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THIS MONTH we look at challenges
facing nurses in the under-pressure
aged care sector: Sometimes a love of
working with the elderly simply isn't
enough. We share the story of Mahina
Adams, a Maori-Frenchwoman and RN
who worked through the first wave

of COVID-19 in Paris. And we take a
deep dive into the intricacies of the
COVID-19 vaccination mandate,
fighting misinformation, and
convincing colleagues to get jabbed.

Kai Tiaki Nursing New Zealand is the
official journal of the New Zealand
Nurses” Organisation, Toptitanga Tapuhi
Kaitiaki o Aotearoa. Views expressed are
not necessarily those of NZNO. Kai Tiaki
Nursing New Zealand, under a variety of
titles, has been published continuously
since 1908.

Kai Tiaki Nursing New Zealand is a peer-
reviewed journal. All clinical practice
articles are independently reviewed by
expert nurses/researchers (see below).
It is indexed in the Cumulative Index to
Nursing and Allied Health Literature and
International Nursing Index.

Kai Tiaki Nursing New Zealand retains
copyright for material published in the
journal. Authors wanting to re-publish
material elsewhere are free to do so,
provided prior permission is sought, the
material is used in context and Kai Tiaki
Nursing New Zealand is acknowledged as
the first publisher.

Kai Tiaki is the Maori term for carer or
guardian and has always been incorpo-
rated in the title of the magazine.

Co-editors:
Mary Longmore and Joel Maxwell.

Practice article review process:

2 | Editorial
Aged care desperately needs safe staffing.
By Ruth Abad and Natalie Seymour.

3 | Letters
Tell us what you think.

4 | The president comments
By NZNO president Anne Daniels.

5 | News & events

e DHB MECA settled.
e Aged care in crisis.
® Vaccine mandate now for all nurses.

8 | News focus

Health Minister outlines focus of new health
system legislation.

9 | Meet the leaders

More Maori nurses are needed, says tumu
whakarae Titihuia Pakeho.

10 | Viewpoint

DHB members finished their MECA campaign
united and strong.

By NZNO industrial adviser David Wait.

12 | News focus

A young French-Maori nurse was working in
Paris when the first wave of COVID-19 hit.

By co-editor Joel Maxwell.

14 | News focus

A daughter’s inside view of the stresses on
aged care staff.

By co-editor Mary Longmore.
i-iii | Education supplement

16 | Profile

NP Jackie Robinson is nursing’s voice on the
group overseeing the End of Life Care Act.

By co-editor Mary Longmore.

17 | News focus

VACCINATION ETHICS: Truth, misinformation
and the vaccine-resistant.

e Why are health workers susceptible to
misinformation? By co-editor Joel Maxwell.

® Mandatory vaccinations and workers’
rights, by NZNO employment lawyer
Christine Hickey.

® Viewpoint: Rights balanced by
responsiblities, by Margaret Hughes and
Karen Edgecombe.

e Viewpoint: Mandatory vaccination - what
about students? by Roseanne Sadd.
27 | Industrial focus

Bargaining pushes ahead in primary
health care and aged care.
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Court win cements right to strike.
By NZNO employment lawyer Jock Lawrie.

30 | NurseWORDS
Compiled by Kathy Stodart.

31 | Colleges & sections
© Where to now for enrolled nurses?
® Online learning for delegates.

33 | Viewpoint

A palliative care nurse writes about the
distressing final days of her mother’s life in
an aged care facility.

37 | Practice

An RN who has run her own foot-care clinic
in North Canterbury for 30 years explains
why this type of care is so important.

By Heather Woods.

Light may be on the horizon for treating
auto-immune disorders.

By Georgina Casey.

43 | No one asked us
By Anna Hickey.
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To care and be cared for

By Ruth Abad (left) and Natalie
Seymour

ver the past 12 years work-
O ing as an aged care registered

nurse (RN) in New Zealand, I,
Ruth Abad, have seen a vast change
in the profession.

My colleagues, too, often talk
about a time when they looked after
residents who only needed minimal
help. Seldom did you need two or
three staff to help a resident with
a task. There was time to sit down,
have a conversation over cups of tea
and biscuits and to just be present
with residents. You could take your
breaks on time, do your notes and be
home to enjoy time with family.

Fast-forward to today. Along with
the uncertainties of COVID-19, we
are seeing more complex residents
come through the doors. Often they
have multiple diagnoses and var-
ied complications. They have to be
checked regularly and monitored
closely. As a result, facilities nowa-
days often need higher staffing and
training levels.

It has always been a challenge for
aged residential care (ARC) facilities
to be fully staffed. The stigma of ARC
being too challenging, with little
financial reward, does not attract a
lot of interest from nurses. Retaining
trained staff - always a challenge -
is sadly now a battle, day after day.
Many friends who are nurses and

health-care workers do not stay long
in this field. They turn up worried
they will be working with no sup-
port, and whether they will be able
to provide the care residents require.

Many go home feeling deflated, worn
out and dissatisfied. More and more
are cutting down their hours for their
own wellbeing - with some leaving for
good. And again, we are back to the
problem of staff shortages.

Increasing resident complexi-
ties against poor staffing ratios can
magnify existing problems. Errors
and poor patient care are more likely
when staff are overworked, stressed
and burned out.

Our work demands physical energy,
but also holistic care. Residents
missing out leads to patient dissat-
isfaction, medical complications and
complaints.

But we can-

provide us with the nursing workforce
that we haven't been able to grow
ourselves. While this provides us with
experts and experience outside of New
Zealand knowledge and cultures, our
borders closing has created a signifi-
cant shortfall.

Aged and other primary care sec-
tors are finding it difficult to recruit,
retain and encourage people to return
to nursing, with the significant vari-
ance between pay scales.

Many smaller, independent providers
cannot match district health board
pay rates. So they become innovative,
using incentives such as supported
education with guaranteed release
time or supporting internationally-
qualified nurses to complete compe-
tency assessment programmes.

There is an ongoing struggle to
balance inadequate staffing against

not give from
an empty cup.
We need others
to stand with us

and help us get our voices heard, so
we can continue serving.

Plenty of managers are supporting
our fight for safe staffing and resi-
dent safety. One is Natalie Seymour,
a beacon of strong leadership and a
nurse and patient advocate. This is
her statement on the crisis:

Nursing over the past few decades
has become increasingly complex and
challenging. Staffing shortages have
been known about but not addressed
adequately until the pandemic, when
they were thrust front and centre.

In aged care particularly, these
shortages — with significantly in-
creased patient/resident acuity — re-
sult in increased fatigue, fear of mak-
ing errors and nurses dropping hours
or leaving the workforce entirely.

New Zealand has been heavily reli-
ant on our international colleagues to

We need others to stand with us and help us get
our voices heard, so we can continue serving.

increasingly high and complex needs.
Ensuring the mental and emotional
wellbeing of staff cannot be pushed
aside.

Although nursing in ARC can be a
challenge, at the end of the day, it
is the vulnerable older person who
suffers if we don't try. And, even if
it can be daunting and frustrating, I
cannot see myself doing anything else
— because the rewards from looking
after our most precious treasures are
significant and humbling.

See page 5 & 14

Ruth Abad, RN, BN, PGDip(gerontology) is
clinical nurse educator at Nurse Maude Hospital,
Christchurch.

Natalie Seymour, RN, BN, PGDip(gerontology),
PGCert HSc(mental health)is hospital services
manager at Nurse Maude Hospital, Christchurch
and chair of NZNO’s College of Gerontology Nurs-
ing.
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Tellus what you think

Biculturalism not for all?

I APPRECIATED Joel Maxwell’s edito-
rial about change (October, Kai Tiaki
Nursing NZ) but there was one word
he used that concerned me, “all with
a genuine commitment to bicultural-
ism”,
In my role as practice nurse, I have
cared for people of many cultures.
People from as diverse countries
as Ukraine, the United Kingdom,
Europe, India, Asia, the Americas,
Africa, South Africa, Middle East, Pa-
sifika. New Zealanders are certainly
made up of more than two cultures.
I would hope that Kai Tiaki would
be committed to our diverse com-
munity.
Shirin Peters RN
Auckland

Co-editors respond: Shirin Peters,
many thanks for your work as a nurse,
and your correspondence on bicultur-
alism.

We at Kai Tiaki Nursing NZ agree
that people of all ethnicities and
nationalities, not to mention gen-
der and sexualities have a right to
the excellent services of our health
professionals. Clearly biculturalism
and multiculturalism are not mutually
exclusive. The first recognises the spe-
cial relationship between our modern
nation’s founding cultures, co-signa-
tories of our founding document, te
Tiriti/the Treaty of Waitangi.

Multiculturalism celebrates the
wonderful diversity — nga hapori
kanorau (diverse communities) — of
this modern nation.

If anything, the concepts support,
not diminish each other.

Please note that NZNO’s Code of
Ethics and co-governance structure
strive to embody, whakatinana,
biculturalism. All our members benefit
from the collective’s work.

Email your letter to:
coeditors@nzno.org.nz

We reserve the right to edit letters
for sense and length. Shorter letters
(under 400 words) are preferred.
Please include address, nursing
qualifications and phone number.

A look at our page 8 story covering
new health reform legislation shows
the future bicultural direction for our
system and our nurses.

To value and support Maori, and
honour our founding document is a
benefit for all, not a burden on the
many.

Changes ‘discriminate’

IT WAS disappointing to read in the
editorial by Joel Maxwell in Kai Tiaki
Nursing New Zealand, October 2021,
that the paper magazine will cease.

I am a retired, multi-skilled nurse
with over 30 years’ experience, and
continue to enjoy reading the paper
Kai Tiaki editions.

I like to keep up with current
research and information concerning
nursing and health, Nursing Council
voting, plus upcoming education
and conferences available and being
informed of nursing reunions.

I personally find this format is
more relaxing than digital methods.
Unfortunately, my computer and
digital technology are not ergonomi-

cally positioned and therefore have
an adverse effect in my back, neck
and arms, because I seem to be tense
and hunched over. Additionally I am
not digitally competent.

I feel saddened and discriminated
against, with the digital magazine
decision.

I will treasure the last remaining
paper editions of Kai Tiaki magazines

for the rest of the year.
Shirley Blackie (retired nurse)
Wellington

Co-editors’ respond: Shirley Blackie,
thanks for your letter. We do hope we
can keep your readership as we go
fully digital in the new year. Kai Tiaki
Nursing NZ will continue to run those
research, educational and profes-
sional development articles you enjoy.

Plus we hope to provide a more
rapid and up-to-date service with
feature stories and news covering the
health and nursing world.

Look out for our December edition
where we will include an article about
making the jump to the digital world,
for those who are less technologi-
cally confident — including advice on
setting up your computer so you can
browse without back, neck and shoul-
der problems.

NZNO members asked to keep
address up to date

NZNO HAS asked members to keep
their membership record up to date.
They are asked to advise of any
change of address, email, contact
phone number or workplace.

To do this they can call in on
0800 28 38 48 (option 2), log in
to the members’ area on the NZNO
website, or email membership@
nzno.org.nz

Byline omission

NUSING RESEARCH Section commit-

tee member Priya Saravanakumar
co-authored October’s article Nursing
Research Section supports nurses’ growth
(p40) alongside Lorraine Ritchie.

The co-editors apologise for the
omission last month.
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The president comments:

By Anne Daniels

“A beginning is the time for taking
the most delicate care that the bal-
ances are correct. This every sister of
the Bene Gesserit knows.” - Manual
of Muad'Dib by the Princess Irulan.
(Dune).,

elationships underpin all that

Rwe do and have done in nursing.
NZNOQ's centennial celebration

included the publication of a book,
Freed to Care, Proud to Nurse, which
identified the benefits of developing
and maintaining positive relation-
ships with government, employers,
education providers and the Nursing
Council, to enable the growing pro-
fessionalism of nursing from the very
early 1900s to the late 1980s,.

However, relationships change and
are not always mutually beneficial.

Over the years, tension between
professionalism and unionism grew.

Continued expectation of nurses’
sacrifice, reflected in inequitable
nurse’s renumeration, was at the
heart of this tension.

In 1973, the first nurses” union
formed but had no appetite for real
industrial action until the late 1980s,
when the “gendered nature of nursing
and the related disadvantage in the
fight for decent conditions and pay
was finally acknowledged in the pay
equity campaign”.,

It took 20 more years before this
year’s district health board pay
win, underpinned by the relation-
ships built up through a different
way of working. It was focused and
largely member-led, supported by a
phenomenal NZNO staff and member
negotiating team, and many hours of

discussion and debate.

This successful, ground up, ap-
proach has been done before.

Recently I was lucky enough to
watch a documentary on the 12-
week delegate-led strike in Kinleith,
Waikato, in 1980.,

What struck me most is that they
talked to each other, over many cups
of tea, in a community hall, where
they worked voluntarily together
as they focused on achieving their
common goal - pay equity. No-one
was excluded.

Respect grew
through open-
ness, collabora-
tion, opportuni-
ties for reflection
and growth, strengthening relation-
ships and practising vulnerability.,

Many challenges are before us. We
must prioritise. We must focus on a
few things we can do well and get
them done.

For example, throughout our NZNO
history, our relationship with Maori
members has been largely invisible
and often silenced due to our con-
tinued acceptance of our assimilated
Eurocentric social mores.

An organisational NZNO infrastruc-
ture, along with its inherent pro-
cesses that reflects this history, must
be challenged, to embed te Tiriti o
Waitangi, eliminate inequity, and
institutional racism.

Further, inequity between public
and private nurses’ pay and condi-
tions must go., , Safe staffing for all,
must be mandated. ., ,,

Internationally qualified nurses,
who make up nearly 30 per cent of
our membership, suffer separation
from families, due to inequitable
immigration policies.,, This must

I have been spending that time building,
rebuilding and maintaining relationships.
It is something we must all do.

be made visible and eliminated. The
right to family life is recognised
internationally as a human right.

We need to build stronger, mutually
beneficial relationships with stake-
holders involved in these issues to
achieve our priorities. We must be at
the table to talk over a cup of tea.

I have been in this job for just a
few weeks, and I have been spend-
ing that time building, rebuilding
and maintaining relationships. It is
something we must all do.

We have an opportunity at the be-
ginning of our constitutional review
to take delicate care to talk to each
other and listen, so that in today’s
world of change and challenge, we
become the change we want to see
in NZNO, and in our nursing world.

Ehara taku toa i te toa takitahi,
engari he toa takitini, takimano -
Strength comes not from ourselves
alone but from the support of thou-
sands. ®

References p40
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Aged care nurses ‘hackbone’ of system - Little

NZNQ'S AGED care nurses are
quitting, exhausted from work-
ing double shifts and long
hours due to an estimated
1000-strong nursing shortfall
nationally, says an NZNO aged
care nurse leader, also thinking
of leaving.

But Minister of Health Andrew
Little says aged care nurses are
“the backbone” of the system
and he is committed to pay
parity once the pay equity claim is
settled later this month.

Chair of the College of Gerontology
Nursing Natalie Seymour said she was
“100 per cent reconsidering” staying
in aged care nursing, after working
up to 70 hours a week for the past
few weeks, filling night shifts on top
of her day work.

The New Zealand Aged Care Associ-
ation (NZACA) estimates the shortage
has grown to 1000 full-time nurses -
20 per cent of the workforce.

“I can't keep working the hours
that I am doing, it is placing me at
risk of becoming one of the statistics
- nurse leaving the workforce due to
fatigue and burn out,” Seymour said.

“I am not alone in this and there
are many facilities which are doing
the same thing,” Seymour said. Both
she, a registered nurse and hospital
service manager, and her clinical

Christchurch Nurse Maude Hospital’s aide team
| — —

Natalie Seymour

Andrew Little

nurse manager had been juggling
night shifts on top of their day shifts,
snatching sleep in between shifts.
Seymour said all nurses should be
treated equally, no matter their sector
- yet aged care nurses were paid an
average of $10,000 less than those
in district health boards, according
to the NZACA. “We are all nurses and
should all be treated equally regard-
less of what sector we are working
in,” Seymour said. “I will always stand
with my team and advocate for them,
but it is bigger than one person and
something needs to change.”
COVID-19 had stopped the flow
of internationally-qualified nurses
(IQNs) who comprised up to 70 per
cent of aged care staff, according
to the NZACA. This had led to more
shortages and stress on remaining
staff, Seymour said.
Current work would help in the

long-term, but urgent action
was needed now, she said.

Little said the Government
was committed to pay parity
between nurses working for
DHBs and other parts of the
publicly funded health sector,
including aged care facilities.

“Nurses working in aged-care
residential centres are the back-
bone of our health system and
this Government is committed
to paying them fairly.”

However, the Government first
needed to settle the pay equity claim
by DHB nurses, due this month.
“That is what will make a real dif-
ference to the wages of nurses right
across the country,” he said. Nego-
tiations were “well under way, and
I look forward seeing nurses being
paid what they're worth, no matter
who they work for”, Little said.“The
health system and the people who
work in it have been under pressure
for a long time, working long hours
with not enough people, and having
to deal with more and more patients”
he said. “They have held the health
system together, but they can’t keep
doing it forever.”

NZNO organiser Laura Thomas said
even passionate staff were leaving.
“The reason they start leaving is that
it's just so hard to do a decent job
with less staff. People who actually
really care about the residents are just
finding it too difficult to keep it up.”

NZNO industrial advisor aged care
Lesley Harry has said a fragmented
sector with low union density made
it hard to attain collective agree-
ment. Safe staffing was as important
as pay parity, she said.

