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Preamble

The following submission is intended to address the issues highlighted in the Senate Inquiry into Nursing terms of reference. Wide consultation throughout the critical care nursing community was undertaken to ensure accurate representation. This submission was developed through the combined efforts of the ACCCN National Workforce Advisory Panel and the ACCCN National Education Advisory Panel. The information, positions and observations contained within this report reflect extensive workforce research recently undertaken by ACCCN and it’s members.

The Australian College of Critical Care Nurses (ACCCN) is the peak national professional nursing body representing critical care nurses in state, national and international forums. ACCCN sets professional practice standards for critical care nurses and provides professional leadership through education, research, policy development and industrial advice.

ACCCN is a national college with one national and six  state/territory management committee’s which in turn provide representation for over 2500 critical care nurses. Our members are registered nurses primarily employed in critical care care settings in metropolitan, rural and remote areas across Australia.

Introduction (39)

For most of the last decade Australia (1) and the rest of the industrialised world (2-3) have seen enormous expansions in the demand for intensive care units (ICUs) and intensive care beds with a subsequent demand for more intensive care nurses.  From literature, media and conference reports there appears to be a consistent demand for more nurses generally (4-7) and qualified critical care nurses specifically (8-10). In NSW, for example, over the past six years admissions to NSW Intensive Care Units have almost doubled, from 36,410 admissions in 1994/95 to 61,710 admissions in 1999/2000 without a significant increase in the nursing complement (38).

The reasons for the short fall in the supply of nurses to care for critically ill patients are many and varied. The expanding number of ICU beds in Australia will, on its own, create an added demand. Other evidence suggests the continued advancement of technology and the increasing acuity of patient conditions with growing patient and community expectations for more advanced treatment also feeds this demand (3, 11-15).  Other studies have attributed individual and personal reasons as being the cause for nurses leaving the ICU bedside: family and maternal commitments, job promotions, unsociable hours, inflexible rosters or management, career changes are but a few (16-18).  The dwindling numbers of ICU nurses (especially those with specialist qualifications in the field) relative to demand places significant workload pressure on those who remain (9). Hence personal stress and workload stress have also been identified as significant reasons for the high turnover and burnout rates in ICU nurses (17, 19-20).  

There is increasing evidence at the national level suggesting a downward trend in the number of qualified critical care nurses (21-24). Various state governments, nursing organisations and employers have attempted to plan or suggest a wide range of strategies - most of them short term - to ameliorate the situation (25).  Many of these have included strategies modeled on those in the United States that have largely been unsuccessful and/or more costly in the long term (26).  Clearly there are fundamental differences in the health and nursing systems in other countries and Australia needs to find it’s own solutions to such issues.

Whilst a perceived lack of ICU nurses and growth in ICU beds is acknowledged, there remains a strong perception among many practitioners that the workforce planning strategies for ICU services are failing. Furthermore it is occasionally perceived in Australia that the supply of nurses to ICUs is often reactive rather than planned resulting in frequent crisis and stress in the system (27). This imbalance between supply and demand of nurses to Australia’s ICUs could be due not only to issues regarding individual nurses and units but a general lack of policy direction. Consensus is needed on a clear, transparent and understandable methodology by which policy and decision makers in governments and health departments can agree on to measure, plan, fund and supply this scarce and needed resource: intensive care nurses.  

Background

Australia has been measuring global ICU bed numbers and medical staff requirements for some time, which has lead to a very clear standard of medical staff requirements in Australian ICUs (28). Throughout Australia during much of the last decade, certain standards have been established and accepted to govern the staffing profile of ICUs.  These have been provided by the Australian and New Zealand College of Anaesthetists – Faculty of Intensive Care, via Minimum Standards for Intensive Care Units (29) and the Australian Council of HealthCare Standards, Guidelines for Intensive Care Units (30).  Broadly speaking, these publications compliment each other and have been generally accepted by health departments, ICU doctors and nurses and the broader health community as the minimum standards for ICU management in Australia. It is important to note that these guidelines should be used as a guide to the minimum ICU standards acceptable in the Australian context. Anecdotal evidence suggests that the more recent push to downsize hospital (nurse) staffing relative to workloads has meant that these guidelines have tended to be seen as optimal and therefore leading to a potentially dangerous lack of flexibility with regard to ICU nursing resource requirements and management (26). Such inflexibility has not only led to an increase in nursing workload but may also have contributed to an increased rate of adverse events (27) and other changes in nursing practice (e.g. physically restraining patients) (26). As well as restricted patient access to intensive care, there are high rates of major elective operation cancellations (31) and refusal of ambulance admission to ICUs in more extreme cases (32).

