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EXECUTIVE SUMMARY

The patients

This inquiry focuses on theight of sick, elderly patients in a major metropolitan
hospital. It examines complaintswvolving five patiens whosereported experiences
mirrored numerous complaints received thg Health and Disability Commissioner
(HDC) about North Shore Hospital in 2007.

1. Ms A was 82 when shwasadmitted to North Shore Hospital EGEmergency
Care Centrejrom her rest homon 1 April 2007 with gastric bleedingShespent
36 hoursin ECC. The complainfrom her partnewas abouher care the lack of
communication and supporthenshe was dischargednd thatwo days after her
discharge,it was discovered that she had macturedright hip. Ms A was
readmitted toNorth Shore Hospitabn 6 April for surgeryto repair the facture.
She dieceightdays later

2. Mrs B (81 years) wa admittedo the ECC o 6 July 2007fter being airlifted from
the United States where she tspdnt a month in hospital afterseverestroke.She
had alscsuffereda heart attackMrs B was transferred to ward Mith breathing
difficulties and in heart failure on the afternoon of 6 July, diedthereon 14 July
2007. Her son, a doctor, complaingéthi s  m o detereorating conditiomnd
his requests for medical assessmeate not given the necessary priority

3. Mrs C (85 years) waseferredto North Shore Hospitabn 25 September 2007 by
her GP for assessmerdnd treatment of heart problen#ster four hoursn ECC
she was transferred ward 10.Two days later hecondition deterioratedHer
family raised concernthat this was caused by tbhedeine shdad been giverShe
diedontheward on28 September 2007

4. Mr D was 73when he was admittegb a seHreferralto the ECC on 20 September
2007, with hyperventilation, anxiety and a hemmdition.He had beenidgnosed
and treated for lymphoma earlier in the yéar.D was transferred tavard 1lafter
six hours in ECCHis family were anxious abut his breathing problems and
reluctance to eatand the lack of care. hey thought he was dying and were
frustratedby a lack of communication about his conditicand that the doctors
believed hecould be rehabilitatedOn 18 OctoberMr D was dischargedo a
private hospital at t he onlydouis befoddseingr equest ,
transferredback to North Shore Hospitahith an exacerbation of his heart
condition He diedin theECCon 190ctober 2007.

5. Mrs E (79 years) was referred dorth Shae Hospitalon 17 October 2007 by her
GP, with possible pneumoniaShe spent abut 12 hours in ECC where she
experienced delays in calls for assistance to get to the tdiletE was transferred
to ward 10. Sheexperienced delays in nursing responsesetachlls for assistance,
andalack of hygiene in the wardrs Ewas discharged home on 19 October 2007
and made a good recovery

Summary of findings

Although four of the five patients died, there is no evidence that treatment injuries or

lapses in careauised their death. But in significant wajaitemata BiB6s car e f or
all five patientsbr eached the Code of Heal th and Di

April 2009 H)‘( 3



Health and Disability Commissioner

Rights (the Code) They suffered delays in care and deficiencies in communication
with them and their fanigs?! The failings were not the fault of individual staff but the
result of systemic issugsovercrowding, and pressuge on staff. In such an
environment, nofurgent care is often given low priority as st&dtus on the bare
essentials in an effotb keg patients safe. That happeratdNorth Shore Hospital
Although the standard of medical care was largely reasonable, the nursing care was
not. The nurses did not have time to care.

WaitemateaDHB breachedhe following Code provisions

1 Rights 4(1) and 4(3by deficiencies irthe care provided thls A, Mrs B andMrs

Ein ECC.

Right 4(5)by poor ceordinationofMrsB6 s car e i n ECC.

Rights 1(1) and 3y the disrespectful and undignified manner in whidh A,

Mrs B andMrs Ewere treated in ECC.

1 Rights 4(1),5(1) and 6(1)(aby Ms A6 s d e dischaigeewitht inadequate
information.

1 Rights 4(1) and 4(3py omissions in the carr Mrs B andMr D on ward 11,
andfor Mrs CandMrs Eon ward 10.

1 Rights 5(1) and(1)(a) by poorcommunicationand lack of informaion in the
cases oMrs BandMr D (and their families)

1 Rights 1(1), 3 and 4(1hy the sulstandard hygiene and lack of basic amenities
duringMrs EGs stay on ward 10.

T
T

DHB accountability

These casegividly demonstratehow ovecrowdingand staff shortagecan translate

to substandard caréor patients What emerges is a picture of an overcrowded

hospital, staff whowere stretched and stressedid patients and families who were

left in the dark about h e p adandit®m pr@gsosisand plan of careThe ECC

and medical wards 10 and 11 were ill equipped to cater for the flood of patients in the
winter of 200/ Nor t h Shore Hospital s acute care se

It was not news t@WaitemataDHB that its acute care services were frequently-over
subscribed and that staffiere struggling to cope, particularly in the ECC and
especially in winter.For several years clinical leaders had consistently raised
concernswhich led to numerous revievesdreports There had beea lot of talk but

not enoughaction at Board levelDespite valiant effortshere was inadequate
planning and insufficient action fox current problems at North Shore Hospital and
plan for anticipated population growthh was not until the overload of winter 2007
was bearing dow on the hospital that the Board took decisive action to approve more
beds and future developmery then it was too late for sick patients and their
families.

Waitemata DHB failed to fulfil its duty to provide sufficient staff and robust systems
to withstand fluctuating demands, and to ensure good communication between staff

! Their experience is not unique. See Opinion 07HDCO01804 (26 May 2008) for another example (from
early 2006) of delays in ECC, an unhygienic ward, poor nursing care, and communication difficulties at
North Shore Hospital.
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and with patients and their familie$he Board and its senior management must
accept accountability for the failings set out in this regors. not enough for a Board

si mpltyoltlo thhe bel | ?toéxcusedtself fcom liabildysunderrthe e s o
Code.

Overcrowdingd a national problem

Waitemata B is not the only district health boandith pressure on its acute
services and an overcrowded hospital caupnofplemsin theemergency department.
Similar issues have been highlighted in four other ree@ investigations’ Nor is
Waitemataalone in being critically short oResident Medical Officergjunior
doctors) and nursesd though its recruitment problembave doubtless been
exacerbated by theell known difficulties atNorth Shore HospitalThese challenges
are not unique to Waitemata DHB, nor to New Zeafand

The public accepts that at busy times hospital services will be stretched and that
patients must be prior#ted according to their need&hat is harder to accept is that
crowded, uncomfortable and unsanitary conditionshould be commonplace in a
modern hospital. All hospital patients, especially acutely unwell senior citizens
deserve clean facilities, comtable waiting areas, and responsive serviddack of
hygiene and long waits in uncomfortable conditions are an affront to patient dignity
and a breach of legal rights.

Overcrowding has been described as the most serious problem and most avoidable

caug of harm facing hospital systerh# largely results from hospital access block

(Abed bl ocko), when patients remain in the
inpatient bed§.The causes of overcrowding, atf primarysolutions, lie outside the

ED. A whole-of-hospital approach is needdtioncerted action to tackle this endemic

problem isessentiaboth at Waitemata DHB and nationaily.

The way forward
Since these event¥Yaitemata DHB has made significant changes at North Shore
Hospital. Various iriatives have been introduced to boost capacity and improve

2 Law J inR v Cambridge Hpex pare B(1995) 25 BMLR 5, p 17.

% Opinions 07HDC17769 (28 November 2008), 07HDC10767 (25 September 2008), 07HDC14539 (12

December 2008), 08HDC00248 (26 September 2008).

“ For a graphic overview of similar problems in New South Wales, see Garlifigd,Repot of the

Special Commission of Inquiry: Acute Care Services in NSW Public Ho@atadmber 2008).