NZNO-E Ti's joint petition on aged
care safe staffing can be signed here
www.parliament.nz/en/petitions/
sign/PET_116136. ®
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'This is what
unions are
about' -
long battle
with DHBs

ends

IN OCTOBER NZNO district health
board (DHB) members voted by 83
per cent to accept the latest offer in
multi-employer collective agreement
(MECA) negotiations.

The vote drew the highest turnout
of the negotiations with 69 per cent
of eligible members having their say.

Members voted on the Employment
Relations Authority-crafted offer, fol-
lowing mediation between NZNO and
DHBs.

NZNO lead advocate and industrial
adviser David Wait said after a long
15 months, he was happy the offer
had been accepted so resoundingly.

“This is really what unions are
about - active members coming
together to further each others’ inter-
ests. And what we have determined
we are going to continue to do, is
have our members as our leaders in
our work.”

It was the third offer put to mem-
bers for ratification since bargain-
ing began early in 2020. “It's been
almost two years of my life,” said
Wait, who was appointed to lead the
negotiations in the wake of a di-
vided 2018 MECA campaign. A review
by former Council of Trade Unions’
president Ross Wilson recommended a
more member-led approach this time
around, as well as a reconciliation

NZNO DHB members march in central Wellington in June's strike.

process to rebuild trust within NZNO.

Wait said he always tried to keep
members at the heart of the process.
Each ballot showed members were
unified, particularly around the key
issue of safe staffing.

Wait said most of the pay increas-
es came in down payments on an
upcoming pay equity settlement: a
separate process due for completion
by the end of November.

Registered nurse (RN) Chris Hay
said she would have preferred more
money but after long-running bar-
gaining she was “over it".

But she said she voted ‘yes’ be-
cause she did not think they could
get any better at this point.

RN Deb Hendry said at this stage
she had just wanted a resolution,
so voted yes. The latest offer was
indeed an improvement on the previ-
ous one, and she did not want the
negotiations “dragging on” further.

Safe staffing measures were key to
the latest accepted offer. Wait said
how DHBs responded over the next
year would play a major role in the
next collective agreement negotia-
tions.

NZNO College of Critical Care Nurses
chair Tania Mitchell said she was not
surprised by the turnout and strong
ratification as there was a “more
positive” feeling about the offer,
“from a staffing point of view, as
well as remuneration.

It would be “interesting” to see
how the safe staffing elements
worked for specialist nursing roles
such as critical care, which could not
easily be filled - particularly with
the inexorably growing number of
COVID-19 cases in the community.
Many nurses felt intimidated and
overwhelmed by filling in at ICUs.

“From a critical care point of view,
it’s an area that requires specialist
skills, experience and knowledge,”
Mitchell said. “We know already it's
an area that it’s hard to redeploy
staff to, because other nurses don't
have the knowledge and skills re-
quired for the role.”

The ratified MECA applied to the
period August 1, 2020 to October 31,
2022. NZNO would initiate bargain-
ing late next year. ®

See p10 for David Wait's inside story
on the DHB bargaining.
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No nurse left behind: Cabinet expands
vaccine mandate from original groups

NZNO IS calling for a programme of
COVID-19 booster shots for frontline
workers who face waning protection.

The call comes as the Govern-
ment’s vaccine mandate now kicks in
for all nurses in Aotearoa.

NZNO industrial services manager
Glenda Alexander said the first vac-
cinations were delivered more than
six months ago.

People may now have waning im-
munity, she said.

"They're still much better pro-
tected than the unvaccinated, but
recent infections among presumably
vaccinated health workers confirms
that this is a significant health and
safety issue - and one for which we
could reduce risk."

Alexander said NZNO supported the
Government’s “robust” approach to
nationwide vaccination, and wanted
all its members vaccinated.

She said current frontline staff
faced COVID-19 “every day” while
at work, with an ongoing need for
protection.

"Frontline workers should be priori-
tised. We also want to see vulnerable
populations prioritised."

Meanwhile
the NZ Nursing
Council said in a
public statement
that the health
order covering
mandated vac-
cination now
included all prac-
tising nurses.

NZNO

- | industrial
services
manager
Glenda
Alexander.

The original
mandate announcement only covered
nurses working with at-risk patients.

Cabinet then decided that all requ-
lated health practitioners, no matter
where they work, should be covered
by the order.

Changes include all

The change now included nurses

who did not physically interact with
patients, such as those in telehealth,
working in non-clinical roles such

as nursing research and education,
policy and professional advice, or
management.

The order applied to nurses work-
ing in the public health system, a
for-profit company, or a charity or
other non-government organisation.

It also applied to the self-employed.

Dates set for vaccination
Nurses had till November 15 to get
their first shot, and January 1, 2022
to receive their second.

The council said it strongly recom-
mended every nurse get vaccinated,
unless there were clear health rea-
sons not to.

Non-compliance with the vac-
cination mandate by a nurse could
lead to a complaint or referral of a
conviction to the council.

This would be investigated in the
same way as any other complaints or
convictions. ®

See p17-25 for our vaccination and
fighting misinformation section.

High Court overturns MOH decision on Maori vaccination data

THE WHANAU Ora commissioning
agency has won a judgement in
the High Court in Auckland to gain
individual information on unvacci-
nated North Island Maori.

In October chief executive John
Tamihere took the Ministry of
Health (MOH) to court to gain the
data to target unvaccinated Maori.

The judicial review found the MOH

was wrong to withhold the informa-
tion and should drop its original
decision.

It had three working days to cor-
rectly apply the law and “retake” the
decision in accordance with te Tiriti
and its principles.

In a media release, Whanau Ora
said all New Zealanders knew “we
should have been given access to

vaccinate Maori from the get go”.

Maori vaccination rates have con-
sistently lagged rates for other eth-
nicities, and the overall population.
Whanau Ora said it would not be able
to meet the 90 per cent uptake by
Christmas that other communities
had been “blessed to achieve be-
cause they had no obstacles placed
in their way”. ®
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Health reforms offer'one-system culture’

inister of Health Andrew Little
M has touted equity, a focus on

te Tiriti, and a nationwide
“one-system culture” as highlights
of legislation underpinning a health
sector shakeup.

In an online health sector brief-
ing in October, the minister outlined
health reform legislation, Pae Ora
(Healthy Futures) as it was intro-
duced to Parliament.

Little said communities such as
Maori and Pasifika were missing out
on services “to quite a considerable
degree”.

“We are now trying to create a
system that means we can seriously
address the gaps that have arisen.”

Achieving “greater equity” was an
essential objective of the changes.

It would fix the growing inconsis-
tency between different regions of
the country as well, he said.

The current 20 district health
boards (DHBs) would be replaced
with a single entity, Health New
Zealand (HNZ).

A separate Maori Health Author-
ity (MHA) would be set up, with a
budget and powers to commission
services “relevant to Maori".

Both were launched with interim
boards.

Little said $46 million was set
aside to develop "locality planning".
Each locality in the new HNZ system
would be a “natural concentration of
population”, he said. The likes of the
local existing health services, com-
munity representation, and iwi Maori
partnership boards would identify its
health needs.

That would form the basis of a
“health plan” that would help set
funding for that locality, he said.

An initial $127m was allocated for
the MHA to develop kaupapa Maori
health services.

Associate Health Minister (Maori health) Peeni Henare says the Maori Health Authority is a work in

progress. (File)

“T just wanted to affirm the
importance that we attached to the
Crown as a Treaty partner, properly
fulfilling its obligations under the
Treaty, and to seriously address the
disproportionately poor health out-
comes for Maori.”

Little said this disparity could be
seen in areas such as the COVID-19
vaccination rollout.

“It’s really shone a light on some
of the system problems we have.”

Health minister Andrew Little.

He said it was important that the
reforms provide a “one-system cul-
ture” around Aotearoa. There would
be a common set of expectations for
people working in the system.

Meanwhile, HNZ would take on all
employees, assets and liabilities of
the current DHBs. “So nothing will
change relating to those terms and

conditions,” Little said.

Also speaking at the briefing,
Associate Health Minister Ayesha
Verrall said COVID-19 had shown the
importance of expert public health
advice.

A new public health agency would
be set up within the Ministry of
Health, to provide leadership on is-
sues such as “strategy, policy, intel-
ligence and surveillance”.

The bill strengthened the role of
the director of public health, she
said. An expert advisory committee
would be created to provide indepen-
dent advice to ministers on public
health matters.

Associate Health Minister (Maori
health) Peeni Henare said the Gov-
ernment did not include detailed
functions and powers of the boards
of the new entities in the bill.

“Instead the board of the new
interim Maori Health Authority will
work with the iwi Maori partnership
boards to further define their role,
functions and powers.”

Henare said he expected the
Government would make additions to
the bill early next year reflecting the
interim board’s engagement work. ®
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Pakeho: More Maori nurses needed

More kaupapa Maori wards and Maori nurses, less red
tape and paper work, says returning tumu

whakarae.

By co-editor Joel Maxwell

umu whakarae Titihuia Pakeho,
Treturning after standing unop-

posed in September’s election,
has warned that nurses are at risk of
becoming overrun by red tape and
paper work.

Pakeho is a registered nurse at
Tauranga Hospital in the nation’s
only kaupapa ward, and is a sup-
porter of Maori health and the Maori
health workforce.

Speaking about the challenges
facing nurses in Aotearoa in the new
term, she said the weight of too
much policy-making meant nurses
had more paperwork and less time to
care for patients.

She said nurse training needed to
include more hands-on experience in
hospitals, from the very first year of
study.

“Too many nurses are coming
out with a lot of new research and
knowledge which is great, but they
don’t have the hands-on experience
and they don’t have communica-
tions skills to build a rapport with
patients.”

This lack of hands-on training also
meant fresh graduates did not yet
have the holistic approach needed
for patients - “especially the Maori
health model of wairua, hinengaro,
tinana, whanau”. A greater under-
standing of Maoritanga was needed,
she said.

Not enough Maori nurses
Pakeho joins kaiwhakahaere Kerri
Nuku - also returning unopposed

Tumu whakarae Titihuia Pakeho.

- as the leaders of Te Poari, part of
NZNQO's bicultural co-governance.
Pakeho said looking ahead, there
were not enough Maori nurses yet,
to nurture a strong Maori workforce
“that can lead us into the future”.

‘Racism is a huge part of the
political health scene, which
intimidates many of our
Maori registered nurses.

‘It is a harsh process to
adhere to at times, which
does not coincide with Maori
whakaaro.

“We have many student nurses who
are coming through which is great
but that takes time to get them to
where they want to or should be.”

Pakeho said more kaupapa wards
were needed around Aotearoa - not

just one in the entire country.

“Then our Maori nurses will have
a supportive environment to work
alongside other Maori nurses.”

She said she had spoken to an
elderly European man once, who said
Maori nurses cared differently to
Pakeha nurses.

Maori nurses, she said, cared with
manaakitanga, wairuatanga and
aroha. However not all non-Maori
nurses cared using these important
concepts.

“Racism is a huge part of the po-
litical health scene which intimidates
many of our Maori registered nurses.

“It is a harsh process to adhere to
at times, which does not coincide
with Maori whakaaro (ways of think-
ing).”

Other risks for NZNO included the
potential departure of members once
the district health board bargaining
was completed (the latest offer was
ratified in October).

However, Pakeho said it appeared
many members, happy with opera-
tions and governance within NZNO,
would remain.

“Working together as a board will
be a challenge as there needs to be
trust amongst leadership due to his-
tory of a previous partnership.”

Pakeho said there were excit-
ing changes ahead with the health
reforms which would be in place
by this time next year. The reforms
would include a Maori Health Au-
thority able to commission its own
services.

The interim body has been given
$127 million to develop kaupapa
Maori services.

“The fact that Maori will have a
right to be heard and to articulate
what is good for Maori under this
new health structure...has been com-
ing for some time.”
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Togetherwe are stronger - reflections
on the DHB MECA campal

By David Wait

e started this campaign with
Wa clear intent that member

leadership and unity would
be key to our success. We finished
this campaign united, strong, and
with members standing together for
themselves, their patients and the
professions.

Planning for the campaign started
in late 2019, with a series of meet-
ings to hear how delegates wanted
to see the campaign run. From those
meetings and the recommendations
that came out of the review of the
previous multi-employer collective
agreement (MECA) campaign we
designed our campaign.

gn

Starting
as we meant
to go on,
we kicked
off with
delegate-run
claims meet-
ings, where
delegates led
discussions
with mem-
bers about
what we
should focus
on for this
MECA. Part

Delegates from the bargaining team in July 2020

way through,
these were
interrupted
by the first
COVID-19
lockdowns,
and we supplemented the delegate
meetings with an online claims
survey.

With our claims prepared and bar-
gaining team endorsed by members,
we took 63 claims into negotiations.
There were three key issues: sick
leave when we needed it; pay that
valued our work and DHBs being ac-
countable for unsafe staffing situa-

tions. Matters came
to a head when

members reacted
strongly to the DHB
offer in March, with
the vast major-
ity indicating that
they would reject
this offer if it was
presented for ratifi-
cation.

Delegates ran
a series of mem-
ber meetings in

There were three key issues: sick leave when we
needed it; pay that valued our work and DHBs being
accountable for unsafe staffing situations.

early May to discuss our next steps
and members subsequently voted
overwhelmingly for strike action.
Although members had become in-
creasingly engaged in the campaign,
the strike was the moment when we
all pulled together with a unity of
purpose.

Ahead of the strike more members
came forward and were elected as
delegates. Existing senior delegates
took leadership roles in life-pre-
serving services (LPS) negotiations
alongside NZNO staff - particu-
larly our organisers, many of whom
worked a great deal of additional
hours to keep things on track, while
also preparing for strike day.

Behind the scenes, Glenda Alexan-
der, manager of industrial services
and Kate Weston, acting professional
services manager, held the line on
the agreements we would make
around LPS. These ultimately resulted
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in a legal victory for NZNO when the
DHBs challenged our views.

The strike was an opportunity to
show our strength and determina-
tion to resolve our staffing and pay
claims. Members walked off the job
together, marched together, picketed
together. The public rallied behind
our cause and the extensive media
coverage was universally supportive.
It was clear that we were a force to
be reckoned with and the pressure
this brought to the negotiations
provided new impetus to reach an
agreement.

By the end of the campaign we
had progressed through mediation,
further strike ballots and, finally, fa-
cilitated bargaining with the Employ-
ment Relations Authority.

When members voted to accept the
offer in October, they did it the same
way they had in every other vote
during the campaign - with a strong
majority in favour of the outcome
and with a high participation rate.
Members voted positively to accept
the offer.

While we didn’t get everything
we claimed and there is work to be
done, we made sound progress on
the important matters of pay and
safe staffing. Significant pay increas-
es came through advances on our
pay equity claim, a good portion of

N Good health
| needs valued

MBERS
NZDING STRONG

Minister,
we're doing
our bitin

It was clear that we were a force to be reckoned with and
the pressure this brought to the negotiations provided new
impetus to reach an agreement.

which will be applied to base rates.

Through this agreement we help
rebuild our nursing and midwifery
workforce, with DHBs now required
to offer permanent employment to
new graduates, and to immediately
establish and start recruiting to posi-
tions identified as needed through
the safe staffing programme care ca-
pacity demand management (CCDM).

In terms of safe staffing, we now
have a legally binding pathway
where DHBs will be forced to address
staffing shortages whenever they put
patients at risk.

Our work now, is to use these new

Delegates from the Auckland region meet in 2019 to discuss how our campaign should be run.

rights to force change upon a health
system which has too often put the
welfare of staff behind consider-
ations of budgets and targets.

This will be no easy task, our jour-
ney towards safe staffing predates
our first MECA and is an issue that
nursing unions all over the world
continue to struggle with. The new
tools sit alongside and support our
safe staffing programme. Our inten-
tion is to create an environment
where members can utilise these
tools, and delegates can enforce
them.

As we look to the future there
is much to be optimistic about.

A whole new group of workplace
leaders have emerged and delegates
have grown in stature and confi-
dence. Members have become accus-
tomed to quick and open communi-
cation, to being involved and having
a voice. Next year will see a massive
reorganisation of the health system,
bringing opportunities for improve-
ment, but also potential risk. We
will meet this challenge united and
stronger together.

NZNO industrial adviser for the DHB
sector David Wait was lead advocate
during the MECA negotiations.
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'I'm proud to be a nurse': Mahina Ad

It was her first week in
her final clinical
placement in a Paris hos-
pital when Mahina Adams
was told COVID-19 was on
its way.

the COVID-19 pandemic has yet
to run head-on against the true
nature of nursing.

Nurses are supposed to save
people, says Mahina Adams.

But when an entire system is
swamped by illness, there is only
the unbending, unyielding pressure
of numbers: The number of patients,
versus the number of health-care
professionals; the number of beds
and respirators; ages, oxygen levels.

In the end, it is the memory of the
hardest decisions, the numbers, that
brings Adams to tears, forces her to
stop and gather herself again.

Adams, a Maori-Frenchwoman, and
registered nurse, spoke to Kai Tiaki
Nursing NZ about her experiences in
the French hospital system at the
first peak of the global pandemic.

She spoke as the Delta variant
forced rapid public health changes in
Aotearoa; a switch from elimination
to a reliance on a 90 per cent vacci-
nation rate as the borders eventually
reopen, and alert levels give way to a
new traffic light system.

The changes come amidst ominous
warnings about a health system
already near capacity.

