

Nitrous oxide is widely used for paediatric
procedural sedation under established
guidelines.** Suitably accredited registered
nurses may administer free-flow titratable
nitrous oxide to children aged one year and
older within defined protocols.

However, across NSW Local Health Districts
(LHDs), there was significant variability

in how nurse accreditation was delivered,
assessed and maintained. In some districts,
no formalised accreditation pathway
existed. In others, education packages

were locally developed but inconsistent

in structure, assessment methods and
simulation exposure.

14 Oct-Dec 2026 Volume 29, No. 3



Clinical Nurse Educators in regional and
rural settings reported:

o Limited access to standardised teaching
resources.

 Variable simulation expertise.

o Lackof structured accreditation
templates.

« Difficulty aligning practice with evolving
evidence.

Rather than deliver centralised training
to frontline staff, a decision was made to
strengthen the educators themselves -
creating sustainable local capacity.

THE EDUCATION STRATEGY:
A TRAIN-THE-TRAINER MODEL

Train-the-trainer (TTT) approaches in
nursing are utilised to enhance the capacity
of nurse educators and practitioners

to disseminate knowledge and skills
effectively within their professional
settings. These programs often focus on
specific competencies such as primary
care principles, simulation education,
leadership development, and debriefing
techniques. In simulation education,
TTT models address the gap between the

demand for simulation-based learning

and educators’ competence in developing
and assessing simulations.#> Overall, TTT
approaches in healthcare serve as scalable
strategies to build educator and leadership
capacity, enhance clinical and educational
competencies, and promote knowledge
dissemination within healthcare systems.>®

The NSW Paediatric Nitrous Oxide Train the
Trainer program was designed to:

o Equip CNEs and CNCs with structured
accreditation frameworks.

o Provide adaptable education and
competency templates.

o Build simulation design and facilitation
capability.

 Strengthen confidence in delivering
sedation education.

e Promote cross-district collaboration and
resource sharing.

Workshop content was developed in
partnership with staff from local LHDs. The
workshop aimed to disseminate insights
gained from the redevelopment of the
nitrous oxide program at Sydney Children’s
Hospital Randwick, share relevant

FIGURE 1: Train-the-Trainer workshop content example

Introductions &
Learning Goals

Resource Sharing

Simulation

Discussion and
Evaluation

CLINICAL UPDATE

resources, and co-create teaching materials
-including simulation scenarios tailored
to the needs of participating centres

(see Figure 1). A central objective of the
Train-the-Trainer program was to facilitate
collaborative discussion on strategies to
streamline and formalise nitrous oxide
accreditation processes to enhance safety
and support professional practice.

A secondary objective was for participants
to design a simulation scenario informed by
case presentations commonly encountered
in their clinical context. Scenario
development involved addressing identified
learning objectives, utilising local resources,
and creating a safe and supportive learning
environment. These scenarios were then
tested in the Kids Simulation Australia
Centre at Sydney Children’s Hospital
Randwick to appraise scenario flow,
educational value, and alignment with
intended learning outcomes. Participants
were subsequently able to adapt these
scenarios for use within their own centres

to support the development of local
accreditation pathways. Between 2023 and
2025, 43 educators from eight LHDs across
approximately 300,000 square kilometres
of NSW participated in the program?

Additional
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*Inter- *Example teaching
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LHDs workflow
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learning goals Clinical Practice
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follow-up
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SIMULATION AS AN EDUCATOR
CAPABILITY BUILDER

Adistinguishing feature of the workshop
was its strong simulation pedagogy
component. Participants did not simply
experience simulation - they designed it.

Working collaboratively, educators:

1. Identified common paediatric sedation
scenarios from their local context.

2. Developed learning objectives aligned to
accreditation requirements.

3. Builtstructured simulation cases.

4. Tested scenarios at the Kids Simulation
Australia Centre.

5. Refined debriefing approaches.

This process moved educators from
simulation consumers to simulation
designers.

Longitudinal feedback showed that
participants subsequently adapted
the simulation templates for broader
emergency department and paediatric
education programs, demonstrating
transferability beyond nitrous oxide
training.
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EVALUATION FINDINGS

Immediate post-workshop evaluation

» 100% of participants reported the workshop met their learning
needs.

o Participants valued practical resource sharing and co-design.

o Simulation development was identified as the most impactful
component.

o Educators reported increased clarity in structuring accreditation
pathways.

One participant reflected that the workshop acknowledged
differences in local resources while providing adaptable frameworks
rather than prescriptive rules.

Longitudinal impact (6-24 months post-workshop)

Although response numbers were modest (10/42), findings showed
meaningful education system change.

1. Increased local training activity

Participants reported conducting multiple local training
sessions, with some educating 20+ staff members. Several districts
redeveloped or standardised district-wide learning packages.

“Staffthat attended have come together to develop a standardised
learning package for the district.”

2. Improved educator confidence

CNEs described enhanced confidence in:

o Teachingsedation principles.
o Runningsimulations.
o Updating competency frameworks.

o Leadingaccreditation reform.

“It really increased my confidence as a CNE to train staff, and
sharing of resources made updating local resources much more
efficient.”

3. Standardisation of accreditation frameworks

Educators reported:

o Development of LHD-wide procedures.
o Introduction of pre-course quizzes.

o Formalised simulation requirements.
o Clearer competency assessment tools.

This reduced variation in educational delivery and supported safer,
evidence-informed practice.

4. Transferability beyond sedation education

Asignificant educational outcome was the broader application of
simulation design skills.

“I continue to use the simulation template for multiple ED scenarios
in my education planning.”

This ripple effect suggests the TTT model strengthened overall
educator capability, not just sedation-specific knowledge.

WHY THE TRAIN-THE-TRAINER MODEL WORKED

Several elements contributed to the success of the model:

CAPACITY BUILDING OVER CONTENT DELIVERY

Rather than central experts repeatedly delivering sedation
training, the program empowered local educators to sustain
programs independently.

CO-DESIGN RATHER THAN TOP-DOWN INSTRUCTION

Participants adapted materials to their own contexts, increasing
ownership and implementation success.

PRACTICAL RESOURCE PROVISION

Templates, competency documents, and simulation structures
reduced duplication of effort across districts.

PROFESSIONAL NETWORKING

Cross-LHD collaboration fostered peer support and shared
problem-solving - particularly valuable for rural educators.
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EDUCATION IMPLICATIONS
FOR NURSING PRACTICE

This initiative demonstrates that:

o Structured TTT models can strengthen rural and
regional nursing education capability.

o Simulation design skills are transferable and
sustainable.

. Sharing resources reduces ineﬂiciency across
districts.

o Educator confidence directly influences workforce
training capacity.

For nursing leaders, investing in educator

development may offer greater long-term impact than

isolated clinical skills workshops.

CHALLENGES AND FUTURE DIRECTIONS

Rural participants identified travel costs to
metropolitan workshops as a barrier. Future
directions include:

o Delivering workshops in rural LHDs.

o Hybrid or virtual simulation educator training
models.

o Ongoingeducator communities of practice.

Expanding access will be critical to equitable
workforce development across NSW.

CONCLUSION

The Nitrous Oxide Train-the-Trainer program
demonstrates that strengthening nursing education
capability can drive sustainable clinical accreditation
reform across geographically diverse health districts.

By focusing on educator empowerment, simulation
pedagogy, and shared resource development, this
initiative built confidence, standardised competency
frameworks, and increased local training activity
across NSW.

Although developed within the context of paediatric
procedural sedation, the principles underpinning this
initiative are transferable.

Any clinical area requiring structured accreditation,
simulation-based competency assessment, and
educator leadership may benefit from a similar Train-
the-Trainer framework.

As healthcare continues to evolve, scalable and
sustainable education models will be essential to
maintaining high standards of nursing practice across
Australia.

This project demonstrates that when we invest in
nurse educators, we strengthen the entire system.

CLINICAL UPDATE
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Embedding research where it matters:
How NaMREC is strengthening nursing
and midwifery research in Western NSW

By Catherine Leahy, Ashleigh Ralph, Luke Marks, Sharon Laver, Samantha Jakimowicz and Kathleen Tori

Across Australia, nurses and midwives are increasingly recognised as central to improving
health outcomes, particularly in regional, rural, remote and very remote communities.

Yet many of these clinicians still face
practical barriers to engaging in research,
including limited time, limited access to
mentoring, reduced confidence and variable
organisational support.** The Nursing and
Midwifery Research Excellence Centre
(NaMREC) is addressing these challenges
head on, by embedding research in everyday
clinical practice. NaMREC offers a practical
response to long-standing barriers that
prevent nurses and midwives from leading
and sustaining research, particularly in
rural and regional settings.

Established in mid 2025, NaMREC is led by
Western New South Wales Local Health
District (WNSWLHD) in partnership with
Charles Sturt University (CSU). Its purpose
is clear: to build and sustain research
capacity, capability and culture among
nurses and midwives working across the
largest and most geographically dispersed
health district in New South Wales3

Rather than creating a traditional,
university driven research centre, NaMREC
has been intentionally designed as a
nursing/midwifery - academic partnership.
This approach recognises that nurses and
midwives are not only users of evidence
but are positioned to generate meaningful,
clinically relevant research when the right
support structures are in place.*

A PARTNERSHIP GROUNDED
IN PRACTICE

NaMREC operates on the principle that the
most valuable research questions emerge
from clinical practice. Nurses and midwives
working in Western NSW understand

the needs of their communities, the
realities of service delivery and the gaps in

existing evidence. By partnering with CSU
academics, NaMREC creates a space where
these questions can be refined, explored
and translated into meaningful research
projects.

This collaborative model moves away

from the idea of research as an “add on” to
clinical work. Instead, research is embedded
within professional roles, and supported

by academic expertise in methodology,
ethics, governance and dissemination.

The partnership is deliberately reciprocal:
nurses and midwives bring local knowledge
and lived experience, while academics
provide mentorship and technical
guidance.s®

Importantly, NaMREC is neither a top

down directive nor a stand alone academic
initiative. It is a shared endeavour that
values inclusive leadership, co design and
mutual respect; key elements for building
trust and sustaining long term engagement.

SUPPORTING ADVANCED
PRACTICE NURSES
AND MIDWIVES

At the heart of NaMREC’s work to date are
WNSWLHD Advanced Practice Nurses and
Midwives (APN/Ms). These clinicians play a
critical leadership role within their services
and are well placed to drive research that
influences both practice and policy.

NaMREC fellows and mentees are supported
to develop research skills in a structured,
supported way. Each nurse/midwife is
paired with an experienced CSU academic
mentor, forming a longitudinal relationship
focused on building confidence, capability
and leadership. Mentors work alongside

clinicians to shape research questions,
develop proposals, navigate ethics
and governance processes and plan
dissemination of findings.

This mentoring relationship is central

to NaMREC’s philosophy, emphasising
sustained development rather than isolated
research projects, and enabling nurses and
midwives to build confidence and lead
research over time.

Embedding academic mentoring with
NaMREC fellows and mentees supports
nurses and midwives to integrate research
into their professional practice rather than
it being perceived as a siloed academic
pursuit.

THREE PILLARS GUIDING
NaMREC’s WORK

Since its inception, NaMREC has focused on
three interconnected initiatives designed
to strengthen research engagement and
research culture across WNSWLHD:

journal clubs, a fellowship program and a
mentoring program.

Journal clubs: Making research
part of everyday work

NaMREC’s journal clubs provide a
structured, supportive environment for
nurses and midwives to engage with current
research. These sessions are nurse led and
supported by CSU academics, encouraging
critical appraisal, discussion and reflection
on how evidence applies to local practice.

Importantly, the journal clubs connect
nurses and midwives across a vast
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geographic area, creating shared learning
spaces that foster conversation and
curiosity. By normalising discussions
about research, journal clubs help build
confidence and embed evidence informed
thinking into day to day practice. For
example, clinicians have used journal club
discussions to critically review existing
practices, prompting local changes to

care processes and increasing confidence
in applying evidence within their own
services.

Fellowships: Growing
research capability

The NaMREC fellowship program supports
advanced practice nurses and midwives to
develop and lead applied research projects
that are directly relevant to their clinical
roles and communities. With a strong
focus on APN/Ms, the program aims to
build research capability, confidence and
engagement over time.

