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Introduction 

I have been a Registered Nurse since 1974 and, apart from 4 years in the acute sector, I 

have worked as a Registered Nurse and Educator in aged care between 1985 and 2006. In 

2006, I was forced out of working in residential aged care because my research exposed the 

level of abuse and neglect happening in those environments and because of the 

indifference and even abuse of managers when I tried to inform them of this.  

Exposing occurrences of abuse and neglect of older people in residential aged care facilities 

(RACFs) either intentionally or through clinical incompetence, has been the focus of my 

clinical experiences, research and advocacy since 2006. Revealing abuse and neglect is not 

welcomed by residential aged care proprietors, members of parliament (state and federal), 

bureaucrats and the general public can be dismissive and careless, making the exposure of 

these issues problematic. It is hoped that the Royal Commission into Quality and Safety in 

Aged Care is the opportunity for those of us in an advocacy role to have our experiences 

and views heard, recognised and addressed so that quality care is achievable for all older 

people living in Australia.  

  This submission to the Royal Commission is comprised of data and insights from my: 

1. Clinical experience in residential aged care as a Registered Nurse and Educator over 

15 years 

2. Research conducted as part of my PhD project which focused on safety in residential 

aged care 

3. Research conducted as an academic at Charles Sturt University. My post-doctoral 

research involved interviews with 42 families across New South Wales, the 

Australian Capital Territory and Victoria, and examined the experiences of families 

who had a loved one in residential aged care and what it was like to access aged 

care services in rural areas.   

4. Research exploring a participatory care model with community-dwelling older 

people in regional New South Wales and older people in Hobart.  
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1. My Background 

My name is Associate Professor Maree Bernoth and I am employed in the School of 

Nursing, Midwifery and Indigenous Health at Charles Sturt University situated on the 

Wagga Wagga campus. However, my involvement with residential aged care began in 1984 

when I undertook the Graduate Certificate in Gerontic Nursing at Allandale Nursing Home, 

Cessnock where I worked as a Registered Nurse initially for five years. After some time in 

the acute sector, I returned to Allandale as the Senior Nurse Educator and was responsible 

for the Post Graduate qualifications for Registered Nurses, the clinical supervision of 

Enrolled Nurses and the implementation of the first nationally recognised qualification for 

Assistants in Nursing (Certificate 111 Aged Care Work).  

For two years I was seconded to the University of Newcastle to teach the post graduate 

aged care courses and then I returned to residential aged care in a number of facilities. It 

was during this time I completed a Master of Education at University of New England and 

then a PhD at Monash University. It was unusual to undertake PhD research while working 

full-time but my focus was the issue of safety in aged care and so being in the clinical arena 

was important to ensure that I was capturing the most relevant data.  

It was during my PhD research that issues of abuse, neglect and bullying in residential aged 

care started to emerge. Attempts to bring these issues to management resulted in one 

manager threatening to shoot me.  That threat clearly demonstrated the unwillingness of 

managers to acknowledge these issues so I resigned and focused on completing my 

research. I had to move away from the clinical and to academia at CSU where I had the 

opportunity to continue my advocacy work through research. Post-doctoral research 

revealed similar issues to those in my PhD and again I discovered the unwillingness of those 

who can make changes and address the abuse and neglect to do so.  

My willingness to advocate for respectful, participatory and quality care for older people is 

demonstrated in my peer reviewed journal articles, media interviews, conference 

presentations - national and international, committee membership, community 

engagement, submissions to various government enquiries into aged care, the publication 
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of an award winning text, Healthy Ageing and Aged Care and the development of creative 

educational material for undergraduate students studying the Bachelor of Nursing at CSU.   

Evidence of these can be found at: 

www.mareebernoth.com                         

CSU Staff Profile  

Research outputs  

  2. Consequences of reporting abuse and/or 

neglect 

2.1 Personal Experience  

In 2006, when I discovered managers of RACF were not interested in hearing about abuse 

and neglect, I looked to the media to share my experiences and concerns with the general 

public. My perception was that there would be a public outcry when the community 

became aware of what was happening to older Australians. The article appeared in the 

Newcastle Herald on the 15th of May and a copy is on page 8 of this document. My hopes 

were not realised, there was no public response, just a reply from a number of CEOs of 

large aged care organisations in Newcastle. That article in on page 9 his document. 

After such public humiliation and lack of care about the plight of older people, my husband 

and I moved away from Newcastle. The trauma was such that I had to go away to a place of 

anonymity and safety for me. The experience of speaking up and trying to make a 

difference had profound impact on me and my family and so I have a lived appreciation of 

why so may remain silent.      

After completing my PhD and moving into the academy, I began post-doctoral research. 

The issue of abuse and neglect was still a driving force and I wanted to know what the 

experience of ageing was like for people living in rural areas. Again, the outcome of the 

research demonstrated inadequacies in the residential aged care system.  
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Findings related to the experiences of 42 families across NSW, Victoria and the ACT - These 

families had a loved one in residential aged care and shared their struggles in making a 

complaint to protect their family member. The outcomes revealed malnutrition, 

dehydration, failure to access medical assistance when appropriate, inadequate and poorly 

educated staff, pressure sores, residents left for long periods without being repositioned or 

taken to the toilet, being left unattended, skin tears, sepsis, and death caused by 

inadequate care.   

The research again revealed the consequences of speaking up but this time, it revealed the 

cost of speaking up for the families and the older person. It was demonstrated that 

retribution was incurred when families complain or when they reveal what some facility 

proprietors want hidden. Families shared their frustration with the accreditation system 

and the complaints mechanisms for RACFs but there were no positive outcomes. 

Links to the research papers are: 

‘Two dead frankfurts and a blob of sauce’ 

‘Forced into exile: the traumatising impact of rural aged care service inaccessibility’ 

The Federal Government response to the research outcomes resulted in a meeting with: 

 The Department of Health and Ageing Senior Nurse Advisor Office of Aged Care 

Quality and Compliance 

 The Department of Health and Ageing, Assistant Secretary Quality and Monitoring 

Branch Office of Aged Care Quality and Compliance 

The outcome was a promise that the results would be included in the standards for 

nutrition and hydration in residential aged care. What is evident in the submissions to this 

Royal Commission is that nothing changed as a result of our research which identified 

malnutrition and dehydration that sometimes resulted in death.  

The outcomes of the research were presented at a national conference in Adelaide in 2013. 

At the end of the presentation and after I had revealed the death of a man in a RACF from 

pressures sore, septicaemia, malnutrition and dehydration, one man introduced himself as 

the CEO of an aged care organisation in South Australia. He said, “What a shame we can’t 

talk about something positive in aged care.”  
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In about 2014 and 2015, in an attempt to make changes in RACFs, I took my research 

findings to my local member of Federal Parliament, Michael McCormack. I asked what 

could be done and how I could play a role in making a difference to what was happening to 

frail, older Australians. I was asked to send any publications I had related to residential 

aged care material, which I did. Since then, I have received no communication with the 

Honourable Member related to the research findings, nor any suggestions about how we 

could make a difference. 

