Case Study: What is it that Registered Nurses Do?

My mother was a beautiful, intelligent and lovely woman she was unique and very special. She was no different I suppose, to all those mothers who are loved and respected. 

The following account is a snapshot of the five months that she spent whilst a patient in an NHS hospital. She never returned home following her admission and she died on December 18th 2006.

Mission statements and philosophies of care were proudly displayed on the notice boards in the corridors for visitors to read, whilst they awaited permission to enter the ward. Sadly, there was a world of difference between rhetoric and reality. If the Trust managers had taken the time to stand amongst’ the visitors and had listened to the conversations they would have soon realised what people really thought about the standards of care in the hospital. For 5 months I was one of these people, I had a long time to listen and even longer now after my mother’s death to reflect. 

My mother was admitted to hospital on July 27th 2006 with acute on chronic renal failure. She was a frail 85 year old. She had suffered a multiple pathology, osteoporosis, fractures, hypertension which had resulted in a Myocardial Infarction and two cerebral vascular accidents. In spite of this, she was very brave and mentally very alert, sometimes forgetful, but well able to know exactly what was going on around and to her. 

On admission my mother required antibiotics for her urinary tract infection and an infusion to rehydrate her. She was catheterized. I knew that she had been living on borrowed time for a number of years, but I hoped and prayed that these measures would help to make her feel a little better. 

Shortly after admission my mother developed severe chest pain, and so we requested that she was seen by a doctor. However, it was the weekend and so my mother waited from 7.30pm until 10.45pm when she was finally seen by a nurse practitioner, who after looking at her ECG and listening to her chest told us that there was nothing obviously wrong. She also informed us that she had to prioritize care and that she was very busy. We were far from happy with this response, but felt powerless to act. My mother remained ill all over the weekend and continued to complain of chest pain. Finally on the Tuesday she was seen by her Consultant, who diagnosed a chest infection. 

We visited my mother every day, and spent our time trying to encourage her to eat and drink. As she was so very poorly she needed a lot of encouragement and support, support which I believed she was not getting. My mother’s blood urea was very high and she was drowsy. If we were not with her she would fall asleep and not drink. From the beginning I spoke to the nurses about my mothers’ condition and her need for support with hydration and nutrition. I discovered later that these conversations were never documented, so much for nursing assessments and client/family involvement in care. 

Within days of admission I was told my mother had contacted Clostridium Difficile (C. Diff)”; this resulted in unrelenting diarrhoea severe pain and nausea. Anything and everything caused abdominal spasm and diarrhoea, and although very aware that she wanted to pass faeces, she could not hold it long enough to use a pan or commode and was subsequently incontinent. My mother suffered from recurring bouts of clostridium difficile for most of the 5 months that she was in hospital. Whenever the antibiotics were stopped within a short time the diarrhoea would return, each bout left my mother weaker and sicker. One day she said to me Judith “don’t’ let anyone tell you there’s no hell, there is, I’ve been there”. My mother was moved to a side-room for isolation. Never once in all the 5 months that my mother was in hospital were we told anything about C. Diff, what I discovered I discovered for myself. We were never told to wash our hands only to use Alcohol Gel, which I later discovered to be ineffective against C. Diff. We were never advised how to deal with my mothers soiled and infected night-clothes. They were just bundled into a plastic bag for us to take home. Once when I visited my mother, I picked up what I thought was linen off the chair, and put my hands directly into an inco-pad covered in faeces. 

One day my mother told me that the nurse with the curly hair had been rough and she pointed her out. This person was my mothers named nurse. I knew that because her name was above the bed, however she had never spoken to me even though I was with my mother every single day. My mother did not know her name even though she was her named nurse! I felt very concerned and very anxious but I tried my best to reassure my mother without making a formal complaint. I was also very concerned about the general attitude of many of the registered nurses. There seemed little empathy and I felt that my mother’s diarrhea was causing them a problem. The C. Diff was vicious in its manifestation and more often that not she would be sitting in a pool of diarrhoea. One day whilst I was visiting, my mother needed urgently to open her bowels and so I rushed to fetch a nurse. By the time she arrived it was too late. The expression on her face said it all, a controlled irritation, but not a smile or a reassuring word. I wondered what would have been the response had I not been there. In front of this nurse I said “don’t worry Mam; everyone has to go to the loo – even the nurses”. Still nothing. 

Every day when I left my mother, I worried about her, and the concern was in the main to do with the standard of nursing care. I wondered would people be kind, would they be supportive and help her? These thoughts constantly played on my mind. I wished that I could have stayed with my mother every minute of every day but obviously I couldn’t. 