® These problems are not unique to New Zeal&ichilar concerns have been noted by the Healthcare

Commission in the United Kingdom (see Annual Report, ZTB)page 16) and have led tcampaign

by the consumer gr o uapent foMdhangeh ?soe, el@anent giiehdliee, Hapiet mp

hospital€ http://www.which.co.uk/campaigns/healtrestandards/index.jsp)

® Right 3 of the Code statestha Ai[ e] very consumer has the right to h
that respects the dignity and independence of the i
" Institute of Medicine, Committee on the Future of Emergency Care in the United States Health
System,Hospitatbased Emgency Care: At the Breaking Poi(itvashington DC, National Academy

Press, 2006).

8 See Richardson D, Mountain D, AMyt hs versus facts
hospital avedcaldarnddf Austlali®009 190: 364 68.

°® See theReport of the Working Group for Achieving Quality in Emergency Departments,
Recommendations to Improve Quality and the Measurement of Quality in New Zealand Emergency
DepartmentgMinistry of Health, January 2009).
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systems. Theeinclude the provision of additional beds and staff; the appointment of
some key senior staff; changes to the way ECC opsefiatdgdingthe reintroduction

of an acute assessmeniit); and changes to nursing structu. major new
developmen(the Lakeviewexpansionfor which central governmewapitalfunding
hasrecentlybeen approveds planned

This report makes specific recorandations that the DHB apologiseMrs Eand the

families of the other four patient¢/aitemataDHB is required to repoxtn an overall

bed management programme at North Shore Hospital, and improvements in ECC and

nursing care, by 31 October 200he Minister and Ministry of Health are asked to
progressnational initiatives to improve thquality of emergency departmeoéare.

And all nursing schools are recommended to considertkepor t 6 s I mpl i cat i
nursing education.

Boards, Chief Executives and senior management of all district health boadd®ne

read and reflect upon the lessons from this inqgiry ecogni si ng t hat #@th
t he gr ace ofEqualy distrigtdealthwweaijdsdould not be left to solve

intractable funding and delivery problems on their owwhey need support fro

central governmenf. Otherwise, Boards will flounder, management and staff will

become demoralisednd failings in care will follow, leading to a loss of community

confidence in local hospitals and in the health system.

The public scrutiny of independeimquiries, and the attendant media publicity, can

be very demoralising for public hospitalsdo not doubt the skillscompetenceand

goodwill of the staff of North Shore Hospital, nor their capacity to rise to the
challengeghey face | encourage th&oard andsenior management to fully involve

clinical staff in future change® and to listen carefully to their concernk.
specificallyendorse the call ahynur si ng expert ito give a v
largest key asset of the organisation, thesnairs 0 .

WaitemataDHB mustcontinue towork with its clinical leaders, staff, health officials
and the wider community to urgently improve the functioning of the ECC and the way
patients flow through North Shore Hospjtabt only for the future but also wé the
longer tem capacity issues are resolved.

In the words oM r D6s wi fe

AWe can only hope that something really
€ so other families can feel confident k
caredforinasf e hospit al environment. 0

Yror a penetratipgtamabhl yensi ohsthet ween government
R, iRevol ving Door s: New Zeal an tbdhesomihgelrsstitutelof r e f or ms :
Policy Studies, Wellington, 2009), ch 11.
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INTRODUCTION

This Commissionemitiated inquiry was commence@n 18 January 2008. It was
prompted by concern about the number of compl&#iR€ had received about North
Shore Hospital, anthe gparently widespread communityrazern being expressed in
various media. Four complaints were initially identified as raising very similar issues
about the functioning of the acute care services over the same recent time period. A
fifth complaint was subsequently added to the inquiry.

The terms of reference for the inquiry and details of the process are attached as
Appendix 1.

Nurse specialist Sue Wood, emergency medicine specialist Dr Mike Ardagdh
consultant physician DlohnHenley provided independent expert adyiedich is
attachd asAppendices 2, 3 and 4espectively. | am grateful to them for their time
andexpertise

CONTEXT

Waitemata District Health Board

Waitemata DHB provides public hospital care for people living in the North Shore,
Waitakere, and Rodney areas of greateckdand. North Shorélospital, beside Lake
Pupuke in Milford,is the larger of its two hospitals. It offers a full range of public
hospitalsecondary carservices, includingfrom 2003 to 2007169 medical and 13
surgical bedsan intensive care and comny care unitand an Emergency Care
Centre

Waitakere Hospital in Henderson,is supposed to ease pressure on North Shore
Hospital but it is much smaller with a limited range of serviéde2007, ts ECChad

only 18 beds andvas opent o fiwrad k 13 anlyi flmm 8.00am to 6.30pm
However, patients brought in by ambulance or referred by a GP were accepted up to
10pm.

Growth in patient numbers

Since 2003/04Waitemata DHBpatient numbers have growsy 77%* easily the
largest rate of growth in the count Its catchment population is the largest of the 21
district health boards. The population has growmebarly 17% in the last decade,

rate of growth second only to Counties Manukau District Health Board in South
Auckland.

Hospitals operate most efiéntly when they are, on average, at 85% occuparmy
in practicethis isseldom(if ever) achievel, particularly in winter when demand for
hospital services is traditionally higm the Auckland regionhospitalsare typically
at between 95% and 110%cupancy in wintet> When a hospital is full, there is a

" Ministry of Health data, 2008.

2Bagust et csafbed usebnyancanmiodating emergency admissions: stochastic simulation
mo d eBritish Medical Journall999, 319;15658.

131t seems that ligservice is paid to the 85% mark, but little is done to encourage DHBs to reach this
level.
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backlog effect, creating overcrowding in the emergency department. This increases
risk to patients? Decreasingthe occupancy rate is also important for infection
control, to prevent crossfection and multidrugresistant organisms. There is
evidence that when emergency departments are more than 90% full, it can result in
unnecessary harm to patients and reduced staff morale and retention. Patients have a
greater risk of dying within 30 days of etiding an adult emergency department if it

Is overcrowded. The patients most at risk are older patients discharged during winter
peak periods®

Inpatient occupancy at/aitemata DHB was consistently higher than 90% in 2005
and %906. In the winter of 20060NF t h S h o r averdd@ypantyavasalsout
94%:

Total ked numbersacrossWai t emat a DHB&s two hospitals
medical/surgical beds in 1999 to 508 in 208%0% increas® However, the number

of medicalandECC beds at North Shore Hats did not increasbéetween 2001 and

2007, andhe number of surgical beds remained stagitveen 2003 and 2007.

Waitemata DHB hascanowledged that, with hindsight, more beds should have been
provided at North Shore Hospital in the period up to 2007.

Funding
Funding fordistrict healthboards takes into account the sijzage and wealtbf thar
populationand is apportioned using the Population Based Funding Formula (PBFF)

Waitemata DHBhas longoelieval that ths formula is inequitable becaudeyives too

much emphasis to the relative wealth of its North Shore population and insufficient
recognition to unmet need in Waitakere and the additional costs of serving the rural
population in Rodney. It believes it has been (and continues to be) urtkfor

the size and demographic male of its populatiorand that this is getig worse.

The Waitemata DHB Chief Executive sind& November 2006has beerpublicly
guoted as stating that their community is

' See, for examplegcent case87HDC17769, 07HDC10767, 07HDC14539, 08HDC00248.

*C1 e me nt sOvércrawtingard unddtstaffing in modern heaitine systems: key determinants

in methicillin-resistantStaphylococcus aureusansmission Lancetinfectious Disease2008,8:427

34.

®Sprirul i sThe &%ciatiom betwadn hospital overcrowding and mortality among patients

admitted via Western Australia emergency departmehtedical Journal of Australid84:5, 6 March

2006.

" [General Manager for Adult ServiceBusiness Case for PBMA. Adult Medical Services Patient

Safety and Inpatient Capacity, January 2007.