It is extremely traumatising to hear that my attempts to make a difference were futile, and 

to hear similar experiences from families and older people thirteen years after I became 

aware of (and tried to do something about) abuse and neglect in RACF.  
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2.2 Outcomes of reporting abuse and neglect for people working in 

aged care. 

In my PhD research, I interviewed Debbie (pseudonym) whose hopes of making a difference 

in residential aged care had been crushed too many times. Debbie was someone who had 

tried to change the poor standards of care but had become weary and disillusioned from 

the unrewarded effort. Her resilience had been tested to the limit; she had had enough of 

trying.  

Debbie talked about an incident involving the blue baths. A blue bath is a device that 

facilitates the experience of a bath for those residents who would otherwise need to be 

sponged in bed. It is a trolley which transports the resident to the bathroom where the 

sides are elevated to retain the water sourced from the shower hose. It slopes downward 

so that water does not cover the face of the resident. These baths would not fit easily into 

the bathrooms in Deb’s unit, requiring the staff to assume unsafe postures to get them into 

and out of the bathrooms and suffer the effects of the jarring which occurred when the 

bath hit the door frame. The door frames of the bedrooms and the bathrooms were 

noticeably marked where the trolley had been forced through the narrow space. This also 

put the residents at risk of falling off the bath. 

One morning, Deb was so frustrated with the situation, she sent another staff member to 

the Education Unit to get me to come and witness what was happening. I was teaching so I 

sent a colleague to the unit to assess the situation. When she got to the unit, my colleague 

was incredulous. She saw two nurses struggling with a very large male resident, trying to 

get him into a sling which was too small for him. He required being sling lifted onto the blue 

bath. After struggling to get him onto the blue bath, they then had to manipulate the bath 

with the large man, whose large frame hung over the side of the blue bath, out of the 

bedroom into the bathroom. Once there, the space did not accommodate two nurses to 

move around the room in a way that facilitated safe and effective personal hygiene for the 

male resident. They had to squeeze their way around him to try to wash him. 

Simultaneously, the floor drain was not efficient in draining the water from the shower 

hose, so the nurses were walking in the water from the drain. While being washed, the man 

defecated. This meant that the nurses were working in water to their ankles with faeces 
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floating in it meanwhile attempting to wash the resident, who overhung the sides of the 

trolley, in a confined space.  

My colleague assisted the nurses to get the resident back to bed, a process which took 

several hours. The resident and the staff were traumatised by the event. My colleague was 

angry and distressed that staff and residents were exposed to such situations. She wrote an 

incident report and took it immediately to the Deputy Director of Nursing. That afternoon a 

more suitable sling was purchased for the resident and the strategies for delivering 

personal hygiene were changed.  

I went to the unit to congratulate Deb on the positive outcome, but she was frustrated 

rather than pleased. She had submitted numerous incident forms to no avail. Deb had 

invited the Deputy Director of Nursing to witness the process and when she did so she told 

the nurses that they had to manage in that way because there was no money for new slings 

and the family had insisted that their relative be bathed on a blue bath. Yet, one incident 

form from the Education Unit and suddenly there was money for a sling and the resident 

was to be sponged in bed. 

Deb’s words were: 

My voice did not matter, staff concerns were disregarded. It is only when 

you get the ‘big wigs’ involved that there is an outcome. What I said, 

someone would contradict. What happens in this unit shouldn’t happen 

especially with new staff. We are forced to do things unsafe because of 

the environment. 

Deb said that she was delighted when Management purchased a beautiful dip-sided bed 

that could be electronically lowered to the floor. They used it for a resident with 

Huntington’s disease so that she could easily get into the bed and safely get out when she 

wanted to rather than relying on staff. However, after the facility successfully passed an 

accreditation visit, the bed was returned to the manufacturer. 

The unit had received non-compliance on the previous accreditation visit so management 

was eager to do whatever it took to pass the follow-up visit. There had been much activity 

with maintenance of the unit prior to the second accreditation visit, including repainting 
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the canary yellow walls to a softer hue. The staff was excited and relieved that at last 

something positive was happening for them and the residents; that their many requests to 

management about the poor standard of maintenance and lack of maintenance were being 

acknowledged and acted upon. 

Deb’s words again: 

Maintenance stopped the day of accreditation. As soon as the Accreditors 

had walked through the building and inspected the work being done, it all 

stopped. It just stopped. The half-painted walls, the unfinished door 

frames, it literally just stopped. The Accreditors walked back to the ‘big 

house’ (main building) and the workmen walked out the back door. So 

much for listening to us and being concerned about us! It was all just a 

show to pass accreditation. 

On one occasion, an environmental audit was being conducted in Deb’s unit. She saw this 

as a chance to show the independent people doing the audit some of the issues that the 

staff had to work with. She showed one of the auditors the small, cramped room used for 

the residents needing palliative care. Deb explained that these residents suffer because of 

the severe limitations of their rooms with the lack of access for staff and families. Deb had 

hoped that this input would instigate some changes that would lead to improved quality of 

life for the residents who were in the last days of their lives. The auditor wrote on the audit 

form “palliative care residents suffer.” 

After the report was submitted to Management, an investigation was commenced by the 

Deputy Director of Nursing (DDON) to find who had given this information to the auditors. 

Debbie spoke up admitting that she was the person who identified this issue to the 

auditors.  

Deb was “interviewed/counselled” by the DDON. 

The DDON was very patronising but she was chastising me for speaking 

up. You can’t speak up, you can’t make suggestions. I only wanted to 

make things better for all of us, residents and staff. These residents are 

dying, I want to make their last days comfortable and dignified but if you 
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speak up, you will be chastised. I was told that if I don’t want to work in 

the unit, go home! Every door you open, someone would close it on you. 

You make suggestions, there are always obstacles. 

Deb’s story illustrates the level of subversion in aged care, you can’t speak up, she says. You 

can’t speak up and stay safe, free from the ire of Management. This silence allows for 

subversion to potentiate. If the silence is maintained, if staff have say nothing about the 

reality of their environment, the pretence can continues, their jobs are safe and they are 

given the roster they need to juggle family and work commitments. The Accreditors can 

come and see the painters painting the wall, the policy about staff safety in the folder, the 

new bed for the resident with Huntington’s disease but it is all an illusion. The illusion and 

subversion can continue, the facility can pass accreditation and comply with WHS 

legislation. 

2.3 Outcomes of responding to abuse by residents 

The most obvious form of abuse reported by participants in our research was verbal abuse 

and intimidation of residents in aged care facilities. The first two incidents, one involving 

Wilma and the other, Bill, were observed by me in a clinical setting. 