Through the fellowships, NaMREC is

also evaluating what enables research
involvement to be sustained in regional,
rural, remote and very remote contexts. By
tracking changes in research knowledge,

skills and participation, the program will
help inform future workforce development
and research strategies.

Mentoring: Sustaining
growth and leadership

Mentoring underpins all NaMREC activities.
Fellows and mentees are paired with CSU
based mentors in structured relationships
designed to support learning, problem
solving and leadership development.

Mentoring focuses not only on completing
projects, but on understanding research
processes, navigating barriers and
translating findings into practice. This
deliberate investment in mentoring
strengthens individual capability while also
contributing to a broader research positive
culture within services.

BUILDING CAPACITY
AND CAPABILITY WHERE
IT°’S NEEDED MOST

Research capacity refers to the systems,
resources and opportunities that enable
research to occur’ Capability reflects the
knowledge, skills and confidence clinicians
bring to research roles.*> Both are essential,

REFLECTION

particularly in regional and rural contexts
where access to research infrastructure can
be limited.’

NaMREC responds to known barriers

faced by nurses and midwives outside
metropolitan centres, including time
pressures, geographic isolation and reduced
access to academic support. By embedding
research development within clinical
practice and partnering closely with CSU,
NaMREC creates accessible pathways for
engagement that are realistic, relevantand
sustainable. This approach recognises the
realities of clinical workloads and positions
research as part of everyday practice, rather
than an additional expectation placed on
already stretched clinicians.

Evidence consistently shows that research
active clinicians are better equipped

to implement evidence based practice,
demonstrate stronger critical thinking and
contribute to improved patient outcomes.?
For nurses and midwives, research
involvement also supports professional
growth, job satisfaction and leadership
development."
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STRENGTHENING RESEARCH
CULTURE ACROSS WESTERN NSW

Beyond individual skill development, NaMREC
is intentionally building a visible research
culture within WNSWLHD, where inquiry is
expected and supported. A positive research
culture values curiosity, reflection and inquiry,
and actively supports nurses and midwives to
question how care is delivered.»3By embedding
research conversations through journal clubs,
providing supported fellowship pathways and
investing in mentoring, NaMREC is helping to
create environments where research is expected
and valued as part of professional nursing and
midwifery practice.

This focus is particularly important in regional,
rural and remote communities, where locally
generated evidence is essential to ensure care

is responsive to community needs.' Research
conducted by clinicians who live and work in
these communities has the potential to influence
practice directly, service delivery and policy.?*

LOOKING AHEAD

As NaMREC continues to grow, its vision is to
develop a confident, research capable nursing

and midwifery workforce across Western NSW. By
strengthening nursing and midwifery leadership
in research, fostering academic partnerships and
embedding inquiry into practice, NaMREC is
laying the foundations for sustained improvement
in health outcomes for regional communities.

In doing so, NaMREC demonstrates what is
possible when research is embedded where it
matters most, alongside nurses and midwives
delivering care every day.
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My Journey Needs Round Team, 2025. From left to right, Dr Shéeree Cross/Palliative Care Consultant, -
Zena Bonney Aboriginal Cultural Advisor & Gage Brewer Palliative Care Nurse Practitioner Candidate';

By Gage Brewer and Zena Bonney

As a specialist palliative care nurse practitioner candidate, I attended a monthly aged
care residents’ meeting alongside Zena our Aboriginal Cultural Advisor to discuss how
our palliative care service can support the residents’ end-of-life care needs.
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One Elder quietly stated, “we want to be
listened to when we finish up”, and another
added “it’s our journey, our life”.

Those quiet words sit at the heart of a
quality improvement project co-designed
between the Northern Adelaide Palliative
Service and the only Aboriginal and Torres
Strait Islander aged care facility within their
state’s metropolitan Local Health Networks.
The Elders’ humble statements pose an
honest question to every nurse when it
comes to culturally safe care - “how can we
walk alongside, rather than ahead?”

A GAP IN APPROACH

Palliative Care Needs Rounds (hereafter
mentioned as Needs Round) are well
evidenced in residential aged care facilities.
The Needs Rounds are monthly triage
meetings which are led by specialist
palliative care nurses who assist in
identifying residents who are at risk of
deteriorating without a clear plan of care
in place, provide symptom management
advice and support best practice education
and care planning.

Needs Rounds have demonstrated to reduce
hospital admissions, improve quality of
death, increase anticipatory care planning
and build care staff confidence in delivering
end of life care.

Aliterature search was conducted across
multiple databases in 2024 and 2025

and found no published Needs Round
adaptations for the Aboriginal and Torres
Strait Islander communities. With this
clear gap, the nurse practitioner candidate
worked alongside an Aboriginal Cultural
Advisor, a palliative care consultant and
key stakeholders to develop the “My Journey
Needs Round”, a culturally grounded Needs
Round delivered within an Aboriginal
community controlled aged care facility.

CO-DESIGN

The success of the quality improvement
project was not what was produced, but
rather because of how it became.

The palliative care clinical team did not
begin with a specific model of care in
mind, but rather with a question. The aged
care facility staff, residents and residents’
families/caregivers were asked, “how can
we help?” This was asked in a residents
meeting, one-on-one and via phone. The
feedback shaped everything, from the
language used, cultural considerations,
communication style and tools and how
the outreach delivery was undertaken (the
Needs Round).

The residents chose the name “My Journey
Needs Round”, to signify the continuation
of the life cycle. The resident’s also chose
“finishing up” and “getting too sick” over
words such as “palliative care”, “end of life”
and “death and dying”. These wordings
reflected much more than just cosmetic
changes, but rather it provided cultural
insights into appropriate communication.

The My Journey Needs Round approach
expands on the traditional model of a Needs
Round however utilises the Palliative Care
Australia Aboriginal and Torres Strait Islander
Discussion Starter Booklet to guide advance
care planning discussion points and Clinical
Yarning, an overarching communication
approach combining Aboriginal and

Torres Strait Islander cultural preferences

of communication with the clinicians
biomedical viewpoint.34

The co-design approach required the nurse
practitioner candidate to not only work
alongside the residents, families and care
staff but also alongside cultural expertise.
The Aboriginal Cultural Advisor was
present at every resident review and family
discussion as an essential authority on safe
and culturally appropriate care.

THE QUESTION THIS RAISES FOR
OUR NURSING COMMUNITY

This quality improvement project has led
to the need to more formally understand
the impacts of this new model of care
approach and is subject to a formal
qualitative research study. The outcomes
are not formally known yet, however
verbal feedback has been extremely
positive, and a preliminary audit has
demonstrated a 50% increase in advance care
planning documentation 12 months post
implementation.

This process highlights that all nurses across
all settings should be willing to listen and
self-reflect on cultural safety. In Australian
healthcare, consultation approaches and
clinical frameworks are usually built within
the Western biomedical structure, that is
often disease focused and individualistic.
These viewpoints can carry assumptions,
such as a person’s language, level of
education or literacy, who and what a family
structure is and what “good care” looks like.

For Aboriginal and Torres Strait Islander
people, health is often seen via a holistic
community lens, which focuses on health
of the whole community and is deeply tied
to culture, country and family. Clinicians
caring for Aboriginal and Torres Strait
Islander people in all contexts of practice

ISSUES

should be asking, “What framework of care
is this built on?” “Whose language does it use?”
“Who has decided on what good care outcomes
look like here?” and “How can I be culturally
safe?”

The My Journey Needs Round was built on
the needs of a small residential community.
Communities are diverse and can be shaped
by different cultures, customs, histories,
and needs. What this reflection offers is not
a specific model of care, but a transferable
question, “How can [ help?” Culturally safe
care begins when nurses genuinely ask this
question and shape their care from what is
being shared.
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Learning from the

international context

The United Kingdom is currently undertaking the most comprehensive review
ever conducted of the NHS maternity and neonatal services in England.

Preliminary reports highlight maternity system
problems eerily similar to those described in
Australia; women, birthing people, newborns and
families are experiencing birth trauma, staffare
stretched and struggle to meet the needs of women
and birthing people in their care, the system is
outdated and does not deliver what it needs to.
Postnatal care has been eroded, maternity care
providers are not receiving the psychological
support they need, and there is chronic understaffing
and under resourcing, just to name a few.

These reports also emphasise the harm of not listening
to women, birthing people and their families.

WHAT CAN WE LEARN FROM THIS?

Australia’s national maternity strategy, Woman-
centred care: Strategic directions for Australian maternity
services (2019) (the Strategy) identifies four core
values - safety, respect, choice and access.

However, there appears to be a disconnect
between policy and practice, with rising criticism
of the Australian maternity care system, that

it does not listen to women, birthing people

and their families nor uphold their values

and care preferences. Furthermore, due to the
absence of an implementation plan, critiques

of the Strategy have questioned its utility.

Listening to women, birthing people and their families
is the core foundation of respectful maternity care,
which care is essential to address preventable harm.
As identified in the UK reviews, there are many system
failures that hinder this. Implementation requires
system change to be achieved, not just idealised views.

HOW DO WE CLOSE THIS GAP
BETWEEN HIGH LEVEL POLICY
AND CLINICAL REALITY?

Across Australia, a common dilemma of
respectful maternity care dialogue centres around
informed consent, particularly when women

and birthing people make decisions about their
care that differs from clinical recommendations.
Australia does not have a national policy to

guide practice in these circumstances; this was
identified as a system pitfall in the UK reports.

Can the four values of the Strategy be used

to guide a framework to navigate these
situations? How can the Australian system

be strengthened to ensure practitioners are
supported to listen and respond accordingly?

I recently attended the Consultative Council on
Obstetric and Paediatric Mortality and Morbidity and
Victorian Perioperative Consultative Council Consent,
Ethics and Responsibility symposium in Victoria in
the hope that there may be some answers.

Panellists examined the challenges of providing care
when there is clinical urgency to prevent harm, yet the
woman or gender diverse person makes an informed
decision that differs from recommended care.

These situations are a delicate balancing act:
upholding a person’s right to choice and autonomy
while practitioners hold their own moral distress
and clinical fear for the potential outcomes.

I came away from the day appreciating that all
interactions need a refocus on shared decision-
making, from seemingly routine care to those
situations with added pressure and complexity.

Shared decision making represents an important
shift in the way healthcare is conceptualised. It is
embedded in principles of person-centred care,
autonomy, informed choice and respect and requires
practitioners to re-examine who drives care pathways.

Healthcare relationships are inherently unequal

as health professionals possess specialised
knowledge and influence access to services and
resources. Shared decision making involves moving
away from a traditional approach of healthcare
users being recipients of professional expertise,
towards recognising them as active participants

in their treatment decision making. Additionally,
recognising that healthcare decisions are not
solely based on clinical evidence and care decisions
may vary between two individuals depending on
what matters most to them. This is a key element
of the respectful maternity care discussion.

However, there are very real practical barriers
to implementing shared decision making.
Time constraints, stafﬁng pressures, systems
that prioritise efficiency. Sound familiar?

What we can learn from the UK s that to achieve
safety, respect, choice and access in the Australian
maternity care system, system wide changes are
needed to address the underlying barriers impacting
on care. These changes are essential and a significant
focus of professional advocates, including the ANME.

We as practitioners can also question the systems
behind informed consent in our place of work, and
ask ourselves whether anything needs to change

to uphold safety, respect, choice and access?
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RESEARCH & POLICY

Nurses and midwives as workplace
health and wellbeing leaders

The people best placed to improve our workplaces are

the people who work in them every day.

Nurses and midwives are the backbone of the
healthcare system. Many are immensely proud to be
nurses and midwives, yet up to one in three report an
intention to leave the professions.! While intention
to leave might not be realised, what is driving so
many nurses and midwives from the professions?