'8 All but 80 bedgadded as a result of transfers from Auckland and Counties Manukau DHBs of acute
orthopaedic servigen 2003,and Special Care Baby Unibts, in 200dwer e true fAnewd beds.
YPBFF applies costs per person based on the person
based on the area in which they live. Introduced in 2002, it is used by central government to allocate

funds from Vote Health to DHBs. It isbeingreviewed every five years. The last review in 2007/08

resulted in little change, with Waitemata DHB being the only member of the advisory group to oppose

the continued use of deprivation and ethnicity factors.
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hasnot been given sufficient weighting in the funding fornfllais predecessor
voiced similar concernguring his tenure as CEQ998 2006).

The DHB advised that its Chief Executive, Chair, and Board have fieadensive

effortd to secure additional fundin. They have | obbied Al ong &
year s; fengaged extensivelyo wiahottthet he Mi ni
detail of the formula; and argued for changes to make the formula fairer to the
Waitemata population.

It maintainsthat there hs been a failure by the Ministry to acknowledge the need for
addi ti onal f unapulatiop growitfarasduresmee tbeeid reghlighted to
officials through every District Annual Planning rouhdt the clear message from the
Ministry has beerthatthe DHB must live withinits funding.

The DHB argues that increases in the formula for projected population growth have

nowhere matched the actual increase in its populaitthough most DHBs receive a

share of funding that is very close to their actpapulation shareWaitemata
calculatesthatit s at the fAextreme endo of the redi:¢
it has the biggest gap between population size and shareRBEte

During the 2006/07 period Waitemata DHB believed it was sigmfigaunder

funded compared to other DHBs. Based on the PRO3/ financial years, the

funding allocation using both the PBFR&d the significant level of funding that sat

out si de of it resul ted i n Wai t emat a D
disadvantagen*

In contrast, he Ministry does not accept that Waitemata DHB has been disadvantaged
by the formula and th€unding it has receivedt states that Waitemata DHB has
received higher than average funding increéseseveral years

The Ministryexplairst hat Wai t emat a DddBér ancdmtstrally ati on i
healthier than the average populatibas fewer people living in areas of high need

and smaller Ndbri and Pacific populations. Its population tierefore expected to

have lower costshan that of a DHB whose population islder, poorer, andess

healthy.

NonethelessWwa i t emat aés higher than average popul
for populationchange has averaged 3.1% per annum from PGO& 200809

inclusive compared to the national average of 1.8% for all DHBR®r the same

period, Waitemata DHBeceivedtotal increases o¥7.3% per annum ¢overing both

population change ancbstgrowth) when compared to the national average of6.4

for all DHBs.

20 Metro, April 2008 page 12.
2L The DHB calculates that the gap between its funding and population share (1.38%}p %135
million for the coming 20090 year.
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Emergency Care Centre

Likeallpubl ic hospitals, North Shore Hospital¢
the majority of acute (urgenpatients are admitted to the hospital.étSciency relies

on many different professional groups workingoperativelywhile competing for

limited resourcedt is locatedn the main hospitabuilt in 1984

The ECC is an amalgamation of two previously separate facifitidbe Emergency
Departmentfor emergency atients and the Assessment and Diagnostic Unit for
acutely ill patients referred by their GPs.

This means thaht way patients arrive determgihe path they follow tahe wards

or to dischargérom ECC Therearet wo di f ferent fApahethevays o de
the patients arrivgon their own or by ambulangevi t h o ut a doctorods r
whether they hae beenreferredby their doctor

Regardless of how they arrive, all patieatsa s sessed on arri,val by
who allocats a codethat reflects how urgently they need to be seen by the ECC

medical team Thetimeframesare specified inan Australasian Triage scoring to8l

This processalso determines where they while placed in ECJe, which monitoring

zone

Thereare four zonesin North Sh or e H &G theeRedud Zone for patients
requiring resuscitation or immediate assessment and treatment; the Monitored Zone
for those requiring urgent medical attention and/or close nursing monitoring; the
Acute Zonewhere all acute presentatioase initially assessed and treated; and the
Observation Zone for patients needing stiern, continual care. Patients assessed as
needing a hospital bed for 18 hours or kskept in the Observation Zone.

ECC nurses deliver a significant portion ofipg nt sé i ni ti al managemer
recording of vital signs, the insertion of intravenous careuad the taking of
diagnostidests.

Patients without a referralre examined by an emergency medic{&C) doctor. If

the patientneed to be admittd to hospital, the ECC doctoamot order a bed until

the patient habeen reviewed by a member of the relevant specialist team, such as
general medicine. Thefore thepatient wais in ECC to be seen by a member of that
team(who may be a less experiengedoctor than the one in EGQAf the need for
admissionis confirmed, a ward bets ordered and the patiettienwaits fortransfer

once a bed bemesavailable.

If patients arrive with a referral, usually their doctos bpoken to a specialist team at
the hospital and sent a letter with them. In these cases, if the patiembs triaged as
needing urgent attention, theye not assessed by emergency medicine doctors but
wait to be seen in ECC by doctor fromthe specialist medical or surgical tegm
based imother parts of the hospital.

2 Triage 1to be seen immediatelfriage 2 to be seen within 10 minutésage 3 to be seen within 30
minutes triage 4 to be seen within one hptrfage 5 to be seen within two hours.
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All patients in ECOwvho arewaiting to be seen atested on an eleobvnic whiteboard
asi To Be S e their@alocatadhspexialtyEach specialty an electronically
view their waiting patients in order of triagategory.

The New Zealand Faculty of the Australasian College of Emergency Medicine
(ACEM) recommends that 80% of patients be seen by a specialist within two hours of
referral to a specialist, 80% should be admitted within one hour of being seen by a
specalist, and 90% of all ECC patients admitted to hospital should have been in ECC
for less than six hours. At North Shore ECC, patients whe hat yet been seeand

have been waiting for longer than these guidelinggpear in red at the top of the
electonic list.

Although the number of ECC be@d$ North Shore Hospitdtas not changed since
2001, the number of staff rose froom averagel56.6 FTEgfull-time equivalentsin
2005 to187 FTEs in 2007, antbtal ECCpersonnel costs rose from just over $12
million to almost $19nillion overthe same period.

Medical wards

North Shore Hospital hafive medical wards in 2007. Thiscluded wards 10 and 11
Ward 11 is situated in a single storey building on the main hospital caanpisvard
10 is loca¢d within the tower block

General medicine

There are 15 medical teams at North Shore Hospital, each comprised of one
consultant, a registrar and a house officer. Their duties include a daily ward round of
all patients under their care. There is also a set réstethe admission of acute
patients. Thesadmissions are usually seen eaubrning at a posacute round, which

is consultant led, in either ECC or the wards.

According to theClinical Director of General Internal Medicinéné admitting teams
admit an serage ofl5 to 20 patients a day during the week and about 30 in the
weekend. About 20% of these patients go home the next day, 30% go home within
three to four daysand the remainder stay longer. The average length of stay is just
over four day<®

Whenbeds are at a premium, patients are admitted to the first available bed in the
hospital rather than waiting for a bed amvard forthe particular specialty. Patients
admi tted to another servicgfer@xampeagederalar e
medical patient who is admitted to a surgical wdrd.

The house officer is responsible for monitoring the progress of the pa#dedt$eir
treatment and dischargdhe registrar oversees the house officers and provides
clinical advice When there is nbouse officer for a team, a trainee interrdifth -year
medical student covers the house officer duties. The house offiragreover for
other teams if they are a doctor short.

% This is very low by international standards.
4 Such patients are likely to receive poorer quality care and to stay longer.
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Typical duties for the aftenours oncall medical house officer is that he she is
responsible fomadmitting some patients, and for patientstwo medical wards, two
geriatric wardsand one psychogeriatric ward from 4pm to 10pm during the week,
and 8am to 10pm in the weekends. The wards have between 34 and 3&Hieus

can nean that the coall house officer is responsible for the welfare of 140 patients.
Weekend workloads are more difficult to manage than the late shifts during the week,
because the patients have not been seen by the teams on routine ward rounds and
therefoe the normal management of diagnostic test requests, such as blood tests, have
not been completed.