Adams, 23, said while she was born
and grew up in France, she was cur-
rently in New Zealand with her Maori
father, but would return home, to
France.

She became a nurse after caring for

In Aotearoa, the true nature of

Mahina Adams, the French-Maori registered nurse who experienced working in the first waves of COVID-19 in Paris. (Ir

her grandfather; Adams also saw her
cousin - a nurse - as a role model. “I
was, like, ‘T want to become like you,

I

and look after people’.

Starting young in nursing

She was 18 when she started her
first clinical placement, which in the
French system came four months into
her nursing degree.

Patients in the Paris hospital were
sometimes surprised by her age, but
the nursing staff was supportive.

Many people in France might ask
about her ethnicity - and were often
delighted to find out her heritage.

In France, they loved New Zealand,
she said. Most of her friends wanted
to come to Aotearoa.

It seemed a safe place to many

around the world. Adams has started
to learn about her Maori culture too.

“I'm proud to be Maori.”

One week into her last clinical
placement, a five-month hospital
stint in her final year, she was pulled
aside by her head nurse and warned
something was about to happen.

It was March, 2020, she was train-
ing in an emergency department
(ED), and COVID-19 had arrived in
France. The first patients, she was
told, were arriving.

She spent two weeks in the ED be-
fore she was shifted to the intensive
care unit (ICU), which was “busy,
busy, busy”.

Adams spoke carefully about what
happened in the French system next.
It's hard, she said, to find the words.

E Kai Tiaki Nursing New Zealand * vol 27 no 10 * November 2021



news focus

ams on first COVID-19 wave in Paris

nage: Nick Tapp)

And she simply did not want to scare
New Zealand nurses.

But it was “terrible”.

ICU nurses ended up looking after
up to three to four patients at any
time as the virus spread quickly
through the community.

Before COVID-19, most of the ICU
patients were post-operative from
the likes of cardiovascular surgery or
transplantation. Soon the hospital
was full of COVID-19 patients; it only
had about 26 ICU beds.

With no space in ICU, patients
would be placed on oxygen in gen-
eral wards. If they worsened, and
if there was a bed, and if they met
criteria, including being under 70,
then they might make it into ICU.

Many of the patients died. A make-

shift freezer was set up in front of
the hospital to take the bodies.

“In France, everybody knows
someone who had COVID, or died of
COVID ... but last year was very hard.
Especially in ICU. We are supposed to
save people.”

Her advice to people working
in the health sector was to stick
together.

“Stay close to each other,” she
said. In France, one of the few good
things to come out of COVID-19 was
that it united nurses, doctors, and
health-care assistants into a single
team.

The mistakes and experiences of
the health systems in places like
Europe could be helpful in New Zea-
land, which had largely been able to
avoid widespread community cases,
she said.

'It's not only old
people, that's
not true at all ...
we took care of
a co-worker ...I
took care of two
doctors. Nobody
is safe.’

Nurses in Aotearoa must now get
vaccinated against COVID-19. There
were some in the profession who op-
posed a vaccination mandate.

In the community, vaccination
rates for Maori remained behind the
overall population.

This came after repeated warnings
from Maori experts that the rollout
would not be equitable.

Adams said she had seen bitter
disputes over vaccination in France.
But she hoped her experiences might
help inform nurses in New Zealand.

“I'm only 23 but with covid I've
got a lot of experience, unfortu-
nately.

"I think my little voice can help
nurses in New Zealand to really
understand what's happened over
there.”

Adams, vaccinated since March,
said she wasn't here to change the
minds of people on the issue her-
self, or force people to change - but
maybe with more information they
might see a different perspective.

She said she did her own careful
research before getting vaccinated.

“For me as a nurse, the main thing
is taking care of patients, and for
that I have to be in good health.”

She understood many people might
be reluctant to get the vaccine, but
there was solid research available to
help decide.

Adams said many people thought
their own good health would protect
them against COVID-19.

But the disease “chooses us”, not
the reverse.

She had seen patients her own age
who were previously in good health,
in ICU with COVID-19.

“It's not only old people, that’s not
true at all ... we took care of a co-
worker ...I took care of two doctors.
Nobody is safe.”

The experience was hard, some
nurses simply quit because of the
pain. Some burned out, she said. But
most carried on. As for Adams, the
experience made her feel like she
genuinely was a nurse.

Despite launching her career
amidst some of the toughest chal-
lenges facing health care profession-
als, Adams plans to return to France
and return to nursing as well.

“Because I'm proud to be a nurse.

"It's my voice, my way, and it just
gave me more confidence.” ®
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A daughter’s view from the inside

By co-editor Mary Longmore

and registered nurse Jean Al-

Daghestani quit the Lower Hutt
aged care facility she has worked in
as coordinator for the past six years
for a community nursing role.

“I can’t do that big job anymore,
it takes an emotional toll,” she tells
Kai Tiaki Nursing New Zealand. “My
life was aged care for 11 years, but I
had to leave.”

Her departure was closely followed
by another nurse leader at the facil-
ity’s hospital, who left for a district
health board role.

Similar stories are occurring
throughout rest homes in Aotearoa.
The New Zealand Aged Care Associa-
tion estimates a shortfall of about
1000 fulltime nursing roles in aged
residential care nationally - 20 per
cent of the entire aged care nursing
workforce.

For Al-Daghestani, it's life-
changing to now be in a role which
is safely staffed every day - yet she
was sad to walk away from a sector
she loved. “It's people like me, who
they should be looking after [in aged

Earh’er this year, NZNO delegate

care].”

For her, it had become increasingly
difficult to ensure staff and patient
safety, and the team was constantly
understaffed. “That’s on your mind,
even after you've left, knowing
they're two or three short, and you
know that some people could fall or
something bad can happen”, said
Al-Daghestani, who fronted NZNO's
safe staffing campaign. “You think “if
only you had that staff member, to
prevent that’”

When a resident is at the end of
their lives, staff rarely had time to
provide the emotional support they
wanted, she said. “The pastoral sup-
port you need to give when someone
is passing away and you have to run
away and give care to two others
[passing away] on the floor - it's not
easy.”

The relentlessness she describes as
an “emotional drain. Staff members
come to see you, showing the strain,
but you can’t do anything to help.
[Sometimes] I can stay for another
hour, but I have to get home to my
family”.

Aged care needed a particular cali-
bre of person. The work is “physically
and emotionally gruelling”, made
more so by unsafe staffing.

“You can’t just pick anyone, you
have to have the right person.” Yet
with an average pay rate of $10,000
less per annum than district health
board nurses, aged care felt like
“poor cousins”.

“If we had [safe] ratios, all the
workers would feel safer at work ev-
ery day. We have good and bad days
and the bad days make you feel a bit
sad. It wears you down, emotionally,
you get really tired and you can’t
give back what you wanted.”

Despite this, some nurses were

Jean Al-Daghestani

committed to the work. “A lot of
nurses stay in aged care because
they're passionate about the care of
old people and bringing joy to them
each day... they go around hugging
residents, who just want that physi-
cal contact.”

Leaving to work in a safely staffed
environment has been a “weight off
my shoulders”, she says. “I feel like
you can give safe and competent
care every day - I didn't feel that
before.” ®
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- aged care

‘My life was aged care for 11 years
but I had to leave’

less nature of the 24/7 work,

while spending several nights in
the same Lower Hutt facility where
my father was dying. Poised on a
recliner, I was on high alert as he
tossed and moaned restlessly after a
massive stroke. I got to know a care-
giver, recently arrived from northern
India, who would somehow always
arrive within seconds of Dad trying
repeatedly to get out of bed through
the night in confusion, setting off
the mat alarm. This young man
would patiently and gently help him
to the bathroom or back into bed,
reassuring him throughout with chit
chat and a kind touch.

In July, I witnessed the relent-

Ken Longmore
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NZNO delegates in aged care Atele Pepa and Jean Al-Daghestani at a safe staffing rally last year.
Al-Daghestani has now left aged care.

My father, a tough 103-year-old
war veteran - unable to conceive
he could no longer walk indepen-
dently - would allow himself to be
guided by this young man back to
safety.

A new alarm would soon sound
- another resident up, at risk of
falling - and he would swiftly leave
to head off the next discombobu-
lated wanderer, in a twilight where
nights and days merge into one.
From 11pm to 7am, he and the
night nurse seemed to flit almost
non-stop from room to room as
shadowy figures rise and totter on
the rubberised mats, setting off a
never-ending chorus of alerts.

At 5am, he'd be back as Dad
attempted to rise from his bed for

the dozenth time, ready for the day.

“This is when he gets up,” he tells
me, seating and shaving my father,
who sits quietly on his walker,
seemingly enjoying the ritual.

He brings a cup of tea, some
toast with marmalade - Dad’s
breakfast of a lifetime. But today,
he only holds the tea in his mouth,
as if uncertain of what to do with
it.

The night nurse arrives with his
pain relief. She, too, has been on

duty all night but is smiling and
fresh-faced, complete with lipstick.

From the Philippines, she says aged
care nursing is her calling, despite
the lower pay and tough hours.

This is the first time I've met her,
although I have had several night
phone calls over the years, when Dad
needed to go to hospital after a fall
or medical event.

Still in her 20s, she said her faith
helped - she believed it was a spiri-
tual duty to help and care for others.

The two have been responsible for
about 35-40 residents in the rest
home over the eight-hour shift, a
vampire night where nobody seems
to sleep for long.

By 7am, the morning staff are
arriving and the nurse and caregiver
getting ready to go home. She is
writing up notes, for handover, tells
me she normally will try to sleep
later in the morning after her kids
have gone to school.

He tells me he would like to train
as a nurse, but cannot afford it. He
talks about his family back home
near Kashmir; his sister nursing in
Australia.

Making a coffee, I see him walk-
ing out into the car park. He looks
exhausted.

Kai Tiaki Nursing New Zealand * vol 27 no 10 * November 2021



Millie
Ara graduate

- s
F_.J . ) i’“ 7
"

to enhan dreer

Looking to upskill or broade fieareer opportunities?
Ara’s highly regarded postg itenursing study
options can be studied online, part-time. Choices

include a postgraduate certificate, postgraduate

diploma and three Master’s qualifications.

Courses start in February.
Apply today at ara.ac.nz

FROM STRENGTH | PERIOPERATIVE NURSES

@ 10 STRENGTH COLLEGE CONFERENCE

The 47th Annual Perioperative
Nurses College Conference
We look forward to welcoming you to Christchurch

Thursday 29th September -
Saturday 1st October 2022

St Margaret’s College

Our conference theme “From Strength to Strength”
draws from our resilience, hard work and dedication that
we have given to our nursing profession during these
challenging times.

We can’t wait till we can gather together again to learn,
develop our practice and socialise with our colleagues

Online registration: opens February 2022

For further information
https://perioperativeconference2022.co.nz

or contact joanne@conferenceteam.co.nz

'READY TO RESPOND
" KIAMATAARA
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Ara

Institute of Canterbury
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- CENNZ CONFERENCE 2021
5-6 November 2021 | Christchurch

Postponed to March 2022

We have made the difficult decision to postpone
the CENNZ conference until 4-5 March 2022 as
we wanted to ensure our Tamaki Makaurau whanau
could be with us in person.

As you can see from the conference website
au.eventscloud.com/cennz2022 we have a fantastic
speaker line up, and we have had a great response
from our sponsors already.

Earlybird Special Ends 4 February - fee includes
the conference dinner
Register online via the CENNZ conference website

now to avoid disappointment as limited places
available.

SPONSORSHIP

For sponsorship opportunities contact
alton@conferenceteam.co.nz or 03 359 2606
Follow CENNZ on Facebook and Twitter @
NursingCENNZ for further updates
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New health doctorate caters to working professionals

The University of Canterbury has created a
new doctoral degree specifically designed
for working professionals with a background
in health. This exciting qualification provides
an opportunity to evaluate an area of health
that you are passionate about. It could
include evaluating health innovations and
initiatives designed to reduce disparities in
health outcomes, generating evidence for
improved practice and service delivery, or
conducting research into population health
needs.

The Doctor of Health Sciences (DHSc)

will have the first intake of students in
February 2022. The first two years of

study are designed around a cohort model,
where students will progress through the
programme together while focusing on their
individual research topics. The DHSc caters
to those employed in the health sector by
offering a parttime study workload and

is ideal for those interested in conducting
research into an aspect of their professional
practice.

Associate Professor Cathy Andrew, the

programme’s designer, says that she hopes
the DHSc will provide the opportunity for
more professionals to study toward a
doctoral level qualification.

“We've thought really hard about how we can
best support people who are in employment
through a doctoral degree. The cohort
model allows us to support the students
through areas related to their study, such

AT\

Associate Professor Cathy Andrew pictured with UC
graduate Suli Tuitaupe (Master of Health Sciences Professional
Practice (Nursing)) at the pop-up Covid-19 Vaccination Clinic held
on the University of Canterbury campus in October.

Make a healthy
career move

Health Sciences.

diverse population health needs.

Apply now for 2022 study.

Extend your health knowledge
and practice with a Doctor of

Our doctorate programme is designed to advance
your expertise through evidence-based research and
application to your own health practice. It focuses
on developing your collaborative skills to engage
more strongly with affected communities and
improve health equity and services to meet

as a literature review or methodology, at a
pace that is manageable for them.”

Associate Professor Andrew believes

the DHSc is likely to be popular with
professionals in the health industry. “People
who work in health are passionate about
making a positive difference. Some of those
people will want to pursue a topic for their
study that will make meaningful change

and positively affect people’s lives. This
programme is a perfect opportunity to do
that.”

During the first two years, DHSc students
attend two 1-2 day workshops per year.
These workshops provide students with
opportunities to present their proposed
study, receive formative feedback and
engage with academic leaders and peers to
discuss key research-related topics. This will
prepare them for their doctoral thesis which
will commence in Year 3.

For more information about the DHSc see
https://www.canterbury.ac.nz/health/
brochures/postgraduate-brochures/DHSc-
infosheet-WEB.pdf

UC?

UNIVERSITY OF
CANTERBURY

Te Whare Wananga o Waitaha
CHRISTCHURCH NEW ZEALAND

Email: educationadvice@canterbury.ac.nz, Phone: 03 369 3333 or Freephone 0800 827 748, www.canterbury.ac.nz/health
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VICTORIA UNIVERSITY OF

E3 WELLINGTON F

TE HERENGA WAKA

POSTGRADUATE DIPLOMA OF
CLINICAL RESEARCH

ENHANCING CLINICAL RESEARCH IN NEW ZEALAND

The Postgraduate Diploma in Clinical Take your career to the next level and
Research (PGDipClinRes) provides existing enhance the future performance of

and potential clinical researchers with the the New Zealand health sector with a

skills and expertise to undertake drug Postgraduate Diploma in Clinical Research
development and clinical trials essential to from Te Herenga Waka—Victoria University
the health and pharmaceutical sectors in of Wellington.

New Zealand and globally.

The programme is flexible to suit all Find out more

workloads through distance and part-time wgtn.ac.nz/clinicalresearch
study using a combination of online and

in-person teaching, including a weekend

seminar held in Wellington early in each

trimester.

CAPITAL THINKING.
GLOBALLY MINDED.

MAI I TE IHO KI TE PAE
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‘You can’t know what you would decide’

Nurse practitioner Jackie Robinson is a voice for nurses on the SCENZ - support and
consultation for end of life in New Zealand - group overseeing the End of Life Care
Act which came into effect November 7. By Mary Longmore.

or palliative care nurse practi-

tioner Jackie Robinson (right), a

nurse’s personal view on assisted
dying isn't relevant - it is their
professional duty of care to ensure
patients can make their own choice.

“Ultimately, it doesn’t matter if I
agree with assisted dying. . . What
is important is whatever we are of-
fering as a society in New Zealand is
that it’s safe, it's equitable and it's
available to all,” Robinson said. “The
choice people make at the end of
their life is entirely up to the people
who are in that situation.”

The polarised debate - Hospice
New Zealand has stated that assisted
dying has no place in palliative care
- “doesn’t help the people who need
the services”, says Robinson. She has
25 years’ experience in palliative care
and is a senior lecturer at the Uni-
versity of Auckland. For her, assisted
dying is part of palliative care, not
an alternative.

She says it’s important to have a
strong nursing voice at the SCENZ
table. “Over the years, when there
has been debate about euthanasia or
assisted dying in various countries
around the world, it has been very
much a medically dominated topic.
Even some of the language that’s
used - medically assisted dying -
suggests it's a medical process and
I don’t think the language that’s
used around it acknowledges the
huge contribution that nursing has
to make in all different parts of the
process. . .”

Nurses often had more consistent
and lengthier relationships with
people and whanau, compared to
the more “episodic” interactions
of doctors, giving them a deeper

understanding of people’s lives and
needs. Nurses were trained to be
“much more person-centred rather
than disease-centred”, which meant
they were uniquely placed to support
the assisted dying process, Robinson
said.

And - with more frequent patient
contact and conversations - nurses
should be prepared for questions. “I
wouldn’t be surprised if nurses are
the ones going to be asked about it,”
Robinson said. “Our job is to be as
informed as possible about the Act,
as professionals, and support pa-
tients and show them where they can
get information.”

The Ministry of Health website had
a wealth of resources on the EOLCA,
she said.

While the Act had been amended to
include nurse practitioners (NPs) as
health practitioners able to admin-
ister the life-ending medication,
barriers remained, with the NP role
“a little bit forgotten” in the legisla-
tion.