Experiences in the workplace impact the health,
safety, and wellbeing of every nurse and midwife
every day. Until recently, organisations largely
shifted responsibility for managing workplace
harms onto individual workers, expecting them

to withstand these risks by simply ‘being more
resilient’. While health and maternity care expose
staff to many common risks (eg. musculoskeletal
injury, workplace violence, insufficient resources,
and moral distress), there is a growing shift towards
recognising organisational responsibility. Research
shows that workplace wellbeing is shaped by both
individual and organisational factors.>s Individual
wellbeing includes attributes such as experiencing
positive emotions and moods, high life satisfaction,
being cheerful and optimistic, and demonstrating
self-awareness and mindfulness.* Organisational
wellbeing reflects the quality of the workplace and
includes cohesion, trust, teamwork, engagement,
asense of purpose, and social integration.*

The ANMEF strongly advocates for reforms that
support nurses and midwives to be safe, healthy, and
well in and outside of work.4 Healthy workplaces
benefit everyone. When nurses and midwives
work in safe, supportive, and well-resourced
environments they are better able to provide
high-quality, person-centred care. Conversely, poor
work environments and excessive workloads can
contribute to burnout, job dissatisfaction, and
intentions to leave3 When nurses and midwives

do leave, this places additional pressure on those
who remain, further straining an already stretched
workforce. Addressing the workplace conditions
that contribute to poor wellbeing is therefore
important, not only for supporting nurses and
midwives to remain in the profession, but for
creating workplaces where clinicians can thrive
and patients can receive safe, high-quality care.

Growing recognition of the importance of
workplace health, safety, and wellbeing is reflected
in our national policies and strategies. Safe Work
Australia’s Work Health and Safety Strategy 2023-

2033 prioritises the prevention of worker injury

and illness and identifies healthcare as one of six
industries requiring particular attention due to high

rates of harm.s Additionally, the National Nursing
Workforce Strategy recognises that supporting
and retaining nurses and midwives demands
sustained investment in healthy workplaces and
clinician leadership.® While these broader reforms
are important groundwork, locally targeted and
practical improvements are urgently required.

Nurses and midwives understand the risks,
challenges, and opportunities for improvement
within their own workplaces better than anyone.
They are therefore uniquely placed to identify
practical solutions that improve their own and
their colleagues’ safety, health, and wellbeing.
Practically, it will take education, time, and
support to plan, implement, and evaluate
changes. Supporting clinician-led workplace
improvement turns these broader strategic
policies into clinical practice and action.+*

The ANMF Federal Office, in partnership with
Adelaide University’s Rosemary Bryant AO
Research Centre and funded by the Teachers Health
Foundation, will launch a new national project

in 2027. Based on the successful ‘Outstanding
Workforce Leaders’ program, the project will
support nurses and midwives from around Australia
to develop their research skills. Participants

will design, implement, and evaluate local

research projects addressing workplace issues

they identify as affecting the health, safety and
wellbeing of themselves and their colleagues.

Improving workplace health, safety, and wellbeing
doesn’t have to begin with large-scale change.
Nurses and midwives can start by identifying local
issues, talking with others about shared concerns,
and considering what could be improved. This
might mean raising unsafe workloads or practices
with managers, reporting workplace hazards,
speaking with health and safety representatives,
identifying policy or information gaps, or
changing how care is organised and delivered.

Nurses and midwives should not be expected to
make these changes alone. Organisations have
aresponsibility to provide the time, resources,
education, and support needed for clinicians to
meaningfully contribute to workplace improvement.
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LEGAL

Who owns the record?

A mental health nurse sits down with a new patient for an initial assessment.

Alaptop on the desk is already recording and
transcribing the conversation. The patient has been
told, in passing, that the service uses a system to help
with notes. What the patient hasn’t been told is what
happens to the recording afterwards: who can access
it, how long it is retained, or what to do if they would
rather not be recorded at all. For a first mental health
consultation, where disclosures might touch on
trauma, suicidality, family violence or substance use,
that omission is nota minor administrative failing.
The scenario engages four separate obligations:

an obligation under privacy law, a requirement of
informed consent, a question of equitable access

to care, and a standard of nursing practice. In many
practice areas, the adoption of Al scribes in nursing is
outpacing any settled professional consensus on their
proper use.

On 20 May 2026 the Australian College of Mental
Health Nurses published a position statement on
Al scribe use in mental health nursing practice,
prompted in part by a report (later corroborated by
federal briefing documents obtained by Guardian
Australia) that a Melbourne psychiatrist had refused
to accept new patients who would not consent to

Al notetaking. The College’s position is that mental
health nurses must not make access to clinically
indicated care conditional on a person consenting
toan Al scribe. The legal issues sit in two related but
separate places. The first is privacy law. An Al scribe
collects and processes sensitive health information
within the meaning of the Privacy Act 1988 (Cth).
Australian Privacy Principle 3 requires that sensitive
information generally only be collected with consent.
Australian Privacy Principle 6 then confines the

Al scribe vendors’ use of the recording only to the
purpose for which the data was collected. In theory,
this prevents misuse, such as to train its own model,
unless the patient separately agrees. The second,
related but distinct legal issue, is the doctrine of
informed consent itself. Consent to an Al scribe
cannot be assumed from a person’s attendance, and
cannot be bundled into a general intake form, any
more than a person’s consent to a general physical
assessment extends to an invasive procedure, which
clearly requires its own separate consent. A person
needs to know, specifically, what is being recorded,

why itis being recorded, how it is stored, who can
access it, whether it leaves Australia, and whether it is
used for anything beyond their own clinical record,
before that consent can be treated as valid.

This is where the equity issue becomes sharpest.
Patients are already in a vulnerable category of people.
There is an undeniable power imbalance between a
healthcare provider and a patient, not least of which
because of the dependency that often results from

a patient being in pain or in some kind of need.
Obtaining genuine informed consent is already the
first hurdle for any patient, however this challenge

is compounded when working with people with
psychosocial disability, cognitive disability, trauma
histories, or low English proficiency. Making care
conditional on a person clearing that hurdle risks
breaching the Disability Discrimination Act 1992, and in
Victoria also engages the Charter of Human Rights and
Responsibilities Act 2006.

Reviewing an Al-generated note is an exercise of
clinical judgement, not mere clerical proofreading.
The Nursing and Midwifery Board of Australia’s
Registered Nurse Standards for Practice require
nurses to exercise critical thinking and independent
judgement, and that obligation does not lessen
because a machine produced the first draft. A nurse
who signs off on an Al-generated note remains
accountable for what it says, including anything it
gets wrong, omits or subtly misrepresents about a
person’s mental state or risk. None of this counsels
against the use of Al scribes in nursing practice.

It counsels against treating their adoption as
administratively neutral. Consent to their use should
be sought as its own discrete matter, not folded into
consent to treatment. A genuine non-Al pathway
should remain available, at no additional cost or delay,
to any patient who prefers it. Importantly, whatever a
transcript records, the clinical judgement behind the
note, and the accountability for it, remain the nurse’s
own, not the software’s. Whoever transcribes the
consultation, the nurse remains the author of the care
and must remain the author of the record.
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VIEWPOINT

More than a checklist:

Rethinking nurses’ attitudes
towards MET preparedness

By Clare O’Kane

A MET call is activated. The team responds quickly
and begins preparing for intervention. As equipment
is gathered, a nurse discovers that a critical item

is missing from its designated location.

Another piece of equipment is present but
no longer functioning. Precious seconds are
lost while alternatives are sourced. Although
clinical outcomes are rarely determined

by a single factor, situations such as these
highlight the importance of emergency
preparedness and the often-overlooked role
of MET trolley checks.

When a Medical Emergency Team (MET)
callis activated, nurses are expected to
respond quickly, confidently and effectively.
In these high-stress situations, emergency
equipment must be readily available,
functional and familiar to staff. Yet the
readiness of MET trolleys cannot always be
assumed.

For many nurses, MET trolley checks are
among those tasks that can easily fade into

the background of a busy shift. Between
admissions, deteriorating patients,
medication rounds and documentation
obligations, it can be tempting to view
them as another item on an already lengthy
task list. Yet the value of these checks often
becomes most apparent when a patient’s
condition suddenly deteriorates and every
second counts.

The Australian Commission on Safety

and Quality in Health Care (ACSQHC)
identifies access to appropriate emergency
equipment as a key component of systems
designed to recognise and respond to
acute deterioration.' However, compliance
with checking processes does not always
translate into genuine preparedness.

Image: © Vrx1234| Dreamstime.com

THE HIDDEN RISK OF ROUTINE

MET trolley checks are a routine part of
clinical nursing practice. In busy clinical
environments, nurses may focus on quickly
completing routine documentation

tasks rather than actively verifying that
equipment is present, functional, and ready
for use.

This “tick-box” approach can create a false
sense of security.

Competing clinical priorities further
shape attitudes towards emergency
preparedness. Nurses frequently balance
multiple patients, competing demands and
increasing administrative responsibilities.
Research suggests that non-nursing tasks
and workload pressures can reduce the
time available for activities that support
patient safety, despite their importance to
quality care.? In this context, MET trolley
checks may be considered less urgent than
immediate bedside care, even though they
play a critical preventive role.

Nurses may also rely on the assumption that
equipment has already been checked by
another staff member, particularly in high-
turnover environments. While emergency
preparedness is a shared responsibility,
accountability for patient safety remains
with every nurse.

MORE THAN KNOWING WHERE
THINGS ARE

MET preparedness is about more than
ensuring equipment is available. It also
involves familiarity and confidence in
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using that equipment during a clinical emergency.
For early-career nurses, MET trolley checks may
focus on confirming the presence of equipment
rather than understanding its purpose or location.
Without regular, purposeful engagement, the ability

Nurses must continually anticipate deterioration and
prepare to respond.

Author

Clare O’Kane RN, Grad Cert
Advanced Practice Nursing is
a Registered Nurse working
in paediatric acute care in
Queensland and is currently

Simulation-based education can help strengthen this
connection. Research demonstrates that simulation
improves nurses’ confidence, preparedness, and

to confidently locate and use equipment during an
emergency may be compromised. This gap often
becomes apparent under pressure, where hesitation
can delay critical interventions.

familiarity with emergency situations. Regular
interdisciplinary simulation sessions allow staff to
move beyond checking equipment and practise using
itin realistic clinical scenarios.

completing a Master of
Nursing. Her professional
interests include patient
safety, clinical governance,
emergency preparedness and

geadllnessltlo pra}cltlse safely mn a:iute S%tuathcI;S ViSibility and accountability arealso important. nursing education.
evelops through experience, e ucat.lon an Strategies such as peer verification, documented
repeated exposure to emergency equipment and References

processes. MET trolley checks therefore have a
dual function: verifying readiness and reinforcing
familiarity with essential emergency resources.
When deterioration occurs, nurses should not

be learning where equipment is stored or how it

checking processes, and regular feedback can help
create a culture in which safety practices are valued
and embedded in everyday care. These approaches
should aim to encourage meaningful engagement
rather than simply increasing administrative burden.

“Readiness is not measured by a completed
checklist, but by the confidence that
equipment will perform when a patient’s

condition deteriorates.”

Clare O’Kane RN

functions. Those decisions need to have already
been made. Familiarity built through routine
engagement can help reduce hesitation and
support a more coordinated emergency response.

CREATING A CULTURE OF READINESS

Improving MET trolley compliance requires
more than increasing auditing requirements.

It requires a change in how nurses view these
checks. Rather than being seen as a routine task,
MET trolley checks should be recognised as an
assessment of clinical preparedness. Checking
emergency equipment is not separate from
clinical reasoning; it is an extension of it.

Nurse leaders play a key role in shaping workplace
culture. Through role modelling, coaching and
reinforcing expectations around emergency
preparedness, they can influence how teams
prioritise safety activities. Creating opportunities
for staff to understand the purpose behind MET
trolley checks, rather than simply completing the
task, can foster greater ownership and engagement.
Clinician engagement has been identified asa
critical component of successful safety and quality
initiatives.>

A culture of readiness is not built through compliance
alone. It develops when nurses understand that
preparation is a patient safety intervention.

WHY PREPAREDNESS MATTERS

The consequences of inadequate MET preparedness
can be significant. Delays in accessing equipment,
uncertainty about its location or failure to identify
faulty stock may affect the timeliness of emergency
interventions. While adverse outcomes are rarely
attributable to a single factor, small system failures
can combine to create substantial risk.