Wilma’s experience 

Wilma was a thin, frail woman who was curled up in a foetal position, facing the wall. Two 

care workers approached to get her out of bed for breakfast. They grabbed her knees and 

rolled her on to her back. They swung her around, took off her nightdress, put on her top 

then bent down to put on her pants. All of this happened in silence; at no stage did the care 

workers acknowledge Wilma’s humanity. Wilma woke up and started to kick her feet. My 

suggestion to the care workers was that if they spoke to her and gained her co-operation, 

she would not kick them. They ignored me and continued to put on her footwear. 

A walker was produced and Wilma was stood up into it. A chair was moved in behind her 

and she was placed on it. When they started to push her out of the bedroom door, I asked 

if they were going to wash her. With this, she was pushed over to a hand basin and some 

paper towel, wet with cold water, was roughly rubbed over Wilma’s hair and then her face. 

She was then pushed into the lounge area where a tray was attached to the chair and a 
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drink of water placed on the tray. Wilma picked up the liquid and threw it at the care 

workers. One care worker turned to Wilma and loudly retorted: “Cantankerous old bitch!” 

This situation demonstrates the hidden nature of the abuse. It happens behind closed 

doors, no-one sees what is happening. It is this that is promoting the call for surveillance 

cameras. However, the cameras may capture what is wrong but they do not give guidance 

as to how to effectively work with the older person. Further, when the manager did their 

rounds of the facility at breakfast time, what she saw was the residents sitting in their 

chairs, waiting for their breakfast. What she did not see was what happened in the 

bedrooms before she arrived. No-one sees that. Anita de Bellis (2006) documented similar 

situations in her PhD research, but was derided for revealing what happens when the care 

workers are unsupported in care delivery.    

*   *   * 

Bill’s experience 

During a handover it was reported that a resident, Bill, had made some inappropriate 

comments to a nurse about her breasts. The care worker stated that the nurse was not very 

pleased. The next day Bill attempted to apologise to the nurse. In response, the nurse “gave 

him a few choice words”. When all the staff were gathered for handover, Bill again 

approached the nurse to apologise. In response, the nurse angrily and loudly chastised him 

for his actions. The exchange was overheard by staff, other residents and visitors. The other 

staff were not at all disturbed by the nurse’s verbal abuse and, when questioned about the 

incident, they still failed to recognise the consequences of the exchange. The general 

consensus was that Bill had “got what he deserved”. The staff appeared to fail to 

understand that the nurse had verbally abused Bill and contributed to an environment of 

fear and intimidation for anyone who overheard the exchange. 

This situation demonstrates the endemic nature of abuse in RACFs. It is taken for granted. It 

also is an indicator of the infantalisation that pervades the RACF. Older people are 

perceived as children who require guidance and discipline from an adult to regulate their 

behaviour. Care workers, especially those with limited or no education to support them in 

their roles, naturally take on the role of ‘parents’ rather than understand the older person 
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is someone to work with in partnership, communicate with as an adult and is a person with 

rights. 

2.4 Outcomes of reporting abuse and neglect for families 

Jack’s experience 

A participant in one of the research studies shared how her father, Jack, had been 

repeatedly intimidated, neglected and verbally abused in the residential care facility where 

he lived. Following an earlier abusive episode that had been exacerbated after being 

reported, Jack pleaded with his daughter not to report the abuse again or even to visit him: 

In his daughter’s words: 

And Dad said to me, ‘You can eff off’ and my Dad never swears … ‘Your so-

called friend [Assistant-in-Nursing] you were talking to yesterday came in 

here and she abused me!’ 

Jack resided in a nursing home in a rural town. Jack’s family had been very attentive and 

visited him daily until they left for a four-day holiday. On their return, Jack’s daughter and 

two teenage grandchildren went to visit him. They got to the door of the room and were 

repulsed by the smell. It was like gangrene ... like rotting meat. The teenage grandchildren 

were gagging and had to leave (one went outside and vomited). Jack’s daughter went to 

attend to him and noticed he was wearing the same pyjamas he had been wearing four 

days earlier; he was unshaven and when she tried to help him out of bed to go to the 

shower he was literally stuck to the sheets.  

Jack’s daughter transferred him in the commode to the shower but the sheet was still stuck 

to his skin and needed to be showered off. She discovered large pressure ulcers, the size of 

my fist on his sacrum, and others … all his heals, all his bottom, all his little ball bag. Jack’s 

daughter attempted to assist her father with his hygiene but she was also verbally abused 

by staff for doing so. She asked that a doctor examine the pressure ulcers and that they be 

covered by a dressing. She asked this on two consecutive days.  

On the third day, after no doctor had been called and his wounds were not attended to, 

Jack’s daughter called a Maxi-Taxi and transferred him to the local hospital where he was 

diagnosed with dehydration, malnutrition, septicaemia and died a few days later. The 
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admitting doctor wanted to know how he had come to be in such a state but when Jack 

died there was no follow up and no referral to the coroner.  

Well, Dad ended up, part of his death certificate says he died of 

malnutrition; well the doctor in intensive care that’s what he wrote … 

malnutrition.  

Ruby’s experience 

In yet another incident, Ruby reported to her daughter how she had suffered verbal abuse. 

Ruby begged her daughter to take her home but, because she suffered from ill-health 

herself, it was not possible. The following narrative is the participant relaying a 

conversation between herself and her mother, Ruby. 

Ruby to her daughter: You think it’s alright … but when you’re not here 

you don’t know what they become. 

Participant to researcher: They used to yell at her and they hurt her … 

Ruby to her daughter: She come in and abused me after you left, you got 

no idea what she said to me … They get me in the shower and they hurt 

me … they were that rough. 

These latter two exemplars (Jack’s and Ruby’s) illustrate how verbal abuse exists in RACF 

and is able to remain hidden as the vulnerable, older person is too frightened to speak for 

themselves or have anyone advocate for them. The potential for verbal abuse to continue 

and even to escalate is exacerbated by the fact that the elderly resident is often in a single 

bedroom, with the door closed and the abuse hidden to anyone outside their room. As is 

shown in both cases, retribution awaits those who complain and that retribution can result 

in pressure areas, septicemia and death as happened for Jack.  

Ruby’s exemplar included photographs supplied by her family to illustrate the extent of this 

woman’s severe physical injuries. The family reported that they had been concerned their 

mother was being neglected and they expressed their concerns to the rural facility’s 

Director of Nursing. The family believed that, as a result of the complaint they had made, 

the neglect escalated to physical abuse which they perceived to be a retaliatory response 

by staff because they had complained. Photographic evidence of the physical injuries 

included bruising on Ruby’s face, upper arms that appeared to be from finger marks, skin 
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tears on her lower arms, and ripped skin from her fingers. The family believed these injuries 

were from staff mishandling their mother after they had complained. 