The Australian Institute of Health and Welfare (AIHW) has attempted to quantify the national nursing workforce data broadly (21-24). However, due to the idiosyncratic nature of state based data collection processes, comprehensive information at a national level is at least three years old when published and very broad, thus lacking the detail necessary to assist policy makers. As such the AIHW is unable to provide sufficient data for planning future workforce requirements in specialist areas like intensive care. 

In addition, a previous review of the literature suggests that there has been insufficient research published to fully understand, measure, quantify and ultimately plan for the most appropriate supply ratios to maintain an adequate number of intensive care nurses nationally (25).  Williams (33), has summarised these issues noting the apparent decline in the number of qualified critical care nurses with an increasing number of nurses required to work in ICUs and other critical care environments. Williams suggests that ACCCN and other peak nursing representative bodies and government agencies should develop joint strategic actions to address the workforce planning and attrition issues for nursing in Australia (34).

There are an abundance of papers focusing on individual nurses’ issues and recruitment and retention of nurses at the unit level that have been important in identifying the nature of the problem (16). Additionally much work was completed in the early 1990’s focussing on the use the patient-nurse dependency systems to quantify nursing needs per patient or per unit however these have not been systematically reviewed nor wholly embraced by the profession. and there may not be enough critical care nurses in “the system”. Unless we start to understand and address the nursing supply requirements at the “macro” level using an evidence based framework, all other actions at the individual nurse or individual unit level may in fact prove futile. 

The ACCCN believes that these factors and many others, as listed, have a detrimental impact on effective workforce planning and management which in turn has a detrimental impact on nurses within all specialities, and consequently a detrimental impact on the delivery of health and aged care services. The following table summarise many of the key issues affecting the nursing workforce in Australia.

	Table 1. Key issues effecting the nursing workforce in Australia

	· lack of a coordinated national approach to nursing workforce monitoring, planning and management;

· limited security and safety of nurses who face an increasingly violent and aggressive public;

· poor recognition of the worth of the nurses within the healthcare delivery team;

· pressure to replace registered nurses with unlicensed workers undermining perceived self value and job satisfaction – ACCCN opposes the use of unlicensed workers and enrolled nurses to provide direct nursing care to critically ill patients;

· poor perception and a lack of understanding of the nurses role by both the public and other healthcare disciplines;

· underestimation of the impact of workplace change to achieve increased productivity;

· increasing physical demands highlighted by increased workplace injury claims;

· increased patient acuity, complexity and throughput;

· an aging and increasingly dependant population;

· rapid integration of advanced technology with minimal resources provided for education and training in the workforce;

· declining skill mix and aging of the nursing workforce;

· limited initiatives to recruit male nurses and facilitate overseas sponsorship;

· limited opportunity for professional development and advancement;

· poor clinical career structure to retain senior nurses within the clinical environment; 

· poor coordination between the education and health sectors to optimise workforce training and recruitment opportunities;

· inadequate clinical exposure for undergraduates;
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· a lack of continuity within nursing education between enrolled nurse, registered nurse and postgraduate specialist nurse to provide a seamless professional progression and achievement;

· inadequate financial support for nurses undertaking vocational generalist and specialist education;

· absence of a national approach to nurse education and an integrated quality monitoring and improvement strategy; 

· reduced clinical support and organisational structures; 

· inadequate financial remuneration for specialist clinical nurses who have met industrial requirement for re-grading and professional advancement;

· restrictive state registration legislation;

· limited implementation of previous recommendations developed and produced by previous state government, workforce and education working parties.




These points are by no means exclusive and represent only a sample of the issues impacting on nurse recruitment and retention. Workforce planning and education has been sporadic, poorly integrated and inadequate. Nurses today however continue to provide high quality care despite these issues. It is apparent however that the impact of nurses continually providing more health care with fewer resources and lesser recognition, is that we cannot retain the nurses we have and cannot attract potential recruits.