There were so many examples of this basic indifference to my mother’s condition. Her tablets were regularly left on her locker, even though they knew that she was too ill and drowsy to take them unaided. She became dehydrated, again because she was not getting the necessary support from the nurses. The fruit drinks that I regularly took in for her would be left in the bag, and when I asked why she didn’t drink them, she would say “I forgot they were there”. The doctors would constantly remind my mother in my presence about the importance of drinking; I would constantly tell them that she couldn’t do it unaided. The doctors would then tell the nurses that my mother needed to drink and still she would go without, unless we were there. Although my mother was admitted with acute on chronic renal failure there was no fluid balance chart started until 2 months following admission. It was only started then because I was constantly complaining. I seemed to spend my whole time reminding the nurses that my mother could not drink without their help, it fell on deaf ears. 

Every time my mother asked me for a pan my heart would sink. I knew what the response would be by many of the nursing staff. The look, which spoke volumes, their non-verbals were very powerful. We would wait ten, fifteen minutes and still no sign of a nurse, all this time my Mother would be sitting in a pool of diarrhoea. 

Three weeks after my mother was admitted one of the registered nurses was verbally abusive to her. She was still suffering with C. Diff and the nurse had said “why don’t’ you ask for a commode? What’s wrong with you” My mother had replied “I get pain and it just comes from me” the nurse then responded with “you are obnoxious”. This was in fact my mothers named nurse; the one who my mother had previously said was rough. At this point a formal complaint was made, by Gill, my mother’s visitor and a close family friend. Not one of the nurses on duty that evening offered any support, in fact they crowded around the nurses station laughing and chatting. After registering the complaint and asking that the senior nurse on duty be contacted, Gill went to the nursing station to say that she had documented the time that the complaint had been made. A male auxiliary looked up at her and said “and we have love”, in a tone and manner both threatening and derisory.

Even after the formal complaint had been made and following meetings with senior managers to discuss my concerns regarding not only the complaint but the general standard of care, things did not improve. My Mothers tablets were still regularly left on her locker, I would find them when I arrived, and she would be fast asleep. The fluid balance chart that was eventually started weeks after my mothers’ admission was poorly documented. It was usually filled in by ourselves, but then the only time that my mother really had much to drink was when we (her visitors) were with her. I made the decision that we would be there for her every morning in time for lunch and again every evening for supper.  

One day when I arrived on the ward my mother’s door was closed. I went to look for someone to ask whether there was anyone with my mother. A support worker opened the door to her room and I found her alone and in a state of utter distress. The room was hot the windows were closed it smelt strongly of faeces. My Mother did not recognize me at first and was in the chair crying “help me, can someone help me”. She had vomited, and the alarm on her infusion was bleeping. The call bell was no-where to be seen, and I found it tied to the cot side on the other side of the bed. My Mother was unable to help herself and no-one had bothered to check on her for quite some time. The nurse in charge of the ward was in fact the same one that the initial complaint had been made about. I could not believe that this nurse, apparently her first day back from leave had been left in charge of the ward after a serious allegation of professional misconduct had been made? In the presence of one of her colleagues I then informed her that I intended to make another complaint about her. Her response that she had been told by senior staff that she was not to provide care to my mother. At that point I asked for the senior nurse in charge of the hospital to be contacted again and I then made another complaint. Because I was so worried I rang Trust Headquarters and I spoke to the Deputy Chief Executive. Later that same day I met with her along with the Executive Nurse for the trust, and the deputy head of medical nursing. I voiced all my concerns, and believing that they had listened I left, hoping that things would now improve.  

My mothers condition continued to deteriorate, the C. Diff returned each time the antibiotics were stopped. Eventually she was commenced on Vancomycin, which initially helped. My mother started to improve, and the infusion was discontinued.  My mother had lost a tremendous amount of weight by this time and I noticed how very swollen her arms and legs had become. The doctors had confirmed that her protein was very low as she was by now severely malnourished. A naso-gastric feed was commenced, as her appetite was virtually non-existent. 

One morning I received a phone call to tell me that my mother’s right hand was very swollen and painful where a venflon had been removed in the night. When I arrived at the hospital I could see that my mother’s hand was grossly swollen and she was in considerable pain, for which she had been prescribed oromorph. The venflon which had been removed from the back of her right hand had apparently bled into the tissues. Again, I found myself asking senior managers how this could have happened. The response, an excuse from the ward manager whose stock answer seemed always to be “I can’t understand it, this was one of my senior nurses”. 

My mother’ hand was so swollen and painful that she was unable to use it. She had also become confused and pulled out the naso-gastric tube on two separate occasions. As this tube was causing distress I asked the consultant that it not be replaced. He agreed, and so we began again trying our best to encourage my mother to eat and drink. 