Nursing service

Nursing position numbers arereviewed every yearThe number of established
positions, particularly in the adult health servicesasld by he DHB to besimilar to
that of other hospitals in the region and nationally.

According to theAssociate Director of Nursingn the latter half of 2007and into
2008 North Shore Hospitahad 340 budgeted nursing positions &f vacancis
representig a 17% vacancy in the inpatient wardgtoé Adult Health Services

Occupancyat North Shore Hospitavas at 100%@ver much of this periodDuring the
winter months and abther peak times in 2006/2007 was common for average
staffing levels in the wals to be one nurse to six to seven patients (or more) during
the day and 12 patients at night.

Waitemata DHBsaid the high volume of patientie impact orthe budgetf late
replacement when staff left, the removal of some support roles in late 2086(D6
the slow filling of vacancieowingto a regional shortage of nurses, all impdain
North Shore Hospitaduring the period examined in this inquiry

Nursing leadership and supervision

The DHB submitted thafior some yearst hashada robust nursingtructure which
supports nurses to fulfil their professional responsibilities. Howeiteralso
acknowledgedhats o me fAt weaki ngo may be needed.

In 2007 (as now)Waitemata DHB ®irector of Nursing andMidwifery hadoverall
responsibility for professional leadership workforce planning and professional
systems and reportedto the Chief ExecutiveAdditionally, each servicesuch as
Adult Health serviceshad its own Associate Directorof Nursing (or Midwifery)
responsite for professional leadership, wddtcce phanning and professional systems
within their service.

There are, in totalseven nurse/rdvife professional leaderThey do nothaveline
authority, butare part of the service managemeetins andaninfluence and lad
professional issue3her keyresponsibilityis overseeingursing practice.

There are alsoa number of Nurse Consultang$ the corporate and service leyel
providing professional support ardkvelopmentand there ar€harge Nurse/Midwife
Manages on each ward who aresponsite for managing theystems, processes and
workforce in thewvard or unit They report to UnitManagers for operatiahissues
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Areas such akCC also have an Associate Clinical Charge Nurse to support shift
management in acute, changeable situations.

There are a number of nursing positions with responsibility for the training, support
and professional development of nurses. These indddelinical NurseEducators

and 33Clinical NurseSpecialistsnNo r t h S h o r Adult HeaBhServiceand s
Clinical Coaches who, since 2006, have particularly supported new graduate nurses in
ECC and other departments.

Experienced enrolled nurses known as Accomplished Enrolled Nurses work in
association withthe registered nurses rather than under their direct wigoEm.

Bureau nurses are usually DHB employed casual staff rather than agency nurses and
therefore their supervision and accountability is the same as for permanent nursing
staff.

Team nursing

In 2007, onlyECC formally used team nursing This involvesnurses with different

levels of experience and seniorityorking as a teannstead of beingndividually

responsible for specific patients. Under this modehaminated team leader has

overall responsibility for all the patients in the area and prioriaselsdirects the care

provided by thevarious nures. Waitemata DHB explains that this meaase is

providedi by t he r i gdareis donerbytke righbperson at the right time to
achieve the right.outcome for the patients

In ECC tiemodel gplies primarily to the 25 cubicle AcutBonewhere henurses are
divided into two area®® north and soutl® with one of the nurses in each group
identified as team leader fagach shift. They arexpected ta&wommunicate to ensure
that careis provided asrequired, especiallywhen thereareless experienced nurses
working. In other areas in ECC the nursing teams have a senior nurse as team leader.

ECC mtient® care needs are tracked on whiteboafsting a shift regular case
conferencingwith all the tam memberis the means by which treelivery of caras
co-ordinated and r@rioritised andplans of careeviewed

In 2007, medical wards 10 and 11 did not have team nursing and instead used the
individual patient allocation model.

North Shore Early \Afning System (NEWS)

In April 2006 Waitemata DHB introduced a scoring sysfestied out at North Shore
Hospital over six monthdp help staff to more quickly recognise when a patient is
deteriorating on the wards and to reduce delays in referring tlaismtp to ICU

Known as NEWS,it relies on the accurate recording of simple physiological
variables, such as heart rate, blood pressure, respiratory rate, neurological status,
oxygen saturation, and urine output. There are various trigjggirsignal theneed for

further action. For instance, all patients with a score egual greater thanl must

%t is now used more widely across North Shore Hobpita
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be referred to the nurse in charge of the wandl the frequency of observations must
be increased to two hourlyWaitemata was the first district healtlodsd in New
Zealandtointroduce uc h a At rracky ame@mtri gge

All acute services nursing staff are introduced to the system at orientation and attend
training as part ofarious learning modules. A omlay training course was initiated

in late 2007 and 504 nurses, including sorftem ward 10, have attended tbeurse

to date. In 2007 ICU staff offered a sieek programme to give other nurses some
high-dependency nursing skills to take back to their ward. Waitemata DHB stated that
some nurses frowards 10 and 11 have undertaken this programi@wever, t is
unclear wherthis occured

Nursing compliance with NEWS is audited quarteypoor compliance is found, the
audits are repeated more frequerily. audit results have been provided for 200,
the resultsfor the autumn winter and spring of 2008how thatin ward 11there was
100% compliance withrecording NEWS scores and a high level of accurde
recording In ward 10 there wa66i 87% compliancewith a high level of accuracy.
Most mtierts were referred to the medical teams as required.

FIVE PATIENTS

I ntroduction

In 2007, HDC received spateof complaints about recent patient care in the ECC and
on medical wards at NdrtShore Hospitalwell in excess othe usual number of
complaintsabouta metropolitan public hospitaPublic concern was also documented
in the localmedia notablyThe New Zealand Heral@hdThe North Shore Timgsver

the winter of 2007HDC selected five representative complaints to form the basis of
this inquiry andprovide a window into the operation of North Shore Hospithke
following is a summary of what happened to five patients.

Ms A (31 March to 2 April 2007)

Background

Ms A (82 years) had been in rest home care since late January 2007. She suffered
from dementia and a variety of medical conditions, including chronic duodenal
ulceration. On 30 March 200M)sAhad an epi sode of @coffee
and the following dayshewas transferred to Waitakere Hospital by ambulance for
treatment of apparent gimointestinal bleeding.

Waitakere Hospital

On 31 March 2007Ms A was examined by medical officer atWaitakere Hospital
ECC, who found that she had a tender epigastand melaend. Intravenous fluids
were commenced for hydratiorand blood tests regsted. Her care was then
transferred to the Waitakere Hospital medical team. She was reviewadhéglical
registraranda house surgeqrwho confirmed that she had suffered a gastrointestinal

®Vomiting of digested blood (ficoffee groundso),
tract.

%" Black tarry stools indicative of bleeding in the upper gastrointestinal tract.
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bleed. Waitakere Hospital staff did not undertake a mobilggssment as there were

no concerns about her ability to walk. Arrangements were made to transfer her to
North Shore Hospital for ongoing management. The Waitakere clinical charge nurse
telephoned the clinical charge nurse at North Shore to ensure shevarasciMs

Abs history of dementi a.

North Shore HospitdeCC

Ms A arrived at North Shore Hospital ECC shortly after midnight @xptl 2007.
She was notetly nursing stafto be comfortable, and reviewed by the night medical
registrar at 12.35anMs A wasstable and not complaining of any pain. She was alert
and k;zegr observations remained stafleere were no particular concesabouther
safety:

Review by medical consultant

Ms A was reviewed at around 9am by the medical consultdrd found that she was

no longer bleeding and noted his plan to discharge her if she remained stable. There
was no indicatiorthat a mbility assessment was required.

