In Response to the Senate Enquiry into Nursing.

Please let me introduce myself. My name is Therese Anderson and I am 43 years of age, and a Sole Parent .I am a Registered Nurse Division 1, and since graduating in 1979 I have always been working as a nurse. Until recently I was still on the pension and was able to supplement it by working 2 days a week. This brought my annual income to $29,000 p.a. Centrelink was highly confused and I always had to go in and see someone personally to sort my situation out. They would keep changing my pension income and then removing it and taking months to right it again. After four years I had had enough of them and increased my work time to full time work. When I was doing evening shifts I was seeing my son for 2-3 days. I was not happy in the environment he was being minded so now I have had to change to morning shifts. This requires me to get him out of bed at 0530 in order to leave the house at 0615 to be at Day Care at 0630. Currently I work through a Nursing Agency as this provides me with more leeway regarding my son, and I choose when I wish to work. I specialise in Aged Care and have never been short of work.

I have worked permanently at a number of Nursing Homes and find the Internal Politics and Management a real problem, making the working environment most unpleasant. If I bring to the attention of the D.O.N any concerns I may have about resident care, or how impossible it is to keep up a standard of care where there isn’t enough equipment or staff, I have been dismissed. When I was in charge of a particular Nursing Home one shift, a resident fell out of a very high bed and the next day the D.O.N blamed me for the incident. I still cannot believe this resident was not injured and the family wanted to know why her cot sides were not in situ. The D.O.N said he did not believe in them and that he could override the family wishes as the Nursing Home was responsible for her care. I have worked at places around Accreditation time and often there is a vast difference between what the Nursing Home does in practice and what performance they put on for a visiting Team. At the same place above the D.O.N even rang me at home and asked me not to come in on this particular day the Accreditation Team was visiting, because I was not “experienced enough”, although I would be paid just the same. As it turned out, a first year Graduate replaced me that day. I’m sure they didn’t want me there that day, as I have a conscience and were perhaps frightened that I would say something truthful. I was dismissed in the end as I discovered a Drs. orders for Palliative medication was being ignored. This Nursing home is now closing down which is unfair to the residents and their families, as many had already been transferred from a Nursing home of ill repute. As nurses we are well aware that there are few enough beds as it is without having to close existing establishments.

I decided that I didn’t need to live with a lot of the nastiness and two-faced attitudes of other staff and management and joined a Nursing Agency. I am quite happy working at a different place everyday and I get a good overall view of what is happening in the Aged Care Industry. There are so many fine and committed nurses quietly working their shifts, often overtime, all going unnoticed. These dedicated nurses are often taken for granted and don’t often make a fuss if they are understaffed or work overtime because they know that in the Private Sector, money is a big problem and there isn’t enough to go around, and their calls of help fall on deaf ears.

Recently I had been doing a number of shifts at a particular Nursing Home (that wants to remain nameless), when the D.O.N approached me to work for four weeks full time on evening shifts. I was aware that other staff from other Nursing Agencies had been approached but had said no. There had not been a Unit Manager for seven months and would I be prepared to bring some order into the chaos. After negotiating with my Nursing Agency and the Nursing Home, I agreed as long as I got 4A level rates. In the Private system I normally work as a 3A and get paid $26.93 ph. As a 4A I would get paid at $29.32 ph. I am not covered for sick pay or holiday pay. I was to work a 6-hour shift and to take a ½ hour meal break, every evening from 1500 to 2130. This unit had 35 residents and the busiest and hardest unit to work in, which is why Agency staff was often allocated there, as regular staff didn’t like the workload, especially if getting paid the same rate. As time went on, I found myself working longer hours and missing my meal breaks. I would start at 1500 and complete my shift at 2300 and having no time to fit in a meal break. 

The staff ratio was one RN and 3 PCA’S to 35 residents.

What I would like to do now is to give you an overview of these residents needs and then invite you to spend a day with me as I go through my shift. In regard to my overtime hours I was told that the owners were only prepared to pay for 1 hour each shift and only at regular rates. I reiterated that it was impossible to complete all that was expected in a 6-hour shift, or that many short cuts were being taken. Otherwise I would have to leave the medication round unfinished or not do any documentation. I 

was informed that whatever was left, the oncoming RN would have to complete. This Nursing Home has 120 beds and is often left with 1 RN for night duty. It is totally unrealistic to expect one RN to finish my work and continue with all her other duties. These are difficulties that we are faced with daily, that no one gets to hear about. This same RN often works back to 0900 hours after starting at 2115 hours. She then has 1 hours drive home. Has anyone ever investigated the number of traffic accidents involved with nurses who work night shift?