 

 

 

 

Photo of the skin tears on Ruby’s fingers. She was left on the toilet for a long period and 

crushed her fingers between the toilet seat and the toilet when she attempted to get off 

alone. Below is a skin tear to her arm from what the family perceived as rough handling.  
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Rita made a formal complaint to the then Aged Care Complaints Investigation Scheme but 

the response was a very formal letter than Rita struggled to understand causing Rita further 

distress. She felt alone and frustrated in her attempts to protect her mother.  This was not 

unusual as families reported that when they accessed the complaints scheme, there was 

further trauma in the form of very bureaucratic letters they receive which, families feel, 

tells them nothing and resolves nothing.  

Infantalisation is endemic in residential aged care. When there is pressure of time and in 

the absence of clinical mentoring, staff with no or little skills, staff will relate to the 

residents as if they are children. Treating them like children means ignoring all of the 

resident’s rights especially to self-determination, because, the staff member knows what is 

best and will chastise the resident if they transgress what the staff member deems to be 

the right thing to do.  
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An example is an elderly gentleman living in an aged care facility in a large city in NSW. A 

group of his friends visited the facility and noticed he was withdrawn and lonely so they 

invited him on one of their social outings. Even though he needed assistance with various 

tasks, the group felt that they could manage to assist him. He was delighted to be invited 

and had a wonderful evening out with the group. They returned him to the nursing home 

about 10pm. One of the carers came to the door to let him in. The group heard the carer 

admonish him saying, What do you think you are doing staying out this late! If you can stay 

out this late, you can get yourself to bed!  That night he slept in his clothes. The gentleman 

rang the group the next day to say that he could no longer go out with them because he 

was fearful of the treatment he would receive when he returned to the facility. 

What we heard about in our research and situations I witnessed demonstrated families 

with trauma extending beyond the death of their loved one. There is the trauma of 

witnessing/suspecting the abuse and neglect, the frustration of not being able to do 

anything to protect their family member and then the guilt and regret when their loved one 

dies which, for some, is never resolved. Elder abuse in residential aged care exists and the 

results of the abuse and neglect extend beyond the impact on the older person who is 

vulnerable and dependent on care, to those who love them.   

The impact of elder abuse on family and friends is not given the prominence it deserves 

with no support for them to manage their resultant distress. Instead of support, when 

abuse and neglect is reported by a family, they can become the targets of abuse.  

At a recent aged care conference, I listened to a presentation by a lawyer who encouraged 

facility managers to be confrontational even refuse entry to the facility when a complaint is 

made. An example of this is when a security guard was placed at a resident’s door in a 

Perth facility to prevent a daughter visiting her mother because she complained about her 

mother’s nutritional state. That daughter was allowed at her mother’s bedside when she 

was dying but only with the security guard present (see page 21). Whether a family 

member or health professional reported the abuse, all felt dehumanised and threatened by 

the experience. 
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Abusive events are most often unintentional however, in the instance of the abuse suffered 

by Ruby and Jack, their families perceived that the exacerbation of abuse that occurred was 

deliberate and directly related to the complaints they had made about their care. 
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The instances of abuse and neglect presented here demonstrate how abuse in health care 

was potentiated and legitimised by the structural and cultural contexts in which the 

encounters took place. Repercussions for reporting abuse can be directed towards the 

individual health care recipient by a single perpetrator or they can be embedded in a 

culture that does not identify the abuse for what it is (Bernoth et al., 2012).  

Health professionals, including those in senior management, can have a vested interest in 

ensuring abuse remains hidden and they can be complicit in perpetuating a culture of 

abuse and neglect. For example, on one occasion, when advice was sought from senior 

managers about strategies that could be used to address reported issues of abuse in aged 

care facilities, several senior managers responded with verbal abuse (Bernoth, 2009). They 

became animated, pointing their fingers and using inappropriate language that was difficult 

to decipher. However, one of the most senior nurses in the room was clearly heard to say: I 

am shooting rubber bullets at you, many rubber bullets. The team leader of one of the 

studies (Bernoth, 2009) asserted that, while it was incredulous to hear this, even more 

astounding was the fact that nobody in the meeting made any comment about the 

inappropriate or abusive nature of the senior nurse’s outburst. 

When nurse managers are in denial that abuse is happening in any institution, the health 

care recipient is even more vulnerable because there is no one to advocate that legislation 

to counteract such abuse must be enacted or reflected in policies and procedural 

documents. As stated above, the recipients themselves are intimidated to remain silent; 

family members are rendered silent; and staff members are encultured to fear reporting 

abuse. The abuse the aged care recipient experiences remains invisible in the system. 

3. Standards of Clinical Care 

The following section of the submission relate to examples of inadequate clinical care. This 

information is extracted from the research I have conducted and from my own experiences 

and observations in RACFs.  



23 Bernoth Submission to Royal Commission, 2019  

 

3.1 Pain 

Pain is a constant issue that arises from the interviews we conducted with families of 

residents in RACFs. Failure to recognize, assess and manage pain was also something I 

witnessed. A lack of awareness of pain and lack of assessment and treatment of pain is 

something that I witnessed frequently. It is terrifying for the resident and the relatives and 

friends of the residents because they are helpless to do anything about it. 

In one instance that I saw in an aged care facility involved a frail older woman restrained in 

a chair.  At the end of the corridor in a restraint chair was a woman with her arms 

outstretched towards me. She was shouting out incoherently. As I got closer I could see the 

terror in her eyes, she reached for my hands and I held her, stroking her face and trying to 

reassure her. She had my hands held so tightly, I couldn’t have let go even if I wanted to. I 

looked around for assistance and at a table in an adjacent room was a group of five aged 

care workers writing their notes. They saw me with the lady, they heard me speaking to 

her, they heard her distressed cries and they continued to write their notes. After several 

minutes, one of the workers in the group approached me. I asked what was wrong, why 

was the lady so distressed and why had they ignored her? The aged care worker said she 

always does this, we just ignore her, if we give her any attention, she is worse. On 

assessment, it was found that the woman was in severe pain which was only relieved with 

opioid medication.  

In the scenario, the workers were pre‐occupied with documentation because, it is the 

documentation that determines funding. So getting the documentation right was of prime 

concern - not the woman screaming in pain. The scenario also illustrates the inability or 

unwillingness of those aged care workers to pick up on, and respond appropriately to, the 

cues being presented to them by the woman in pain. 

The son of one resident was so concerned about his mother’s comfort that he went to 

extreme lengths to ensure she was afforded comfort in her last days. Telling me about this 

situation was very distressing for him, and we had to take several breaks because of the 

emotional nature of the conversation. He stated: 
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Probably in the last five years, I’ve been taking Mum to her GP on a 

regular once a month basis. When I took over the enduring power of 

attorney, her doctor and I were on very good talking terms. Her doctor, it 

just happened to be bloody Christmas, and she went away for the holidays 

and we had had her on some panadeine forte for some pain and she 

seemed to be going OK and then her GP went away. 