NPs were unable to initiate the
process, currently. That meant if
a patient raised the possibility of
assisted dying with an NP, that NP
would have to refer to a medical
practitioner - who may not know
the patient as the NP did - but had
to have that initial conversation,
Robinson said. This legislative “omis-
sion” would likely be addressed by
Nurse Practitioners New Zealand in
time, and could affect patients in
aged care, communities and remote
or rural areas. “But that's what we
have got and we need to work with
it.”

Amid a global medication shortage,
NPNZ was also working to resolve
barriers to NPs prescribing life-end-
ing medications. Some replacements
supplied under section 29 of the
Medicines Act, required ministerial
consent, and NPs were not permitted
to prescribe them.

In her SCENZ role, Robinson had
highlighted that for many people in
Aotearoa, the NP might be their pri-
mary provider, not always a medical
practitioner, and this was increasing-
ly becoming the case. “So we need
to make sure that NPs are enabled
by legislation to be able to provide
equitable care, so that people aren’t
disadvantaged by the fact an NP
happens to be their primary pro-
vider.”

As a result, Robinson had ensured
NPs were part of the SCENZ register
of health professionals willing to
provide end of life care. “You can’t
know what you would decide until
you're there yourself - we don't know
what we would choose. It's up to the
people to decide.” ®
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news focus

VACCINATION

 ETHICS

~Truth,
misinform‘gtion )

and the.vaccine-resistant.

The Government has mandated that health workers
must be vaccinated against COVID-19. Over the
following nine pages, we look at why nurses and
others remain vaccine-resistant, what rights workers
have under such mandates and what the ethics might
be for nurses and nursing students on vaccination

during a pandemic.

Whywould nurses
resist vaccination?

Even health professionals are susceptible to COVID-19

misinformation. But why?

By co-editor Joel Maxwell

tion within nursing could be the

result of mistrust built up against
the male-dominated and hierarchal
world of medicine, researcher Kate
Hannah says.

Hannah spoke to Kai Tiaki Nursing
New Zealand about viral misinforma-
tion as the Government launched CO-
VID-19 vaccine mandates for almost
all health professionals.

Hannah, principal investigator with
research group Te Plnaha Matatini,
and project lead in The Disinforma-
tion Project, said a “large number” of
New Zealanders believed in at least
one or two pieces of misleading or

Pockets of resistance to vaccina-

false information.

All nurses must receive their first
vaccine dose by November 15; and be
fully vaccinated by January 1. Some
nurses oppose the mandate, despite
being health-care professionals them-
selves.

Hannah said vaccine scepticism, or
a cautious response to the COVID-19
mandate within nursing was not
necessarily surprising when examined
through a gender lens.

The mostly female nursing work-
force was forced to navigate a com-
plex male-dominated medical hierar-
chy, she said.

“A lot of nurses probably have quite
complex relationships with their own
profession, with the system that
they're part of and what that means.”

Thus, she said, it made sense that
some nurses who were otherwise dedi-
cated, caring and skilled, were uncer-
tain about vaccination in general, and
specifically the Pfizer vaccine.

There was a belief that people who
were better educated or had more
media literacy could better withstand
misinformation, Hannah said.

“But we actually know, to be hon-
est, the smarter you think you are,
the more likely you are to come to
a set of cognitive biases, where you
started [by thinking] ‘you're right’, so
therefore you are right.”

People then sought only evidence
that backed up their initial beliefs,
she said.

“There’s a high likelihood there’s a
little bit of that going on, alongside .
.. these lived experiences of a com-
plex set of interrelationships . . .”

Jagadish Thaker, senior lecturer in
journalism and marketing at Massey
University, said both the virus and
misinformation can be fought with
inoculation.

“One of the interesting research
ideas that has emerged and applied
during this pandemic is the idea of
inoculation against misinformation,”
he said. Exposure to weakened misin-
formation can help trigger “antibod-
ies” so people can prevent infection,
or spreading misinformation, when
exposed to a much more persuasive
misinformation piece.

“That is, knowing and experiencing
the persuasive strategies of misinfor-
mation groups can pre-emptively help
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Kate Hannah

us identify such misinformation.”

It might seem people without higher educa-
tion were most vulnerable to misinformation -
but it wasn’t necessarily the case.

“Research in areas of science and health com-
munication indicate that sometimes, our group
identities - such as our political identity -
takes over and even highly educated individuals
can believe and spread misinformation, such as
denying climate change or the need and effec-
tiveness of COVID-19 vaccine.”

When it came to the COVID-19 pandemic,
it appeared both the young and middle-aged
harboured vaccine fears, he said.

More research was needed on why and how
people in the health sector, “who pledge to
do no harm”, were against getting a vaccine,
Thaker said. “The better we understand their
concerns, the better we can channelise informa-
tion that they need.”

For some, getting a vaccine was as simple
as getting a prescription from a trusted doc-
tor. “But for some of us, it is a more complex
decision-making process - we have trust issues,
concerns about long-term safety, and the need
to get a vaccine.”

Jagadish Thaker

Even before the vaccine mandate for health
professionals was announced in October, the
Nursing Council strongly recommended vaccina-
tion.

In July, it took a strong stance against anti-
vaccination information in a media release.

While it “respected” nurses’ right to their own
opinion, there was no place for anti-vaccination
messages in professional health practice, it
said. “Nor any promotion of anti-vaccination
claims including on social media and advertis-
ing by health practitioners.” ®

Conversations with colleagues...

Ministry of Health workforce welfare lead with the
COVID-19 vaccine and immunisation programme,
Rachel Prebble, offers advice for tough conversa-
tions looming with colleagues.

COVID-19 HAS brought our personal
and work selves together more than
ever before. The vaccination mandate
for health workers has created poten-
tial divisions between health profes-
sionals. How can we have respectful
conversations with colleagues when
there are differing views about vac-
cination?

Keep in mind we all want to keep
our friends, whanau, colleagues and
patients safe. A great starting point
is to seek to understand different
perspectives. As health professionals, we all comply with a wide
range of health and safety and patient safety actions - what is it
that makes this vaccination different?

This is a hard time for people who truly believe not getting
vaccinated is the right thing to do. Let them know you value
them as a member of the team and hope that they will choose to
vaccinate so you can continue to work together.

People are most open to learning and change when they are
calm, safe and trust the person talking to them. Ask the person
who they would trust to talk to about their concerns.

Misinformation often relies on creating strong emotions - fear,
anxiety or outrage to fuel the anti-vaccination movement. Be
the antidote to that by creating a safe space for exploration and
reflection.

It can be really frustrating to see and hear misinformation on-
line or from a friend or colleague. Resist the temptation to argue
to win the argument. Not only will it be less likely to be helpful
but may affect your relationship and your own mental wellbeing.

You can't change another person’s mind for them, only they
can. Be kind, be respectful, offer to help by creating opportuni-
ties to access robust information - it may be just the nudge they
need. ©

Sources of information on COVID-19:

e https://covid19.govt.nz/covid-19-vaccines/get-the-facts-about-
covid-19-vaccination/

e https://www.health.govt.nz/our-work/diseases-and-conditions/
covid-19-novel-coronavirus/covid-19-vaccines/covid-19-vaccine-
information-health-professionals

e https://karawhiua.nz/

Rachel Prebble
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Mandatory vaccinations & workers’ rights

By NZNO employment lawyer
Christine Hickey

nounced it would require all

workers in the health and dis-
ability sector to be fully vaccinated
against COVID-19 by January 1,
2022, as part of its public health
response to COVID-19.

All registered health profession-
als under the Health Practitioners
Competence Assurance Act (2003)
must have their first dose of the
Pfizer vaccine by November 15, along
with non-regulated workers across
the sector, from aged and community
care to kaupapa Maori and Pacific
providers.

For those working in prisons, the
deadlines are earlier - November 6
for the first dose, and December 8 for
the second.

In October, the Government an-

under the Health Practitioners Compe-
tence Assurance Act 2003.

Exemptions

The new requirement is likely to be
along similar lines to the current
vaccination order for border work-
ers, including health-care workers
in MIQ facilities., That provides an
exemption for those with a medical
reason documented in writing by a
health practitioner (including nurse
practitioners but not registered or
enrolled nurses) who has examined
them. However, those who cannot
have the Pfizer vaccine for medical
reasons may be able to have another
COVID-19 vaccination when they
become available.

Employers cannot discriminate
against a worker because of a dis-
ability. There is protection under the
Human Rights Act (1993) on that

A compulsory
vaccination
order simply
means it has
been deemed
essential for particular roles - not
that a person can be forcibly vac-
cinated.

NZNO supports this approach,,
as does the Nursing Council., Most
health workers are already vaccinated
and this order will provide reassur-
ance and certainty to health-care
workers, patients and the vulnerable
in our communities.

Failing to follow the order could
result in disciplinary proceedings.

The Nursing Council states: Comply-
ing with relevant legislation is part of
both the Council’s code of conduct,
and the competencies for each scope
of practice. Failing to observe this or-
der if it applies to you may therefore
be grounds for a formal complaint,
and lead to disciplinary proceedings

Employers must always be able to justify
a dismissal, act fairly and reasonably
and conduct any process in good faith.

basis. An inability to be vaccinated
for medical reasons could be seen to
be a disability. However, there are
limits on an employer’s obligation to
make special accommodation for an
employee’s disability.

Some employees may have reli-
gious reasons for not wanting to
be vaccinated. There is protection
under the Human Rights Act from
discrimination over religious belief.
Objective and verifiable proof of that
religious belief, and how it prevents
you being vaccinated, would likely
have to be provided.

An employer would have to make
reasonable accommodation for a
person who refused vaccination for
this reason. However, if there was no
reasonable availability of redeploy-

ment or if an employee intended to
advise others not to be vaccinated

because of their personal religious

belief, continued employment may

not be possible.

Bill of Rights Act

The New Zealand Bill of Rights Act
(1990) also provides certain rights to
us all, including the right to refuse
to undergo medical treatment. A CO-
VID-19 vaccine is a medical treat-
ment. The right to refuse medical
treatment, at its most literal, means
you cannot be treated against your
will. Such a right does not mean that
you could not be moved to another
area of work or justifiably dismissed,
in certain circumstances, if you de-
cline to be vaccinated.

It is important to know that Parlia-
ment can pass legislation that limits
some of the rights granted under the
Bill of Rights Act, so long as that
limitation is reasonable and can be
demonstrably justified in a free and
democratic society.

There is a legal argument saying
that a vaccination order could be a
reasonable limitation that is demon-
strably justified in the circumstances
of the global pandemic and the inter-
ests of public health. NZNO consid-
ers that argument to be a relatively
strong one. However, our courts have
not yet made a decision on whether
the COVID-19 vaccination order is a
reasonable limitation.

So far there has only been one
case in Aotearoa, New Zealand, of
a worker being dismissed for failing
to be vaccinated without a medi-
cal exemption. That employee was a
maritime border worker and did not
tell her employer why she would not
be vaccinated. She took her case to
the Employment Relations Authority,
which found she was not unjustifi-
ably dismissed.
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PHOTO: SOUTH SEAS HEALTHCARE

Nurse Sharon Sinia-Anae with essential worker Salesio Matautia at the Pacific locality COVID-19
Vaccination Centre in Otara, South Auckland. All registered health professionals must now be

vaccinated by December 1.

Employer vs employee rights
An employer can ask you if you are
vaccinated against COVID-19, as

a part of carrying out a risk assess-
ment and risk management pro-
gramme, or their responsibility to en-
sure their workforce is vaccinated. If
you decide to answer, your answer
must be accurate.

Employees have the right not
to disclose their vaccination sta-
tus. However, the employer can as-
sume the worker is unvaccinated and
take measures to mitigate risks for
that employee and others.

Generally, employers are not enti-
tled to access information from your
health records, including the COV-
ID-19 immunisation register, without
your specific consent. However, since
the 2021 Delta outbreak, the Minis-
try of Health has given permission
to some district health boards to get
vaccination status information di-
rectly from the register. That is likely
to continue to be the case once the
mandatory health workforce vaccina-
tion order comes into force.

Can I be dismissed if I am
unvaccinated?

NZNO considers that all health em-
ployees who do not get vaccinated,
and are not exempt for medical
reasons, potentially run the risk of
losing their jobs.

The risk is even greater for workers
specified under the mandatory vac-
cination order/s.

NZNO will work with employers and
affected workers to ensure that those
who cannot be vaccinated because
of a verified health exemption, or
choose not to be vaccinated for
other reasons, are offered reason-
able information about vaccination
and their options.

We will work to ensure you are
offered redeployment oportunities, if

possible, to roles that have not been
identified as vaccine-essential. That

could include a change of your role,

hours of work, or location.

However, it may be that if em-
ployees decline vaccination, and
cannot be redeployed, employ-
ment in the existing role or with that
employer is no longer possible or
appropriate.

Each case will need to be assessed
on its own facts in deciding wheth-
er there are viable options to remain
employed or whether termination of
employment could be justifiable.

Reasonable process

In addition, employers must still
undertake a reasonable process when
engaging with unvaccinated employ-
ees, encouraging those employees to
be vaccinated, and when deciding on
what consequences may flow from an
employee not being vaccinated.

Employers must always be able
to justify a dismissal, act fairly and
reasonably and conduct any process
in good faith.

A dismissal for a failure or refusal
to be vaccinated is not necessar-
ily an “at fault” dismissal because
the requirements of the role have
changed.

Therefore, disciplinary meetings,
warnings and other similar processes
may not be appropriate. Meetings
to discuss the issues for individual
workers, with their union’s support,
and employers clearly setting their
requirements with reasonable time-
frames are likely to be part of a fair
process.

However, NZNO strongly encourages
you to be vaccinated if you can. e
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Rights are balanced
by responsibilities

Two nursing academics
ponder why some nurses
are resistant to having the
COVID-19 vaccine.

By Margaret Hughes and
Karen Edgecombe

e have wondered for many
Wmonths now about why there

is resistance among nurses to
being vaccinated against COVID-19,
and why some nurses spread misin-
formation about the vaccine.

While we acknowledge there are
genuine reasons why some nurses
may not be able to be vaccinated, we
are deeply concerned about nurses
spreading fear and anxiety in the
public, and on social media.

While trying to make sense of
the reasons why some nurses are
vaccine-hesitant, we came across a
presentation by Dr Mike Lee on Radio
New Zealand (University of Auckland)
that explored some of the reasons
why people may be vaccine hesi-
tant., His innovative theory has been
incorporated here in an attempt to
understand why this might occur
within our own profession.

Lee believes people who are
hesitant to accept a range of health
decisions generally fall into four
main categories:
¢ Philosophical differences: There
are people who have a different
philosophy on life. There may be
religious objections to accepting the
vaccine, or cultural obligations that
some must adhere to that others are
not constrained by.
® A reluctance to be told what

to do: People generally do not like
being told what to do. However, not
following the advice of the scientific
community and choosing to believe
unsubstantiated online posts and
conspiracy theories seems danger-
ous, not just to yourself but to your
patients.

¢ The need to weigh up the risks
and benefits: People tend to weigh
up the risks and benefits of any
choice they are trying to make.
Weighing up the positives and nega-
tives is a sensible thing to do when
making decisions related to your
health. This decision-making process
could go something like this:

“I might not get COVID-19 be-
cause others are being vaccinated,
and anyway only older people are
getting sick so why risk having a
vaccine?”

This is balanced alongside

thoughts such as:

“The vaccine might make me mag-
netised, cause seizures or infertil-
ity, or provide the government with
a tracking device.”

This line of thinking, while bio-
logically impossible, might work for
some, who will inevitably have to
rely on others in the community
to get vaccinated. But it is a risky
gamble for a nurse employed in the
health sector, who is coming into
contact with people who may them-
selves not be vaccinated.
¢ Uncertainty about the safety
or effectiveness of the vaccine:
People who pass on misinforma-
tion about the vaccine feed into
uncertainty, promote hesitancy and
place people’s lives at risk. This is no
longer about personal choice when

others are influenced by your ideas.
Any one of these theories puts the
nurse at high risk of contracting the
virus, taking up intensive care unit
(ICU) or hospital space and requiring
ventilatory support. This has been
seen in the trends both nationally
and internationally for unvaccinated
people. Worse still, they may pass
the virus on to vulnerable others.
The nursing profession has an
obligation to provide safe care to
the public, uphold ethical codes and
professional standards for practice
and maintain a sound body of knowl-
edge., , . The theories behind why

2,3,4,

people are hesitant to be vaccinated

Nurses must gather information from reputable
evidence-based sources.
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presented above do not explain why
nurses choose to share misinforma-
tion about the vaccine.

The Government has now mandated
the vaccine for high-risk workers in
the health and disability sector and
school and early learning staff._ This
is supported by the Tertiary Advisory
Services (TAS) report released in
September 2021 that stipulates that

all pre-registration

talisation, including ICU admissions
(5315 known cases resulted in 336
hospitalisations).

® 0.05 per cent of COVID-19 cases in
New Zealand led to deaths related to
exposure to the virus (of the 5315
covid cases, there have been 28
deaths).

® Only 24,142 non-serious and 929
serious events (or “side effects”)
directly related to the

health discipline
students who are not
fully vaccinated will
not have access to
DHB clinical place-
ments..,

The nursing profes-
sion is also very clear.
The Nursing Council issued a guid-
ance statement specifically related to
the vaccine that clearly sets out the
required professional responsibilities
of nurses.

“The Nursing Council strongly rec-
ommends that all practising nurses
take up the opportunity to be vac-
cinated — unless medically contra-
indicated. You have an ethical and
professional obligation to protect
and promote the health of patients
and the public, and to participate
in community health efforts”.