The medical registrawho accompaniethe medicalconsultantwhen he saws A,

recallst hat she rpceheadi aedcpmysical examinat
concerns about her mobilitils A remained stable andt 4pm a note inhermedical

records shows that the order for a bed fordrethe wardvas cancelled, because the

plan was todischarge her the negfay and there were a limited number gbatient

beds availableHer partnerMr A, was asked to colledils A at 9am the following

day.He said he would be in about 10am.

Staffing
Mr A visitedMs A on 1 April. He recalls

A T] he pl ace weapstientsehere théres the panedwast deserted,
there was nobody at the desk €é and it wa
in my opinion.o

The ECC Service Managestated that overowding and high patient volumes may

have contributed to the lack ofaft available to talk toMs A6 s p aThe ner .
Waitemata DHB CEO confirmed dh staff levels and mix were an issatethis time

with a high number of bureau staff. There were three nurses for 18 beds (with one of

these nurses working a short shift), amglto six corridor beds in the [3ervation

Zone (where patients can be put if they are expected to go home within 18 hours).

While Ms A was in theObservatiorZone the ratio was eight patients per nurse.

Discharge
Around 6am on 2 April, a nurse recorded thdé Aappeared to be Asc
mobilisingo and required two nurses to fit

%8 patients with dementia in ECC are placed in front of the suése s t aease of monitodng. Bed
rails maybe used. Alternatively, a watch is arranged if there are particular concerns about patient
safety.
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documented concerns about her mobilisation. At around 11.3@am, was seen by
the medical registraand cleared for discharge.

Mr A collected her around lunchtimeMs A had been moved anllr A had to
approach the main desk to find hele wassurprisedthat she was not dressand
there was a wheelchair beside her hdA had difficulty in locatig a nurse to assist
him to getMs A ready togo home.A nurse reluctantly helped him phits partnein a
wheel chair afd eh dMilmoticedtreatwhen theydsaMs A in the
wheelchair she was in a lot of pain, pointing in the general area of her abdomen.

The nurse told him that the disecga papers would be sent by mail, then
ndi s ap MeA betededthat he should have been given the discharge papers.
The medical registrasommented that, on occasions, routine discharge sumnaagies
not completed at the time of dischardgecause ofvorkload andother priorities In

this case, there was no need for foloprasMs A was stable.

Aftermath

Mr A transferredMs Ai nt o hi s vehicl e, helped toytwid s o me d i
ambulance officers. On arrival at the rest horl, A required assistaecfrom
caregiver staff to transfer her, as she ap
unable to walk more than a step or twoo.
Shore Hospital to ascertain whether a fall had occurred. However, the hospitaitwas

able to provide any information abdds A6 mobility.

Two days lateron 4 April, Ms A wasseen by her medical practitioner. She did not

appear to be distressed, but had pain when the doctor tested the flexion of her hip. A
portable Xray taken at theest home confirmed that she hadoanpoundhip fracture.

The medical practitioner commented that he saw no evidence of bruising to suggest a

prior injury, and noted that it is possible for a personMf§ A s age t o susta
pathological fracture withowtny significant force or injury.

Ms A was readmitted to North Shore Hospital. On 6 April, sheduagery to repair
the fractureput her conditiordeteriorated and she died 14 April

Mrs B (6 July to 14 July 2007)

Background

Mrs B (81 years)suffered a severe stroke while on holidagverseasand was
hospitalised. She was flown back to NEealand by her family, accompanied ay
medical transfer team (two nurses).

North Shore Hospital ECC

Mrs B was admitted to North Shore Hospital ECC at 8.20am omy62D07.North

Shore Hospital 6ds gen aleriad tohenardvialcThdnedicad am h ad
transfernurseggave the ECC triage nursel@minute verbal handover aboMirs B6 s

condition. On arrival at North Shore Hospitilrs B was spontaneously eping her

eyes and acknowledging her family, who had met her at the ECC. She was transferred

to an isolation room in the Monitored Zone of ECC because of her recent admission to
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a hospitafoverseas]and the neetbr her to be screened for MRSAMrs B6 son, a
general practitionestated:i O eachoccasion, when a new medical personnel arrived

in the room, they seemed to know very little about her, and it appeared as if the notes
had not been read or that they had fambiliarised themselves with her casThe

history was recapitulated to several providers.

The admission notes record thMts B was suffering congestive heart fail(@HF)

being treated with frusemid& that she had a fever and raised white cell count, and
that she hagossiblydevelopedaspiration pneumoniaMirs B was being fed via a
PEG" feeding tube.The ECC nurseworking in Monitoed Zone 2performed an
electrocardiograph olirs B and took blood samples. These tests indicatedMiaB

had suffered an acute myocardial infarctionaghattack) some time in the previous
week, but not within hours of arriving at the ECC. There was no information passed
on by the transfer team to indicate that this diagnosis had beerjonad®as]

MrisB6s recordings wer epnt Mr& e B 0 sbeesvedithatechisy . At

mot her ARappeared stable and restingo. He
available in the hospital and the medicatom | | teamdbs ward was ful
wife | eft the ECC to ret urHoweheoan®.30pro col | ec
ECC nursing staff noted thatMrs B6 s br eat hl essrems22toB3ad i ncr

breaths per minutend her oxygen saturation had declined and was 89% on room air.

The deteriorationiMrs B s condi ti on was r ephenutsiegd t o t h
note atthat time alsorecords that Mrs Bwa s fi e | At \.380preMr® B was

medically assessdaly a medical house officeHer intravenous fluidsvere stopped,

she was started on intravenous frusenaae a chest Xay was ordered.

After the medical assessmei,r s B 6wmas centacted by the ECC registrar and
advised that his mother had developed heart failure. The registrar suggestsel that
return to the hospital. When heturned to ECC, he was concerned that the
positioning of his motér (lying flat) would adversely affect her already compromised
breathing. Although she was resting on a pillow, he felt that she was insufficiently
raised. Assisted by his wife, he raised his mother to a better position.

Medicalward 11

At 4.30pm,Mrs B was transferred tonedicalward 11 at North Shore Hospital. Her

son was concerned that she was having chest pain because she was pointing to her
chest.The oncall houseofficer was calledbut found no acute changes Mrs B0 s
condition. She was placed inolatior® because she had transferred from another
hospital. Waitemata DHB policy dictated that she needed to be swabbed for MRSA.

29 Methicillin (or multiple) resistantStaplylococcus aureusan increasingly common dangerous
bacterium thais resistant to many antibiotics and responsible for outbreaks of infection in hospital.

30 A diuretic to reduce fluid in the body.
%1 percutaneous endoscopic gastrostomy.

See WDHB infection control policy fANMDSRhaPati ent M
isolation policies relating to a variety of antibietiesistant organisms. Any patient who is admitted and
meets the criteria for possible exposure to these organisms is placed in isolation until cleared.
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The following day,a general medicine consultant reviewglds B on the postacute
ward round and documented a treatment pMn.s B owas psesent. Later that
day, Mrs B was seen byhe oncall house officetbecause her urinary output had
decreased, but he made no change to her treatment plan.

The clinical notes indicate thadrs B was provided with full nursing care, inding

regular turns,and pressure area and mouth caMrs B6s vi t al recordi
temperature, pulse and respiration rate, blood pressure and oxygen saturation on air,
resulted in a NEWS scoteof 1. Mrs B responded only to pain. The PEG feeding

continued. Sb remained short of breath, which was thought to be related fmahrer

levels, and she was givenomphine elixir viaher PEG tube. A subcutaneous needle,

for the administration of fluids and medication, was sited in her abdomen.