Ambulant Residents, either independent or use of a walking frame
16

Wandering Residents that have to be charted ½ hourly


4

These Residents have been known to hide within the building or even escape outside the confines of the Nursing Home even though there is a keypad lock system in place. They could easily leave with any visitor.

Chair/Bed Fast, these residents require 2/24 turns and pressure area care around the clock to protect their skin integrity and prevent skin breakdown

17

Residents that require 1 staff member to help them to transfer from chair to bed or to assist with ambulation







2

Residents that require 2 staff members as above



15

Residents that need assistance with their meals or need to be fully fed
13

No physical restraint mechanisms are in place once residents are up for the day. There are a number of residents with a high risk of falling, and more times than not will walk unaided, i.e. without assistance or a walking aid, generally because they have forgotten.

ONE DAY IN MY LIFE AS A BUSY RN

1500 Commence Duty. Morning Staff frantically looking for a Medicare card for a resident. She is having a specimen sent off to pathology, and if her current Medicare number cannot be found, she will be billed privately and not bulk billed. I lend assistance. A pacemaker card is found amongst the collection and attached to front of resident’s history. Note: All Medicare cards should be up to date. If the card is not kept with the Nursing Home, it is impossible to tell whether it has been updated. All residents who use a Medicare card have a number on their bradma labels, but they are often not updated since admission, which can span many years. Locums particularly like to use Medicare cards when bulk billing a nursing home visit. Incidentally, the correct card was not found.

1505 Dangerous Drugs checked with incoming and outgoing RN’s and appropriate keys handed over.

1510 Handover commences and takes 30 minutes. Handover allocation is 15 minutes from 1500 – 1515, when A.M RN is supposed to complete her shift. All other A.M staff leaves at 1500. The unit is not managed by nursing personnel whilst handover in progress. During handover there are multiple interruptions
1.Phone ringing

2.A.M staff completing their documents, collecting their bags etc.

3.Allied health personnel completing their documents, wanting to pass on information or ask questions.

4.Family members asking staff to toilet or attend to residents.

5. 4-5 residents wandering in to the nurses station, wanting to know what to do next, where to go, or wanting the toilet or where to catch the bus.

6.Residents falling and needing immediate attention.

7.Noisy residents talking constantly and loudly, particularly outside the nurse’s station. Once moved on, they return.

8.Residents pacing up and down outside the nurses station.

9. Residents buzzing.

10.A Dr. decides to visit at this time.

1545
Discussion with new Unit Manager relating to current events.

1550 Received 2 phone calls. Made 1 phone call to a Drs Surgery

1600 Still on hold from Drs Surgery, request them to return once they have found residents missing Medicare number.

1605 –1630
Spent 25 minutes trying to track down this Medicare number

1630 –1635
Walked to D.O.N.’s Office for a meeting. On the way collected stationary materials from the front office.

1640 –1655
 Meeting with D.O.N. Also collected some medical supplies.

1700 Commence 1600 medication round.  This usually commences between 1600 –1630.

1705 Blood Sugar Level taken on a resident

1710 Drug round continues

1715 Blood Sugar Level taken on another resident.

1720 Blood Sugar Level taken on yet another resident. 3 in total.

1725 Walked to another unit to find another RN to check Insulin. If I try to phone, the line is often diverted to another unit, as it is often not answered because all RN’s are busy at the same time doing their own drug rounds and don’t always carry the cordless phones with them.

1730 Insulin administered to resident.

1735 –1745
GP in to see resident and write up drug changes.

1745 3 Blood Sugar Levels recorded in book.

1750 Drug round continues. Each time I am interrupted I have to lock up the drug trolley, and unlock when I begin again. Kitchen staff deliver meals @ 1645 and expect all trays to be returned by 1730. This is impossible as 1 staff member has to have a meal break and the other 2 staff have to help with other feeds with debilitated residents in their rooms or beds, and so my drug round is constantly interrupted by residents attempting to get up out of their chairs, or snapping at one another or taking food from other residents meal trays, or throwing food around if they don’t want it. Many residents are resistive to taking their medications and it often needs to be disguised in their meal in order for them to take it. It is a loosing battle doing the drug round as the drug trolley can never be left unattended and the wandering residents will hang about you all the time while you are trying to prepare another residents medication and then coercing them to take it. Many residents need their medications crushed, which is all time consuming. There are 2 Medication rounds, one allocated for 1600 hours and the next one 1900 hours. These drug rounds normally take 2 ½ hours each, so that automatically takes up 5 hours of my time, and remember I only have a 6-hour shift. This is complicated further if there are residents who are dying and require palliative care, visitors need to be brought up to date on their family members, RN’s from other units need medication checked, incoming phone calls and ward staff needing advice or assistance or encouragement.