In an open letter to the people of
New Zealand, numerous signatories
including frontline nurses, nurse
leaders, nurse educators and vac-
cinators illustrated their support for
all eligible people to be vaccinated
against COVID-19., These are exam-
ples of reputable, reliable sources of
evidence-based information.

Dispel uncertainty

You do not have to be a statistician
to look at numbers that could help
dispel the uncertainty. According to
the Ministry of Health,  as at Octo-
ber 21, 2021, there were:

® 6.3 per cent of people who con-
tracted the virus requiring hospi-

This is no longer a
rights or personal
freedom issue; it is
about the safety of
the community.

vaccine have been re-
ported. This is a very
small proportion of
the 5,321,863 doses
administered to date
- 0.47 per cent. It

is important to note
that one person can

experience a number of “events”. |
That is, events do not equal the
number of people. Also noteworthy
is that the minor events are very
minor, especially when compared to
the possible health outcomes of an
uncontrolled COVID-19 virus, such as
long covid or death.

Vulnerable people

While we are fortunate to live in a
country that guarantees our rights
through the New Zealand Bill of
Rights Act 1990, there is another
side to having rights, and that is
the requirement to take responsi-
bility. This is especially important
for nurses, who care for vulnerable
people. For nurses, this includes

not only personal responsibility but
responsibility to the profession and
the community, and not disregarding
or overriding other people’s rights.
Doctors are increasingly being
investigated for misconduct by the
Medical Council when found to be
sharing misinformation._, There
are also professional consequences
from the Nursing Council, under the
Health Practitioners Competence As-
surance Act 2003, for nurses who do
the same., This is no longer a rights
or personal freedom issue; it is about
the safety of the community.

Challenge for nurses
The challenge for nurses trying to
educate themselves, to do the right
thing and to access the correct
information, is to gather informa-
tion from reputable, evidence-based
sources. That does not include social
media or unsubstantiated opinion.
Until this stops, uncertainty, and
the virus, are free to circulate, and
unvaccinated nurses (those who
could be vaccinated but refuse to
be), and nurses spreading misinfor-
mation are placing others at risk. ®

Margaret Hughes, RN, PhD, is a senior academic
staff member in the Department of Health
Practice, Manawa, Ara Institute of Canterbury,
Christchurch.

Karen Edgecombe, RN, MN, is academic man-
ager and co-head of nursing in the Department
of Health Practice, Manawa, Ara Institute of
Canterbury.
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Mandatory vaccination
- what about students?

A nursing lecturer who has noticed vaccine hesitancy
among students argues it is their duty of care.

By Roseanne Sadd

ernment announced mandatory

vaccination for health workers
including volunteers and unqualified
personnel in high-risk areas. While
details are not yet available, it would
be prudent to expect students are
included.

Mandatory vaccination comes with
legal ramifications: breaching the or-
der could result in employment and/
or disciplinary processes for nurses.

Regardless, the Nursing Council of
New Zealand strongly recommends all
nurses be vaccinated.,

Mandatory vaccination poses an
ethical conflict between an indi-
vidual’s rights and a duty to protect
those they care for.

For nursing students, duty of care
can be applied to those they care
for as well as a wider duty to public
and society based on the following
premises:

* Nursing students have a duty of
care to protect the vulnerable.

e COVID-19 is a serious threat to
public health and the vulnerable.

* Vaccination is a safe and effective
way to protect against COVID-19
transmission.

Therefore, nursing students must
be vaccinated against COVID-19.

In October, the New Zealand Gov-

Duty of care
There is a higher expectation of
duty of care for health professionals.

Similarly, a nursing student has a duty
of care within their education and
experiential level.

Duty of care encompasses the prin-
ciples of non-maleficence (minimise
harm) and beneficence (to do the
“most good”).,

Duty of care requires a health pro-
fessional to act in the patient’s best
interest and make patients their first
concern,

Mandatory COVID-19 vaccination

supernumerary in the clinical en-
vironments; therefore, health-care
agencies may not provide placement
for nursing students unvaccinated
against COVID-19, therefore unoffi-
cial mandatory vaccination of nurs-
ing students is already in place.

It is unlikely, based on voluntary
influenza vaccination statistics and
intent to be vaccinated for COVID-19,
that voluntary vaccination of nursing
students will be sufficient to meet
beneficence and non-maleficence
aspects of a duty of care, especially
if this encompasses a duty to society
as a health professional.

Nursing students’” hesitancy to
be vaccinated is reportedly due to
concern about the safety and efficacy
of vaccines., ,

Using a bioethical four principles
approach of autonomy, non-malef-
icence, beneficence and justice, I

Mandatory COVID-19 vaccination of nursing students
can be justified as a duty of care to students, their
patients, and the public at large.

of nursing students can be justified
as a duty of care to students, their
patients, and the public at large.

Nursing students have a duty of
care towards those they are caring
for, while health-care and education-
al institutions have a duty of care to
protect both the student and public
from harm.

It is common for health profession
educational programmes to require
evidence of immunisation for diseas-
es such as hepatitis B, tuberculosis,
measles/mumps/rubella, varicella,
diphtheria/tetanus/pertussis, and
MRSA. This is currently a mandatory
requirement, which, unless there are
extenuating reasons, can affect the
ability to place students in clinical
practicums.

Nursing students are usually

argue that mandatory vaccination of
nursing students for COVID-19 is jus-
tified as a duty of care to students,
patients, and the public.,

Autonomy

Public health measures have helped
manage COVID-19, but vaccination is
the only intervention showing signs
of slowing the pandemic.

The World Health Organization
defines mandatory vaccination poli-
cies as those which place restrictions
for non-compliance rather than legal
penalty.,

In New Zealand, mandatory vac-
cination of nursing students has im-
plications for an individual’s right to
refuse medical treatment in defence
of the “greater good”,

More than merely having self-
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choice, the principle of autonomy
encompasses an obligation to respect
autonomy, and, in health care, an
obligation to inform in order for in-
dividual autonomy to be respected.,

Knowledge and understanding are
key to informed decision-making.,

For nursing students, respecting
their autonomy includes being able
to make knowledgeable decisions,

and acting within their scope of
practice.

Individuals may be hesitant to
consent to vaccination due to lack of
appropriate information. Inadequate
or incorrect information about the
vaccine and exposure to conspiracy
vaccine theories add to hesitancy.,

Infringing on individual autonomy
is unquestionably the strongest op-
position to mandatory vaccination.

Non-maleficence
Non-maleficence (do no harm,

least as little harm as possible.

Nursing students move through dif-
ferent clinical settings, and are a risk
to patients and others as a potential
viral vector.

Vaccination reduces this risk.
However, vaccination is an invasive
procedure which does have potential
risk.

To ensure non-maleficence, this
risk must be evaluated to ensure it
is outweighed by benefits. While
early signs for COVID-19 vaccines
are that they are effective for vari-
ants currently identified,, this may
mean health professionals, including
students, will need repeated vaccina-
tion or vaccination with a different
vaccine in future.

The benefit to patients and the
public must outweigh the increased
risk of harm posed by repeated vac-
cination.

Primum non nocere supports

self-determination and possible side-
effects from vaccination does exist.

The rapid development of COVID-19
vaccination means there is no data
about long-term effects, including
future efficacy. What is known is the
significant health risk for someone
contracting COVID-19, and a poten-
tial for ongoing health issues once
recovered.

There is precedent for mandatory
vaccination for COVID-19 especially
in the circumstance of no herd im-
munity where non-immunised in-
dividuals may pose a threat to the
overall effectiveness of a vaccine to
the public.

The best outcome for mandatory
vaccination would be to provide
expert information while listening to
and answering concerns. Although
vaccination can be compulsory, nurs-
ing students should have full under-
standing and agree consent.

intentionally) aligns with the con-
cept of primum non nocere; first, do
no harm, a Latin phrase thought to
be related to the Hippocratic oath.
Before undertaking any intervention,
the health professional should take
care they will not inflict harm or at

mandatory COVID-19 vaccination of
nursing students, as any harm to
someone in their care that could
have been prevented by vaccination
is unacceptable.,

Nonetheless, possible harm to
nursing students through loss of

Beneficence

Beneficence refers to a requirement
to do good, which implies more than
doing no harm; it forms an obliga-
tion to take actions which are helpful
and recognised as in the patient’s
best interest.,

Does this duty constitute an obli-
gation to be vaccinated?

To deem mandatory vaccination
as ethical, there must be a high
probability of benefits compared to
voluntary vaccination.

Immunisation against infectious
diseases has demonstrated the
benefit to individuals and society,
especially when herd immunity is
achieved.

Areas with high uptake by health
professionals of influenza vaccines
have reduced the severity of influ-
enza and influenza-like infections in
long-term care facilities.,,

Therefore it is reasonable to expect
a similar high COVID-19 vaccination
uptake will reduce transmission and
seriousness of COVID-19 symptoms in

PHOTO: ADOBESTOCK

Kai Tiaki Nursing New Zealand * vol 27 no 10 * November 2021



the most vulnerable.

Widespread vaccination for COV-
ID-19 is expected to provide signifi-
cant benefit with little individual
risk. If risk to the individual is low,
and benefit for the public is signifi-
cant, then there is ethical justifica-
tion for mandatory vaccination.

Justice

In health care, two key concepts of
justice arise - that of equitability
where like persons are treated simi-
larly, and distributive justice, refer-
ring to distribution of resources., ;

Protecting the vulnerable (such
as the elderly, immunocompromised
and those with significant co-mor-
bidities) is a fundamental ethical
principle.

During a public health emergency
such as a pandemic, societal need
prevails over individual need.

COVID-19 vaccines are seen as the
strongest method for reducing the
seriousness of the pandemic.,

An obligation to be immunised
against infectious disease by those
who are able to may be seen by
society as fair, especially for those in
health care where there is a duty to
reduce the risk of harm.

Ethically, mandatory vaccina-
tion may reduce the liberty of an
individual if that individual poses a
harm to many. This can be said of
mandatory vaccination for COVID-19,
proportionate to the potential harm
to the public.

Vaccination of nursing students
helps share the burden that the dis-
ease carries. The ethical requirements
for mandating COVID-19 vaccination
include providing clear ethical ratio-
nale for doing so, including research
findings and information campaigns,,
justifying mandatory vaccination
with full disclosure of risks, benefits,
and consequences for non-vaccina-
tion. WHO have stated that ideally
95 per cent of the eligible popula-
tion should be vaccinated to ensure

PHOTO: ADOBESTOCK

immunisation is effective and protect
vulnerable people for whom vaccina-
tion is contraindicated.,

Health professionals, including stu-
dents, are a priority group in reach-
ing this goal.

dents are not unduly exposed to risk.

There is a rationale that overriding
a student’s autonomy is acceptable
if it reduces harm to those in their
care, however there must be strong
evidence of benefit that outweighs
risk.

With COVID-19 significantly af-
fecting the global community and
the Delta variant now a reality in
New Zealand, there is justification
for mandatory vaccination if this is
shown to benefit all, as long as the
potential risk to nursing students
remains low. ®

Conclusion

Nursing students have a duty of care
to uphold and promote public health
if they do not place themselves in
undue danger.

An ethical obligation to put
patients first includes taking precau-
tions to protect those being cared
for, especially vulnerable people,
when a potential of harm and a

known prevention exist.
For educators of nursing students
there is a duty of care to ensure stu-

Roseanne Sadd, RN, MMgt(Health), is a
nursing lecturer at Toi Ohomai Institute of
Technology, Tauranga.

References

1) Nursing Council of New Zealand. (2021). Guidance statement: COVID-19 vaccine and your professional responsibility. www.nursingcoun-
cil.org.nz/NCNZ/News-section/news-item/2021/5/Guidance_statement_COVID-19_vaccine_and_your_professional_responsibility.aspx.
2) Beauchamp, T. L., & Childress, J. F. (2013). Principles of biomedical ethics (7th ed.). Oxford University Press.

3) Manning, M. L., Gerolamo, A. M., Marino, M. A., Hanson-Zalot, M. E., & Pogorzelska-Maziarz, M. (2021). COVID-19 vaccination readi-
ness among nurse faculty and student nurses. Nursing Outlook, 69(4), 565-573. https://doi.org/10.1016/j.outlook.2021.01.019.

4) World Health Organization. (2021). COVID-19 and mandatory vaccination: Ethical considerations and caveats [Policy brief]. www.who.
int/publications/i/item/WH0-2019-nCoV-Policy-brief-Mandatory-vaccination-2021.1

5) Human Rights Commission (2013). Article 16. Universal Declaration of Human Rights. In Everyone is born free and equal in dignity
and rights (pp13). www.hrc.co.nz/files/9914/2399/5161/UDHR-booklet-2013-reprint-pdf.

6) Health & Disability Commissioner. (1996, 2020). Right 7 (7). Code of Health and Disability Services Consumers’ Rights Regulations.
Right to make an informed choice and give informed consent.
www.hdc.org.nz/your-rights/about-the-code/code-of-health-and-disability-services-consumers-rights.

7) Osbourne, R. M., & Clark, S. J. (2021). Should the SARS-CoV-2 vaccine be mandatory for nurses? An ethical debate. British Journal of
Nursing, 30(2), 116-121.

8) International Coalition of Medicines Regulatory Authorities. (2021). ICMRA statement for healthcare professionals: How COVID-19 vac-
cines will be regulated for safety and effectiveness. www.icmra.info/drupal/en/covid-19/vaccines_confidence_statement_for_hcps.

9) Bowen, R. A. R. (2020, Nov). Ethical and organizational considerations for mandatory COVID-19 vaccination of health care workers: A
clinical laboratorian’s perspective. [Letter to the editor]. Clin Chim Acta, 510, 421-422. https://doi.org/10.1016/j.cca.2020.08.003

10) Giubilini, A. (2021). Vaccination ethics. British Medical Bulletin, 137(1), 4-12. https://doi.org/10.1093/bmb/ldaa036.

11) Galanakis, E., Jansen, A., Lopalco, P. L., & Giesecke, J. (2013). Ethics of mandatory vaccination for healthcare workers. Eurosurveil-
lance, 18(45), 20627. Https://doi.org/10.2807/1560-7917.e52013.18.45.20627.

12) Patelarou, E., Galanis, P., Mechili, E. A., Argyriadi, A., Argyriadis, A., Asimakopoulou, E., Brokaj, S., Bucaj, J., Carmona-Torres, J.
M., & Cobo-Cuenca, A. I. (2021). Factors influencing nursing students’ intention to accept COVID-19 vaccination - A pooled analysis of
seven countries. Nurse Education Today, 104, 105010. https://doi.org/10.1101/2021.01.22.21250321.

Kai Tiaki Nursing New Zealand * vol 27 no 10 * November 2021




DISTANCELEARNING

fi .
0

X .,

Take your

OTAGO

nursing carcer  RaEEEE
to new heights

Otago offers a wide range of postgraduate opportunities for nurses. Study
online from home, or at our Christchurch, Dunedin or Wellington campuses.

Our programme structure is flexible, allowing you to study single papers or work towards a
certificate, diploma, master’s or PhD. Many of our programmes are eligible for HWNZ funding.

Postgraduate programmes available include:

Bioethics Continence Management
Mental Health Musculoskeletal and Pain Management
Nurse Practitioner Occupational Health

Postgraduate Nursing Primary Health Care
(select from eight endorsements)

Public Health Rehabilitation

Sports Medicine and Exercise Travel Medicine

New Zealand's leading health sciences university*.

Enrol now for 2022

otago.ac.nz/postgradhealth #2020 QS rating

Kai Tiaki Nursing New Zealand * vol 27 no 10 * November 2021




industrial focus

Bargaining marathon on Heritage MUCA

By Lesley Harry

argaining for Heritage Lif-
B ecare multi-union collective

agreement (MUCA) has been a
marathon.

In recent years, Heritage Lifecare
has purchased multiple aged residen-
tial care facilities across Aotearoa.
Many of the workers in these work-
places were previously covered by
collective agreements, with generally
more favourable terms and conditions
(weekend rates, overtime etc).

Most workers, though, have had
their terms and conditions set in
individual agreements and have not
had the benefit of collective bar-
gaining as a mechanism to improve
these.

This has meant the union bargain-
ing team has been working through
the bargaining process to bring
together the best possible clauses
from across numerous agreements
for a single national Heritage MUCA.
Bringing together multiple sites into
one MUCA is always complicated.

While there are still significant
clauses to be negotiated, NZNO ad-
vocates Christina Couling and Lynley
Mulrine are pleased with progress
and note there seems to be a genu-
ine commitment from all parties.

The union team has negotiated an

interim wage in-
crease for nurses
of approximately
4.4 per cent to
five per cent on
average de-
pending on the
role. Increases
for household
(kitchen, clean-
ing etc) were
also negotiated.

Bargain-
ing has been a
long haul so organisers will meet
with members over the next few
months to walk them through the
proposed clauses so far.

It is important that Heritage mem-
bers fully understand the proposed
MUCA as ratification voting will take
place once a proposal is reached.

Bargaining in aged care generally
has continued using a blend of Zoom
and face-to-face meeting where pos-
sible.

Some bargaining was delayed in
anticipation that COVID-19 restric-
tions might be relaxed.

Campaigning for safe staffing
After well-attended and inspiring
regional member meetings in South-
land, the meetings came to a stand-
still during the COVID-19 outbreaks.