We had a discussion, which included Mum, we were at a stage where we 

agreed to take Mum off most medications. She was diabetic and had 

emphysema and on oxygen 100% of the time. So her GP went away. We 

had her on morphine for a chronic urinary tract infection pain that she 

couldn’t get rid of. Then I came in and she was in pain again and I said 

“look, can you get her Mum’s doctor in please.” She was evidently in pain 

and the doctor came (not her usual GP), he looked at the notes and she 

had just been taken off morphine by her GP. “I won’t be putting her on 

morphine for pain because she has just been taken off by her GP.” What 

they are worried about is going against what the GP does and so they are 

“no, don’t do it, don’t do it!” He said try panadeine forte. Mum was non 

responsive to this in any way. She deteriorated greatly and then a day 

later I came in and said, “get the doctor again, please. If you don’t get 

another doctor, I will get an ambulance and send her to hospital.” 

They got another doctor and he said, “I’m not putting her on the 

morphine, just monitor.” And I said “but she’s in pain!” But they wouldn’t 

do anything about it!  Anyway, then I thought, what the hell am I going to 

do? I knew her GPs father and I had his phone number and I rang him and 

said “Mum is in great pain, can you get hold of your daughter”. He said 

“I’ll try.” She rang me back and I told her what was happening and she 

just talked to the single RN that was on. Finally the GP talked to her and 

said “get her on morphine straight away” and we did. That relieved her 

and the GP got back two days later and came and saw Mum.  

It took Mum five days to die.  
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In another instance, a daughter was also distressed about her Mother’s treatment. Her 

Mother had been managed at home by the local palliative care team. Her diagnosis was 

lung cancer. At home this woman had been kept comfortable with regular doses of 

morphine and break through doses when the pain became severe. She managed her own 

medications. When she was admitted to a nursing home, her pain control became 

problematic.  

Her daughter told me: 

I must admit, I didn’t ask questions about Mum’s drug regime when I went 

in to the nursing home. So she was getting morphine by mouth to control 

her pain at home because she had lung cancer and severe arthritis. But 

she was used to taking morphine by mouth as required. The palliative care 

nurses monitored it and when it was clear that her pain was worsening, 

they changed the dosage and then put her back on the small by mouth 

quantity.  

But when she got up to the aged care facility, from the very earliest times, 

because any drugs she took had to be administered by the RN and another 

RN had to sign off on it. This is a facility that had about 100 patients, 

maybe more and 2 RNs between it and so Mum rings the bell for pain and 

sometimes it would be 20, 30 minutes, an hour or more before she was 

even responded to by the nearest carer, let alone one that understands 

and says ‘look she is in pain and wants another dose of her morphine’. 

I was having a constant battle with the nurses in the early stages, and I 

remember one guy in particular, talking to them about how you are not 

supposed to let the pain get through, you manage it before it gets there 

and this is what we had been taught and Mum had been used to 

managing it and the Palliative care nurses were closely monitoring it.    

“Why aren’t you giving her the drug when she needs it!?” And this guy 

fought me on it and I said “look if we have to get back to her doctor about 

this, we need you guys to know that when she needs this, she should get 

it. She used to have it sitting next to her on her bed, she didn’t over dose 
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on it, she just took it when she needed it. Anyway, they just said “No, that 

will not happen in this institution.”  

So the pain management from then on was disastrous. What they did, 

was give her more knock out drugs that made her sleep more; spend more 

time in gaga state. 

The main thing was fighting with this guy, this nurse (RN) about how she 

needs this pain relief and how it works and him saying to me ‘well I’m a 

nurse’ and me saying to him ‘well I don’t understand how you don’t 

understand that she is a palliative patient, she has been looked after by 

palliative care for this long and has had control, to a large extent to her 

own pain management.’    

This lady died in pain. She also suffered severe coughing fits which lasted for long periods of 

time because the RNs in the facility were ignorant of effective palliative practice. They not 

only did not listen to the family and their concerns - the staff actually antagonized them.  

3.2 Responding to calls for assistance 

Because of the lack of staff in RACFs, the ability to respond to call bells or buzzers is 

problematic. Visitors can hear bells ringing and call systems being activated and continuing 

for long periods of time without response. What has become common practice is for the 

aged care workers to remove the buzzer or bell so that it appears that everyone is 

comfortable. This is done by placing the mechanism in a position so that it cannot be 

reached. Another practice is removing the mechanism from the wall or removing batteries 

so the resident actually pushes the button but there is no call registered and visitors do not 

hear the incessant ringing. A family member shared with me the following situation: 

I had to call the staff up because Mum had been sitting on the loo waiting 

for them for at least 20 minutes, beyond the time she had finished being 

put on the loo. She said I had rung the bell 20 minutes ago for them to 

come and get me and so I arrived that afternoon and I was ringing the bell 

and this nurse came along and she was moving Mum from the bathroom 
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to the bed. I complained then that there weren’t two people looking after 

her.   

Then the nurse dropped her. Mum had bruising. I know she was injured 

because it was one woman lifting her and when it was supposed to be 

two. The instructions from day one on Mum’s chart were two people to lift 

all the time. I was actually sitting there watching this woman with Mum 

and watched her drop her and then have to lean down and Mum got 

pushed against the bed and I ran over and helped and immediately said “ 

aren’t there supposed to be two of you doing this?’  

Another family told me:  

The only frigging time they would come when a button was pressed was, 

they have 2 buttons, one that the resident presses and one that a nurse 

presses if a nurse needs assistance. You press that one (the nurse assist) 

and they are there, can’t get there any other time! Jesus that annoyed 

me! That was terrible, terrible. Some of them leave the buzzer so that they 

can’t reach them. We got a chain for Mum to help lift herself up and we 

tied the buzzer to that and people that were inexperienced or just too 

busy or didn’t remember, I had to write a note saying “please remember 

to put the chain and the buzzer down for Mum, please” and I put it at the 

door as they came in and tied to the chain, a big A4 because they wouldn’t 

do it. And I’d come in, I left in the morning to go to work and get back 

there at 3.30, 4 o’clock and Mum hasn’t had a drink because she couldn’t 

reach it and she couldn’t reach the buzzer to tell anybody.    

Yet another incident: 

Part of my frustration was people got to the point, the workers, were 

refusing to do the work that wasn’t their job. There were people who were 

ENs or carers on some shifts, and the on other shifts they were allocated 

as Activity Officer (AO). So they’d be out there with people doing an 

activity and there’d be people fallen over in bedrooms who have been 

calling out for help and I’ve gone in and say “do you need a hand?” and 
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they’d say, “yes, I’ve fallen over.” Then I’d go out and say to the AO, 

“there’s a person who’s fallen over in their room, can you go and help?”  

They would say to me “I am the AO today. I can’t do that!”  

 How ridiculous is that!! And I’d say “just go and do it, please. I think the 

bingo can wait.” A person is hurt on the floor. She was furious with me. 

Red flushed, threw down the bingo calling numbers and stormed off to 

look after the lady who was on the floor. It was disgusting!  

