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The NSW Nurses and Midwives’ Association 
invited members working in aged 
care settings to complete a survey via 
SurveyMonkey® about their experiences. 
Participants were invited to voluntarily 
provide responses. They were informed 
their details would remain confidential 
(unless prior approval was granted) and 
their responses used in submissions and 
reports. 1608 surveys were completed, and 
we thank those who took the time to share 
their personal experiences. 

This report is part of a series of papers 
that provide dialogue on the state of the 
aged care sector in NSW. A sector which 
has been negatively impacted by years 
of government inaction, ageist policy and 
disregard for the aged care workforce. 
Without the expertise and commitment of 
our aged care workers there would simply 
be no aged care. However, this paper will 
highlight they remain undervalued and 
under resourced. 

The Royal Commission into Aged Care 
Quality and Safety has shone a spotlight 
onto failures in aged care and identified 
the need for improvements in terms of 
numbers and skills of aged care workers. 

However, we need the Government to step 
up and take affirmative action to ensure: 

• Mandated minimum staffing levels 
and skills mix of registered nurses, 
enrolled nurses and assistants in 
nursing/personal care workers 24/7

• Legislated requirements to secure 
clinical governance, leadership and 
expertise

• Legislated transparency and 
accountability measures to ensure 
aged care funding is directly linked to 
the provision of safe, quality care

• Guaranteed workforce capacity 
and capability by rewarding workers 
with decent pay and conditions of 
employment

• Registration of unregulated care-
workers.

Brett Holmes
General Secretary
NSW Nurses and Midwives’ Association
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I’m studying to be an RN and with the experiences I’ve had during 

my time, I would find it very difficult to convince me to go back to 

aged care (in its current state) after graduation.

There are so many things wrong with the facility I work at,  

but as soon as someone young like myself points these out,  

we’re greeted with the old guard saying “that’s how it’s always 

been, just get on with it” or “there’s no point raising a fuss because 

they don’t listen” and they’re right for the most part.

I’m just tired of it all.

Assistant in Nursing, rural for-profit RACF

The ability of a workforce to deliver 
safe, timely and appropriate care is 
inextricably linked to the value we place 
upon it. Unfortunately for our aged care 
workforce, it has been undervalued and 
under resourced for as long as residential 
aged care facilities (RACF) have existed.

In the past, ring-fenced funding 
allocated to the provision of direct care at 
least acknowledged the interdependency 
between good quality care and staffing 
numbers. It ensured there were  

dedicated funds that could only be used 
to supply sufficiently skilled workers in 
sufficient numbers. 

However, ageist government reform  
has removed this most simple of 
protections, leaving the aged care 
workforce powerless to influence the 
steady decline in quality of care. A decline 
that evidence tells us, could easily be 
prevented through provision of mandated 
staffing and skills mix all day, every day.
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Who are the aged care 
workforce?
The majority of survey responses came 
from registered nurses (RNs) (47%). This is 
expected since coverage of the Association 
extends mainly to those RACF providing 
high care and employing RNs.

32% of responses were from Assistants 
in Nursing/Personal care Workers (AINs) 
reflecting the higher presence of those 
workers in RACF. Enrolled Nurses (EN) 
provided 8% of responses and their under-
representation may be owing to the trend 
for aged care providers to replace ENs with 
certificate 4 AINs.

The spread of different job roles in the 
survey responses is representative of the 
lack of clinical expertise in RACF. Clinical 
Nurse Consultants and Directors of Nursing 
combined made up less than 4% of total 
responses. There were no responses from 
Nurse Practitioners, reflecting the lack 
of gerontological expertise and support 

available to both inform practice and support 
and educate the wider aged care workforce.

Only 1.5% of responses came from 
nurse educators. The value of having staff 
with specific expertise in providing clinical 
education in the workplace is invaluable, 
especially for new graduate nurses and 
undergraduate (student) nurses. However, 
rationing of staffing and skills mix in 
RACF often leads to roles such as nurse 
educators and specialists being viewed 
as too expensive and therefore surplus 
to requirements. This compounds the 
skills gap within the aged care workforce.