As an alternative, NZNO and E Ta
are holding online forums for mem-
bers to discuss concerns with Green
and Labour MPs starting with Auck-
land/ Northland then Wellington/
Central regions and onto Christ-
church/Nelson.

Our first meeting hosted more than
100 aged care workers from across
the northern region along with three
MPs and representatives from Grey
Power.

These hui have been organised
primarily to support aged care work-

Employers should use standard infection prevention and control precautions
rather than stop secondary employment for staff.

ers to lobby MPs on important issues
facing their sector.

Our union leaders working in aged
care have done just that - seeking
commitment from MPs to support
calls for mandatory minimum staff-
ing levels across the sector. While
a little shambolic (managing more
than 100 active participants can get
difficult!), the meetings were very
successful.

Access to Zoom technology for
many members has been a challenge
and we hope to return to face-to-
face meetings soon.

Secondary employment

Some aged care employers continue
to restrict workers from secondary
employment.

This despite district health boards
not placing the same pandemic re-
strictions on their workforce.

At a time of nursing shortages,
employers should use alternatives
such as staff being vaccinated and
supported to stay at home if unwell
and the full implementation of stan-
dard IPC measures to reduce the risk
of transmission between settings as
recommended by the MoH. e

Lesley Harry is an NZNO aged care industrial advisor.
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Primary
health care
work
continues,
DHB
bargaining
concludes

new date has been set down
Ain meditation for long-running

NZNO primary health care
negotiations with Healthcare New
Zealand and NZCare.

Mediation is set down for No-
vember 19 and would take place
via Zoom, the bargaining team has
reported to members.

It comes as all parties agreed that
attending bargaining should be the
next step in progressing the nego-
tiations.

That bargaining has already run
over several days and included two
rejected proposed collective agree-

ments, put out to a ratification vote.

It means the old collective agree-
ment has now been expired for 12
months, however terms and condi-
tions for workers in this expired
MECA remain.

The main themes behind the
members’ rejections of the proposed
collective agreements covered a
range of areas.

The proposed pay increase was
considered too low. There was a
disparity with district health board
MECA wages, and the lump sum,
back-pay portion of the proposed

The June
strike united
DHB members
in their de-
termination
to continue
bargaining.

collective was considered too low.

The bargaining team would con-
tinue to push for a better offer and
would update members on progress
after the November 19 meditation.

Meanwhile work continued on the
Primary Health Care MECA bargaining
schedule with the MECA expiring on
August 31 this year.

The online ballot for member
endorsement of claim principles, the
negotiation team and ratification
procedures was set to run at the end
of October.

Changes for MIQ workers

Staff working at isolation and
quarantine facilities face changes

to their COVID-19 testing frequency
from November 8. Staff at quarantine
facilities who are onsite more than
twice a week, will have to be tested
every day they work at the facility.

At managed isolation facilities
they would have to be tested twice
a week.

Those in dual-purpose facilities
will follow the quarantine schedule
if there’s a case, and the managed
isolation schedule with no case.

DHB MECA ratified

NZNO’s bargaining for district health
board members has wrapped with a
high turnout vote accepting the most
recent offer.

The offer included staffing and re-
cruitment requirements, and advanc-
es on pay equity claim increases.

It included a June strike, which
cemented member solidarity and
drew nationwide attention to the
cause; and the campaign also saw an
important employment court victory
for NZNO over life preserving services
agreements with DHBs.
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NZNO court win cemented right to strike

By Jock Lawrie

trike action in the district
Shealth board (DHB) sector saw

some sabre-rattling concerning
life preserving services on the part
of the DHBs.

The DHBs claimed that NZNO
either had or was failing to make
adequate provision for the main-
tenance of life preserving services
(LPS) to cover strike action.

DHBs also threatened legal
proceedings over the issue in an
attempt to force the withdrawal of
lawful strike notices.

NZNO denied the DHB claims and
declined to withdraw any strike
notices. The DHBs then filed legal
proceedings to have the matter de-
cided by the Employment Court.

By way of brief background,
whenever NZNO files strike notice in
the DHB sector it is required by law
to respond to any request from the
DHB for assistance in maintaining
LPS (generally being crisis interven-
tion for the preservation of life or
prevention of permanent disability).

Invariably such a request is made
by the DHBs, and NZNO then enters
into negotiations with each DHB to
secure agreement on: The extent of
LPS necessary to provide for patient
safety during the strike; the num-

ber of NZNO members necessary to
enable those LPS; and a protocol
for the management of emergencies
which might require additional life
preserving services.

The DHBs claimed in court that
when a DHB had concerns that NZNO
would not deliver an agreed number
of members for LPS, that DHB should
be able to take precautionary legal
action to ensure such numbers were
provided.

The DHBs claimed NZNQ's stance of
taking ‘all best endeavours’ to hon-
our any agreement was insufficient
and of itself a breach of good faith.

However, the court found in favour
of NZNO and held that:

® an LPS agreement is not

the same as, for example, a
binding commercial contract,
although a failure to comply
by NZNO may give rise to a
claim that NZNO has not acted
in good faith.

e However, it is not open to

a DHB to initiate legal pro-
ceedings to enforce an LPS
agreement over a concern that
the roster numbers provided
may not be delivered by some

agreed future date. Rather
there needs to be an actual
failure to deliver the roster
numbers before enforcement
could be considered appropri-
ate. Even then a close exami-
nation of all the circumstances
would be required to ascertain
whether enforcement action is
indeed warranted.

e NZNO's position, that it will
use its best endeavours to
give effect to any LPS agree-
ment while being mindful of
members' right to strike, is in
accord with NZNQ’s good faith
obligations.

The court also awarded $20,000
to NZNO to cover some of the legal
costs defending the DHBs' claims.

While it is likely that LPS agree-
ments may continue to be a source
of tension during industrial action,
hopefully the judgment opens the
door to a more constructive and
conciliatory approach by DHBs in
future. ©

Jock Lawrie is an NZNO employment lawyer.
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DHB members strike in June, but NZNO later faced court action over life preserving services.
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crossWORD

Completing this will be easier if you have read our October issue. Answers in December.

ACROSS
1) Tool to deliver vaccine.
5) Sons of siblings.

8) It comes after life.

9) Extended family (Maori).

10) Baby (Maori).

13) An entry on a patient's
chart.

14) These provide
end-of-life care.

16) Belonging to you.

17) Haven in a desert.

19) Desire for water.

20) Poisonous.

22) Small creature used
medicinally to suck blood.
23) Jump high.

25) Firearm.

26) Condition where bones
get thin and brittle.

DOWN
2) Finished.
3) Journal.
4) Reflected sound.
6) Supernatural place of

bliss.

7) Proverb (Maori).

9) Small (Scottish).

10) Stressful force.
1) Self-assured.
2) Red wine variety.

15) Causing death.

18) Come to a halt.

21) Man-made waterway.

24) Shakespeare work: Much

___ About Nothing.

25) Vapour.

October answers. ACROSS: 1. Delta. 3. Vaccine. 7. Admiral. 8. Absorb. 9. Retire. 10. Mullet.

12. Private. 15. Gel. 18. Almost. 19. Scared. 21. Pot. 22. Skier. 23. Boasts. 24. Address. 25. Son.
DOWN: 1. Dead. 2. Twitter. 3. Vulnerable. 4. Charm. 5. Insulin. 6. Earned. 11. Organiser.

12. Plastic. 13. Impaired. 14. Mutation. 16. Glasses. 17. Corpses. 20. Drone.

wiseWORDS

¢¢ Our worst fault is our preoccupation with the faults

it’s cool to

kore ro

=6
9

@QBV R \ © = @

HAERE MAI and welcome to the
November korero column. Waiata are
songs and chants which are an important
part of Maori culture. There are three
main types: waiata oriori (lullabies),
waiata tangi (laments), and waiata aroha
(love songs). Waiata moteatea tradition-
ally follow whaikorero (formal speeches)
on the marae.

Different iwi often have their own
waiata, some composed centuries ago.

Kupu hou
New word

e Waiata - pronounced "why-ah-tah"

e I muri mai nga korero, i waiata
matou.
We sang waiata after the speeches.

Rerenga kupu
Phrases
We live in a digital world and it's good
to be able to use te reo for some of
the technology we use:
e rorohiko
computer
¢ rorohiko ponaho
laptop computer
e pithihiko
charger

¢ hopuoro
microphone

e papa patuhi
keyboard

e purutaringa
headphones/earphones
* ahokore
wifi

e rokiroki

of others. 99

storage

— Kahlil Gibran, Lebanese-American writer
and philosopher, 1883-1931

E mihi ana ki a Titihuia Pakeho raua ko Joel Maxwell,
ratou ko Belinda Tuari-Toma, me Te Taura Whiri i te Reo
Mdori (Mdori Language Commission).
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college & section news

Where to now for enrolled nurses?

NZNQ'S ENROLLED Nurse Section (ENS)
has been asking the Nursing Council
for a review of the enrolled nurse (EN)
scope of practice for some time.

It is more than 10 years since the
EN scope of practice was reviewed. In
2009, then-Minister of Health Tony
Ryall directed the Nursing Council
of New Zealand (NCNZ) to work with
district health boards (DHBs) and the
Ministry of Health (MoH) to “expand
the role and training of ENs".

The NCNZ consulted widely with
DHBs, polytechnics and the ENS on
expanding the scope, before releas-
ing a consultation paper.

A revised scope suggested by ENS
was used in the initial consultation
then - after some changes - ac-
cepted. It allowed ENs to practise to
the top of their scope. However its
adoption has varied around Aotearoa,
particularly in our DHBs and aged
residential care (ARC) facilities.

Since 2010, EN positions have
evolved into the following areas:
® Providing home haemodialysis.
® General practice.
® Prisons and corrections facilities.

e Authorised vaccinators, for those
ENs having undertaken the provi-
sional vaccination programme from
the Immunisation Advisory Centre
(IMAC).

e Working with intubated patients in
a spinal unit, with registered nurse
(RN) support.

e Assessors and co-ordinators in
home-based care organisations and
needs-assessment and service coor-
dination (NASC) assessors in some
DHBs.

® DHB mental health settings across
New Zealand.

® In 2019, the Government pro-
vided funding for 40 EN positions in
primary health care in mental health
and addictions. A project group is as-
sisting ENs to gain positions within

this setting.

In 2019, ENS surveyed 756 ENs to
ask if they understood their scope
and thought colleagues understood.,
In response, 99 per cent said they
understood their own scope but only
37 per cent believed colleagues such
as RNs, midwives, nurse practitio-
ners, directors of nursing, workplace
educators and other regulated health
professionals understood it.

More than two-thirds believed that
the most restrictive part of the EN
scope was the requirement to prac-
tise under direction and delegation
of colleagues.

So the ENS suggested to NCNZ
that direction and delegation should
be replaced with “in collaboration
and partnership with the Registered
Nurse or Nurse Practitioner”. NCNZ
responded that it would probably be
undertaking a full review of the EN
scope of practice.

However, we are still waiting for
confirmation of when this will hap-
pen.

We are now hearing reports from
ENs that health-care assistants, who
are unrequlated, are being allowed
to do assessments, observations,
blood sugar levels and wound care
and provide medication from blister
packs. This is mainly happening in
ARC facilities but has also been seen
slowly creeping into DHBs.

ENs believe it is time for our scope
to be further expanded, enabling us
to practise to the extent of our skills
and abilities, and that we be recog-
nised for the skills, knowledge and
education we bring to our roles.

While we now have a national
curriculum for enrolled nursing in
the form of a national diploma, our
practice varies around the country.

A new scope of practice should be
extend and enable ENs, and not be a
backwards step. This should also be

§t

Robyn Hewlett is waiting to hear when the Nurs-
ing Council will review the scope of practice for
enrolled nurses.

aligned to the revised RN education
framework and competencies, so an
achievable pathway is available into

By ENS chair Robyn Hewlett

Nursing Council chief executive
Catherine Byrne said the council
was currently developing a new
strategic plan for 2022-2024.

“The EN scope and education
standards I expect to be part
of the council’s future strategic
work. The timelines for this
work are uncertain, however the
council recognises the impor-
tance and the need for this
work.

I hope to have more informa-
tion to share later in the year
when we are in a position to
determine the strategic impera-
tives to the plan.”

References

1) Beehive. (2009, March 28). Enrolled nurses on the agenda
[press release]. www.beehive.govt.nz/release/enrolled-nurses-
agenda.

2) New Zealand Nurses Organisation: Enrolled Nurse Section.
(2019). Enrolled Nurses — Scope of Practice Survey.
www.nzno.org.nz/resources/nzno_publications.
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college & section news

NZNO online learning taking off for members

LAST YEAR, NZNO
launched an online
learning platform,
after members asked
for a blended online/
face-to-face approach
to delegate train-
ing amid COVID-19
restrictions.

Since then, more
than 300 delegates
have completed a
short online “founda-
tions” course, receiv-
ing a certificate of completion which
they can use for their professional
development and recognition pro-
gramme.

The online course gives members
a fuller understanding of the struc-
ture of NZNO and the delegate role
before they attend their introductory
seminar. We have found that the pre-
learning has created more discussion
which is a great thing as delegates

Angelique Walker

have further clarity.
This online course
is now available to
all NZNO members,
via the NZNO home
page.

NZNO now has
four short online
courses available
to all members:
Foundation; social
media; being an
active delegate; and
employment rights
& relationships - a collaboration with
the Youth Workers’ Resource Centre.

Between them, they offer an
overview of unionism, how NZNO fits
together, collective agreements, bar-
gaining, natural justice, social media
guidelines, nurses’ code of conduct
and NetSafe guidance.

Members have showed location
and shift work is not an obstacle to
accessing them, whether from a hair

salon, work or home. Some finish the
course over time. On the rare occa-
sion when a member has not com-
pleted the course we follow up to
make sure it is not a technical issue
and offer support.

Our courses are on the NZNO
website and linked to our member
database, so their completion is
recognised. This has saved thousands
of dollars by not requiring a full
learning management system - yet
we offer full interactive elements and
capture all the completion informa-
tion we need.

Every month a quick survey is sent
to those members who have com-
pleted the courses.

To access, go to www.nzno.org.
nz, click on the ‘Resources’ tab and
then the ‘NZNO Courses’ tab. You
will require your NZNO membership
number, which will allow us to issue
a completion certificate. ®
By NZNO educator Angelique Walker

Low nurse morale flagged by membership group

NZNO'S MEMBERSHIP committee is to
ask NZNO leaders what is being done
to highlight low morale and nursing
stress due to short-staffing, rapid
cycles of restructuring and loss of
nursing leadership.

“Directors of nursing are no longer
visible in most district health boards
[DHBs], and there is no work support
plan for suffering teams and wards,
which flows onto students who meet
preceptors too exhausted to pro-
vide structured and safe oversight,”
new chair Andrea Reilly said. “It all
speaks to a culture in health, which
does not recognise the need for
support and recognition; education
release and strong orientation and
staffing processes.”

However, the committee was look-
ing forward to the new DHB-NZNO

multi-employer-collective agreement
(MECA) strengthening safe staffing
and the tool care capacity demand
management (CCDM), Reilly said.
“This may further illuminate the ma-
jor crisis in the New Zealand nursing
workforce.”

Members also discussed the need
to “socialise” the one member, one
vote system throughout regional
councils, colleges and sections.
Passed in 2018, it allows every fi-
nancial member to vote on proposed
changes to NZNO policies or the con-
stitution. Previously, such votes were
taken by delegates of NZNO groups,
meaning individual members could
have multiple votes.

A West Coast cancer nurse coordina-
tor, Reilly has taken as membership
committee chair over from Sandra

Corbett,
who was in
the role for
six years.
Reilly ac-
knowledged
Corbett's
work
building
strong re-
lationships
with the
kaiwhaka-
haere, Te
Rununga
and Te
Poari. The committee has vacancies in
Southern, Hawke’s Bay, Midlands and
Canterbury regions. See: www.nzno.
org.nz/about_us/governance/mem-
bership_committee. ®

Andrea Reilly
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This article was written by a
palliative care nurse, about the
distressing final days of her
mother’s life. Identifying
details of the people and
institutions involved have been
removed as the purpose of this
viewpoint is not to point the
finger but to appeal for skilled
palliative care for dying people
and their families.

and it's only now I find my voice to

articulate the experience of her end-of-
life care. As a family, we had planned for
Mum to die at home - but sadly this didn’t
happen.

I am a palliative care nurse with six years’
experience in the field, mainly in the com-
munity. Mum was diagnosed with bowel
cancer in 2014. After her treatment options
came to an end, she expressed a strong
desire to stay home, with Dad, to the very
end of her life.

My siblings and I provided her with
24-hour care at home for more than
nine months, with support from the lo-
cal hospice, community care agency and
general practice (GP) team. We were a
well-equipped and capable family/carer tag
team and worked together like a well-oiled
machine.

It’s been five years since my mother died

Family matriarch

In later months, agency carers visited twice
daily and the household 24-hour roster
included several private carers.

Mum’s domain as the family matriarch
and household manager after 66 years of
marriage was not challenged - she held that
role dear to her heart and was not relin-
quishing it.

However, as she became increasingly frail,
her ability to make good decisions dimin-
ished. Increasing narcotic pain medication
affected her ability to function indepen-
dently and safely and she lost sight of
increasing difficulties posed by staying at
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home without further support and
equipment. The family was tiring and
Dad’s anxiety was escalating as he
watched Mum’s world slowly shrink,
his own safety network unravel

As my siblings and I juggled work
and family commitments, the increas-
ingly complex medical and emotional
needs of our parents strained our
resources and resilience. We needed
a break and felt that Mum and Dad'’s
safety was increasingly at risk with-
out a plan for special equipment and
support.