Every nurse has experienced the pressure of
responding to a deteriorating patient. In those
moments, emergency equipment should be the last
thing requiring attention. Effective MET trolley checks
help ensure nurses can focus on what matters most:
delivering timely, safe care to patients.

In moments of clinical deterioration, nurses should
not have to wonder whether the equipment they need
is available and working. By moving beyond a tick-box
mentality and fostering a culture of preparedness,
nurses can help ensure that emergency response
systems perform as intended when patients need
them most.

Preparation is not separate from patient care; it is
patient care.
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Supporting menopause in
nursing and midwifery

The Australian nursing and midwifery workforce is at a critical juncture. As
our healthcare system faces ever increasing demand, we are simultaneously
atrisk of losing our most experienced clinicians to a natural biological
transition that has long been shrouded in silence: menopause.

Recent data from the Nursing and Midwifery Board

of Australia (NMBA) 2024/25 summary reveals that
our workforce is not only predominantly female
-87.9% of nurses and 98.8% of midwives - but also
significantly aged. Over 32% of nurses and nearly 40%
of midwives are aged 45 or older, placing a massive
segment of our colleagues directly within the window
for perimenopausal and menopausal symptoms.

The peri/menopausal impact on professional
practice is an occupational health and gender
equity issue. For clinicians, symptoms such as hot
flushes, insomnia, and the cognitive challenge of
‘brain fog’ are not merely personal inconveniences;
they are workplace hazards that interface with
clinical performance. Research highlights that
nurses often feel a professional pressure to persist,
choosing to endure symptoms silently rather than
risk being perceived as weak or less competent.

The cognitive impact is particularly distressing in
high-stakes environments. Nurses have reported
fearing that memory lapses or fatigue could

lead to clinical errors, potentially impacting

their professional registration and license to
practice. This crisis of confidence can lead skilled
practitioners to demote themselves, avoid seeking
career advancement, or exit patient-facing roles
altogether at the peak of their institutional wisdom.

The economic and workforce retention cost of
inaction is staggering. The Australian College of
Midwives (ACM) and the Australian Council of

Trade Unions (ACTU) estimate that unmanaged
menopausal symptoms result in $15.2 billion in lost
income and productivity annually across the national
economy. For the individual, early retirement due to a
lack of workplace support can cost a nurse earning an
average salary approximately $500,000 in lost income
as well as impacting superannuation savings. Local
data confirms this trend: over 50% of menopausal
midwives have reported taking leave, reducing their
hours, or retiring early due to distressing symptoms.

If you are struggling, it is essential to recognise
that peri/menopause is a natural biological stage,
not a medical condition to be fixed or a sign of
declining professional ability. The experience is a
spectrum; while some have minimal symptoms,
75% of women report symptoms that impact
their ability to function. Feeling overwhelmed,
anxious, or less confident is a documented

psychological effect of fluctuating hormone
levels, not a reflection of your clinical expertise.

Taking control of your health can help offset
some of the effects of this transition.

Some practical tips include:

o Knowing your numbers: Prioritise health
checks including blood pressure, cholesterol,
blood glucose, and vitamin D levels.

 Nutrition: Vasomotor symptoms (hot flushes
and night sweats) are often exacerbated by
alcohol, caffeine, smoking, and spicy food.

e Movement: Aim for 30 minutes of heart-rate-
elevating exercise five times a week to improve
mood, ease joint aches, and protect bone health.

o Cognitive aids: Use written, digital, or other
reminders to manage memory lapses and
reduce the anxiety associated with brain fog.

It is important to advocate for yourself at work but
given the historical lack of peri/menopausal activism,
it can sometimes be challenging to know how to start.

When seeking support for yourself:

o Usea Wellbeing Action Plan or Adjustment
Passport: Record agreed-upon workplace
modifications in a formal document to ensure
support continues even if your manager changes.

o Request rostering flexibility: Seek adjustments
to shift patterns, such as avoiding rotating
night shifts which can worsen symptoms
due to circadian disruption.

o Modify your environment: Advocate for access to
cold drinking water, individually controlled fans,
and breathable, moisture-wicking cotton uniforms.

You have the right to access support to remain in
employment, and if you have concerns about perif
menopausal stigma or discrimination at work,
please seek guidance from the ANMF Member
Support Team in your state or territory.

Supporting nurses and midwives in peri/menopause
isnota “special interest” issue; it is a necessity

for the sustainability of the Australian healthcare
system. By acknowledging the unique needs

of our midlife workforce, we demonstrate that

we value their health, their expertise, and their
future in the profession. It is time to break the
silence and ensure that no nurse or midwife has

to choose between their health and their career.
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AGED CARE CAMPAIGN

Aged care is not fixed:
ANMF launches national
aged care campaign,
‘Australia needs care
you can count on’

Photo credit: Ben Appleton

Aged care nurses and care workers from across
Australia gathered at Parliament House in Canberra
last month for the launch of the ANMF's new national
aged care campaign calling on the federal government
to deliver further reforms to address the deepening
crisis facing the sector.
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AGED CARE CAMPAIGN

The campaign, ‘Australia needs care you can count on’, follows the While significant reforms have been introduced following the Royal
ANMF's recent ‘Pulse Check’ survey of more than 3,500 frontline aged Commission into Aged Care Quality and Safety, the ANMF campaign
care workers, which found the sector is still experiencing systemic demands further reform across three critical areas to ensure older
understaffing, rising workplace violence, cost-cutting and a lack of Australians receive the care they deserve:

transparency for billions of dollars in taxpayer funding meant for

resident care.

V]
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o

Mandated staffing ratios and skills
mix across all shifts to replace the
current care minutes system and align
with evidence-based benchmarks,
delivering higher quality care and
mandating a proper framework for
aged care providers to meet.

Preventing workplace violence
and aggression by implementing a

10-point plan and person-centred care
planning to better protect nurses and
care-workers from physical, verbal
and emotional violence.

Accountability and transparency
for $25 billion in aged care

funding by introducing public
reporting of aged care providers’
financial performance and

use of public funding.
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AGED CARE CAMPAIGN

“I believe that if we were to look
at ratios in aged care, I believe
that we would have better
outcomes, and more dignified
outcomes. I think that we
would be able to provide care
that is respectful, that is safe,
and is lawful, that ensures that
the residents’ interests are at

heart.”

QNMU member, Laura Johnson

“We know that over the past couple of
years we’ve seen big changes in aged care,
and we’re grateful for the changes and
improvements we’ve seen, but aged care is

still not fixed.”

NSWNMA aged care member Bronwyn Pillardth
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At the campaign launch at Parliament House, aged
care nurses and care workers met with politicians,

including Minister for Aged Care and Seniors, Sam
Rae, sharing what conditions are really like on the

ground - and why further reform cannot wait.

For QNMU member Laura Johnson, a third-
generation personal carer in aged care, the
opportunity to speak directly to decision-makers
was an important one.

“Ilove what I do, but I struggle to do whatIdo,”
she said.

“I'struggle each and every day without the right
number of staff, without the right number of
care minutes, and without the right number of
supports thatI need to do my job safely and in
adignified manner in the best interests of the
residents that I have devoted 15 years of my life to
serving and will continue to serve so long asIam
able to do so.

“Ibelieve that if we were to look at ratios in aged
care, | believe that we would have better outcomes,
and more dignified outcomes. I think that we
would be able to provide care that is respectful,
thatis safe, and is lawful, that ensures that the
residents’ interests are at heart.”

Care minutes need to be urgently reviewed,
added Laura.

“It’s ok to say it's on paper, it's not ok to not put
itinto practice. It puts me at risk. It puts your
loved ones at risk. I think it would be great if we
could look into those things and improve on our
systems.

Speaking at the launch, NSWNMA aged care
member Bronwyn Pillardth said occupational
violence was common across the sector.

“We know that members across our state and
across the country working in aged care, every day
are exposed to workplace violence and aggression.
We need to see it completely eliminated for our
workplace,” she said.

“We know that over the past couple of years we’ve
seen big changes in aged care, and we’re grateful
for the changes and improvements we’ve seen, but
aged care is still not fixed.”

QNMU aged care member Dianne Power, who has
worked in the sector for 14 years, said care minutes
weren’t working.

“It’s been turned around and used in ways it was
never meant to,” she said.

“The lack of staff really means that we’re opening
ourselves up to violence and aggressive residents
because we haven’t got the staff, we haven’t got the
support.

“It’s just a matter of making sure that the money
thatis supposed to be going into aged care for the
use of the residents and to pay staff to make sure
that we've got enough people to be able to look
after and give them a bit of dignity and the care that
they need to have a dignified end to their lives.”

CARE CAMPAIGN

“The lack of staff really means

that we’re opening ourselves up to
violence and aggressive residents
because we haven’t got the staff, we
haven’t got the support.

QNMU aged care member Dianne Power
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Selling the
Droperty of
the Nursing
Community.

—

A business dedicated to helping
members sell their homes.

Meet Luke Lawlor — Founder
and Director of Emergency
Services Property Advisors

There are dedicated banking
institutions, health providers,
superannuation and other services
tailored to the needs of emergency
services workers.

But, until now, there has never been
one dedicated to helping members
sell their homes and navigate the

often complex world of real estate.

Emergency Services Property
Advisors was launched in 2020 by
long-time real estate agent, Luke

Lawlor. The concept became a reality

after returning from a ‘bucket list’
trek of the Kokoda Track alongside
some friends, who are emergency
services workers.

Contact Luke Lawlor 0414 757 705

Luke says, “It makes sense because
emergency services workers are time
poor, they're working shift work, they've
got families, they're in high-stress jobs
and if someone can take the stress

of selling a house away from them

and make sure they get the best price
without having to do much, then it's
really a ‘no-brainer’.

So, after returning from the Kokoda
Track, Emergency Services Property
Advisors became a reality. There are
other property advocates out there,
but I'm dedicated solely to emergency
service workers and that's my only
purpose. I'm not out there trying to
service a million clients - I'm a
boutique business.”

Luke has spent the past 26 years
owning and operating real estate
businesses on the Mornington

€

Peninsula, where many of his clients
have been emergency services
workers.

“I had a very good base of friends that
were in the emergency services when
| started in real estate, school friends,
guys | played footy with, etc. They
were really my core clients, so they
often bought and sold houses through
me and introduced me to their friends
and work colleagues to do the same.

Over the years the client base built,
the referrals built and they became my
core clients and best referrers.

I've always enjoyed working with
emergency services workers because
they're hard working, they tell you what
they want, they're honest, so there are
no dramas when dealing with them
and that's similar to me,’ states Luke.



Luke knows the real estate game
back to front and leans on more than
two decades of nous and knowledge
to streamline the home selling
experience for clients.

“The information that's out there,
to be able to research an area, find
the comparable sales, source the
best local agents, look at their track
record, that's very easy for me. I've
been doing it for over 25 years.”

There's a bit of work involved in it,
but like anything, if you know what
you are looking for you can do it
efficiently,’ he says.

Luke's approach is
based on six key pillars:

1. Research recent and comparable
sales

2. Source the best local agents

3. Eliminating wasted costs and
high fees

4. Keeping it stress and risk free

5. Getting you the highest price the
market will pay

6. Helping you through to settlement.

For more information on Emergency Services Property Advisors
Call Luke 0414 757 705 or visit the website espropertyadvisors.com.au

Importantly, Luke’s services, which
extend to retired members as well,
come at no cost to his clients. ESPA
takes a minor share of the agent’s
commission. The best agents welcome
working with ESPA, as they only have
to do about 50% of the work they would
normally do when selling a home.

“I've got a track record of dealing with
the emergency services community
for over 25 years. I'm here to look after
them," says Luke.

ESPA also supports the emergency
services community with donations
and organising charitable events.

emergency services
property advisors


http://www.espropertyadvisors.com.au

SOCIAL JUSTICE

and, in many contexts, intensified”, stating that the

AttaCl(S On health Care failure to protect healthcare as both a humanitarian

crisis and a crisis of humanity.

in CO n ﬂ i ct Z O n e S MSF Legal Director Claude Mahon said the promise

of Resolution 2286 “lies in ruins”, arguing that
attacks on healthcare have become normalised in

continue to escalate modern conflict.