55% of responses came from workers 
employed in not-for-profit RACF. 36% in 
for-profit RACF and around 1% in multi-
purpose services (MPS). The remainder 
were employed in services related to aged 
care such as retirement villages, community 
services, emergency departments or hospital 
wards accommodating older patients. 
50% were based in metro locations, 48% in 
rural locations and 2% remote locations.

What is your role?

(NSWNMA survey)

Registered Nurse 46.66%

31.94%Assistant in Nursing/Midwifery/Care worker (however titled)

Undergraduate (student) Nurse 0.81%

Enrolled Nurse 8.42%

Nurse Practitioner 0%

Clinical Nurse Consultant 0.87%

Director of Nursing 3.18%

Service Manager 2.06%

Educator 1.43%

Other 4.62%
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Where are the gaps in the 
aged care workforce?
Around 86% of responses were from  
workers in RACF employing RNs 24/7. 
However, the remainder had varying 
arrangements from seven day a week office-
hour cover by RNs, to no RNs at all. 4% had 
no RN cover after hours and a further 4% no 
RNs over the weekend. This is inconsistent 
with the 24-hour nature of clinical needs 
within the resident cohort.

Comments from respondents suggest 
that ENs or AINs fill the skills gaps in relation 
to out of hours clinical care of residents.  
However, ENs are required to work under 
the direction of a RN and Certificate 4 
level AINs are not qualified to provide 
clinical care. Therefore, both these levels 
of workers, whilst valuable members of the 
team, are forced to work beyond their scope 
of practice or job role when a RN is absent.

The Aged Care Quality and Safety 
Commission undertakes few visits to 
RACF out of hours and only schedules 
this when there is a need to do so1. This 
means that any adverse consequences 
of reduced clinical oversight at 
weekends and overnight are likely go 
undetected by the regulator. 

Almost half of the respondents 
were being expected to work with ratios 
of one to between 50 and 100 residents. 
35% with ratios of one RN to up to 50 
residents and 9% one RN to between 
100 and 150 residents. 2% with ratios 
of one RN to over 150 residents. Such 
ratios would fall way below the minimum 
required to provide safe clinical care, so it 
is no surprise that the Royal Commission 
for Aged Care Quality and Safety found 
evidence of widespread neglect2. 

In NSW there are 192 public and private 
hospitals with 200 or less beds3. These 
include Ryde Hospital, Wentworth Psychiatric 
Services, Ballina Hospital, South East 
Regional Hospital and Manning Hospital4.  

My facility has one RN on duty in 

the day shift for 69 residents. The 

afternoon shift has an Endorsed 

Enrolled Nurse (EEN) rostered on and 

night shift there are four care staff 

(CSEs), one of which is in charge.
Registered Nurse, metro not-for-profit RACF

On-call arrangements are often used 
where an RN is not rostered. However, 
respondents told us on-call RNs often live 
30 minutes or more from the RACF. It is 
therefore unlikely they would be able to 
attend to the resident in a timely manner 
to undertake direct care duties such as 
administering timely pain relief. In addition, 
their professional obligations restrict their 
ability to delegate clinical tasks without having 
sighted a resident to make a full assessment 
of the persons’ clinical presentation. 

Often there are only two care staff 

from 22:00hrs until 06:00hrs.  

Either the Directors or an RN will be 

listed to contact (out of hours).  

However, all RNs live at least 25 to  

40 minutes from the facility.
Registered Nurse, rural not-for-profit RACF

If there was no regular RN available 

they would not be replaced.  

Both facilities would be staffed by 

care workers.
Registered Nurse, metro not-for-profit RACF



Having a single RN at any given time in these 
hospitals would result in a public outcry and 
immediate corrective measures. 