Errors and accidents were margin-
ally avoided. We needed Mum on
board with any proposed additions
or changes and hoped she might be
more open to guidance from health
professionals while taking a short
break in respite care.

At a family meeting hosted by the
hospice team, Mum and Dad agreed
to trial a 10-day visit in a respite
care home. We would regroup on their
return, more equipment in place, our
plan refreshed.

We knew Dad could not live alone
after Mum was gone, as he had
short-term memory loss and anxiety.
We thought his spending time at the
care facility in Mum’s presence would
gently introduce his proposed new
living space.

Both Mum and Dad’s health was
stable, though complicated, and the
respite admission introduction was
welcoming and thorough. They had
each taken activities to keep them
occupied during their stay, including
books and puzzles. The paper was
delivered every day and Sky TV con-
nected. Both avid sports fans, they
had for years enjoyed watching many
happy hours together.

Mum was engaged with a personal
project - she was corresponding with
present-day pupils of her beloved
childhood primary school, attended
80 years earlier. She was describing
to them her childhood daily school
activities, explaining how different

life was back then. She treasured
the replies and questions from the
children and teacher.

Mum and Dad went into rest-home
level respite care on September 7,
2016. We set up a schedule so one
family member would visit every day,
sometimes twice a day, alongside
other visitors.

On September 12, Mum and Dad
went out for lunch with family to a
café. They later did some shopping
and Mum was perky, making sure Dad
was okay and looking for a birthday
present for my sister. She walked
further than Dad did, along the main
shopping street. This was not un-
usual.

Mum was receiving bed
cares from inexperienced
staff. She was in signifi-
cant pain and distress as
they rolled her from side
to side with minimal
explanation or empathy.

That same day, after they had
returned from the outing, I had a
phone call to say Mum had had a fall.
I was advised she was doing well, no
changes or injuries were noted and
she did not need a medical review. I
was reassured there was no need for
me to visit.

The next morning, the 13th, Mum
had another fall. I was advised by
phone, and again told she did not
sustain injury. Mum had been found
on the floor in Dad’s arms - her legs
had given away and Dad had sup-
ported her to the ground. The nurses
believed Mum may have had some
kind of event - they said her pupils
were not reacting to light and she
was not speaking coherently. This
was alarming.

Worried, I drove to the facility, 40

minutes from home. When I arrived,
Mum was receiving bed cares from in-
experienced staff. She was in signifi-
cant pain and distress as they rolled
her from side to side with minimal
explanation or empathy.

Through the closed door I heard
Mum cry out in pain, frustration and
fear of falling, sounds which still
haunt me. I was shocked, and re-
quested a nurse and pain relief before
they continued further. I had never
seen Mum so distressed, begging to
“make it stop, I can’t do this any-
more!”

The carers seemed unfamiliar with
the needs of someone so unwell and
seemed either indifferent or unaware
of a gentle approach. They seemed
out of their depth and had not asked
for help.

As they shared a double room, Dad
had been present during this event.
He sat in the corner, a helpless wit-
ness, powerless to intervene.

My parents’ generation is not one
to challenge or question anyone med-
ical. Dad’s state of mind had eroded
his confidence over recent years and
he was immobilised by fear.

Mum had had a series of urinary
tract infections (UTIs) before the
respite admission. Symptoms would
appear rapidly - each time in a
different combination. (These had
included dropping things, unable to
hold a cup, stumbling, falling, fading
cognitive skills, difficulty communi-
cating, hallucination, smelly urine,
frequency with passing urine with
scant amounts passed. She required a
lot more assistance and would sleep
longer in the daytime.)

We learned to recognise the symp-
toms, and with the GP’s support,
commenced antibiotics and pain re-
lief quickly. She would bounce back,
the symptoms quickly resolved. She
was otherwise slowly deteriorating.

On the day of her second fall, my
sister and I observed familiar UTI
symptoms in Mum becoming increas-
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ingly evident, without treatment.
Within hours we watched her suf-
fering increasing hallucinations,
delirium and confusion. This was
distressing to observe, and worse,
her symptoms were not acknowledged
as an issue by the nursing staff. We
pointed out this usually indicated a
UTI - based on our previous experi-
ences. Nothing was done.

Later that afternoon, a large bruise
appeared on Mum'’s left forehead,
likely from one of her falls. She was
rapidly deteriorating before our eyes,
no longer able to walk or talk, and
needing full bed care. The two nurses
in charge were adamant it was not a
UTI, but “an event, like a stroke”.

Over the following days, the infec-
tion progressed rapidly without thera-
peutic medication. The nursing staff
refused to even consider the possibil-
ity of a UTI because the urine was
difficult to test and wasn't totally
indicative of UTI.

Our experience nursing and caring
for our mother over previous months/
years was dismissed as irrelevant. We
were told to “stop being obsessed by
UTI. You are stuck on that idea and
unable to see past it.”

I see now the nursing staff per-
ceived we were not acknowledging
our mother was dying. Yes, we knew
she had a terminal disease, but this
event was not being managed well,
and could have been treated.

Despite considering myself an ex-
perienced and vocal advocate, I was
immobilised, not heard and dismissed
in one fell swoop. I felt I had let my
mother down in a most significant
way.

Wearing ‘daughter’ hat

I had been advised to wear my
“daughter” hat and try not to look
from a palliative care nurse perspec-
tive. I found this increasingly dif-
ficult as I watched Mum’s symptoms
become more complex and her needs
not met. I started asking more ques-

tions and not getting satisfactory
answers, disturbed by the inaccessi-
bility of medical care.

The facility doctor did his rounds
the day after Mum'’s second fall. When
I asked, I was told by the nurse, “He
popped his head in the door, glanced
in and said - there was nothing
needing to be done from my perspec-
tive.” And that was the end of that.

I still do not know if he was ad-
vised at that time of Mum's reason
for admission (respite), the signifi-

care of Mum, when in fact, none of
them were. She had slipped through
the cracks.

We had very much hoped to provide
end-of-life care at home for Mum, as
had been her wish. This was looking
less likely as she rapidly deteriorated.

That same afternoon, the hospice
nurse and doctor visited and assessed
Mum. They identified a significant de-
terioration, she had a bowel blockage
and was not for further treatment.
She was approaching end of life. The

PHOTO: ADOBE STOCK

My parents’
generation is not one
to challenge or ques-
tion anyone medical.
Dad’s state of mind
had eroded his con-
fidence over recent
years and he was
immobilised by fear.

cant changes, her UTI symptoms or
her falls during her admission. I was
later told he believed Mum’s GP and
the hospice were managing her medi-
cal needs.

The GP would not visit her as the
facility was too far away from his
practice, and he believed her medical
care was being managed by the facil-
ity doctor and the hospice team.

The hospice believed Mum’s care
was being managed by the facility
doctor and her GP.

The hospice was unaware of Mum’s
change in condition until I rang them
the day after her second fall and de-
scribed her symptoms, her increasing
rapid and unexpected deterioration. I
reminded them she had been admit-
ted for respite, not end-of-life care,
that she had been relatively well on
her admission.

Each of the three medical service
doctors believed the other was taking

nurse asked if I would like to discuss
this with Mum, which I declined. It
was not my role, and Mum had always
wanted professional medical opinion,
before seeking mine.

Mum cried when she was told by
the nurse that her end of life was
rapidly approaching. She was sobbing
to Dad, saying repeatedly, “It's too
late . . ., its too late.” I believe she
was referring to it being too late to
get him familiar with his future new
home before she would be gone. That
was what upset her the most - to be
leaving him alone, without her help.

After the hospice assessment,
it was decided Mum needed nil by
mouth, a syringe driver for pain re-
lief, plus intensive nursing care.

For days following this, Mum con-
tinued to express her desire to eat
and drink. This was so hard for us
all, as she would reach for food and
beg to be fed. We gave her tastes of
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liquid as allowed but it was never
satisfying enough for her appetite.

Both Mum and Dad were thank-
fully moved from rest home level to
hospital level care - and were very
lucky to have adjoining rooms, a very
suitable arrangement for the large
family presence. Two or more of us,
sometimes 10 or more, stayed with
them 24 hours a day from that point
forward - they were never alone.

Sadly, Mum’s project work and
correspondence with her childhood
primary school went missing during
the transition to hospital care. It was
never found and we believe it was
inadvertently trashed, along with
newspapers and other paraphernalia.

After their first night apart, in
separate rooms, Mum become very
distressed after waking to find Dad
wasn't there. Dad was immediately
brought into her room, and at the
sight of him, she instantly calmed.
During the day, Dad sat closely beside
her, rubbing her hands and softly
whistling or reading his paper.

We quickly became aware that Mum
was unlikely to go home again. While
the staff were welcoming of our pres-
ence, over time it became clear they
were unaccustomed to large family
numbers and were not entirely com-
fortable with it. Despite this, they
accommodated us in various ways
and we were grateful.

At no point were we given the
option of returning Mum home - it
wasn’t discussed. I knew it was pos-
sible with some coordination, but
everything seemed to happen so
quickly and was whisked out of our
hands. We were in shock and numb,
no longer making the decisions.

Mum'’s personal cares were managed
very well from that point on. How-
ever I was disappointed on a number
of points.

Firstly, there was no acknowledge-
ment of our experience of caring and
nursing Mum at home over previous
months/years.

Secondly, I was never hesitant to
request pain relief for Mum, but the
length of time she had to wait for it
was cruel and her suffering unneces-
sary. It took 20-30 minutes to be
administered, as it took time to find
two hard-working and busy registered
nurses to check the medications
together. I know it would have been
more promptly managed had she been
at home.

When I asked for pain relief for
Mum, there was no palliative assess-
ment done. My word that she needed
medication was enough, and she was
given it. I felt an enormous responsi-
bility to get it right and worried what
might happen if I werent there.

I had advocated for Mum, but at no
point had I felt I was unreasonable
in what or how I asked for what she
needed. Despite this, my requests
were sometimes met with sighs and
comments suggesting I was being

WHAT I RECOMMENDED

I made the following recom-
mendations to the hospice
and the facility hospital:

e Ensure palliative care
education is provided for all
medical staff - particularly
in pain management, assess-
ment and communication.

® Ensure staffing levels are
adequate for provision of
timely intervention, commu-
nication and nursing cares.
¢ Be mindful and careful
when handling anyone’s per-
sonal property.

¢ Ensure ongoing hospice
support be provided for staff,
patients and families before,
during and after palliative
care training is delivered.

demanding.

The time came to start a more suit-
able pain medication delivery, in the
form of a syringe driver. However it
took 20 hours, from the time the sy-
ringe driver was first commenced, for
staff to discover it was not delivering
the medication.

This clearly indicated the staff did
not have the required understand-
ing of how a syringe driver worked
- what the monitoring and recording
meant and how to ensure medication
was being delivered correctly.

Breakthrough pain

Mum suffered dreadful breakthrough
pain for those 20 hours. I had de-
liberately kept my daughter hat on
and not checked the driver myself,
though I was tempted several times.
I now regret not doing so.

I have little respect for the nurse
who, after I asked her for pain relief
for Mum, flicked her hand in the
air in a dismissive farewell, saying,
“You'll have to get someone else love,
I'm going home. Go and look in the
other wings.” She never even turned
around - her back to me throughout
as she left the building. Mum died
that night, hours after this nurse
flicked my request off.

Mum died in the presence of family,
just 18 days after her admission for
a 10-day respite visit. She put up a
strong battle but finally gave up.

Providing individuals and their
families professional and empathetic
support in end-of-life care is signifi-
cant - equally so is experience and
confidence.

While the considered and thought-
ful nursing care was appreciated, it
was not specialised palliative care.
Aged care facilities must have spe-
cialised palliative care to ensure the
best outcomes for everyone’s end-of-
life experience.

While it wasn’t the planned end-of-
life place for Mum, we did the best
we could. Rest in peace, Mum.
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practice

Research makes it clear that 80
percent of people over the age of
80 find managing their toenails
difficult., This may be due to poor
eyesight, poor balance, reduced
flexibility, arthritis, obesity, shortness
of breath, pain, tremor, weak hand
muscles, dizziness or other chronic
health conditions such as diabetes, or
rheumatoid arthritis.,

They may have problems with
overlapping toes, tenderness or
open areas. Nails may also present
problems with shape, thickness,
fungal infection or edges that are
prone to in-grow. Previous injury to
feet, toes or nails can also make them
Hyperkeratosis and cracks in the skin of the feet of a difficult to manage.

person with diabetes (above). Right, care of an infected
ingrown toenail.

When foot care is lacking

When a patient doesn't get the foot
H care they need, these are some of the

The importance of nurse-led problems that may resut

Pain: The patient may suffer pain

from long nails dragging on sheets,

carpet, socks or shoes. Long toenails
may be digging into the toes. Corns
or calluses may be present on the

toes or soles, making each step a

. . . . challenge.
Nurses in primary care play an important role in Reduced mobility: This pain can

managing foot care, especially for elderly, diabetic and result in reduced or unstable mobility,

disabled patients, which can negatively affect quality
of life, independence, exercise,
for their feet. It is important that concentration, demeanour and mood.
By Heather Woods RNs recognise the importance of foot  Injury: Long toenails can cut either
health. the underside of the toe if they curl
oot care is an important part “Foot care is a very important part  under, or the side of an adjacent toe.
Fof personal care, and registered of personal care, especially for those Accidental injury: People can
nurses (RNs) are in a pivotal who are unable to care for their accidentally cut their toes when they
position, , to help meet this care need =~ own feet due to are trying to cut
for our ageing population., As leaders  comorbidity such as ) their toenails. These
in assessment and care planning, RNs  diabetes, or advanced ~ Any changes in injuries can become
are in a position to make a substan- ~ age.”, Anyone who feet, nails and skin infected, or in the
tial difdfere:cte tc:c the;.heilth, wellbe- Z;an;n;av\glﬁ? kt:;:vr of patients with ca!iﬁ c(;f p;at;’ents
ing and safety of patients. A . with diabetes
Elderly, diabetic, and/or disabled foot hygiene and diabetes should be extremely difficult to
patients often present with foot health is important assessed and treated heal. Any changes
conditions which they find difficult for a sense of well- as soon as possible., in feet, nails and
to manage and may initially look to being and has a skin of patients
primary health care services for in- significant impact on comfort and with diabetes should be assessed

formation regarding how best to care ~ mobility. continues over next page
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Kaiapoi RN

has footin

community
care

By Heather Woods

based in North Canterbury, and

for the past 30 years I have run
my own primary health care foot
clinic, Mobile Foot Care.

Referrals for affordable foot care
come to me from GPs, practice nurs-
es, carers, families and podiatrists,
and I provide this service both in my
clinic and in people’s homes.

My journey towards setting up
and managing Mobile Foot Care Ltd
started when I injured my back nurs-
ing and wanted the kind of practice
where I could sit down to work. I am
also passionate about the impor-
tance of foot care.

I invested time and money to
prepare for the role by working for
a year with a podiatrist as a foot-
care assistant. I learned basic foot
care, including care of nails, corns
and calluses. The podiatrist was
enthusiastic and supportive of an
RN providing a low-cost, mobile,
domiciliary service. He could see the
need for it and believed podiatrists
would not be interested in providing
such a service. I would refer clients
needing advanced care back to him.

There is certainly benefit in
an RN providing this service
- bringing with them nursing
knowledge, assessment skills and
nursing philosophy. As an RN, I
can also assess, plan, evaluate

I am a registered nurse (RN)

and understand needs or behaviours
related to physical, psychiatric,
neurological and sensory disabilities,
and to intellectual disability or
dementia.

While preparing to start my
service, I also completed a person-
centred counselling diploma at
the then Christchurch Polytechnic.
This finetuned my ability to listen
and respond during the inevitable
conversations which arise during
home visits., Broader health-related
questions often arise, providing the
opportunity for health education and
if required, referral to a GP, nurse
practitioner (NPs), or other primary
health service.

I provide home visits

A home visit by a friendly,
professional RN is often as valued

by the client as much as the foot
care. Patients have reported a feeling
of total wellbeing following the
consultation, not just the fact that
their feet feel much better. Older
people are often lonely and a friendly
regular visit can ease their isolation.

Heather Woods - passionate about foot
care.

Clinic in progress
Everbody welcome
ot E YA \

021 288 9618

Heather Woods’ foot-care clinic in Kaiapoi,
North Canterbury.

Community foot-care clinics
At the request of a rural GP, I set
up four community foot-care clinics
in Canterbury where basic foot/nail
care is provided. I run them month-
ly for a minimal charge, and regular
appointments are kept.

Recently I trained three
RNs who have all set up their own
foot care companies; set up five
more community clinics; and also
provide home visits. I am the cen-
tral contact for anyone in
Canterbury seeking foot care,
and refer them to the nurse in their
area. So my role has moved towards
coordination and support as I age.

Foot care involves liaison between
many health professionals, including
GPs, practice nurses, NPs, district
nurses, hospitals, occupational
health, palliative care, ACC, aged
and residential care facilities,
podiatrists, chemists, carers, beauty
therapists, emergency care workers,
diabetes staff, elderly day-care staff
and social services. Nurses have
a pivotal role in coordinating and
planning this care., ®
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and treated as soon as possible.

In extreme cases, gangrene can
become established if circulation to
the feet and toes is compromised,
resulting in amputations that could
have been avoided.