ACCCN has prepared a number of recommendations to address the senate terms of reference and the issues highlighted for consideration by the Senate committee.

Recommendations

(1) nurse education and training to meet future labour force needs;

The ACCCN believes that the community should receive high quality health care. Nurses at all levels should be prepared to the highest possible standard to ensure practice is underpinned by knowledge that supports clinical decision making in an increasing technological health care environment. Critical care nursing is a specialty area of nursing that requires a level of skill and knowledge that is beyond the scope of undergraduate nursing programs. In order to provide optimal nursing care in the area of critical care, nurses must have access to educational programs that reflect the established standards of the speciality. 

For these reasons, the ACCCN believes it is an inappropriate and retrograde step to move nurse education back into the hospital or TAFE sector for registered nurses. Nursing is becoming a research-based profession, with an increasing commitment to evidence-based practice, with the overall aim of improving patient/client care. There should be increased opportunities for registered nurses with a bachelor degree to progress to postgraduate studies, including doctoral studies.  

The ACCCN makes the following recommendations pertaining to the education of nurses, and in particular, critical care nurses.

	Table 2. Recommendations - nurse education and training to meet future labour force needs;

	· work experience for school students, have long been identified as the most effective ways of showcasing an occupation to potential recruits. Opportunities provided by such programs in nursing can be seen as powerful experiences that form the basis of a student’s career decisions;

· bachelor level, single point of entry to practice as a registered nurse. A 3-year fully funded degree with a 12 month paid “internship” (4 years) should be standard which would allow for increased clinical experience and enable students to adjust to the clinical environment in order to consolidate their practice without having sole responsibility for patient care;

· university schools/faculties of nursing identify and adopt best practice models of clinical education, and be appropriately funded to provide this;

· HECS exempt scholarships be allocated for undergraduate nursing courses;

· financial assistance provided for enrolling students from disadvantaged backgrounds i.e. indigenous, non English speaking, rural and remote, and low socioeconomic backgrounds;

· postgraduate scholarships including paid study leave to undertake clinical courses in specialty areas where there are shortages eg. intensive care;

· postgraduate, specifically critical care courses, should be at the postgraduate diploma amnd masters level. Consideration should be given to establish alternative entry pathways, where appropriate, for nurses who have completed hospital based introductory courses;

· increase the number of supported postgraduate positions available in critical care courses to meet anticipated future demands; 

· HECS liable postgraduate courses restored, with HECS exempt scholarships for nurses enrolled in postgraduate critical care courses.

· increase the number of nurse educator positions in critical care areas to support new staff and ongoing education programs in the workplace.  These positions should be appropriately compensated;

· health services implement critical care “Mentor Programs” and other specialty nursing programs, with appropriate resources e.g. A New Graduate Mentor Program offering 6 week supernumerary time with an intermediate intensive care RN acting as the new RNs  “mentor” working the same rotating roster, caring for the critically ill patient together. During this time, for example,  there could be a two week study block and ongoing lectures which culminates in a safe novice intensive care nurse clinician becoming a valuable member of the intensive care team. The program articulates with postgraduate intensive care certificate, diploma and masters courses;

· clinical nurse educators and nurse educators are available to support new graduates and other staff on a 24 hour rotating roster;

· clinical rotation is offered for all new graduates with a minimum two week supernumerary period;

·  metropolitan/rural nurse education forums to be established and financially supported;

· postgraduate students be supported with study leave and with staff replacement for the duration of the study leave;

· structured refresher programs aimed at the return of intensive care nurses to the clinical workforce be implemented;

· provision of orientation and training support for casual nurses employed in the clinical setting for preparation;
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college’s of nursing who conduct the Intensive Care Graduate Certificate be assisted to increase sponsored places and support for a distance education programs be provided;

· undergraduate clinical placement in the intensive care environment is encouraged in a variety of models;

· postgraduate intensive care nurse education is more clinically focused with postgraduate courses being predominantly conducted at hospital level in collaboration with universities;