However, responses showed over 10% 
of RACF operate on ratios of one to 
over 100 residents every day, despite 
the majority (86%) of residents being 
diagnosed with at least one mental 
health or behavioural condition, 
and over 50% having high complex 
healthcare needs5. 

There is only one registered nurse 

rostered on for 120 residents.
Registered Nurse, rural not-for-profit RACF

We would have two RNs to 128 

residents for the day shift and 

night shift one to 128. However, 

if RN coverage couldn’t be found 

for a night shift, one RN would be 

required to cover both facilities 

with approximately 260 residents.
Registered Nurse, metro not-for-profit RACF

Only one RN for 120 residents at 

night across two buildings, the 

nursing home and hostel section 

including a locked dementia unit.
Registered Nurse, metro not-for-profit RACF

I visit many locations with varying 

coverage of RNs. It seems that the 

organisation’s decision regarding RN 

coverage is financial and not related 

to resident and staffing needs.
Nurse Educator

We have one RN on duty most shifts, but they have to be available for the 

whole facility and sometimes they are so busy people lose their lives or we 

have to get outside medical treatment. The managers would expect other staff 

to do the work of the RN because they were too tight to pay for extra workers.
Assistant in Nursing, rural for-profit RACF

In the facility, there are 130 beds. It has quite full occupancy most of time.  

Yes, there is an RN on site 24/7. However at night, there is only one RN, looking 

after 130 people. The facility has four floors so the RN needs to cover every floor 

when emergency issues come up, which is so dangerous to residents and staff.
Registered Nurse, metro for-profit RACF
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Almost half of the respondents 
were being expected to work 
with ratios of 1 : 50 – 100 

residents
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A workforce without  
a voice
Only around a fifth of respondents said  
they were engaged in regular workloads 
meetings within their workplace. A number 
of those reporting ‘other’ and providing 
supporting comments suggested that 
when concerns had been discussed, few 
situations were resolved. 

Some commented that concerns 
about staffing levels and workload were 
dismissed or met with bullying and 
intimidation. This behaviour, combined 
with inaction following concerns being 
raised, is highly likely to explain why over a 
third of respondents simply opted to work 
short without raising the issue.

I did raise the workload with  

my facility manager and  

he dismissed my concerns.
Registered Nurse, metro RACF

We just work short. Management 

do not listen. Staffing is not 

based on clinical need but by the 

accountant and the budget. Now 

all sick leave requested must be 

put through the “accountant” who 

bullies staff to come in anyway.
Assistant in Nursing, rural for-profit RACF

We don’t report because our 

facility manager doesn’t agree 

there is a lack of staffing.
Registered Nurse, rural for-profit RACF

Staffing issues have been raised 

at clinical meetings, RN meetings 

and on the floor during shifts, 

but we are always told there 

is not the funding for extra 

staff hours, or management 

says “my hands are tied”.
Registered Nurse, rural not-for-profit RACF

I work in a split site facility with 96 beds. There is one RN on one site and one 

on-call for the other facility with one EN on site. When the EN raised concerns 

with management due to short staffing (50% down), she was subjected to 

disciplinary action. The issue of being short staffed was not addressed but her 

attitude was. Now staff have witnessed what happens when you try to address 

issues, they stay silent and work short staffed. Consequently resident care suffers.
Registered Nurse, rural for-profit RACF

I have raised this in writing a number of times with no response.
Nurse Educator, rural for-profit RACF
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Only half the respondents were 
consulted about changes to the rosters. 
As a consequence, many decisions 
to cut staffing were made without 
assessing the full impact on resident 
safety and quality of life.

When workplaces cut corners, quality 
invariably fails. The impact in RACF of low 
staffing and skills mix not only reduces 
quality of care but increases risk of 
workplace injury such as psychological 
stress, burnout and back injury. 

It naturally follows that residential 
aged care is an unappealing career choice 
for many, even for those who have both a 
passion and skill in gerontological nursing. 
This exacerbates skills shortages and 
recruitment difficulties.