And another: 

On weekends you could shoot a gun down these long halls. There was one 

RN for four areas. Although they say we put staff on in the high demand 

times, in the morning when you’re getting people up, showering them and 

dressing them and the evenings, when you’re feeding them. But in the 

middle of the day anything could be happening and there would be no-

body there. And you’d press a button and ask some body to come and help 

and the button would be beeping, and you know that it’s been activated 

and then after awhile, you’d wander down trying to find some body and 

then you’d see some body, one of the carers on their mobile phone, 

outside on the landing talking and having a cigarette. People could be 

dying, people could have fallen over, press their buttons for assistance and 

they’re having a smoke. It just didn’t work. Then when they only had a few 

staff on, in the end, I got so angry one day because they have their break 

together. They’d have two carers for each wing and they’d decide to have 

their break together, to go off to the kitchen, there was nobody on at all! 

What a joke.  

One day when I found Mum trying to get out of bed and she had pressed 

the button, nobody there, I just went off and went down and found them, I 

said ‘how dare you do that,  why are you doing this?’ They were having 

their break. They said ‘we are having our break.’ I said ‘why are you 

having it together? There are people who need help.’ They are not 
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treating them as humans, they are objects that they are being paid to look 

after and it’s a bit of a pain. 

3.3 Nutrition and hydration 

Two research projects I have been involved with have raised issues around nutrition and 

hydration. These are published in peer reviewed journals: 

Bernoth M., Dietsch E. & Davies C. (2014b). ‘Two dead frankfurts and a blob of 

sauce’: the serendipity of receiving nutrition and hydration in Australian 

residential aged care. Collegian 21, 171–177. doi: 

10.1016/j.colegn.2013.02.001 

Bailey, A., Bailey, S., & Bernoth, M. (2017). ‘I’d rather die happy’: residents’ 

experiences with food regulations, risk and food choice in residential aged 

care. A qualitative study. Contemporary nurse, 53(6), 597-606. 

It is distressing that even though these were raised seven years ago and have been 

documented in a Productivity Commission Report, they have not yet been addressed - as 

evidenced by the submissions to the current Royal Commission. 

In my PhD thesis (2009), I included a conversation I had with a staff member from the 

kitchen of a residential aged care facility. Emily informed me that she had dietetic 

qualifications from a university in her native country and was working towards having the 

qualifications recognised in Australia. She was concerned about the level of nutrition being 

offered to the residents in the facility that she was working in. 

The nutrition (for the residents) is poor. It is my passion; I’ve studied it 

(nutrition). I know what triggers problems in people from poor nutrition. I 

can’t compromise. I cannot see people who have given so much (i.e. the 

residents) be compromised. I can’t, I can’t, I can’t! 

I asked Emily if she had discussed her concerns with her Manager. 

From the first day I started work, he would not acknowledge me. I want 

him to acknowledge me as a human being. I never feel good working with 

him. According to him there’s nothing I’ve ever done that is right. 
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A family member of a resident who required palliative care, talked about the concerns she 

had in regards the provision of hydration and nutrition to those who required a special diet 

or who required assistance with their eating and drinking.  

Everybody’s so busy, they didn’t even feed her. Near the end she couldn’t 

feed herself anymore, she couldn’t see. She was being handed these tubs 

of fruit, you have to peel off the top piece of plastic; she couldn’t see it 

and she didn’t have the dexterity in her fingers. She should have been fed 

probably for a long time before we said, ‘Can we?’ and we used to feed 

her ourselves when we were there. 

The issue of staff being “too busy” was a frequent theme from relatives.    

The staff decided that they were too busy to do the afternoon and 

morning tea trolley so they stopped, just stopped. Management wasn’t 

even aware until we [i.e. the relatives] spoke up.  

Food being served and then left at the resident’s bedside without any enquiry about the 

resident capacity to reach the food and/or eat without assistance were articulated by these 

family members: 

They used to take Dad’s dinner tray to him and they’d leave it there for 

him to eat, and walk off.  They’d come back and he hadn’t eaten so they 

take the tray away.  

The devoted son of a resident of an aged care facility in Australia’s Capital told me how the 

staff decided that they were too busy to provide morning and afternoon tea and that water 

bottles were placed on the locker, but the residents did not have the strength or dexterity 

to reach the bottles or remove the lids.  He would go around to the other residents to 

remove the lids on the water bottles and place them so they could reach them. 

They’d put water bottles on the table near their beds but the residents in 

bed couldn’t reach them and even if they could, they couldn’t get the tops 

off. One family was going away for a week, they knew I visited Mum every 

day so they came and asked me if I would take the lid off their relative’s 
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water bottle for them because they knew they couldn’t rely on the staff to 

do it.  

Yet, at a LASA Conference in 2018, it was suggested that bottled water should be 

considered an “extra service”. Further comments from family members highlight the poor 

standard of nutrition at some RACFs:  

The food is shit, shit! One night a week they used to get two little half 

sausage rolls and a little container of tomato sauce and a small container 

of orange juice that you had to pull the lid off and that was dinner. … 

When Mum was here [living with her daughter], I used to cook Indian … 

she loved food.  It was her only joy left in life, the taste of food. She was 

still tasting food … she tried to eat something but there was never, never 

anything. She didn’t complain.  

*   *   * 

 What do they get to eat ?... soup, watered down soup for tea and a 

sandwich, but the soup is always cold. I go and feed Mum and I have to 

heat up the soup. The lunch is alright, they get a hot lunch.  

*   *   * 

Like Dad, like if they brought their food to him, he’d sort of look at it and 

‘Oh, bloody this again!’ and he wouldn’t eat it.  We’d go down the street 

and buy take-away.  

*   *   * 

(It’s) very rare that they (i.e. care staff) were seen in the dining room 

because normally they disappear and you just can’t find a nurse.  

*   *   * 

There isn’t anyone in there while they are eating their tea so if anything 

happened, there’s no one around (i.e. to help).  

*   *   * 
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Betty was blind, she was sitting in the corner and they were coming and 

going, kitchen staff and carers. I never saw anyone go over to Betty. I was 

ready to go [home] after feeding Mum; it was an hour after tea time. I 

asked a nurse ‘Has Betty been fed yet?’, (and her response was) ‘Oh my 

God, I forgot her.’ Another night I asked about Betty, they brought a tray, 

put it on the end of the table and said ‘I’m going on me break’ and left the 

tray there. While I was there, she (i.e. Betty) did not get her meal. 

3.4 Oral hygiene and general cleanliness 

The man told me how he cleaned his Mother and changed the incontinence pads that she 

wore because care workers were neglecting her. He would go in to the facility at 6.30am to 

wash her and get her ready for the day and feed her breakfast. He became distressed 

telling me about how he had to wash around his Mother’s bottom to prevent the scalding 

that occurred because the carers did not do this. Both he and his Mother felt ashamed 

because he was forced to do such a personal thing with his mother. But if he didn’t do it, he 

knew the carers would not. At 8am he would leave and go to work and then return at 4pm 

after work. Sometimes nothing had changed since he left. His mother’s water bottle was 

still full with the cap securely in place, indicating that she had nothing to drink all day.  