· strategies be developed to provide meaningful financial support to enable intensive care nurses to attend conferences relevant to the specialty;
· health services develop an internal pool of registered nurses with appropriate orientation, willing to work in ICU; 
· health services offer paid education/clinical instruction/workshop days to intensive care pools nurses; 
health services offer clinical rotations between emergency, anaesthetics, recovery, high dependency areas, general intensive care and specialist intensive care units to ensure exposure and awareness of critical care skills;
ongoing inservice programs are established in all intensive care units;

health services provide point of care access to IT systems for all ICUs;
individual intensive care units are funded to develop web pages that feature nursing as a key component with networked links to other sites;

articulate all levels and forms of education and professional development to provide a seamless integrated education and development network;

the nurse practitioner role in intensive/critical care be further investigated to build a clinical career structure that would retain experienced critical care nurses in the clinical setting. Encourage senior clinicians to explore and formalise advanced practice which then ids recognised professionally and industrially;

ACCCN be provided with resources to develop distance education programs for critical care nurses in rural and remote environments;

clear definitions and standards are developed and promulgated to describe the minimum expectation and description of an accredited critical care nursing course in Australia and subsequently what constitutes a “qualified”  critical care nurse is established and published (39); 

dedicated funding is made available to ensure a minimum of 1000 nurses can be qualified each year so that a consistent supply of such nurses is always available to ICU’s.  An additional proportional number would also need to be qualified to serve other critical care areas (emergency, cardiology, recovery room, etc) (39);




(2) the interface between universities and the health system;

	Table 3. Recommendations - the interface between universities and the health system.

	· increased educational resources and clinical supervision for undergraduate clinical placements and graduate transition programs to be provided by educational institutions to healthcare institutions;

· greater alignment of university nursing faculties with clinical units;

· increased number of Clinical Chairs in Critical Care, joint appointments in education and research, and establishment of Clinical Schools within health care agencies;

· inclusion of appropriately qualified health care agency nurses on University advisory committees, when planning and/or evaluating critical care courses;

· integrated education and health quality monitoring and improvement strategy to ensure continuity of national education standards;

· national curriculum guidelines and standards for undergraduate and postgraduate education;

· recognition of clinical teaching units undertaken within the hospital setting as credits toward the achievement of a final undergraduate or postgraduate reward;

· formal clinical inservice and continuing education programs which provide a specified standard of introductory, ongoing and advanced continuing education and professional development;

· formal articulation arrangements should be developed and implemented between enrolled nurse courses and registered nurse courses;

· increased incorporation of expert practicing clinicians to teach in undergraduate and postgraduate programs with appropriate remuneration and professional recognition for the individual and participating health institution;

· university run clinical schools within the heath facilities incorporating problem based learning strategies, clinical simulation, tutorials and self learning online educational programs for clinicians and students;

· establish clinical education networks between healthcare facilities and university nursing faculties to facilitate networking, benchmarking, support and guidance;




(3) strategies to retain nurses in the workforce and to attract nurses back into the profession including the aged care sector and regional areas;

	Table 4. Recommendations - strategies to retain nurses in the workforce and to attract nurses back into the profession including the aged care sector and regional areas;

	· review staffing levels and skill mix to facilitate the delivery of quality health care by nurses;

· recognise nursing as a 24hour service that requires 24 support in education, clinical practice and management;

· streamline employment processes to reduce barriers to effective recruitment;

· consider a national nursing career structure with a consistent industrial grading, position title’s and descriptions, consistent remuneration and award provisions. This would improve articulation between health services and improve transferability of skills, employment opportunities and access to a wider range of nursing education programs;

· implement recommendations made in previous nursing reports to address recruitment and retention issues e.g. workplace review, child care, opportunities for professional development, ambiguous perceptions of nursing, sustained media campaign, etc.;

· support immigration of overseas nurses for ICU;

· each ICU demonstrate flexible rostering for nursing staff, e.g.: combination of 12, 10, 8 and hour shifts, unit managed staffing;

· health Services and hospitals devolve management of casual staff pools and agency staff to intensive care managers;