“The normalisation was not inevitable, but permitted
incident by incident, year after year,” he said in a
separate statement to the UN Security Council. “It’s
as if attacks on healthcare were an acceptable cost

A decade after the world pledged to better protect of war.”
healthcare in war, the situation is moving in “Every attack on humanitarian personnel that passes
the opposite direction. Across today’s conflicts, without consequence allows this insidious pattern

1 h ital bul d health to continue,” Permanent Observer to the United
attacks on hospitals, ambulances and healthcare Nations at the UN Security Council, Elyse Mosquini
workers are increasing in frequency and severity, said in a statement.
despite clear protections under international “Each such attack signals to others that the lives of
humanitarian law. Kathryn Anderson reports. aid workers are expendable, and that the rules of war

and the protections they are designed to provide are
disposable,” she said.

Attacks on healthcare, are increasingly being Adding to the concern, experts have warned that
used as a tactic of war rather than remaining an attacks on healthcare are also entering a new
unintended consequence of conflict, according to phase. The increasing use of drones, autonomous

leading authorities. This shift has placed civilians

and those providing life-saving care at grave risk
while raising profound concerns about the erosion of
international humanitarian law and the protections it
affords healthcare.

The consequences are far reaching beyond the war
wounded. According to the International Committee
of the Red Cross (ICRC), it profoundly disrupts an
essential civilian service. For example, over 400
attacks on maternal healthcare services have harmed
pregnant women and newborns and have left families
and communities devastated.

While attacks on healthcare services have increasingly
become widespread, they are not a new phenomenon.
Recognising the growing severity of the issue the
United Nations Security Council adopted Resolution
2286 in 2016 to strengthen the protection of healthcare
workers, patients and medical facilities during armed
conflict. Ten years later, however, the resolution has
not achieved the level of protection it sought.

In fact, attacks on healthcare have continued to
increase over the years. In 2025 alone, the World
Health Organization (WHO) recorded 1,348 attacks
on healthcare worldwide, resulting in almost 2,000
deaths - more than twice the number reported

in 2024. Further, the failure to ensure meaningful
accountability for many of these assaults has fuelled
concerns that international humanitarian law is

“Every attack
on humanitarian

being increasingly disregarded, undermining the :
protections it was designed to provide. perSO'lnel that passes %
On the 1oth anniversary of Resolution 2286, leading Wi th()u t co llseq uence
humanitarian organisations including the WHO,

Médecins Sans Frontiéres (MSF) and the ICRCin a allOWS th iS inSidiOllS
joint statement, highlighted these failings, warning i 9
pattem to continue™ *

that as violence against healthcare has “continued
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systems and other emerging Al military
technologies is making hospitals,
ambulances and healthcare workers
more vulnerable than ever, raising fears
that without stronger accountability and
enforcement, attacks on healthcare will
continue to escalate.

“New risks are also emerging. The use of
Al-enabled systems in military operations
may influence targeting and operational
decisions, but this must not undermine
the protection owed to civilians, medical
personnel and facilities,” Ms Mosquini said.

AUSTRALIA’S ROLE

Australia is a signatory to the Geneva
Conventions and has long committed to
upholding international humanitarian
law. The Australian Government has
reaffirmed that medical and humanitarian
personnel must be respected and
protected in all conflicts when in 2025,

it helped launch the Declaration for the
Protection of Humanitarian Personnel,
aimed at strengthening protection and

1,3

TOTAL ATTACKS

Verified incidents targeting medical
facilities, staff, and transport.

TOTAL DEATHS

Fatalities among patients and
medical personnel.

Deaths more than doubled
compared to 944 fatalities in 2024.

SOCIAL JUSTICE

accountability for attacks on aid and
health workers. To date 112 Member states
have endorsed the declaration, however
the declaration is not legally binding.

In a recent Statement to the 79th World
Health Assembly, the Co-Chair of the
group driving the Declaration (Friends

of the Declaration to the Protection of
Humanitarian Personnel) reiterated in the
face of increasing attacks on healthcare that
now was the time to act on their collective
commitment to respect and uphold
international law.

Around the launch of the Declaration in
2025, nurses and midwives concerned by the
growing number of attacks on healthcare,
joined the ANMF's Nurses and Midwives for
Peace campaign, signing a petition calling
on the Australian Government to do more
to protect healthcare workers and facilities
in conflict zones.

The petition urged the Government

to condemn attacks on healthcare,
support accountability for violations
of international humanitarian law and
advocate for stronger protection of
healthcare workers globally.

The ANMF forwarded the petition to the
Department of Foreign Affairs and Trade
(DFAT), seeking a response on what action
Australia is taking to uphold the protection
of healthcare in conflict.

In its response, DFAT outlined Australia’s
longstanding commitment to international
humanitarian law, support for the Geneva
Conventions and efforts through diplomatic
channels to promote the protection of
civilians, humanitarian personnel and
healthcare services during armed conflict.

The response also highlighted Australia’s
support for international initiatives aimed
atimproving compliance with international
humanitarian law and strengthening
accountability mechanisms.

However, while acknowledging Australia’s
commitments, it's evident that attacks on
healthcare continue to rise globally and
that more needs to be done to ensure health
personnel and their patients are protected.
The ANMF is now considering its next steps
in advocating for stronger protections for
healthcare workers, patients and health
facilities affected by conflict.

As nurses and midwives witness firsthand
the importance of safe access to healthcare,
the campaign serves as a reminder that
protecting healthcare in war is not only a
legal obligation under international law but
a fundamental humanitarian responsibility.

Healthcare should never be a target.
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Normalising conversations around maternal mental health:

Pathways to earlier intervention and better outcomes

By Taylor Yousiph, Christopher Patterson and Lorna Moxham

Maternal health is often framed in terms
of physical wellbeing with a strong
focus on prenatal care, safe delivery and
postpartum recovery.

However, its mental health dimensions are equally
critical. The transition into motherhood is one of
the most profound psychological shifts a person can
experience, involving identity changes, emotional
adjustment and new responsibilities. When

this dimension is overlooked, the consequences

can extend beyond the mother to affect infants,
families and the broader community.

During pregnancy and the postpartum period,
women are particularly vulnerable to mental

health challenges such as anxiety and depression.
Postpartum depression is among the most common
complications of childbirth, affecting roughly

10-20% of new mothers worldwide.' It can manifest as
persistent sadness, fatigue, feelings of inadequacy and
difficulty bonding with the baby.* Left unrecognised
or untreated, it may interfere with caregiving and have
long-term implications for both mother and child.

Although less common, postpartum psychosis (PPP)
represents a far more acute and potentially life-
threatening condition, occurring in approximately
1to 2 per 1,000 births.4 PPP often emerges rapidly
within the first weeks after delivery and may include
symptoms such as confusion, hallucinations,
delusions and severe mood disturbances. Because
of its sudden onset and severity, postpartum
psychosis is considered a psychiatric emergency
requiring immediate intervention.

These incidences highlight the importance of
early detection and informed care. Midwives,

This image is credited to Karitane, an Australian organisation
offering maternal mental health service support.®

who are often the primary point of contact for
mothers during pregnancy and the postnatal
period, play a pivotal role in identifying early
warning signs. Their close, continuous interactions
with mothers position them uniquely to notice
subtle behavioural and emotional changes that
may indicate emerging mental health concerns.
However, this responsibility requires adequate
education and training. Midwives must be equipped
not only with clinical knowledge of symptoms

but also with the confidence to initiate sensitive
conversations and escalate care when necessary.

The importance of maternal mental health also lies in
its direct influence on child development. A mother’s
emotional wellbeing shapes her ability to engage in
responsive caregiving, which is essential for secure
attachment and healthy cognitive and emotional
growth. When mental health challenges go untreated,
disruptions in bonding and communication

can have lasting developmental effects.s

Social factors such as isolation, financial strain
and societal expectations can further exacerbate
these conditions. Many mothers feel pressure to
appear to be coping and may hesitate to disclose
their struggles, making the vigilance of trained
healthcare professionals even more crucial.

Ultimately, integrating mental health awareness
into maternal care is not optional, it is essential.
Educating midwives, improving screening practices
and normalising conversations around maternal
mental health can lead to earlier intervention,
enhanced knowledge, and better outcomes.® Every
antenatal appointment is a chance to support

a mother’s mental health, if midwives have the
education to spot when things are not quite right.
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Midwives’ leadership wins

By Jasmine Kirk, ANMF Strategic Lead - Midwifery

Different states and territories have
recently started developing Chief
Midwife Officer positions.

Historically, midwifery was viewed as a
specialisation of nursing and organisational
leadership for midwifery has been under
anursing or nursing and midwifery
banner. As midwifery is increasingly
recognised as a separate profession to
nursing there have been calls to establish
midwifery leadership at every level of

an organisation that either employs
midwives or sets direction and policy for
midwives and provision of maternity care.

Midwifery professional leadership
ensures that midwifery expertise informs
governance, policy and system reform
relating to maternity and newborn services.
The establishment of Chief Midwife
Officer at every level of government is
considered an important step to create
visible and effective midwifery leadership.
This is supported by the World Health
Organization’s State of the World’s
Midwifery Report (2021) which identified
three overarching themes: to grow and
promote midwifery leadership; to scale up
midwifery led models; and to develop the
midwifery workforce. Developing Chief
Midwife Officer positions and placing
midwives at high level policy decision
making tables will go towards Australia
achieving these recommendations.

Chief Midwife Officers act as a bridge
between government and professional
clinicians. They offer government
advice on high level policy decisions

and can also influence maternity
policy and workforce planning.

Investing in midwife leaders ensures the
right systems, structures, and people are

in the right places, growing Australia’s
maternity services and ensuring that the
system is prepared to meet the needs of
women, birthing people, and their families.

The ANMF has been an advocate for, and
integral to, the push for Chief Midwife
Officers. As stated by ANMEF (Vic Branch)
Assistant Secretary Nicole Allan, in response
to the recent appointment of a Victorian
Chief Midwife, the establishment of a chief
midwife role is significant - “To know that
there is a midwife, who understands the
maternity system, at the table speaking

for midwives and leading when maternity
care is discussed and decisions are

made is an important achievement.”

Chief Midwife Officers are well positioned
to provide advice to government regarding
the unique challenges that face the
midwifery workforce and complexities

of maternity services (eg. rural and

remote service delivery, increasing

acuity), and advocate for midwifery-led
innovations to address these challenges.

Whilst recognising that there are still
many organisations without embedded
midwifery leadership from the bottom to
the top, there have been recent wins for
the midwifery profession and leadership.

The ANMF successfully advocated for the
Albanese Government to commit to a
Federal Chief Midwife Officer in 2025

and, at the time of writing, eagerly await
the outcome of this commitment.

Some states have established Chief
Midwife Officer positions within their
government departments of health.

QUEENSLAND

Queensland’s Chief Midwife Officer position
was established in 2024 following successful
campaigning by the QNMU. The Qld Chief
Midwife Officer is working on projects

such as scholarships to address rural
midwife shortages, and a guide for graduate
midwives working in continuity of care.

NEW SOUTH WALES

The NSW Chief Midwife position has
recently been developed in response to
the NSW Birth Trauma Inquiry. The Chief
Midwife will provide expert midwifery
advice to the Minister for Health and

the NSW Health Secretary. They will
work closely with universities, and the
health service to support the growth

and development of midwife-led care
throughout the public health service.
The NSWNMA recently met with the new
NSW Chief Midwife to discuss ongoing
plans for midwifery in the state.

VICTORIA

In November 2025, the Victorian Health
Minister announced the state’s first Chief
Midwife position. The Victorian Chief
Midwife will bring evidence-based clinical
leadership to maternity and newborn
services. This position was developed
following a landmark maternity taskforce
established to address complex challenges
facing Victoria’s maternity services, and
will work closely with the ANMF Vic Branch
to implement the recommendations from
the Victorian Maternity Taskforce Report.

Chief Midwife Officers not only bring the
midwifery voice to the policy table but
also create visible midwifery leadership.
Visible midwifery leadership validates
the profession and creates a roadmap

for career progression and growth

where clinical expertise is utilised to
influence broader health systems.