The Australian Nursing and Midwifery 
Federation (ANMF) along with Flinders 
University and the University of South 
Australia were able to evidence through 
research that lack of RNs in RACF led to 
episodes of missed care.

Inadequate pain management; missed 
wound care; failure to effectively monitor 
vital signs and blood glucose levels were all 
reported as being a consequence of poor 
ratios and skills mix6.

The consequences of poor staffing 
and skills mix for aged care recipients  
were also widely reported through the  
Royal Commission into Aged Care Quality 
and Safety7. Yet the government has not 
committed to mandating safe levels of 
staffing and skills mix all day, every day. 
Indeed, they have proposed an eight-hour 
window where there does not need to be 
any RN on-site at all8. This goes completely 
against the 24 hour nature of aged care  
and leaves a gaping hole in clinical  
oversight of residents.

We work short which has resulted 

in many workplace injuries due to 

manual handling of residents.
Assistant in Nursing, rural for-profit RACF

Via email or verbally  
to my in-charge

35.48%

How do you 
raise concerns 

regarding 
staffing in your 

facility?

We just work short

36.29%

Other

9.06%

We  
have 
regular 
meetings 
to discuss 
issues

19.18%

(NSWNMA 
survey)

Only 50%
of the respondents were 

consulted about changes to  
the rosters



AIN/Personal Care Worker 50% 

Registered Nurse 
30%

Enrolled 
Nurse 20%

What is the solution?
The ANMF provides a benchmark solution 
through its National Aged Care Staffing 
and Skills Mix Project Report, 2016  which 
is flexible to accommodate fluctuating 
resident needs, but robust enough to 
eliminate episodes of missed care. It outlines 
an evidence-based staffing methodology 
that would enable every resident to receive 
a high standard of care.

The staffing model proposed by  
the ANMF would allow NSW residents 
to receive an average of 4.30 care 
hours (or 4 hours and eighteen minutes 
of care per day), with a skills mix 
requirement of RN 30%, EN 20% and 
AIN/Personal Care Worker 50% as the 
minimum standard.

The ANMF recommend more direct 
care minutes than the Royal Commission 
recommendations. However, the fact that 
a baseline staffing and skills mix has been 
recognised as essential for the delivery of 
safe, quality care provides the government 
with a roadmap for change.  

However, the federal government’s 
response to the recommendations of 
the Royal Commission9 have paid lip-
service to the fundamental issues at play. 
They propose a staffing solution that only 
requires RNs for 16 hours a day. They fail to 
recognise that residents cannot switch off 
their care needs after 16 hours. This will not 
reduce avoidable hospitalisation, remove 
on-call arrangements that leave residents 
waiting for pain relief or remove professional 
dilemmas for RNs directing care remotely. 
This is a response that does not protect 
residents or workers.

No decisions about the aged care 
workforce should be made without the aged 
care workforce themselves. However, little 
regard is given to their opinions, suggestions 
and expectations despite them living the 
experience of direct care provision on a 
daily basis. 

In a climate of widespread attention 
on the shortcomings in aged care, it is no 
longer possible to ignore aged care workers 
reporting they ‘just work short’. It’s time to 
listen and make the necessary changes, to 
ensure all residents in RACF and the workers 
who care for them are afforded a safe level 
of staffing and skills mix.

9

ANMF staffing model
NSW residents to receive  
± 4.30 care hours (or 4 hours and 
eighteen minutes of care) per day.

Minimum standard skill mix 
requirement:
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The NSW Nurses and  
Midwives Association calls on  

the federal government to:

Mandate minimum staffing levels 
and skills mix of registered nurses, 
enrolled nurses and assistants in 
nursing/personal care workers 24/7

Legislate requirements to secure 
clinical governance, leadership and 
expertise

Legislate transparency and 
accountability measures to ensure 
aged care funding is directly linked 
to the provision of safe, quality care

Guarantee workforce capacity and 
capability by rewarding workers 
with decent pay and conditions of 
employment

Ensure registration of unregulated  
care-workers
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