Between 8 July and 13 Julyrs B continued to be monitored, and she was given pain
relief when required. Her NEWS score varied between 1 and 0. She was reviewed by
the Stroke Team and the Nutrition Service dietician. It was noted that haryuri
catheter was draining bloeddaine urine and a urine specimen was requested for
laboratory analysis. The laboratory report noted that shghtrmeed ¢ start
antibiotics. The resulbf her MRSA swab was returned and showed ket B was

MRSA positive, he organism being resistant tcengzillin, flucloxicillin and
erythromycin.Mrs B was kept in isolation.

On the morning of 14 Julyirs B was reviewed by medical registrawho noted that

her recordings and NEWS score were stable. At about Rpms B dvisitedsandn

noticed thathis moher was in respiratory distress. She was taking rapid shallow

breaths through her mouth, with nasal flaring and the use of accessory muscles in her

neck and upper chest. He observed her until 3pm and, seeing no improvement, asked

his mot her 0at oascsalglnetdhenudsct or , to fAat | ea
chest to check her for heart failukde recalls thathe nursee e p | i ed, AYou are
you should know that she is breathing through her mouth and that is the reason for her

| ooki ng He gtaed thath@remained neutral whethe nursesaid this,
because he felt that i f hecareWwoltd sudemsqaed her
consequence.

The nurserecalls theconversation diffeently. She believesthat sheexpressed her
sympathy abot his concerns for his mother and his distress at seeing his mother so
unwell, especially as he was a GP and understood the significance of her symptoms.
Shethoughtthe discussion was amicapknd apologises if her communication and
sympathetic intent as misunderstog@nd for anyresultingdistress.

The nursepagedthe oncall house officer and advised him tidts B6 s s on woul d
like her reviewedgven thougltshe had been seen by the registrar that morikieg.
wastold that the orcall doctor had beepaged.

MrisBOs deterioration
The ward 11 registered nursen dutyon the afternoon of 14 Juhg bureau nurse
recalk that she asketheregistered nurselinical coachto reviewMrs B, because she

% North Shore Early Warning System, discusaegages 1314 above.
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appeared to be in paifiheclinical coachwas employeda work afterhours coacimg
the ward nurses, with a view to improving their practitbe clinical coachwas
concerned abollrsB6s i ncreased respiration and hear

At 4.30pm,Mrs B6 s N EdtBhad increased from 1 to Zhe NEWS protocol
states thiawhen the score i8 or more, the nurse eordinator must be informedhe

patient reviewed by a house surgeand a minimum of onehourly observations
taken.If the scoreremains aB3 or above over the next hqut is mandatory for the
patient to be ndewed byaregistrar within 30 minutes.

The clinical coachdiscussed withtMr s B 6l8s canaem that his mother was
developing heart fail@. They talked about using theorphine Mrs B had been
prescribed, to decrease her respiratory rate and effoegkéed andirs B was given
1mg ofmorphine.Theclinical coachthen pagedhe house officeragain to ask him to
review Mrs B and speako the family.Mrs B was given a further 1mg @horphine
15 minutes later. At 5.30pnthe bureau nurseotedthat she wa more comfortable.

At 6pm,Mrs B6 s EW$ score was O.

At 7pm Mr s B dvent te tbemurse étation to enquire when the doctor would see

his motheyand was told that theeekend orcall doctor had been pagede said he

|l eft the hos piewtatdisgudted, helple§spand, conflised as what to

doo. He asked t he nlhebueeautnorsadkeectp calhhimmf Apost e
there was any change in hismother co.ndi ti on

The house officerwho had started work at 8afrand was covering all theedical
wardsfor the weekengdalked by telephone tine bureau nursaore than once to ask
aboutMrs B6 s ¢ o rHb usual mractices to tell the nursing staftvhen he thinks
he might be able to see a patient and ask them to let him know immedittehe is
any deteriorationHe was not aware thadrs B was deterioratinglf he hadbeen he
would have seen her earlier, but he had other patightsn he thought it more
important to see first.

At8.30pmMrsB6s NEWS score was 2.

At 9.15pmthe hous officerarrived to asseddrs B. His impression was thathewas
Adefinitelyd in heart failure. The notes
between 24 and 26 respirations per minute throughout the day, but when he saw her

she was breathing morapidly at 44 respirations per minute.

The bureau nurseecallsthat whenMrs B was sat up fothe house officeto assess
her, the effort increased her respiratory taté2 respirations per minute. Prior to that
time, she bd been resting and her restion rate was 24 per minute.

The house officenoted thatMrs B had been givena dose of frusemide, but he

considered that she might have developed aspiration pneumonia. He believed that her

heart condition had worsenede ordered a chest-Xay andplamed to reassess her
response to the framide AsMrsB6s oxygen saturati ote was s af

% The house officer didot finishwork until around 10.30prthat night.
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house officedid not believe that she needed urgent interventionh®akpected that

the X-ray would be done in one to two houfée house officeplanned to repeailrs

BOs Dbl ood tests the neetdthedhight orcalllectotaraln d e d
asked him to review the chestrays when they were completed.

According tothe bureau nursé& was agreed thars B should be givera small dose
of morphine subcutaneously to settle her before she was taken to RadMisgB.
was given a further dose ofamphine at 9.30pm. Aaround10pm,the bureau nurse
telephored Mr s B @csadvis® mim thahis motherhad been seen by the-oall
doctor, an that blood tests andcaest Xray had been ordered

ov

At 10.15pm the bureau nurseeturnedtorsB6 s r oom and di scovered

not breathing.She rang the emergency bell hubecause there was ot for
Resuscitatioa order in place foMrs B, she was not resuscitatethe oncall doctor

was notified and arrived on the ward at 10.30pm to record her déatls. B &ad s o n
hewas notified of her deatlit 10.15pmThefamily arrived at the hospital 40.30pm

and left atL2.30am.

Mrs C (25 to 27 Sptember 2007)

Background

Mrs C, a retired nurse aged 85, was usually fit and well, despite a medical history of
essential hypertension, osteoarthritis and paroxysmal supraventricular tachycardia
(SVT).2® After feeling unwell for three weeks and seeing atolom general practice

(not her usual doctor), her condition worsenddr usual doctor visited her at home

on Tuesday25 September anttanderred her immediatg by ambulance to North
Shore Hbspital,for assessment and treatmenhfluid retention and @ erratic pulse.

North Shore Hospital ECC

Mrs C was admittedo North Shore Hospital EC@t 6.45pmon 25Septembe007.

She remained in the ECC for four hours, where she had an electrocardiograph and
chest Xray, and blood specimeanwere taken for bioclastry. Mrs Cwas prescribed
oxygen to improve her oxygen saturation leyelsd intravenous frusemide An
indwelling urinary catheter was introduced to enable measurement of urinary output.
The medical registrar advisddrs C and her daughter that hertamflammatory
medicationnaproxen, which she was taking to control her osteoarthritic pain, would
need to be stopped as it could worsen or precipitateCh#f. Mrs C was then
transferred to medical wadd at11.04pm

Medicalward 10

During her first nigpt on ward 10 Mrs C comphkined of pain all over her bodgnd

was given paracetamol. On the morning of 26 Septenibesr,C was seen by the
general medicine consultant on the ward roukdlecision was made to change the
frusemide from intravenous adminetion to oral, and to start her on an ACE
inhibitor (medicationto manage her heart functijoihe nursing notes record thdts

C was able to mobilise with assistance, but she needed oxygen through nasal prongs
to maintain adequate oxygen saturation leve

% Intermittent fast heartbeat.
% A diuretic to reduce fluid in the bodly.
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Mrs CO ®ther daughterrecallsthat she spoke to henother by telephonen the
afternoon of 26 September. Her mother was completely lucid and looking forward to
going home,adtoh e r d a foghbomiag visis

Mrs C was seen bya medical registraon the ward round on 23eptember. She
reported f eleel medicgl refistramcallsthat.hetalked toMrs C about
prescribing hecodeine forher pain. Mrs C was lucid and articulate and was able to

tell him the medications she had been oe, phoblems each medication had caused in
the past, and what other possible side effects there might be. She had had a mild
reaction tomorphine in the past, when the drug caused her to be naus€atkine

had made her constipatedidirs C agreed to trycodeine as well as regular
paracetamot! He prescribedcodeine 30mg, three times daily. Further laboratory tests
were ordered and a referral was made for a physiotherapy asseddenanted that

Mrs Cmight be ready for dchargeon Saturday 2$eptember.