· tertiary intensive care units (level 5 & 6) and large combined HDU/ICU’s provide a supernumerary team leader on each shift;
· provide flexibility in qualified staffing to cater for emergency admissions/transfers. Refused admissions due to lack of staff should be minimised through the incorporation of the ACCESS Nurse(Appendix 2)(39) role into the staffing structure, as per the ACCCN Draft Interim Intensive Care Staffing Position Statement (Appendix 1);  
· each ICU provide a staffing level of at least 1:1 intensive care nurse to patient ratio for intensive care patients and at least a ratio of 1:2 for high dependency patients as per the ACCCN Draft Interim Intensive Care Staffing Position Statement (Appendix 1); 

the deployment of intensive care nurses to general wards cease;
· provision for infrastructure/support personnel appropriate to unit size and role delineation is made on a 24 hour basis as it is well documented that a majority of emergency admissions, for example, occur after-hours throughout critical care units. This support could include for example ; wardspersons on each shift, ward clerk support in hours and out of hours, unit specific trained cleaning staff, trained equipment staff to ensure equipment is clean and ready for use and that adherence to all OH&S guidelines is practiced within the ICU;.

· health services provide appropriate support structures for nursing unit managers  including a supernumerary team leader on Monday to Friday morning shifts, data entry and roster support; 
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· health services provide senior clinicians (Clinical Nurse Specialist, or equivalent), with non-clinical time to undertake additional workplace activities required to gain and maintain their status. The senior clinician (CNS) manages the sickest patients, is a role model, supports new and less experienced staff, provides education and day to day clinical coordination and demonstrates a high level of clinical expertise. In addition, many quality, education and research projects are undertaken by senior clinicians (CNS's). Many senior clinicians (CNS's) feel unsupported in their role and find it difficult to undertake necessary research and other projects within working hours, as they are often running the unit or are allocated the sickest patients.  Dissatisfaction has been increasing, with a trend for some nurses to give up higher grade (eg.CNS) roles due to insufficient financial remuneration and the stressful nature of the additional responsibilities entailed within this role. Therefore it is recommended senior clinicans with higher grading (eg.CNS's)  have non-clinical time to allow them to, for example, to prepare lectures, conduct research, undertake quality initiatives and develop protocols and policies;.
· increased financial differential between the higher grade (eg.CNS) or equivalent, and the 8th year RN to provide incentive for senior clinicians to strive for this position;. 
· nursing unit managers are provided with education targeting management skills.
· ICUs are provided with resources to conduct formal debriefing sessions and staff support;
· in rural areas health services should provide assistance to facilitate staff rotations to tertiary referral units to enhance skill acquisition;

· Greater remuneration for intensive care registered nurses with post-graduate qualifications and those credentialled critical care nurses;

Availability of greater financial remuneration for intensive care registered nurses to be "on-call";
· .a significant increase in penalty rates for night duty shifts should be introduced to encourage those nurses who cope well with night duty to undertake longer periods of nights thereby reducing night duty shifts for full time staff. Night duty is identified by staff as a major reason for leaving clinical positions and for deterring recruitment. The profession needs to acknowledge the detrimental effects night duty has and remunerate accordingly. Many staff however express interest in doing more nights but do not see it as financially beneficial;

· meaningful and contemporary performance review processes that are easily completed, identify specific goals, mobilise tangible resources and support mechanisms. Current processes are poorly designed, labour intensive, generic and seen as little value by both clinicians and managers;

· paid sabbatical leave and minimal night duty for senior clinicians (CNS's) who have a length of stay greater than five years in the intensive care specialty be considered in award negotiations. Senior clinicians identify night duty as a major retention issue and reason for leaving clinical nursing and/or the health system all together;

· secure carparking which has an adequate capacity and is cost effective;

· Provide secure changing and lock-up facilities for bicycle transport; 

· Enhance hospital facilities to ensure provision of basic services for nurses such as access to cost effective nutritional food, rest areas, lockers, etc. 




(4) options to make a nursing career more family friendly; and,

Table 5 Recommendations - options to make a nursing career more family friendly

· flexible nursing rosters to allow short shifts;

· child care including out of hours;

· increased allowances for maternity and paternity leave;

· supporting breast feeding in the workplace;

(5) strategies to improve occupational health and safety.