Some days later the doctors requested a meeting to discuss my mothers care. They asked whether we had thought about resuscitation in the event of anything happening to my mother. I had already spoken about this with my family and friends and we had all agreed that it would not be in my mother’s best interest for this to happen and that she would want us to act as her advocate.  

The following morning I rang the ward as usual and I spoke to a staff nurse that I had not previously encountered. I asked how my mother was and I was met with hostility and defensiveness. When I arrived on the ward a short while later, I asked to speak to the nurse manager and again I spoke about my concerns regarding the attitudes of some of her nursing staff. Her response was that she could not understand it and it was so out of character, she felt that maybe the nurses were threatened by me!  

My mothers hand did not get better and eventually she went to theatre on two separate occasions, for debridement and plastic surgery. This necessitated a move to another hospital which my mother found upsetting.  

Eventually my mother came back to the local hospital, but by this time the C. Diff had returned and so a side-room was needed. Side-rooms were like gold dust because so many patients required them. My mother was unable to return to the original ward because that ward was closed with diarrhoea and vomiting.  

The first morning following my mothers’ admission to the new ward, Sister V as she liked to be called came to my mother’s room and introduced herself to us. What a difference, this was the first time that this had occurred. 

The nurses on the whole were also kind and did their best to support my mother, although there were one or two that I hoped would not be allocated to care for her.   

On 14th November 2006, whilst sitting with my mother I noticed she was much drowsier and her hand seemed to have a life of its own, twitching uncontrollably. I approached one of the senior staff nurses and spoke of my concerns, especially in the light of my mothers past medical history of T.I.A’s. The next day when Gill visited it was obvious to her that my mother had suffered a Cerebral Vascular Accident. Gill immediately found the nurse caring for my mother and asked that she call a doctor. The diagnosis of Cerebral Vascular Accident was confirmed by a scan. My mother was commenced on fluids subcutaneously and assessed by the swallow team. She was able to eat and drink but now food and fluid was thickened with a special agent and this unfortunately made it even more unpalatable for her. Because of the difficulty with swallowing, and the fact that my mother was constantly nauseated syringe drivers were commenced and the majority of her usual medication was discontinued. She was commenced on medication for pain and agitation.  

On Wednesday the 29th November when I rang the ward at breakfast time the staff nurse told me that my mother was spitting out her breakfast. I explained that this was out of character, but that she did need a lot of help and support to eat and drink. His response was that there were not enough nurses on the ward to help her with breakfast. I was angry and felt that surely the role of the nurses was to help my mother with eating and drinking. When I arrived on the ward later that morning my mother had lost consciousness.

Both Gill and myself were concerned that some of the nurses seemed reluctant to give the medication PRN even though it was prescribed, and each time that we asked there would be a debate about whether she required it or not. The nurse’s assessment was based upon a cursory glance at her when they came into the room to check the syringe drivers or change her position. 

Early one morning, I had been with my mother all through the night, I called the staff nurse caring for my mother who had just come on duty to ask could she please check the syringe drivers. When she came into the room, I commented that my mother was very “bubbly” this morning. Her response… ”what do you expect….” she did not finish the sentence, but her meaning was very clear. I also asked could she please give the PRN dose of drugs as my mother had been recently turned and I could tell that she was becoming a little distressed. The nurse stood at the bottom of my mother’s bed, glanced at her and then said “in my opinion she does not need it”. There then followed a tirade where she accused me of hastening my mothers 

Death and telling me that they, i.e. the nurses were not there to finish people off. 

This resulted in my making another formal complaint. That day I waited from early in the morning until 12.30 mid-day until my mother was seen by a doctor who then following a discussion with the palliative care team revised the medication chart.

My mothers’ condition continued to deteriorate and the medication in the syringe drivers was increased and monitored very closely by my mother’s doctors who remained very supportive throughout her illness. During this period we stayed with around the clock for the three weeks prior to her death on December 18th 2006.

Some Thoughts on Care

I have now received my mother’s notes, strange how the perceptions of the nurses were so different to mine, but perhaps not really. After all, I loved her. 

The nursing documentation was not only appalling in its lack of meaning but entries were also incorrect. On the day that I   discovered my mother sitting in the chair alone and helpless and I made the second complaint, the entry stated quite simply “nursed in bed, all safety maintained”. No-where in the notes did it mention, my concerns regarding the lack of care that my mother had received that day or the fact that I had made a second complaint. Other entries read “all care given” whatever that meant, along with “eating and drinking adequately”.