Mrs Co6s dasprgsknt veheanenrollednursé® broughtMrs Cher medication

at 12.30pm.She heard the enrolled nurseell Mrs C that she had brought her
morphine.Mrs C became upset, thinking that she was being giaerphine contrary

to her wishesMrs C 6 s ceeallsthdttheeenrolled nursassurecher mothetthat

this was a fgameo0 cadeide, nothogphime®d s c €Hisomawaght e
askedthe enrollednurse o st ep outside the room and t ol
of intentionallymisleading her mother was inappropridiewever.the enrolled nurse

denieghat she made thisommento Mrs C.

Mrs CGs deterioration

WhenMrs C was seen by the physiotherapist 27 Septembeshe was only given
exercises that she could do on the,blsetause she was dizzy and lethardibe
nursing notes record thairs C was not mobilised because of dizzineasd the
doctors were informed-dowever, fe was eating and drinking well and the catheter
was draining well.

The nursing notat 1.15pmrecordsthatMrs Cwas very dizzy and not able to get out

of bed to have her lying and standing blood pressure recordings taken. She was also
too dizzy to be weighed. The doctors were informed tled C had not been
weighed At4pm,MrsC6 s NEWS score was 1.

Mrs C6 s \ssited his mother on the afternoon af 8eptember. Hstayedwith his
mot her for some hours and kAt awowutSphfet she w
d scussed his mot her 0 e nucsestationtandavas toldithath a nu 1

87 AccordingtoMr s Cd& s o t, hee mother avas dpersensitivectmdeine.Mrs C had told her

daughter that she was unabletotaked ei ne because it fAknocked [ her] ou
made [ her] feel very sick, d i Heodalugltabeliavesetttht thee n d , even
reason her mother did not inforthe mealical registrarabout her hypersensitivity tcodeine may be

that her mother knew that she needed pain relief when coming off thefirtimatory and decided to

try codeine again wunder Afitheoretically rammfe condit
brother (who were visiting regularly) would not ha
codeine.

% The enrolled nursstated that the role of enrolled nurse is similar to that of a registered nurse, but

enrolled nurses are not generallipeated critically unwell patients. She is aware of the scope of her

practice and that she must work under the direction of a registered nurse.
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she wassleeping and irfino apparent dangerWhen he left at about 6.30pm, he
passedis sisteras she waarriving. They chatted lefly and he relate@hat hehad
been told abouwdtiont heir mot herds co

Mr s C06 s stdyadifigritt3@mto 8pm. Shenoted tlat her mother wasoved

to a room at the far end of the weard, we |
concerned thatdn motherappear ed t o b eandyatthouglgreasswted wn hi | | 0
about her mo bytleerdécorMe @ n dCiotsi fadinghat gdy dne was

listening to her concerns.

At 9.15pm the nursing notes record théts Cwas fif eel ing drowsy an
Thecodeine was stoppedBrs C6 s r equest .

Three registered nurses were rostered for the night shi#7/@8 Septemberlt was a

busy night with 32 patients on the ward. Howewvene of the nurses was sent to
another ward that waghortstaffed According to me ofthe nurses on duty that night,
when there aréewerthan three nurses on duty, it can become stressful, especially if
oneor more of the nurses are from a bureau and not authorised to give intravenous
antibiotics and medication.

The registered nursgas advised at handover that there were no concerns lslibeut

C, who was for discharge the following day. Because of the teedorganise the

patient #locations in light of being one nurse shdthe nursedid not do her initial

round of the patients straight after handover as she would normally. At 12080280

Septembershe checked oMrs C and found that she was not breath She

telephonedMr s C 6 s todnatity fen that mer mother had didédr s CO6s daught e
stated that the call she received about he
out and was completely unexpectedo.

Mrs C&6g¢ ased, A Mu m o die amgpsheydid wrahertoendway in her

own tMme.06s otsheeird[Nspegial atention by NSH staff was

paid to my mother in the late afternoon and evening of 27e8dyer. Given the notes

in the [HDC] reportabout shorstaffing of anther ward this is understandalée and
unforgivable! To lose your mother to an iliness is sad enough. To lose her to a balance
sheet is quite soul destroying

After Mrs C died the case was referred to ti@®roner. The cause of death was
recorded ascheemic heart disease.

Mr D (20 September to 18 October 2007)

Background

Mr D (73 yearsold) had complex medical needscluding a heart conditior(for
which he eceived a pacemaker and hadveatepair surgeryn February 2007) and
lymphoma ¢liagnosed in Heruary 2007. He had had three cycles of chemotherapy
which had been successful in treating his asdites

% The accumulation of fluid in the peritoneal cavity, causing abdominal swelling. There are a number
of cause®f ascitesncluding heart failure and various cancers.
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North Shore Hospital ECC

Mr D was admitted to North Shore HospitaCC at about 9.46pm on 2Beptember

2007 suffering from hyperventilation and aety. He was not referred by hdoctor

but wasgs ed efigallfo, arriving in BbBeasadhatbul ance
he could not breathe and had a feeling of impending doom.

Mr D was assessed in the ECC by nursing stédfhad presented at ECGiamber of
times during 2007He wasnoted to be drowsy with slurred speech, and not orientated
to time, place or person. His breathing Wasoured, andhe had pitting oedema in his
feet andlower legs onetoe waspurple. Thetriage nurse noted thar D had self
administered 7mg oforazeparff that day to control his anxiety. He had also been
given 1.5mg ofmorphine by the ambulance crew mute to the hospital.

A medicalregistar assesset¥r D andnoted that he had had multiple admissions for

shortnes®f breath.The medical registragstablished tha¥ir D had not been taking

his diuretic(frusemidé as directed, and that he had been seen a week prior to this
admission by his own doctowho had prescribed prednisone for a possible chest
infection. The medical registradocumentedMr D6 s pr esenting probl em
right heart failure, possibly complicated by a chest infectn.D was started on

intravenaus frusemide and the antibiotiefaclofr and orders were given to restrict his

fluid intake to1.5 litres daily and for him to be weighed dailyhe medical registrar

also recorded in the notes thdr D was fiNot for Resuscitation as this was not

medically indicated, and that this decision had not been discussed with the family.

Medicalward 11

Mr D was admitted undeghe medical team dad consultant physiciaand transferred
toward 11 at 4am on 21 Septembide was reviewed on the consultant ward round
later that morning. Theefaclorwas discontinued and the frusemide, daily weighs and
fluid restiction continued.

Over the next two daydvir D was noted to be anxious and refusing to eat the food
offered. Staff suggested to his wife that she bring in food that her husband would
prefer.Mr D was seen again the nealdy by the consultaniir D reportal that he was
feeling better, but had a sore throat. A throat swab was taken and the team planned to
discuss his medication requirements with the psychiatric team, and organise
physiotherapy and occupational therapist involvement in his care.

Mr D was given saline nebulisers to ease his breathlessness. He requested Ventolin
inhalers, but nursing staff explained that thisuld increag his heart rate. He was

given lbrazepam regularly for his anxiety. On 22 September, the family expressed

concern thaMr D had a chest infection and were worried about the colour of his feet.