So poor Mum who’s no dummy, and she was no dummy at the end either, 

she knew exactly what was going on, I think it was disgusting, I think it 

was disgusting that someone who was an old, high quality, qualified RN 

who had even worked in nursing homes, had to put up with that stuff. 

I came there one day and I realized that they weren’t doing her teeth and I 

thought I wonder what else they are not cleaning. So I look at her finger 

nails and I found that there was dried faeces under her nails. I got my 

daughter to clean them.  She came in and she cleaned under her nails and 

from then on, what did I do, I checked her finger nails.  

I would put her toothbrush down and I would come in next day and it 

would be in the same spot I had left it. So I would come in and wipe her 

down, clean her up, do her teeth. I started doing her teeth every day, 
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twice a day. Then I started doing more of the cleaning up. I was finding 

her in bed, covered in faeces. It was just terrible. I did things like, I thought 

are they cleaning her up with face washers that I would then use later to 

clean her face after she has eaten? So I would strategically take face 

washers from the store and I had stack of them in there so I was actually 

getting my own face washer every time. 

As his Mother became frailer, he would also go to the nursing home in his lunch break to 

ensure that her continence pad was changed (he frequently found her saturated in urine 

and faeces) and that her position was changed and that she had had something to eat.  

And another an experience from another family: 

Mum’s toe nails, I checked, one of her toe nails was growing over and in; 

she bought it to my attention. I went ‘shit’ and she hadn’t been there that 

long and the woman in charge said ‘we have a new system to do with 

hairdressing and toe nail checks and it obviously hasn’t happened this 

time and we’ll have to check and make sure it is introduced properly.’ 

3.5 Wound Care 

Wounds in older people in residential aged care can be an indicator of poor care or lack of 

knowledge about changes to the body as ageing happens and the resultant vulnerability to 

injury and trauma. From 1995 to 2006, I was asked by aged care facilities to consult with 

them about wounds the residents had sustained. These wounds can be preventable in 

some cases and they can also be very complex however, too often in residential aged care, 

the care of wounds is not evidence based, is left to the care worker, there are no or 

inappropriate dressings and the issue of pain and discomfort is not addressed.  

The following are photographs and descriptions of the wounds that I saw and supported 

the staff to manage. My concern is that we are not aware of the issue of wound 

management and how wounds are managed. Wounds can be expensive to treat or manage, 

they can be hidden under bed covers and under clothing and care workers are left 

unsupported with this complex task.   

Note: the following pages contain graphic photos of wounds. 
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This is bolus pemphigoid and is an autoimmune condition. Care workers were putting the 

lady in the sun to get healing, which exacerbated the condition. In ignorance, the care 

workers thought they were doing the right thing. 
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This is a neuropathic ulcer, the result of poorly controlled diabetes and impaired 

circulation. It had been covered by a crepe bandage causing the epidermis to stick to the 

dressing and peel away when the bandage was removed.   
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This is a necrotic pressure ulcer that was not reported until it reached this stage.   

 

A complex skin tear after a fall.  

We are not aware of what is happening with wound care in RACFs or services. These 

conditions are too easily hidden and are expensive to treat and need to be recognised for 

their complexity. It must be the responsibility of a Registered Nurse to:  

• Screen residents for vulnerability to wounds 
• Enact preventative strategies  
• Assess wounds 
• Assess and monitor pain 
• Determine the evidence-based treatment regime 
• Refer appropriately.  
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4. Accreditation and Standards Monitoring  

In aged care, there is layer upon layer of surveillance and monitoring which serves to 

placate a concerned public that the government is fulfilling its responsibility to ensure a 

high standard of care is delivered in that sector. Yet, what my research demonstrates is that 

with standards monitoring in aged care, what is presented to those charged with 

surveillance can be very different to the everyday practices in the facility.  

4.1 The accreditation paradox 

Proprietors, Managers and staff in aged care are aware of the presence of the Accreditors. 

They know they are being observed and they know what they are being observed for so 

they ensure that those watching see what they need to see not what usually or actually 

happens. The Accreditors do not observe care given, they look at documentation, they 

ensure systems are in place, not whether or not those systems are used or the outcomes of 

those systems.  

So, there is a flurry of activity in getting ready for the Accreditation visit and there are 

folders full of policies and quality activities to demonstrate compliance with Accreditation 

Standards. It is presenting to the Accreditors what they want to see, not what they should 

not see.   Even with the unannounced visits, the peak bodies for the industry coach the 

proprietors and so facilities know what to expect and are prepared. 

This was demonstrated in 2006 when Allandale Aged Care Facility was accredited and 

deemed to have passed all 44 standards. When accreditors returned after public outcry, 

they took a different approach. The Accreditors were at the facility at 6.30am, they actually 

worked with the staff, observing clinical practice and interactions with residents. Three 

months after the original accreditation, this facility was found to have breached 25 of the 

standards. It was hoped that this new approach to accreditation would be continued but it  

was abandoned. The Commonwealth Government could not afford to have facilities failing 

accreditation on such a scale.  

The RACFs know how to circumvent the Accreditors and the Accreditation process. This 

subversion can continue as long as no-one speaks about the realities of what happens in 
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facilities. Which is why managers are so threatened by anyone who is empowered to speak. 

Once the Accreditors’ visit is complete, they are safe from observation but to be safe the 

aged care worker is expected ‘play the game ‘and pretend all is well if they want to keep 

their employment.  The painters and builders left after the Accreditors’ inspection; the new 

bed was returned and the care plans, neatly written, bear little resemblance to the actual 

care given - and yet the facility is deemed to have complied with the standards. 

4.2 Education for aged care workers 

Current approaches to both preparatory education for aged care workers and workplace 

education in aged care needs to be re-evaluated. We need innovation in teaching and 

learning aged care, using strategies that give the student time to practice their skills and 

allow them exposure to the aged care environment with skilled mentors. Currently, despite 

accreditation of training organisations, there are wide variations in the standard of 

education provided to care workers. Then, once they are employed, on-going education 

can consist of watching a television program that may or may not have some relevance to 

their current residents or clients.   

Essential to coming to a realisation of the actuality of aged care work and addressing the 

standard of care given to residents is in evaluating the standard of education and 

mentoring available to aged care workers. Despite the nationally accredited courses in aged 

care, the standards of delivery and outcomes vary widely. Booth, et al (2005) acknowledge 

that the best education in aged care is when there is the opportunity to discuss experiences 

and debrief, where there is a mixture of classroom and practical experience. Holders of an 

aged care qualification may never have touched a resident, their competencies have been 

attained in laboratory situations.  