There was an entry however, written on the morning that my mother spit out her breakfast and later lost consciousness that read “the daughter has been told that there were not enough nurses to be with her mother to help her with her breakfast, she is not happy with my explanation”.  Damming to say the least. There was also an entry which stated that I was not happy with the nursing assessments in relation to my mothers’ need for breakthrough medication. There was no mention however of the fact that I had made a formal complaint about the nurse who had suggested that I was trying to hasten my mothers’ death. Throughout my mothers time in the hospital it was her family and friends that ensured she received the Fundamentals of care (2003) For a large part of that time we supported her with food and drink, most of the time we cleaned her dentures, put in her eye drops, and did oral care. We cleaned and cut her finger nails. We cleaned her spectacles so that she could see. These are the things I mean when I talk about the “fundamentals of care”. These are the things that nurses talk about, but omit to do. The very fundamentals of care that we take for granted when we are well are the things that give us our self worth and our self respect. When people are no longer able to do these things for themselves and they are not helped and supported to do them, or to have them done for them, it is then that respect is lost and dignity is compromised. It is shameful that there is a need to have a campaign headed Dignity in Care (D.O.H 2006) When Virginia Henderson (1966) wrote about nursing, she wrote that nurses had a unique contribution to make to care. Her definition of nursing however was not a definition of reality, but a definition of what is should be. Similarly the RCN definition written in 2003 is also not what nursing is but what it should be. I am saddened that I saw little evidence that the registered nurses who cared for my mother did anything that could not have been done by anybody that had been trained to do it. I saw tasks being performed, but anyone can be trained to perform a task. Performing a task is not holistic care. 

I do not believe that my mother was afforded the respect or the support that she required from the nursing profession and arguably even those nurses who appeared to care were not really prepared to stand up and be counted. Where were they, when one of their colleagues called my mother obnoxious? The NMC Code of Professional Conduct states “As a registered nurse….in caring for patients and clients, you must: act to identify and minimize risk to patients and clients”. The code goes on to state “You are personally accountable for your actions and omissions….

However, I also recognize that nurses need the help and support of their managers “ad infinitum” and this was not always evident.  It is very difficult to raise your head above the parapet, but a lot easier with support. The manager of the team should be the one who is proactive in writing the letters to senior managers, demanding meetings to discuss concerns, and asking the difficult questions which no doubt makes them unpopular, and arguably less able to climb the ladder. It is however, essential that the ward manager is also the leader of the team, and demonstrates this leadership ability in every single interaction. Leadership needs to be evident in the way that the manager behaves towards patients and their loved ones and of coarse their team.  The fostering of respect for others has to begin at that level and “caring” for others demonstrated at that level. In real terms this means being visible, saying good morning to all the patients every day, asking how they are and waiting for a response. The ward managers cannot afford to distance themselves from “care” for without this type of leadership there are no role models. Ward managers have to lead by example and they must take on board the accountability for what happens on their wards. They must on behalf of their patients and their staff, raise their heads above the parapet. The nurse manager should be the one who leads practice, and by example teaches what “professional caring” is all about. There should never be instances where sick elderly people are thirsty and hungry because the nurses are too busy to give this support. It is unacceptable and if this happens then it is because there is no leadership at ward level and similarly there is no leadership above that level. Nursing leadership begins at board level and cascades down to all levels. 

If ward managers believe, their role has changed to such an extent that they are not able to provide leadership in nursing then arguably there is no need for them to be a nurse. If the main concerns are with “admin and office duties and paper work” then employ an administrator who could probably do the job better.  

My mother was in some ways in an enviable position as she was supported every single day by those who loved and cared for her. Not everyone is that fortunate. The nurse who called my mother obnoxious was a registered nurse, and a senior nurse, one who was regularly left in charge of the ward. She continued to be left in charge even after the complaint was made about her. The trusts initial response to my complaint I felt was superficial, I was assured that this nurse had been spoken to, she would not do it again, and that she was sorry. I wonder what her colleagues thought of it all, what message did that give, that its’ O.K to treat people like that, especially when they can’t answer back? Similarly what did it say to those nurses who did actually care, that the incompetent and those without compassion can still get upgraded and promoted? The nurses who did care, and there were those, were worn down and worn out, by what they perceived as a lack of support from their ward managers.  

The NMC Code states that patients are entitled to receive safe and competent care; this implies that the nurse has the necessary knowledge, skill and attitude to perform the job that she/he is employed to do. The word “care” actually means “it matters to me”. Professional caring means that it matters to the nurse that the person they are “caring” for is sick and vulnerable and that they cannot eat or drink unaided, it matters that the person being cared for is distressed by being incontinent of urine and faeces. It matters that someone is in pain. What is the role of the registered nurse if not to understand the effects of illness and disability on the patient, and to help them and their loved ones cope with the experience. 