Table 6. Recommendations - strategies to improve occupational health and safety 

· appropriate staff levels and skills mix so nurses are able to perform nursing care safely with appropriately skilled assistance;

· support initiatives to reduce workplace violence towards nurses such as public awareness campaigns, 24 hour security personal in “hot spot areas”, personal distress alarms where necessary, self defense training, increased use of surveillance and monitoring systems;

· safe and secure workplace including carparking facilities;

· supply adequate lifting devices and manual handling training personnel to enforce a no-lifting policy;

· implement a preventative back care and physical maintenance regime;

· consider annual physical health checks to identify potential problems;

· expand counseling and support services, such as the Employees Assistance Program to have a designated counselor per specialty area of unit;

· effective implementation of needless systems thoughout all hospitals;

· continuous monitoring of manual handling activities to determine physical strain and incidence of injuries to facilitate pro-active preventative strategies and staff training;

Conclusion

Australia has struggled to maintain an adequate number of nurses available to ICU’s for much of the last 10 years.  As a consequence many ICU beds and services have not been accessible to the community which can only suggest a potential for inappropriate care or harm when critically ill patients are denied such access to ICU.  Access to available ICU beds in Australia is strongly correlated to the number of available nurses, and in particular qualified critical care nurses.  Nursing and Medical professional bodies, hospital administrators and governments all have a role in understanding and addressing this current inadequacy, primarily focussing on what additional supports and resources must be directed towards the supply of nursing services and nurses to correct the current deficiencies (39).

The ACCCN acknowledges that many of the recommendations will require substantial resources and a significant financial commitment. It is envisaged however that priorities need to be set and a structured plan to implement immediate, medium and long term goals be formulated and implemented over the next 3 – 5 years or the shortfall in the intensive care nursing workforce will continue. Critical care bed availability and effective critical care nursing is central to efficient health care delivery and positive patient outcomes. To achieve these goals a strategic proactive plan is needed to revive and sustain the nursing workforce of Australia
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Appendix 1

Interim Position Statement on Intensive Care Nursing Staffing



Draft December 2000 Review Following Membership Feedback June 2001

The Australian College of Critical Care Nurses Ltd. (ACCCN) is the peak professional nursing association representing critical care nurses throughout Australia. This position statement outlines the appropriate nursing staffing standards in Australia for Intensive Care Units, taking into account accepted minimum national standards, best practice evidence and a rational economic health and government environment.

ACCCN recommends the following 10 key points and principles to meet the expected standards of critical care nursing in Australia. These standards articulate with those guidelines outlined by both the Australian Council of Healthcare Standards (ACHS) (1)  and the Australian and New Zealand College of Anaesthetists (ANZCA) (2).

1. ICU patients (clinically determined) – require a standard nurse/patient ratio of at least 1:1.


2. High Dependency patients  (clinically determined) – require a standard nurse/patient ratio of at least 1:2

3. Clinical Coordinator (team leader) – there must be a designated critical care qualified senior nurse per shift who is supernumerary and whose primary role is responsibility for the logistical management of patients, staff, service provision and resource utilisation during a shift. This includes coordinating staff, ensuring compliance with hospital policy and procedures, liaison with medical and allied staff to formulate patient clinical management plans, monitor appropriateness and effectiveness of clinical care, and ensure a safe conducive environment is maintained. This nurse should be guaranteed to be supernumerary for the entire shift.

4.
ACCESS Nurses: These nurses are in addition to bedside nurses, clinical coordinator, unit manager, educators and non-nursing support staff. The ACCESS nurses provide “on-the-floor” Assistance, Coordination, Contingency (for a late admission on the shift, or staff sick mid-shift), Education (of junior staff, relatives, and others), Supervision and Support. The ACCESS nurse would reduce entry block to ICU for emergency admissions.

ACCCN acknowledges that similar positions have varying names and descriptions in units all over Australia. (E.g. float nurses, “bay nurse”, admission nurses)

The role of the ACCESS nurse may be incorporated into the Clinical Coordinators role however the Clinical Coordinator should not be the only contingency nurse available for emergency admissions. That is, where a unit has the number of beds/qualified staff to justify only 1 ACCESS nurse, a supernumerary Clinical Coordinator must also be rostered on duty. 

The ratio of ACCESS nurses required per unit/per shift will depend on the average level of skill and expertise of the total team. As a fair measure of an individual unit’s need for ACCESS nurses, ACCCN have linked the required ratio of ACCESS nurses to the overall percentage of qualified critical care nurses available on the roster. Therefore:

Units with < 50 % qual. ICU nurses - 1:4. Ie one ACCESS nurse for every 4 patients/shift.