2015 RN from another unit lends assistance, as she knows I am running behind and has some time to spare. At this stage one drug round runs into another and it has to be combined if all medications are to be administered before completion of my shift. Some residents are particularly difficult and will purposely take 10 minutes to swallow their tablets just to keep you at their bedside even though they are cognitive enough to know you should have completed your shift by now, and you need to stay with them while they swallow their tablets.

2100 Evening staff signs off. One night duty staff signs on.

2115
Night Duty RN signs on.

2125 Drug round completed. Trolley restocked with medications and locked and put away

2130 Toilet break. (Note: this is the only one taken this shift) RN’s from the 3 other units handover their keys and give a brief report to the night duty RN

2135 Handover commences. This should have occurred at 2115. Whilst handover is in progress, there are no staff members on the floor. There are still a number of residents not put to bed yet and a few more who are wandering around or starting to get up out of bed. They automatically make a beeline to the nurse’s station and hang around or start asking questions. At this time of night it is hard to keep your line of concentration as I hadn’t had a meal break, without being interrupted by residents as well as giving a detailed handover. Another two male residents decide to have a fight out side the nurse’s station, swearing and yelling at each other. They need to be dealt with and separated, which they are not to happy about

2215 Handover completed. I commence my documentation. Dangerous drugs checked and keys exchanged with RN’s

2230 Sign off duty. I am paid for a ½ hour meal break and didn’t get it. If I did take it, it would now easily be 2300 hours, but there would also be a ½ hour’s work that would be waiting, and there are a number of residents in the unit who will keep buzzing until there medications arrive on time. Their point is that their medication is prescribed for 1600 hours and 1900 hours and should therefore be given right on the dot. They are not interested in the fact that another resident is totally naked wandering down the hall and stopping to use their bladder and bowels wherever they are. They believe their needs are paramount.

There are many, many more issues that I would like to add. One important issue that urgently needs addressing is the identification of residents in Nursing Homes and Hostels. As an agency RN, I am faced with 30 – 35 new residents every shift and have to administer the correct medication to the correct resident. The Public system seems to have no problem with residents wearing a name band or having their names above their beds. In the Private system however, this is perceived as a dignity issue, and demeaning to the residents to have their name above their bed. Occasionally I have found a very small name somewhere at the foot of the bed, but I am never sure whether that is the current resident or a previous resident. Unfortunately, I have given incorrect medication, but mainly because I could not identify the resident or the photos that are placed inside their drug charts do not match. I as the RN am treated poorly because of these mistakes, but in my opinion could easily be avoided. In this instance the D.O.N rang me at home to clarify what had happened. She insisted that all residents had their names INSIDE their lockers, but I had to explain that I had never been informed of this. Next time I worked at this particular Nursing Home, I checked inside all the lockers to see if the resident’s names were there, and only 30% had names.

I think it is particularly unfair that I am victimised if a mistake is made, when clearly there are measures that could be put in place to prevent these accidents. The question begs then, is it more dignified to be given the incorrect medication because of no labelling and a Coroners Inquest that may follow, or to have all Nursing Homes fall into line and have their residents photos brought up to date 6 monthly and have their names above their beds. All health professionals are expected to wear name badges so that we can easily be identified, and as so many of our elderly are forgetful, having their name on their door can only reinforce for them where their room is.

I believe a lot more mistakes are taking place that are not reported because of how we RN’s are being treated when something does go wrong.

I hope from all the time and effort I have put into this report that it will actually be read. I challenge any one in higher authority to accompany a RN during a busy shift and to get the full meaning of what we are all about as opposed to a report from an Accreditation Team Member. No one truly understands how difficult our jobs are until they are faced with it in reality. Then and only then would more funding be released and we would be paid in accordance to what we are worth. When nurses make a stand for our rights, we are considered shameless. When the workers walk off site of a city building for any small anomaly, there needs are always met, but those of us in the Health Industry are not given the recognition that we deserve. Would you be prepared to clean up urine and faeces day in and day out? Please consider the human face of Nurses, as we are the ones caring for your mother or father or grandparent or relative. They are entitled to the best care that we can offer them, but staff shortages and not enough equipment means that that will not happen.

Due to all the physical work required from nursing, we suffer more aches and pains, as we get older. We all suffer to a degree of bad backs, from endless years of lifting and moving patients. No body pays for my physiotherapy treatments but myself. I cannot continue to work unless I am in good shape.

Yours truly,

Therese Anderson
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