The ANMF will continue to advocate

for visible midwifery leadership across
organisations and Chief Midwife Officers
in all jurisdictions whilst working
closely with the established Chief
Midwife Officers and Chief Nursing

and Midwifery Officers for the ongoing
development of midwifery in Australia.
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The need for a review of antenatal probiotic supplementation

and the potential impact on Group B Streptococcus (GBS) rates

By Rachel Granger and Mary Steen

Group B Streptococcus (GBS) is
a common bacterium, found in
20-30% of adult gastrointestinal
and reproductive tracts.”?

Though often asymptomatic in the antenatal
period, the concern for pregnant women relates
to ascending infection and the potential for
vertical transmission to their fetus/neonate

once amniotic/chorionic membranes rupture.'
In Australia, global screening is recommended
atapproximately 36 weeks of pregnancy, with
intrapartum intravenous antibiotic prophylactic
(IAP) administration recommended as gold
standard care.*

Antimicrobial use is among the biggest global
threats to healthcare; between 2015-2050,

10,430 Australians are predicted to die due to
antimicrobial resistance (AMR).5 In 2019, AMR
was directly responsible for 1.27 million deaths
globally.® AMR impacts the ability to treat
infections, and increases the risks associated with
medical procedures.® In 2021, Antimicrobial Use
and Resistance in Australia (AURA) called for
“urgent improvement strategies” s particularly

in hospital settings, to improve appropriate
antimicrobial use. The National Safety and Quality
in Health Service (NSQHS) standards include
‘Preventing and Controlling Infections’ standard
which promotes the prevention of infections,”
however Australian antibiotic use continues to be
much higher than our global counterparts.?

In Western Australia, only 0.03% of babies born to a
GBS positive mother may develop early onset GBS

(EOGBS) sepsis, however the recommendation is
for all GBS positive mothers receive IAP.* Midwives
and nurses, as uniquely placed champions of
primary healthcare interventions, must assess
whether there is more we can do to protect our
mothers from increasing AMR, while safeguarding
our vulnerable babies from EOGBS. Eradicating
GBS by the time of routine screening would
significantly reduce the use of IAP.

Antenatal probiotic supplementation promotes
the proliferation of Lactobacillus in the vaginal
microbiome and may be protective against
pathogenic bacteria. An abundance of one species
of Lactobacillus increases the release of lactic

acid, increasing acidity of the vagina, creating an
environment which cannot sustain pathogenic
life. Probiotic use is considered “non-invasive and
[a] cost-effective approach to support women'’s
health and prevent obstetric complications”.>*
Systematic reviews of probiotic use and the
impact on GBS status by time of birth continually
emphasise the need for large scale, multicentre
randomised controlled trials (RCT); given the
ongoing evidence, the national and global goals
for reduced AMR, and the number of women
exposed to IAP for a relatively low risk of EOGBS in
the neonate, we argue the time for this RCT is now.
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Virtual midwifery caseload: An innovative approach

to authentic learning in midwifery education

By Nicki Hartney

Continuity of Care (CoCQ) is
recognised as a key contributor to
improved maternal and neonatal
outcomes.' Caseload midwifery,
where a woman or birthing person
receives care from a known
midwife throughout their maternity
journey, is a model central to CoC.

Despite some exposure to caseload and
CoC, many midwifery student placements
occur in fragmented models of maternity
care, limiting opportunities to experience
continuity in practice.? To address this
gap, Deakin University has embedded a
virtual caseload model throughout their
midwifery programs. Building on the well-
established use of case based learning, the
virtual caseload approach allows students
to follow a representative group of women
across the continuum of care, mirroring
the longitudinal relationships central to
caseload midwifery. Students engage with

these cases from their first unit of midwifery
study through to course completion.

Students interact with their virtual caseload
through videos that depict the women
throughout pregnancy, labour, birth,

and the postnatal period in simulations,
seminars, and assessment tasks. This
repeated engagement enables students

to develop a deeper understanding of
each woman as an individual, including
their family context, cultural background,
social circumstances, and health needs.
By revisiting the same women across

the continuum, students learn to place
the woman at the centre of care rather
than focusing solely on conditions or
complications. They are encouraged to
consider how each situation affects the
woman and their family, and how care
can be tailored to meet individual needs.
The complexity of scenarios increases
progressively across the four-year program,
exposing students to increasingly

challenging clinical and professional
concepts. This approach was developed
to support critical thinking, clinical
judgement, the principles of holistic,
woman-centred care and an appreciation
of continuity of care. Its effectiveness

in delivering on these objectives will

be evaluated in the near future.

Engaging with a virtual caseload provides a
safe and supportive environment in which
students can apply clinical reasoning,
build confidence, and prepare for real-
world interactions with women and their
families. Through these experiences,
students can practise refining their ability
to deliver compassionate, professional,
and evidence-informed maternity care.
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Deakin University students Taylor Handley andiGrace Simoni

demonstrate the use of the NeHPS during newborn blood spot sampling.

Deakin’s midwifery students gain a
foothold in skill development: The
Neonatal Heel Prick Simulator (NeHPS)

By Melissa Blake, Rosie Rose and Monique Vermeulen

Developing precision and confidence with
midwifery skills can be challenging and
stressful for many students, particularly

when the skills involve invasive procedures.

Opportunities for midwifery students to experience
a hands-on approach to neonatal blood sampling
prior to clinical placement can help students
familiarise themselves with the skill and consolidate
theoretical knowledge. At Deakin University’s School
of Nursing & Midwifery, a novel device known as

the neonatal heel prick simulator (NeHPS) has

been developed to facilitate student learning and
skill development during simulation activities.

In the Bachelor of Nursing/Bachelor of Midwifery and
Postgraduate Diploma of Midwifery courses, students
learn skills related to postnatal care in preparation for
clinical placement. One learning outcome required
for postnatal care is to explain the midwifery role

in relation to newborn bloodspot screening and to
demonstrate the skill. The NeHPS is used by students
across all campuses during midwifery simulations of
newborn bloodspot screening. Midwifery simulation
activities have been shown to enhance students’
knowledge' when they are situated in a safe learning
environment.” Authentic learning experiences such as
simulations help students contextualise theoretical
knowledge, improve their confidence, and prepare
them for the clinical environment.3 The purpose of

developing the NeHPS was to facilitate student learning

and ease their transition from novice
practitioner to a level of proficiency
while on clinical placement.

The team leader of Deakin University’s
Simulation Centre, Rosie Rose, devised
a skin-safe, realistic, and flexible
silicone sleeve for use over a newborn
simulator leg. The new design was

in response to previous inauthentic
models which were messy and didn’t
allow students to control the simulated
‘blood’ flow. However, over a two-
month period, Rosie and her team
designed and refined a new foot-
shaped silicone version. Each silicone
sleeve is individually manufactured,
requiring approximately half a day to
mould, cure, and plumb a simulated
blood delivery line. Students use

the NeHPS while simulating a blood

< sampling activity when role playing

as a midwife or as a postnatal woman.
While the NeHPS model has been a
welcome addition to the midwifery
students’ immersive learning
experience, design modifications to
the existing NeHPS are ongoing.

The NeHPS has been in use at Deakin
University since 2024, supporting
the learning of approximately 240
undergraduate and postgraduate
students across all midwifery
programs. A formal evaluation of
the NeHPS is currently in progress. The NeHPS has
been a positive addition to the midwifery program
by enhancing the immersive simulation experiences
of midwifery students. This novel design fosters
Deakin University’s innovative and impactful
educational philosophy of ensuring our students are
exposed to realistic experiences, are highly skilled,
and well-prepared for the midwifery workforce.

Va.

Rosie Rose, Team Leader of Deakin University’s e
Simulation Centre and creator of the NeHPS
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Low Level Laser Therapy
(LLLT) as an innovative

treatment for nipple
pain and trauma in
postpartum women

By Tegan Chapman and Mary Steen

Breastfeeding is considered the

‘gold standard’ in infant nutrition
with a plethora of health benefits
for both the infant and mother."*

Initiation rates for breastfeeding at birth

in Australia are high at 96%, however, by
hospital discharge, exclusive breastfeeding
rates decline to 71%.5° One of the barriers to
exclusive or any breastfeeding in the early
postpartum period is the presence of nipple
pain and trauma. Australian studies have
reported the phenomenon of nipple pain

to be anywhere from 36-79%, with nipple
trauma between 58-62%.79

Correct positioning and attachment at the
breast are considered a first-line method in
preventing pain and trauma.*"

Whilst a Cochrane’s 2014 systematic review
and meta-analysis found limited evidence
to recommend any intervention for nipple
pain treatment other than expressed
breastmilk there was an insufficient number
of studies of low level laser therapy (LLLT) to
be included at the time of synthesis.”

Over the last 10 years, the use of LLLT in the
treatment of nipple pain and trauma has

internationally increased, particularly in
countries such as Brazil.3*° It is postulated
that LLLT operates at a cellular level,
triggering photochemical reactions to
stimulate tissue repair, decrease local
inflammation, and modulate nerve
conduction to mitigate pain."”*

In Australia, one case series looking into
LLLT treatment at the Mater Hospital (QLD)
has been reported,* with King Edward
Memorial Hospital (WA) currently the only
public facility continually utilising LLLT for
nipple pain and trauma, circumstantially
reporting positive outcomes. A recent
meta-analysis from Brazil suggested LLLT

to be a promising mode of treatment,
however further larger studies are needed
to confirm the efficacy, safety, and strategies
to best address heterogeneity of treatment
parameters.*

The use of LLLT as an intervention to
positively improve early breastfeeding
postpartum outcomes is in its infancy in
Australia. A large RCT is urgently needed

to provide evidence and also reassurance

to breastfeeding mothers suffering from
nipple pain and trauma, that LLLT may
assist them to continue their breastfeeding
journey, thus providing healthier long-term
outcomes for mother and baby.
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Preparing women for

recovery, not just birth

By Peta Titter

Every year, thousands of Australian
women complete antenatal education
and walk into birth prepared.

Many walk out of hospital unprepared for
everything that comes next.

The focus on foetal safety and birth outcomes is
appropriate and necessary. The gap is what comes
after.

This is not a failure of individual clinicians.

It reflects how the system is set up. Clinical
guidelines, education frameworks, and time
pressures all prioritise foetal safety. Broader societal
expectations reinforce this. We aim for a healthy
baby and an alive mother. Recovery is overlooked.

Recent national conversations, including the NSW
Birth Trauma Inquiry, are starting to recognise the
longer-term impacts on women. Yet in day-to-day
practice, antenatal education still rarely covers
these realities in a consistent or practical way.

Women report being unprepared for the physical
changes that affect how they move, work, and
care for their families.”* Musculoskeletal pain,
pelvic floor dysfunction and urinary incontinence
are common postnatal outcomes, yet routinely
normalised rather than prevented or treated.+s
When symptoms arrive without warning,
women have no framework to understand

them. “Nobody told me” and “why didn’t

anyone explain this to me.” They accept them

as part of motherhood rather than something
that can be prevented, managed, or treated.

The inconsistency is not random. What
women receive depends on the clinician’s

FOCUS

knowledge, confidence, and the priorities of the
hospital or health service. Addressing that gap
requires better resources. Through Women'’s
Health Education Network, in collaboration
with Continence Health Australia, updated
evidence-based resources on pelvic floor health
across pregnancy and the postnatal period

will be available on the Continence Health
Australia website from September 2026.

Expanding the scope of antenatal education to
include non-reproductive physical changes is not
about adding more content. It is about aligning
education with the full experience of recovery.

An alive mother is not the same as a recovered
one. We will continue to overlook what happens
to women after birth, as long as a healthy baby
remains the only measure of a successful outcome.
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The central role of nurses and midwives

in abortion care provision

By Tahlee Stevenson

My journey into nursing followed a less than traditional route. | first trained

in reproductive biology and public health, where | developed an early
interest in the social determinants that shape access to healthcare.