What you can do to help

There are a number of simple,
practical ways to assist with

foot care. Number one is regular
assessment of the feet of people
with diabetes, (or patients who
complain about painful feet, nails, or
other related issues).

After assessing the patient’s feet,
nurses can then plan foot care,
monitoring and guidance. This
may include advocating regular
professional foot care or referral to a
specialist foot-care provider.

You should ask elderly and disabled
patients how they manage their foot
and nail care, undertake a general
assessment, and discuss ongoing
management options with them.
Patients will usually not raise the
subject themselves.

Foot-care services in the
community include podiatry clinics,
community foot-care clinics, beauty
therapy clinics, and visiting RNs
providing basic care in the home.
Clients may need help from a GP or
practice nurse, to access podiatry
services or get contact details for
foot-care services.

Foot assessment

Any initial assessment by an RN,

of feet and nails should include
contact details, clinical history and
expectations. Examine skin, feet,
toes and legs for colour, oedema,
inflammation, deformity, pain,
evidence of disease or injury and
skin integrity, fragility and elasticity.
Examine nails for pain, thickness,
brittleness, shape, contour, colour
and infection. Discuss a plan of care
with the client, covering immediate
needs and ongoing care of their feet

and nails.

All patients with diabetes should
have annual foot assessment to
identify changes in sensation or cir-
culation. If either is identified then
it is recommended that foot care is
provided by a podiatrist. Most DHBs
have subsidised podiatric care for
patients with high-risk feet related
to peripheral vascular disease or
peripheral neuropathy.

Basic foot care incudes:

e Trimming and filing of toenails.

® Reduction of corns and calluses.

e (Cleaning and dressing of any open
areas/wounds.

e Sanitiser with moisturiser applied
to feet and toes.

e Cream may be massaged into dry
skin.

® Fingernails may be cut and filed
alongside foot care, if requested

by the client and/or offered by the
service provider.

Ongoing care can include follow-
up appointments at either four,
six, eight or 12-week intervals,
depending on what the client needs,
or a client may be directed to a
mobile foot-care community clinic.

Cost

The cost of foot care may range from
$55 per visit with a RN to $105 with
a podiatrist, or $30 at a community
clinic run by an RN. Clients with
diabetes can access some conditional
free foot care from a podiatrist via

a GP referral. WINZ may reimburse
foot-care costs using the disability
allowance via receipt.

ACC (www.acc.co.nz/im-injured/
injuries-we-cover/treatment-we-
pay-for/) and Veterans Affairs (www.
veterans.gc.ca/eng/about-us/policy/
document/1239/) will provide free
foot care with a GP referral.

Foot-care services are currently
being reviewed in some regions,
though without plans to use RNs.
Podiatrists have recently demonstrat-
ed their support of nurses providing
basic foot care by issuing a “Guide
for providers of basic foot care who
are not registered podiatrists”. More
nurses are acknowledging the im-
portance of foot care, and becoming
interested in providing it.

Podiatrists are acknowledging and
discussing the value of a “second
tier” foot-care provider, as their
numbers dwindle, and the need for
foot care increases.

RN education
The Ontario College of Health Studies
in Canada has a well-established
Foot Care Nurse Association and
offers online education, to RNs and
NPs worldwide.

I am exploring options for the
establishment of consistent post
graduate foot-care education for

nurses in New Zealand

This article was reviewed by Waitemata
District Health Board diabetes clinical
nurse specialist Lisa Sparks.

Heather Woods, RN, BN, DipCouns, CmtyCert
PsychCare, is a clinical nurse specialist, who has
run a private practice foot clinic in North
Canterbury for 30 years.
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Autoimmunity occurs where the T- and B-lymphocytes stop distinguishing ‘self’ from ‘non-self’
and begin generating antibodies and immune memory cells against the body’s own tissues.

Autoimmune
disorders -
light on

the horizon?

By Georgina Casey

here are about 80 known au-

toimmune disorders affecting

5-8 per cent of the population
worldwide., These range through
psoriasis, rheumatoid arthritis and
coeliac disease (affecting about one
in 100 people), type 1 diabetes,
multiple sclerosis and rheumatic
heart disease (affecting about one
in 1000), and ulcerative colitis and
Crohn’s disease (affecting one in
10,000) and more rare diseases.,

Autoimmune diseases are identified
by the presence of autoantibodies,
which attack the body’s own cells.
Some autoimmune disorders are
clearly linked to autoantibodies, oth-
ers generate autoantibodies but the
link between them and the pathology
of the disease is unclear. Another
group of diseases, such as psoria-
sis and ulcerative colitis, have no
clearly identified autoantibodies but
respond well to immune-modifying
treatments.,

Autoimmunity occurs where the T-
and B-lymphocytes stop distinguish-
ing “self” from “non-self” and begin
generating antibodies and immune
memory cells against the body’s own

Hashimoto's
thyroiditis

Asthma

Rheumatoid
arthritis

Multiple
sclerosis

J01S 3900V :SOLOHd ANV WYY¥9IVIQ

Systemic lupus
erythematosus

Coeliac disease

Eczema
and psoriasis

tissues. This can cause body-wide ef-
fects, such as systemic lupus erythe-
matosus, or target a single organ as

with type 1 diabetes.

Despite considerable understand-
ing of the mechanisms and genetics
of some autoimmune diseases, our
understanding of the triggers for
these diseases and their subsequent
development is poor., Study of the
human genome has identified genes
that predict inherited autoimmune
risk. The greatest predictor of severe
disease is found in HLA genes that
code for the human leukocyte anti-
gen - a molecule on the surface of
all body cells that helps to identify
them as “self”. Other genetic screens

have identified other more disease-
specific variant genes coding for
different molecules. As further detail
of these variant types emerges, they
could potentially be treated through
gene-editing technologies such as
CRISPR.

Environmental factors (such as
smoking, obesity, diet and infec-
tion) are known to increase risk,
but the mechanisms by which they
cause autoimmune disease are

not understood. It is thought that
they may directly damage or alter
the immune system but also cause
damage to body tissues that further
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trigger autoimmune responses and
delay healing - setting up a cycle
of inflammation, tissue damage and
immune attack.,

Studies have shown a link between
some autoimmune disorders and the
microbiome of the gut and/or skin.
This may be due to changes in, or
abnormal, microbiota, escape of
bacteria from the gut into the body,
or cross-talk between certain spe-
cies of microbiota and the person’s
immune system. Dietary intake may
affect risk of autoimmune disease
via its effects on the microbiota. For
example, fasting and calorie restric-
tion in animal models affect immune
cell types and their distribution in
the body, reducing risk of autoim-
mune disorders.,

Current treatments for autoim-
mune disease involve non-specific
immune-modulating drugs with
limited efficacy and high risk of
side effects due to immune suppres-
sion (eg infections, malignancies).,
Generally, patients begin therapy
with disease-modulating drugs such
as methotrexate (for rheumatoid
arthritis) or corticosteroids. The past
two decades have seen huge gains
in the management of autoimmune

disease through the development
of monoclonal antibodies - drugs
that target signalling molecules in
the immune pathway - eg infliximab
and tocilizumab. However, these new
therapies are also non-specific and
have system-wide side effects.

There is a growing body of research
directed toward therapies that target

Psoriasis (above) and rheumatoid arthritis (below) are among some 80 known autoimmune disorders.

individual autoimmune conditions,
are patient-centric and that address
underlying causes.,

Ultimately, the goal for immunolo-
gists is the ability to accurately pre-
dict risk of autoimmune disease and
prevent or delay its onset. This has

already been seen in a small study
where a monoclonal antibody against
a type of T-cell that attacks insulin-
producing pancreatic beta cells in
susceptible people, prevented or
delayed by an average of two years
the onset of type 1 diabetes., *
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No one asked us

I walk into the room. White walls, sterile. I sit. And we talk. And I listen.

You have put up drawings, pictures, cards. I explain what chemo is, so they understand.

Words jump out at me: I explain what it looks like: black cover, IV fluids,

“Get well soon”, “we miss you”, “Jesus loves you”. purple gowns, purple bins.

“God will heal you”. Will it hurt? They ask.

There are religious pictures, too. Will I feel it? They ask.

It makes it less sterile-looking, more vibrant. I reassure them.

But no one notices.

The professionals ignore them. Then, T ask if they want to do anything before the
chemo.

In the white bed, you look small. You are not small. What do you mean? They ask.

You are fourteen and big for your age. Do you want to pray, karakia, or have some time to

But in the bed, in this foreign territory, think?

you are small and insignificant. They are shocked.

You have lost your mana. No one’s ever asked us that.

We come in. We know what is happening. The Mum'’s eyes sparkle with tears.

You are lost, you don’t understand. She is so grateful.

Your Mum is there, she sits quietly. Yes, she wants to pray.

I chat to her. Slowly, she opens up.

She is scared. The time comes. Time for his first ever chemo.

Very scared. I walk in, in my purple gown.

She doesn’t get it, doesn’t know what the doctors said. I arrive early to give them time.

They come in so quickly, they talk and they leave, she The mother holds her son’s hand.

says. Then she takes mine.

I can’t ask what they mean, she says. She prays for the chemo to make her son better.

So she is lost. And scared. She prays for her son to be strong.

Just like the boy in the bed. Then, she prays for me, the nurse giving the chemo.

I choke back tears.
I am busy. I have other patients.

They are all children, they are sick. Now, when either of you see me, you greet me by
They have no hair. name.
They have central lines and naso-gastric tubes. You ask questions.
I am so busy. I explain things.
You want to know how I am, what's new in my life.
This whanau needs time. They need my attention. I have touched your life.
I don’t have time. And you have touched mine.
I have other patients. I haven't had a break and it's 12pm.
But they need time. I didn’t realise what an impact a small action could
make.
So I make time. No one asked you. - by Anna Hickey

AUCKLAND REGISTERED nurse and clinical nurse educator Anna Hickey wrote about a a recent
experience with a patient for her post-graduate diploma in child health at Auckland University
of Technology. My poem was an attempt to describe the complexities of nursing and the impact on
our patients when we become task-focused, rather than providing holistic care. . . By slowing down
and taking the time to talk to my patient and his mum about their concerns, as well as to incor-
porate Maori tikanga such as a karakia, I not only provided holistic care but also enabled them to
have more involvement in their own care. It had an impact far above what I would have imagined
and this moment will stay with me forever. ®
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Car loans Debt consolidation Holiday loans

As a special offer to nurses,

Events

18-20 November 2021 Rotorua
NZ Sepsis Conference 2021: Challenges for New Zealand
www.sepsis.org.nz/conference/

4-5 March 2022 Christchurch
College of Emergency Nurses NZ Conference
https://au.eventscloud.com/website/1024/

24-27 March 2022 Auckland

13th International Symposium on Paediatric Pain
Diversity, Equity, Access
http://www.ispp2022.nz/

13 May 2022 Hamilton
Breast Cancer Conference Day Offer ends 08 December 2021.
For information contact Jenni Scarlet at Jenni.Scarlet@waikatodhb.health.nz

14 May 2022 Nelson

get a personal loan from

Use “KAITIAKI ” as your promo code to get this rate.

Registered Nurses Foot Care Forum 2021 Apply by

Enquiries: feetretreat4u@gmail.com attention Lyn Harris scanning
. the QR

26-28 May 2022 Christchurch e

Women's Health College Conference/Life Goes On
For more information contact janice.grant@cdhb.health.nz

. First Credit Union Incorporated is not a registered bank.
15-17 June 2022 InVercarg]u *Normal lending criteria and T&C's apply. The special
- offer of 7.95% p.a is valid until 01 December 2021. 8
IPCNC Conference 2021 Just B[ufﬁng It Visit www.firstcu.co.nz for more information. .
www.ipcconferencenz2021.co.nz t

For more Events & Reunions go to www.kaitiaki.org.nz credit union

Community Mental Health Nurses fjor Australia

- Registered Nurse - Community mental health services

- Attractive salary packaging benefits — as well as meals, entertainment & accommodation

- Private health insurance discounts

- Flexible working arrangements

- Enjoy waterways of the Murray River, acclaimed restaurants and wineries, heritage
towns, and grand forests in the Loddon Mallee region

Be a part of the team at Bendigo Health, located in Maryborough - providing high quality
mental health care within the community. Working in partnership with the patient,

family and carers to assist and support their recovery, personal goals. Care is inclusive,
and respectful of each person’s values, beliefs culture and own unique experience.

The successful candidate will have:

- Registered Nurse with current or eligible for Nursing and Midwifery Board of
Australia Registration (APHRA)

- Experience in assessment and evidence based treatment of patients with
the full range of psychiatric disorders

- Knowledge and experience working with Mental Health legislation

- Proven ability to liaise and consult with relevant family members, team
members and a broad range of health professionals and community services

- Commitment to an integrated community-based treatment model
for people with a mentalillness

Apply now or contact us for a no obligation chat (Geneva e
Email Sophie at sophie.holland@genevastaffing.co.nz Staffing HEALTH

or visit www.genevahealth.com
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Waikato Hospital Emergency Department

is looking for Registered Nurses

Our Emergency Department, in Hamilton, is the major referral and
trauma centre for the Midland region with a catchment population of
over 800,000 people. We see approximately 76,000 patients per year
with a broad case-mix of presentations from paediatrics to geriatrics,
medicine to trauma — we provide all aspects of emergency care.

We would love to hear from candidates who
hold a current annual practising certificate with the Nursing Council
of New Zealand
have a minimum of three years post registration nursing experience
have had experience in emergency nursing.

We will provide you with a supportive and dynamic team environment
where your growth and development is encouraged and supported.

If you’re keen to face the daily clinical challenges that come
from working in our vibrant and busy Emergency Department,
and can provide excellent emergency care on time, every time
apply now at www.waikatodhb.health.nz/vacancies

-

www.waikatodhb.health.nz/vacancies e ™\ Waikato District Health Board

Support enriching |
and fulfilling lives

Nursing at St John of God Hauora Trust .

——o Unique and enriching Model of Care

——0 Opportunities in Canterbury and Wellington

———0 Working in small teams supporting 10 to 15 residents per unit
———0 Make a real difference in the lives of people living with disability
———O Long-term residential as well as Transitional Rehabilitation Care
———O Supportive values-based culture that celebrates diversity
——©O0 PDRP support and development focussed environment
——©O0 Competitive package including allowances and parking

Creative and robust activities and volunteer programme

APPLY TODAY ON SEEK OR DISCOVER AT SJOG.ORG.NZ S e
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Mental Health Nurses needed

For one of Victoria’s largest regional health services

- Speciality Psychiatric Nurses — Mental health, Drug and Alcohol Services

- Attractive salary packaging benefits

- Multiple opportunities for experienced and early career psychiatric nurses

- Professional development pathways, access to training and dedicated educators
- Doorstep to the beautiful Great Ocean Road, Bellarine Peninsula and Surf Coast!

Be part of a growing team at Barwon Healthcare providing integrated and recovery
oriented mental health treatment to a community of all ages. This service is
internationally recognised for its innovative clinical programs and integrated
models of practice that are client centred, accessible and family inclusive.
Located in Geelong, Victoria.

The successful candidate will have:

- Registered Nurse with a postgraduate diploma in psychiatric/mental health
qualification

- Eligibility for Nursing and Midwifery Board of Australia Registration

- Basic principles and knowledge of the Mental Health Act (2014)

Applicants without the postgraduate mental health component may still apply & would be considered
if prepared to undertake and successfully complete training within 2 years of commencement

Apply now or contact us for a no obligation chat v
Email Sophie at sophie.holland@genevastaffing.co.nz Gsetgfﬁg/ d Barwon
or visit www.genevahealth.com Health

Need information,
advice, support?

Call the NZNO Member
Support Centre

Monday to Friday 8am to 5pm
Phone: 0800 28 38 48

A trained adviser will ensure you get the
support and advice you need.

If you have an issue related to your employment or nursing practice
including: a Police, Coroner’s, Nursing Council, Disciplinary or

Health and Disability Commissioner investigation, seek support from NZNO. NEW ZEALAND | TOPUTANGA

URSES
WwWw.Nnzno.org.nz gGANISATION E&Egel;g

DISCLAIMER: Recruitment Agencies: Kai Tiaki Nursing New Zealand accepts advertising from nurse recruitment agencies but cannot guarantee the quality of their service, however, we expect agencies to provide a good service and that their advertisements should not be misleading. Complaints
about poor service from advertised agencies should be directed to: Co-editors, Kai Tiaki Nursing New Zealand, PO Box 2128, Wellington 6140. Ph 04 4946386. These complaints will be treated confidentially but the nature of them will be passed on to the agency concerned.




THE TOUGHESTJOB |
YOU'LL EVER UDVE

FIND OUT TODAY HOW YOU CAN HELP
TRANSFORM SOMEONE'S TOMORROW

7

MERCY SHIPS BRINGS HOPE AND HEALING TO THE WORLD’S FORGO POOR.
ONBOARD OUR HOSPITAL SHIFS.

PAEDIATRIC, THEATRE, PICU, WOUND CARE AND OFTHER NURSE VOLUNTEERS FROM
AROUND THE WORLD HELP BRING HOPE AND HEA O THOUSANDS OF PEOPLE WHO
WOULD NEVER HAVE BELIEVED IT POSSIBLE. ’ 2 A
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BE PART OF THE ADVENTURE

Since 1978, Mercy Ships has used hospital ships to deliver transformational healthcare at no
@ charge to the world's forgotten poor. More than 2.84 million people have directly benefited from
services provided, including more than 105,500 free surgical procedures.
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