The RCN for many years had deliberated over a new definition of nursing, one that would bring nursing into the 21st Century and make it fit for purpose. The RCN definition is as follows : 'Nursing is the use of clinical judgment and the provision of care to enable people to promote, improve, maintain, or recover health or, when death is inevitable, to die peacefully' (RCN, 2002). 

The RCN definition goes on to discuss defining characteristics, amongst them this one, “nursing is based on ethical values which respect the dignity, autonomy and uniqueness of human beings”.

This definition published in 2003 is a far cry from the RCN Nutrition Now Campaign (2007) which is actually telling nurses that they are accountable for ensuring that people get sufficient food and drink, there is even a section, which tells nurses why nutrition is important! It is appalling that registered nurses, who are supposed to be accountable and knowledgeable, need to be told to do these things. The RCN survey (2007) discusses how 42% of nurses surveyed said that they did not have the time to help people with these fundamentals of care. what they are saying in effect is that they do not have the time to do “nursing”. When there are sick and vulnerable, people left to go thirsty and hungry they are contravening their code of conduct if they do not provide this fundamental duty of care. Nurses are saying that there are other priorities which take them away from these basic fundamentals. Well what are they? My observations of care were that nurses were indeed engaged in numerous activities but not a lot of them were related to direct care. The fundamentals of care in the main were left to the health care workers. There were numerous ward rounds all at the same time each with a nurse in attendance, medicine rounds were taking place at the same time as meal times doctors rounds were at the same time as meal times. The ability to organize the ward is one of the core skills of a manager. A manager is also supposed to put the welfare of the patients above the welfare of the staff and that includes medical staff. Doctors have always expected every thing to stop the minute they appear, but generally they are rational people who can also understand that there are other priorities, like ensuring that the patient gets something to eat and drink. Medical science is not a lot of good if the patient is literally, dying for a drink (Steane 2007). I would suggest too that helping the patient with food and fluids is also more important than rushing to do an ECG because either the nurse practitioner or the doctor has requested it. There are ECG technicians employed for this. Whatever happened to “clinical judgement” It seemed to me that the moment a patient complained of chest pain (my mothers’ case) the nurses would always phone the nurse practitioner or the doctor without ever carrying out a full and comprehensive assessment? A holistic assessment is part and parcel of what is meant by the “unique function” of the nurse”.

If the registered nurses are busy “doing” other things for example the ECG’s or whatever other obstacle lies in the way of providing care, obstacles which are not specifically to do with nursing then it is the role of the ward manager to help get the priorities right. It is also the duty of the registered nurse, if they believe that care is being compromised; to say NO.  Accountability is not an optional extra; registered nurses are accountable every day for what they do and for what they do not do. My mothers’ notes actually stated “no time to give breakfast” how ironic that we call nursing “The caring profession”.

The nursing assessment which should be the basis for all care planning and decision making and which should be on-going seems to have all but disappeared, even the assessment for pain takes place in seconds, a cursory glance it seems is enough.  There are guidelines and documents, books and campaigns but without a real commitment from every single practitioner to the core values which underpin the profession, and without strong powerful nurse leaders at all levels then these good intentions will remain rhetoric and will be consigned to the shelves like all the other good ideas, and people will continue to be mistreated in hospital.  

My mother’s doctors did their very best to help in her recovery, and when recovery was no longer an option they helped as much as they were able in order for her to achieve a peaceful death. It was also my mothers doctors in whom I found the greatest solace, and experienced the greatest empathy. I felt just another relative, albeit one who made complaints and my mother just another patient to the majority of the nursing staff. Yes, there were nurses who demonstrated compassion and competence on the wards during my mother’s protracted illness but it was not enough to make the difference. Sadly the care given by many of the Registered nurses over the months that my mother was in hospital was found wanting. 

There are huge numbers of older people in hospital beds and when they are ill and vulnerable they have exactly the same right as the rest of us to be there. It would appear however that the demands that the frail and vulnerable elderly are perceived as making, upon the nurses time is viewed with contempt by many nurses, and all the campaigns in the world will not alter that. 

My mother was not in hospital because she wanted to be, and I certainly did not want her to be there. Florence Nightingale said “the hospital should do the patient no harm”, but my mother was harmed, by incompetence, a lack of empathy and a lack of courage, in other words a lack of care. Sadly, it is a fact of life that if we live long enough we could find ourselves in a similar position to that of my mother. We may wish to reflect upon the Golden Rule which is “treat others as you would wish to be treated”, the fundamental moral principle and the basis of all human rights.  
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