Iam now working at the Pregnancy Advisory
Centre (PAC) in South Australia, a unique
clinical service specialising in abortion

care provision. The PAC is the only free-
standing public abortion clinic nationally,
and has consistently provided the majority
of abortion care for the state since opening
its doors 34 years ago.' This service provides
medical and surgical abortion options, and
is home to the only providers in Australia
that routinely provide access to surgical
abortion beyond 16 weeks’ gestation, in

line with legislative frameworks.* The 2023
national senate Inquiry into reproductive
healthcare showcased just how difficult
accessing care can be, even within the
public system; and how systemic barriers

or delays to timely care can have significant
impacts on women'’s healthcare experiences
and outcomes. This is something that  have
seen firsthand at the PAC, but working in
this space has also supported me to realise
just how influential nurses and midwives
can be, not only in their capacity as
clinicians, but also as advocates for stronger
systems that support the delivery of person-
centred care.

Evidence consistently demonstrates that
nurses and midwives are well placed to
provide and expand access to abortion
care.*s Our training in holistic, person-
and women-centred care, underpinned
by clinical assessment and therapeutic
communication, along with expertise

in health education and medication
counselling, positions us as key providers
in this area. This sentiment has long been
reflected within the model of care at

the PAC, in which nurses and midwives
play a central role in supporting women
throughout all stages of their abortion care
journey. This starts in the clinic setting,
where nurses and midwives meet with
all clients to provide information about
abortion and contraception options to
facilitate informed decision-making,
provide education about what each
procedure entails, what to expect in the
recovery period and conduct holistic
pre-procedural assessments to identify
clinical or psychosocial needs requiring
escalation of care. This model is further

strengthened by onsite collaboration with
multidisciplinary professionals, including
medical consultants and social workers,
enabling women to access comprehensive,
coordinated care in a single setting and
care episode. It is the same dedicated team
of nurses and midwives who then staff

the perioperative setting, working across
admissions, anaesthetics, scrub/scout, and
recovery to ensure continuity of care for
those who choose or are clinically required
to access surgical abortion care. This also
provides a unique opportunity for nursing
and midwifery staff, enabling continuity of
involvement and support for women across
the entirety of their care journey, which

is not always achievable in other clinical
settings.

Internationally, the value of these models
of care is increasingly recognised, with
many services moving toward nurse-and
midwife-led models through endorsed
nurse practitioner and midwife prescribing
roles.®” This shift reflects a broader global
movement towards task-sharing in
reproductive health services, supported

by evidence that appropriately trained
nurses and midwives can deliver high-
quality, safe, and effective care equivalent
to other healthcare providers.® Despite this,

education about abortion and reproductive
healthcare more broadly are all too often
absent from tertiary education curriculum
in Australia.? This absence reflects a

broader lack of knowledge and comfort

in discussing these essential areas of
healthcare, consequently leaving nurses and
midwives unprepared to provide this care
and perpetuating ongoing stigma.*

The Nursing and Midwifery Board of
Australia Code of Conduct, outlines nurses’
obligations to respect self-determination,
dignity, informed choice, and human
rights in all care delivery." This framework
stipulates that we are expected to deliver
care that is non-judgemental, culturally
safe, and grounded in the best available
evidence; regardless of the clinical context
or our personal beliefs. Regarding abortion
care specifically, this requires the provision
of accurate, evidence-based information
and compassionate support that recognises
women as best placed to make informed
decisions about their own reproductive
health.

In the context of ongoing global rollbacks
on women'’s healthcare rights, which are
being increasingly mirrored by coordinated
efforts within Australia, it will be essential
that we adequately educate, prepare and
support all nurses and midwives to lead

in this area, and deliver safe, evidence-
based care that upholds women’s self-
determination and bodily autonomy.
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Free RSV vaccine available during pregnancy

A free vaccine to help protect
babies against Respiratory Syncytial
Virus (RSV) is available for eligible
pregnant women in Australia.

RSVisacommon virus that affects the airways
and lungs and can lead to serious respiratory
illnesses in newborns and infants, such as
bronchiolitis and pneumonia.

The RSV vaccine is free under the National
Immunisation Program (NIP) for women from 28
weeks of pregnancy.

This program provides free vaccines against
certain diseases, to increase national
immunisation rates and reduce vaccine
preventable disease. Vaccinations take place
from birth through to adulthood, including
during pregnancy. Getting vaccinated during
pregnancy helps protect babies from birth, with
studies showing it can reduce the risk of severe
RSVillness in babies aged under six months by
70%.!

These immunisations will reduce hospitalisation
rates and keep an estimated 10,000 infants out of
hospital each year.

Pregnant women can safely receive the maternal
RSV vaccine at the same time as the other
recommended maternal vaccines, influenza and
whooping cough, which are already available for
free on the NIP for eligible pregnant women.

To learn more, speak with your healthcare
provider or visit:
health.gov.au/maternalvaccinations
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All Aboriginal and Torres Strait Islander women
can get FREE vaccinations in pregnancy for:

o Flu 9 Whooping cough e Respiratory syncytial virus (RSV)

Yarn to your midwife or health worker about getting your free maternal vaccinations.
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Preserving placental
transfusion while

obtaining cord
blood gases

By Amanda Burleigh and Mary Steen

Deferred cord clamping is
recognised as an increasingly
important non-intervention that
improves neonatal outcomes.

However, in many maternity units,
routine collection of cord blood gases may
encourage earlier clamping than current
evidence recommends. This dilemma
creates a tension between two evidence-
based practices.

/|

Research has reported that when
clamping is deferred for three
minutes, placental transfusion
increases haemoglobin levels

and haematocrit, improving iron
stores, preventing anaemia and
supporting infant health and
neurodevelopment. Mercer et

al. showed that delaying cord
clamping for five minutes resulted
in higher haematocrit and
increased myelin at 12 months of
age which has been associated with
improved neurodevelopmental
outcomes.? Andersson et al.
conducted a randomised controlled
trial and found infants who
received deferred cord clamping (DCC) for
23 minutes, demonstrated improved iron
status at 4-6 months of age When the same
children were followed up at four years of
age, the results of the DCC group showed
better motor and social development,
particularly in males.# Farrar et al. estimated
placental transfusion by measuring infant
weight gain while the cord was left intact
and reported that the mean amount of
placental transfusion over five minutes was
8imL or 25mL/kgs

The value of cord blood sampling when
assessing compromised babies who may
develop hypoxic ischaemic encephalopathy
(HIE) is not disputed. O'Boyle et al.
demonstrated improved prediction of

HIE in 15 neonates when examining the
cord blood of 27 neonates, with signs of

perinatal asphyxia® Chafer-Pericas et al.
concluded it is possible to accurately
identify new-borns who will develop HIE
by combining clinical and metabolic data,
facilitating early initiation of therapeutic
hypothermia.” However, midwives are
increasingly reporting the use of standard
protocols requesting routine cord blood
gases at all births, regardless of gestation,
mode of birth or neonatal status. Olofsson
has explained and given reasons why
routine analysis of cord blood gases
should be undertaken; this test shows the
rate of neonatal acidosis, is a measure of
quality assurance and comparisons within
regional and national maternity units can
be assessed, and data utilised as a perinatal
audit tool* Olofsson demonstrated that

if cord blood sampling was delayed due

Permission for use of this photo
obtained from Mehreen Zaigham'

to delaying cord clamping, this results in
altered blood gas and lactate values.*) He
described a solution to this dilemma of
practicing, ‘needle puncture’ of unclamped
cord vessels immediately after birth.®
Nevertheless, concerns regarding altered
blood gas and lactate values following
delayed sampling have traditionally led to
the practice of cord blood samples being
obtained from clamped vessels.?

Deferring cord clamping for at least 23
minutes is an important non-intervention
that improves neonatal outcomes, and there
is increasing evidence to support intact
cord resuscitation.'”" However, cord blood
gas analysis remains a valuable measure for
assessing neonatal wellbeing. These two
clinical practices should not be viewed as
competing priorities.

FOCUS

In 2023, Andersson and Zaigham developed
a comprehensive table to describe a
procedure, equipment and steps for health
professionals to carry out when collecting
cord blood from an intact cord.”

It is therefore essential that maternity units
review existing protocols and develop
guidance to ensure routine cord blood
sampling remains evidence-based practice
but does not compromise placental
transfusion.

Authors

Amanda Burleigh, RM, RGN, BSc (Hons), Senior
Clinical Advisor, Midwife/Nurse, Yorkshire
Ambulance Service, NHS, UK

Professor Mary Steen, OBE RGN RM BHSc PGCRM
PGCertMWSDP PGDipMH PGDipHE MCGI PhD,
Professor of Maternal and Family Health, Edith
Cowan University Perth, Western Australia

References

1. Andersson O, Mercer JS. Cord management of
the term newborn. Clin Perinatol. 2021;48(3 ):447-
470.

2. Mercer S, Erickson-Owens DA, Deoni SCL,
Dean DC 111, Tucker R, Parker AB, et al. The
effects of delayed cord clamping on 12-month
brain myelin content and neurodevelopment:
arandomized controlled trial. Am | Perinatol.
2022;39(1):37-44-

3. Andersson O, Hellstrom-Westas L, Andersson
D, Domellof M. Effect of delayed versus early
umbilical cord clamping on neonatal outcomes
and iron status at 4 months: a randomised
controlled trial. BMJ. 2011;343:d7157.

4. Effectof delayed cord clamping on
neurodevelopmentat 4 years of age:a
randomized clinical trial. JAMA Pediatr.
2015;169(7):631-638.

5. Farrar D, Airey R, Law GR, et al. Measuring
placental transfusion for term births: weighing
babies with cord intact. BJOG. 2011;118(1):70-75.

6. O’Boyle DS, Dunn WB, O'Neill D, Kirwan JA,

Broadhurst DI, Hallberg B, et al. Improvement
in the prediction of neonatal hypoxic-ischemic
encephalopathy with the integration of umbilical cord
metabolites and current clinical markers. | Pediatr.
2021;229:175-181.€1.

7. Chafer-Pericas C, Cernada M, Rahkonen L, Stefanovic V,
Andersson S, Vento M. Preliminary case control study to
establish the correlation between novel peroxidation
biomarkers in cord serum and the severity of hypoxic
ischemic encephalopathy. Free Radic Biol Med. 2016;97:244-
249.

8. Olofsson P. Umbilical cord pH, blood gases, and lactate at
birth: normal values, interpretation, and clinical utility. Am |
Obstet Gynecol. 2023;228(5 Suppl):S1222-S1240.

9. ArmstrongL, Stenson BJ. Effect of delayed sampling on
umbilical cord arterial and venous lactate and blood gases in
clamped and unclamped vessels. Arch Dis Child Fetal Neonatal
Ed.2006;91(5):F342-F345.

10. Katheria AC, Brown MK, Faksh A, et al. Delayed cord
clamping in newborns born at term at risk for resuscitation:
a feasibility randomized clinical trial. | Pediatr. 2017;187:313-
317.e1.

11. Andersson O, Rana N, Ewald U, et al. Intact cord resuscitation
versus early cord clamping in the treatment of depressed
newborn infants during the first 10 minutes of birth
(Nepcord I1I): a randomized clinical trial. Matern Health
Neonatol Perinatol. 2019;5(1):15.

12. Andersson O, Zaigham M. Cord clamping-‘hold on a

minute’ is not enough, and sample your blood gases while
waiting. Semin Perinatol. 2023;47(4):151739.

Oct-Dec 2026 Volume 29,No.3 51



FOCUS

PROMoting meaningful

data in maternity care

By Emily Leefhelm, Lauren Spark, Meghan Bohren,
Karen Schlage and Zoe Bradfield

Midwives know when the focus of care
moves to documentation.

A coffee goes cold while antenatal screening
scores, birth details, complications and feeding
information are entered into a record. It can feel
administrative, even routine. Yet those entries are
more than documentation. On local, state and
national levels, services use the data that midwives
enter, day in and day out, to assess quality of care
and target areas for improvement.!

Key indicators such as preterm birth and
breastfeeding initiation rates shape national
priorities and service planning.>* Perinatal
data that midwives collect everyday really
matters to how Australia’s maternity system
functions, adapts and improves.

Midwives are uniquely aware of the human

stories behind each data entry, creating a familiar
tension between the demands of data collection
and the provision of high-quality midwifery care.
Statistics on perineal trauma, mode of birth and
postpartum complications do not reflect the entire
perinatal experience, or by itself, what constitutes
high-quality care. Without embedding women’s
self-reported outcomes into routine data collection,
inequity and low-value care continue unseen.