The heterogeneous nature of the residents in an aged care facility means that the person 

delivering care must have a depth of understanding of care so that the care can be tailored 

for the individual. Somerville (2007) contends that placing the body at the centre of our 

thinking about work and learning shifts how we see the production of knowledge and 

subjectivities. Aged care must put the body at the centre, not hide it behind doors and 

curtains and a patronising culture.  
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4.3 Mentoring and support for aged care workers 

The aged care workers need skilled, knowledgeable and sensitive mentors in the workplace 

rather than cameras mounted on the wall to watch them. The aged care worker needs 

someone to work with them while they evolve their skills as they discuss diverse situations 

and individuals so there is an understanding of why care is being given, to prioritise care 

and support the aged care worker through the traumatic situations that they will 

encounter, for example coping with death, depression, disfigurement and the abject 

components of their work. 

Some of my thoughts about education of aged care workers are articulated in the article 

below. This interview was published in the Australian Ageing Agenda, September/October 

issue, in 2018. 
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Recommendations  

Predominantly, these recommendations are those made to the NSW Productivity 

Commission. I share my considerations again:   

1. Firstly, the whole community must recognise that aged care is everyone’s 

responsibility. Aged care can be delivered in the community and this is the 

preferred setting. Older people remaining in their own communities will have better 

quality of life, making residential aged care only one option in a suite of services 

rather than an eventuality for all older Australians. To this end, public education is 

needed in issues such as healthy ageing, caring skills and education about how the 

aged care system functions. Multiple forms of education need to be considered 

(taking into account that many older people do not use the internet, so web 

sites/pages are not sufficient to meet the needs of this group). 

 

2. The accreditation process must be totally revised. I suggest a more supportive 

system that involves a network of collaboration and innovation, similar to the 

current Primary Health Networks. It can be a co-operative where the RACFs have 

access to gerontologists, allied health professionals, Nurse Practitioners, palliative 

care nurses, specialist registered nurses, educators and researchers are located in 

specific geographic locations. Any aged care facility or service within that area can 

access these specialists and it is funded by contributions from the facilities within 

that area. The professionals within that co-operative are then responsible for 

monitoring standards, reporting and providing specific support to each facility as is 

requested or needed.    

 

3. In each aged care facility there must be a skilled and qualified clinical mentor who 

is an Endorsed Enrolled Nurse or Registered Nurse. They must be above the usual 

clinical numbers and be available to provide clinical support and advice to the carers 

about prioritising care and giving the most appropriate care to the residents. They 



42 Bernoth Submission to Royal Commission, 2019  

 

would not be involved in paperwork or activities for accreditation but be solely 

focused on supporting the staff who are giving direct care. 

 

4. Staff ratios must be fixed so that there are adequate RNs to assess care needs, 

monitor care and ensure that the most appropriate care is delivered to the 

residents in both high and low care facilities. Their role also must include that of 

education of staff, relatives and residents. Tertiary institutions need to provide 

postgraduate opportunities for these RNs with incentives of various types to 

encourage RNs working in aged care to take advantage of improving their 

knowledge and skills. Aged care must be made an attractive place to work not 

somewhere to go prior to retirement or because skills are problematic. 

 

5. Palliative care and other specialised services must be available to all residents of 

aged care facilities. There needs to be formal agreements between aged care 

facilities and local palliative care teams to support, educate and monitor pain and 

symptoms of those residents in the last stages of life. Currently, this is impeded by 

the different funding sources for community health services and residential aged 

care. Different funding sources also impact on the ability of residential aged care 

facilities to access other specialised community services such as continence 

specialists, wound care specialists and women’s health specialists.  

 

6. A serious review of pay rates for carers and Registered Nurses in aged care is 

imperative. The discrepancies in rates of pay for nurses in the acute sector and aged 

care are an insult to the aged care nurses. They are of equal value and they need 

specialised skills just like those nurses in acute care. 

 

7. The Directors of Care in facilities must be experienced Registered Nurses. The 

situation of managers in aged care is problematic, since skill levels vary widely, and 

often the managers are ‘sandwiched’ between CEOs and staff. They may hear the 

concerns of staff and wish to act on them, but are stymied by demands of senior 
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managers who are driven to meet key performance indicators and/or achieve 

profits.  

8. The issues around educating and licensing carers in aged care must become a 

priority. Current modes of education are focused on getting staff to the workplace 

disregarding skill levels or mentoring. Carers can move freely from one facility to 

another without any history of skills, competence or suitability. Carers who are 

deemed to be a problem are encouraged to leave with the promise of a good 

reference so subsequent employers are ignorant of issues experienced at the 

previous facility. Codified competency-based education in aged care, based on the 

Australian Qualifications Training Framework, brings a concrete, 

compartmentalised, one-size-fits-all approach. It is not a paradigm for teaching and 

learning ‘body work’. Filling in books, having competencies ticked, completing 

qualifications quickly, or learning aged care work by watching television, is 

inadequate in preparing anyone for aged care work or for further developing skills.  

 

9. On-going professional development is very rare in RACF. A vital part of teaching 

aged care is to be with and support the students in the workplace. The teaching and 

support is then relevant to the situation and the student is more accurately 

assessed over time, in multiple situations. But who is doing the teaching? Is it the 

trainee who is mentoring four other trainees, is it the ones who do not want the 

residents to have a drink, the ones who do not address pain, abuse the resident 

trying to apologise, the ones who get a resident out of bed without speaking to 

them and then wash their face with cold water and a rough, paper hand towel? 

Who is there to show the aged care workers another way, who is there to enter into 

discussion about work practices? 

 

10. A culture of enquiry and research needs to be developed and recognised as an 

essential part of aged care service provision. Currently, it is difficult to gain access 

to RACF to undertake research and this activity is deemed to be the responsibility of 

universities. Partnerships need to be developed between RACF, aged care service 

providers and universities to make enquiry, questioning, exploring possibilities and 
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translating evidence based practices into the aged care sector. Grants for research 

similar to the Translational Research Scheme in NSW Health, is an example of a 

successful way of building partnerships, changing practice and ensuring that the 

changes are sustainable and sustained.  Research is also stymied by ethics 

committees who block research related to residents who have a cognitive 

impairment. Ethics committees need education about managing research in such 

instances so we can build our research about vulnerable populations within older 

people.  

Conclusion 

This submission covers some of the research and the clinical experiences I have 

encountered. It contains some repeated material from previous submissions and journal 

articles. It shares the stories of people who have suffered in RACFs – despite the efforts of 

their loved ones or other advocates. From other submissions to the Royal Commission, 

research appears to have made no difference to the predominant paternalistic, infantilising 

culture that pervades too many aged care facilities. Maintaining the status quo, protecting 

paternalistic discourses, reluctance to acknowledge that abuse and neglect exists, 

ignorance of the impact of work places on those who live there and those who work there, 

will negatively impact on all Australians as we either work in the industry or seek placement 

for ourselves or our family members. 
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