Units with 50-75% qual. ICU nurses – 1:6. Ie one ACCESS nurse for every 6 patients/shift.

Units with >75% qual. ICU nurses – 1:8. Ie one ACCESS nurse for every 8 patients/shift.


ACCCN acknowledges the crucial support agency/casual nursing staff provide however agency/casual staff require additional orientation, support and guidance further emphasising the need for ACCESS nurse positions.

ACCCN acknowledges that a combination of both suitable critical care experience and a post-graduate specialist qualification, provide the optimal critical care nursing preparation.


Idiosyncrasies and Special Needs:


In units which have idiosyncratic needs such as retrieval services, large teaching courses, dedicated equipment nurses and major research projects, additional nursing requirements will need to be factored in to the total establishment in addition to that which is described above.

5.
At least 1 designated Nursing Manager (NUM/CNC/NPC/CNM or equivalent title) is required per ICU who is formally recognised as the unit nurse leader. In certain circumstances,


(e.g. large units of 20+ beds) alternative supports will be required, and these need to be planned independently and in addition to the ratios described above.

6. At least 1 designated Clinical Nurse Educator (CNE) should be available in each unit. The recommended ratio is 1 FTE CNE for every 50 nurses on the ICU roster, with additional educators to run and manage tertiary-based Critical Care Nursing Courses. The ICU Clinical Nurse Educator is for unit based education and staff development activities only and must be located in the ICU itself.

The role of Clinical Nurse Consultant differs between states ranging from unit management to providing a global critical care resource, education and leadership to specific units, hospital and area wide services and to the tertiary education sector.

7. ACHS guidelines (1) state that ICUs must have a minimum 50% qualified Critical Care Nurses. ACCCN supports this as a minimum standard, however we assume that the optimum qualified Critical Care Nurse ratio should be 75%. (Units with less than 50% qualified staff will need additional ACCESS nurses as described in 4 above). To ensure at least 50% of ICU nursing staff are qualified (optimally 75%), ACCCN recommend that nursing staff without post graduate qualifications should receive financial assistance and study leave to complete a recognised critical care nursing course and that such support is factored into the unit budget each year.

8. Resources are allocated to support nursing time and costs associated with quality assurance activities, nursing and multidisciplinary research and conference attendance. 

9. Intensive Care Units are provided with adequate administrative staff, ward assistants, manual handling assistance/equipment, cleaning and other support staff to ensure that such tasks are not the responsibility of nursing personnel. ACCCN believes that the value and cost of ICU nurses does not support their time being used for clerical and cleaning purposes except on very few occasions when the nature of such work is specialised and requires educated or professional knowledge and skill.

10. Senior nursing staff (e.g. CNS) should work towards becoming an Australian Credentialled Critical Care Nurse for which they must be remunerated to a significantly higher level than that of the base grade award.
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Appendix 2

ACCESS Nurse Definition (39)

Through out Australia Intensive Care units have at least one nurse allocated to each intensive care patient.  In addition to this there is generally a number of extra nurses who over see and support a cluster of patients and nurses within the unit.  Such nurses are called many different names reflecting the different roles or emphasis and responsibilities that are attributed to these positions.  Names given to these positions are: float nurse, team leader, team coordinator, admission nurse etc. [However the ACCESS nurse is to be considered separate from the unit manager, educator, research nurse or equipment staff who have very specific and different roles again].

We have coined the term ACCESS nurse to reflect the broad scope of the work. 

The acronym is described thus:

Advice: 
To nursing staff, doctors and relatives on what to expect, how to respond, how to manage in certain circumstances.

Coordination:
Coordinate care, management, relief and activities among a small group within the unit and among other ACCESS nurses to ensure total unit coordination for the unit and staff is achieved.

Contingency:
Available to admit new patients mid shift and manage any immediate crisis not already planned for.

Education:
Educate junior nursing staff, resident medical officers and families on a whole ranged of issues as required.

Support:
Support care and technical activities of nurses in their area of allocation.

Supervision:
Supervise care and management of patients in area.

The ratio of required ACCESS nurses is determined in line with the level of qualified critical care nurses on the roster and in overall terms estimate that there should be around 1 ACCESS nurse to every 5 patients per shift. ACCESS nurses must be allocated every shift of every day of the week.
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