One possible response to this tension is by adopting
“strategic feminist engagement”s p357 with health
data. Described by United Nations Women, this
approach recognises the influence of data while

\

insisting on equitable, person-centred approaches
to data collection. For midwifery, this means not
stepping away from outcome data, but asking hard
questions around which outcomes are measured,
whose priorities they reflect, and how data systems
can become more just, equitable and representative
of women’s priorities and experiences. Patient-
reported outcome measures (PROMs) offer a path
forward. PROMs are self-report tools for women

to directly report their own health outcomes.® The
collection and reporting of maternity PROMs has
potential to embed women'’s voices into routine
health data, providing a missing lens on safety

and quality assessment. However, to capture the
outcomes that truly matter most, PROMs must be
co-designed with those who give birth.” Genuine
partnerships between women, clinicians and
policymakers will support the potential of PROMs
to impact meaningful quality assessment and
system improvement.

As a profession grounded in respect for individual
values and contexts, midwives are critical to

this partnership. Measuring what Matters to
Australian Mothers (MMAMs) and Measuring
what Matters After Birth (MMAB) are Australian
studies led by a multidisciplinary partnership of
midwives and maternity consumers. MMAMs is
developing world-leading co-designed patient-
reported measures for maternity care, and MMAB
will lay foundations for outcome data collection
throughout the first year after birth, directly from
the perspectives of women.

The voices of women and gender diverse people
cannot be invisible in the data that drives
Australia’s maternity care system. Every woman
needs a midwife, and in 2026, every dataset also
needs a midwife. While collecting data itself is not
enough, finding ways to hear the voices that matter
most is a worthy place to start.

READ MORE ABOUT
THE MMAMS AND
MMAB STUDIES BY
SCANNING BELOW:

Measuring what Matters
to Australian Mothers

Measuring what Matters
After Birth

With Lab Website
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Still a midwife, now a researcher: Navigating dual identity in

rural maternity care

By Jane Reynolds

It happened in the middle of a night shift,
annoyed and alone, my inner monologue

of frustrations crystallised into something
more useful - an idea.

Suddenly the clinical gap, which felt like a never-
ending source of frustration, now seemed more
like a question that needed to be answered. What
if we could do it better? As is so often the case
with turning points, there was nothing outwardly
remarkable about that moment, but in that wild
dark night in remote Western Australia, my PhD
was born.

Now part way through a doctoral candidature, I am
simultaneously conscious of the long road ahead
and feeling reflective on the steps I have taken to
get to this point. Supported through a bespoke

WA Country Health Service Midwifery scholarship,
my research is focussed on the role of advanced
midwifery practice in rural maternity sustainability
—aproject born in part from my own feelings of
isolation, but more importantly from the personal
stories of women who didn’t have choice, and whose
access to pregnancy and birth care close to home
was often limited and sometimes non-existent.
Partway through the research process, the results so
far are not those that can be presented in a table or
highlighted with a graph but are real nonetheless.
For the first time in WA, a rural health service has
committed to building midwifery research capacity
from within, a move that seeks to align evidence

for real time fitand applicability in rural maternity
service practice. Increasingly, conversations around
the impact of midwife led research are happening,
both within my local midwifery community and

across the service. These early signals light the way
for impactful midwifery led research in the future.

Sitting at the intersection of maternity service
strategic priority, professional advocacy fuelled

by curiosity and a drive to better meet the needs

of women and communities, this projectis
teaching me more than just the foundations

of research. Sixteen months in and I am still
learning to navigate the experience of holding

two professional identities. In the health service, I
am still a midwife, embedded in the relationships
and rhythms of a small rural team. But I am also an
emerging researcher, and this new lens has added
perspective to my clinical role in ways that I had
not expected. The emerging researcher drives me to
question clinical practice, chasing the evidence that
underpins the why and always looking for the gaps
in what we know and how we could do it better.

Sitting in the birth suite that night, feeling powerless
and alone, I never would have imagined that I would
be on a path that seeks to make a difference for the
women yet to come. To all the rural midwives who
have ever felt that frustration, that drive to do it
better, I encourage you to follow it. Rural clinicians
offer a perspective that is equally important for
evidence development. For clinical practice to fit

the needs of rural maternity services, it needs to be
informed by a rural perspective, and who better to
drive that perspective, than rural midwives; for they
are clinicians at the forefront of rural maternity care.
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Support through prenatal
genetic testing: Integrating

perinatal mental health
support into genetic care

By Emma Snelgar, Kathryn Solanki
and Alison D Archibald

Advances in prenatal genetic testing
have expanded opportunities to identify
chromosomal conditions, fetal anomalies
and inherited genetic conditions earlier
in pregnancy. For many pregnant people
and their families, this information
provides reassurance and supports
informed decision-making.

For others, unexpected or uncertain results can
trigger shock, anxiety, grief, uncertainty and
decisional conflict, even when people value the
information testing provides.™

Pregnant people receiving an unexpected result
often experience significant emotional distress
while making complex decisions within tight
timeframes. Midwives and nurses are frequently the
first clinicians to witness this distress, supporting
patients through periods of waiting, further testing
and difficult conversations. Genetic counsellors
also play a vital role in explaining complex genetic
information, facilitating informed decision-making
and providing psychosocial support. However,
these cases can require more intensive therapeutic
support than can reasonably be provided within a
genetic counselling consultation alone."

GenoCare (www.genocare.com.au) developed an
integrated model combining genetic counselling
with perinatal mental health support where
psychosocial care is embedded within the genetic
testing pathway. The model was informed by
evidence showing that many people need ongoing
support to manage anxiety, grief, trauma responses
and adaptation throughout pregnancy.

Akey feature of the model is the integration of
mental health nurses with expertise in perinatal
mental health and previous experience as
midwives. Working alongside genetic counsellors
and medical specialists, CMHNs provide
assessment of emotional wellbeing, therapeutic
counselling, trauma-informed care and practical
support as pregnant people and their partners
navigate uncertainty, complex decisions and,

for some, pregnancy loss. This complementary
approach enables genetic counsellors to focus on
specialised genomic care while ensuring those
requiring more intensive psychosocial support
receive timely mental healthcare. The model uses
Medicare-funded non-directive pregnancy support
counselling items, enabling eligible patients to
access counselling without out-of-pocket costs.

As prenatal genetic testing becomes increasingly
common, maternity care must address both

the clinical and emotional needs of pregnant
people and their families. Integrating perinatal
mental health support into genetic care offers one
practical approach to delivering more holistic,
person-centred care and highlights the important
contribution nurses, midwives and genetic
counsellors can make through multidisciplinary
practice.
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Turning questions into change: The impact

of embedded midwifery research

By Linda Sweet, Vidanka Vasilevski, Stephanie Cowdery and Cate Nagle

The Deakin University Centre

for Quality and Patient Safety
Research (QPS), was established
17 years ago with a focus on
patient experience; patient safety;
and the health workforce.

Since its inception, QPS has grown

to include successful and thriving
partnerships with six metropolitan health
services across Victoria.

In 2019, Professor Linda Sweet was
appointed as the inaugural Chair in
Midwifery Deakin University (Western
Health Partnership) and in 2025, Professor
Cate Nagle was appointed as the inaugural
Chair in Midwifery Deakin University
(Barwon Health Partnership). Both chairs
are supported by Senior Research Fellows,
Dr Vidanka Vasilevski (Western Health
Partnership)and Dr Stephanie Cowdery

That’s just what I love, seeing

midwives come through, take up
research, and then go out and

change the system.

Professor Linda Sweet

(Barwon Health Partnership). The teams are
undertaking midwifery research to address
priority issues for their respective health
services and participate in multidisciplinary
collaborative research across Australia to
improve clinical and workforce outcomes.

The appointment of Clinical Chairs enables
strong support for postgraduate research.
Supporting clinicians to undertake higher
degrees by research is both rewarding
and an important investment in
workforce development. Guiding
staff through the complexities of
ethics, recruitment, data collection,
and analysis is far more effective
when co-located. The opportunity

to share enthusiasm for research,
provide guidance, and help break
down barriers to undertaking
midwifery-led research is vital for
building research capability across
the workforce.

Linda uses her role to ensure

that Western Health midwives

are actively involved in midwife-

led research, ensuring those who
participate become co-authors in her
publications. Linda’s work has been
cited in more than 30 countries, and
she has worked with counterparts

in Hong Kong, Turkey, Italy, and
Indonesia. Clinicians regularly seek her
advice on translating research findings into
practice. A key example being the Mercy
Hospital home birth program based off
pioneering research evaluating 10 years of
outcomes of the Western Health homebirth
program.

Cate is committed to building research
capabilities in the midwifery workforce

and ensuring that midwives’ practice is
underpinned by innovative and robust
evidence to improve maternal and neonatal
outcomes.

In addition, Cate contributes to the
leadership of the health service and
Research Directorate through senior
advisory, governance and strategic
committee membership.

FOCUS

Joint appointments present a win
—win for both the health service
and the university. There is much
to be gained by developing strong
collaborations between clinicians
and academics.

Professor Cate Nagle
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APPETITE FOR LIFE

Each issue we will be featuring a recipe from Maggie
Beer’s Foundation, which ensures research, education and
training will lead to better outcomes and the delivery of

nutritious and flavoursome meals to our ageing population
in nursing homes. Maggie’s vision is not only to improve
nutrition and wellbeing for the aged, but also for all who
enjoy good wholesome food.

Banana and chia cake

Prep time 30 mins / Cook time 50 mins /
Portions 10

Banana cake with a subtle twist.

INGREDIENTS
Cake:

167g Banana, flesh, ripe
133g Eggs

1.7g Vanilla

33g Sugar, brown

37g Honey
METHOD
17g Skim milk powder
125g Almond meal e (el
. 1. Preheat oven to 170°C, grease and line 1. Beat the cream cheese and butter until
2g Baking powder . .
trays with baking paper. pale and creamy.
10g Chia seeds

Icing (optional):

83g Cream cheese, room temperature
33g Butter, room temperature

33g Icing sugar

17g Skim milk powder

1.7g Vanilla

0.67g Lemon zest

17g Greek yoghurt

We invite you to try Maggie’s recipes.

Add the banana, eggs, vanilla, sugar,
honey and skim milk powder to a food
processor, blend until smooth.

Add the almond meal, baking powder
and chia seeds, pulse to mix then let
the cake batter sit for 10 minutes.

. Pour into baking tins and bake for 45

to 50 minutes or until a skewer comes
out clean from the cake.

Turn out onto a wire rack to cool.

Send a photo of you and your creation from this issue, and in a sentence, let us know what
you liked about it. If we pick your entry, we'll publish it in the next ANMJ and reward you
with Maggie’s Savoury Platter Essentials Gift Pack. Send your entry to: appetiteforlife@

anmf.org.au

Nicely done Stephen on making the hearty bacon and corn chowder published last issue.

We hope you enjoy your gift pack.

“It was soup-er delicious! Had the whole family coming back for more”.

Add the icing sugar, skim milk
powder, vanilla and lemon zest and
whip until smooth.

Fold through the yoghurt and ice the
cake once it’s cooled.
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The University of Sydney’s Master of Advanced Nursing
Practice is designed for Registered Nurses seeking to
develop their advanced practice capabilities.

Delivered fully online and part-time, the program allows nurses to continue
working while developing advanced knowledge, critical thinking and leadership
capabilities needed to navigate increasingly complex healthcare environments.

Students can tailor their study by choosing a specialisation in Gerontological
Nursing, Cancer and Haematology Nursing, Primary and Community Health

Nursing, Emergency Nursing or Intensive Care Nursing, or follow a generalist
pathway.
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document is provided as a guide only, and is subject
to change. Before you apply to the University, make
sure you check our website for the most up-to-date

sydney.edu.au/nursing information.
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Are you selling
your home?

We provide a FREE service
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We do all the research
We hold the agent accountable
We eliminate wasted costs

We make sure you get the best price

We make it stress free

Your partner in property
www.espropertyadvisors.com.au
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