They asked for a hospital chaplain to visit D. On Sunday 23 September, the

hospital chaplain recorded in the notes tkla¢ observed thaMr D6 s anxiety
increased when his family visde She suggested to the family that they visit for

shorter periods. They agreed to this plan. Later thatMayp6 s condi ti on act
the NEWS protocd. He looked pale and was found to be cold and peripherally

40 Recommended doseduts 1mg two to three times daily, increased if necessary up to 10mg daily;
elderly or debilitated patientmg daily in divided dosedNew EthicalCatalogue Mayi Nov 2001).
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cyanosed. His vital signs were recorded hawas found to be tachycardfitat 104
beats per minute (bpm) and irregular. Thecalt houseofficer was notified and
reviewedMr D. There were no new treatment orders.

On Tuesday 25 Septembehe medical registraspoke with the psychiatric team

abaut alternative antanxiety medication foMr D. It was decided to trial him on

citalopram. A nurse told Mr Do6s calboutd ti sr change t o her
medication His daughteknew that whenMr D had previously takegitalopram he

had developed urinaryetention She askedthe nurse to telthe doctor this and

reminded her twice during the shift to relay this information to the doctShe

telephoned the next day to ensure that the message had been relayed. The records
show thatMr D had two doses afitalopram 10mg, at 10.30am on 25 September and

9.30am the next day. It was then discontinued.

On 26SeptemberMr D was seen by the dieticiawho started him on Fortisip, a high
energy and protein diet, because his weight loss and reluctance to takevatiid
causing concern. A chest-ray, taken that dayshowed thathe had cardiomegaly
(heart enlargement) and some moderate pleural effu¥ioA throat swab grew
Candida albicangthrush) but no Streptococcus. The medical registrar advised that
the frusemde could be continued Mr D was comfortable and not distressed, and the
hypnosedativézopiclong andnystatin(for the thrush infectionstarted.

On 28 September, nursing staff noted tMatD had a red, broken area of skin on his
sacrum. A dressing wagpplied, and he was encouraged to move about. The dressing
came off on 29 Septembeés the skin was intact, a further dressing was not applied.

On 1 Octoberthe consultant physiciaexaminedMir D during a routine ward round.
Mr D was experiencing diffulty breathing and asketle consultant physiciafor a
nebuliser or an injection to help him breatiihe consultant physiciatold Mr D that

he was hyperventilating and that a nebuliser would not assist him witivthidd s
anxiety levels fluctuated,sadid his food and fluid intake and his willingness to
mobilise and comply with physiotherapy.

On 5 October, a social worker assess&dD with a view to discharging him to a

private hospital or his hom&ir D did not want to speak to the social worker,owh

then telephoner  WvibesShewas awar e of her hushandds r
Shetold the social workethat she would like him to receive further therapy to build

his strength before dischargend askedherto speak to her daughtdfder daughter
expressed concern about MnPBathameThe eocid s abi | i
wor ker spoke with the psychiatric team abol

On Sunday 7 OctobeklirD6s condi ti on ag aprotocawhénihis at ed t h
blood pressure dropped. &Houseofficer was notified and ordered blood pressure

monitoring and further medical review His condition remained unchanged or
worsenedMr D was reviewed the following day. The medical team considered that

“ncrease in heart rate above normal.

“2 Introduction of fluid or gas which separates the two coverings of the lungs, the visceral and parietal
layers, and increases the volume of the pleural space.
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his anxiety and low blood pressure was doedehydration o the antidepressant
medicationdoxepin. Subcutaneous fluids and physiotherapy were ordamdtie was
to be ecouraged with food and fluids.

Three days later, on 10 October, the family advised the clinicians that they wanted to

takeMr D h o me . However, the medical team had

ability to cope.Mr D was reviewed byn Assessment, Treatment aRehabilitation

(AT&R) physician, who noted thairD6s overall condition had d
not expected to improye it hough the medi cal team consi
pal | i Bhe physcienadvi sed t hat a respiratory/ card
been beneficialo and that a short stay of

be advisable. The clinitaecords note that the family adr D would need to
consent to this option.

Chest aspiration

The medical registraexaminedMr D on 11 October and noted that although he had
Acrackl eso at the base of bowadi kletregmg st,0 he v
homeo. T h e thefamilyotaeld the gneditad negistrathey were concerned

thatMr Dwa s fi pTad nfiegliaal. registraexaminedhim and noted that his lung

capacity was reduced. The family were advised that he had a large pleural effusion
thatneeckd to be drained. He also had a large amount of aseugsh the medical

team planned to drain.

Onthe morning ofL5 OctoberMr D was examined by the rdieal house officerwho

notedthathe hadbilateral pleural effusion @hrequired a lgural tapto drainhis chest

and abdomeriThe doctor recorded thtsdr DO s wi f eweeemprdsed & thg ht er
time of the examinatiorHis daughteffater assisted her father to sit up so that a pre

procedure ultrasound scan could be perforn®&tkeand her motheteft before the

pleural tap Theyrecall that theywerefinei t her asked for or cons
f or t hi s Hipdaoghteadlage thad when therocedure was performedy(b

the consultant physicign he did nothave a nurse assisting him, amal puncturedr

Dos |l ung.

The records show thdahe medical registraperformed the chest aspiration, amel
confirmed this in his statemerite did not need the consent bfr D6 sandwi f e
daughtetto perform this procedure, 8 D was able to consentndit appears helid

so as the procedure was invasive and could not have gone ahead mithout
participation.The medical registraadvised that it is not standard procedure to have a
nurse assist with chest aspirations, and that he had sufficient mssigtanthe house

officer. The clinical records show th#éhe medical registraattempted the pleural
aspiration using ultrasound scan tracking, but was unable to obtain a fluid sample for
laboratory analysisMr D was anxious and unable to sit uprightdahe procedure
wasabandoned after three attempts.

Mr D had a posprocedure chest-xay at 5pmwhich showedno complicatiors such
as pneumothord% or haemothora®® The medical registradiscussedMr Do s

“3 Air in the pleural cavity from a breach in the lung seg or chest wall, causing the lung to collapse.
4 Blood in the pleural cavity.
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situation with the infectius diseases specialjsin particular that his sputum had
cultured the organismiBseudomonas anid. influenzae as well as Pneumocodtiat
were resistant to penicillinThe medical registrawas advised to staMir D on the
antibiotic ciprofloxacin.

At 10pm, the family were ioi f i ed t hat their fatheros
was moved to a side room and reviewed by theahhouse surgeon, but no change
was made to the treatment plan.

Mr D& seconddaughter(who lives in another regio) visited her father for the rist
time on 16 Octobeafter being phoned by her sistarho said theifather had had a
At ur no. aviXedshe wasupset at his condition.

Transfer to private care
On 16 OctoberMr D6s s ec amdder dushamdhnsised that the doctors

meett he family Dbecause they hadferentstaffi ved

membersThe daughtebelievesthat her mothehadnot beengiven all the facts about
MrD6s condi t i ®Ohe daaghteaskedihe meadicahregistraat the meeting
what lerf at her 6 s ff ullbespravided jformaionsegaboutMr D6 s
enlarged hedy aboutwhich the family were unawar&he daughtesaid that wheie
told her and her familythat Mr D needed to be in the hospital to be built up and

rehabilitated, B d i d not reali se that he was t al

experience in palliative care and the dyinghe daughtealleges that the family was
misled about the rationale for the prescription of the hypnosedapielonefor their
father. Mr D6 s  wwasftad that the drug would keep him comfortable and not

con

in

ki

di stressed, but was not told that it wo ul

Apsychotic dreams and fuzzinesso.

Mr D6 s  dtatedgthat she, ndhe medical registrarsuggestedMvir D be
transferred t@ rest home or private hospit&he saidf | had to get hi
when | witnessed the lack of carand integrity [of the staff}

A social worker met with the family later that day and ndtesir anxietyabout how
to manageMr D at home if he improved sufficiently to be dischargaudwantedto
Afexplore the ophsiwdens o for supporting

Mr DO s staded thdt it veas discoveret this time, that her father had a large,
painful pressure sore on his sacrummich wasonly attended to when shbrought it

to the attention of the nursing staffowever, the onlypressure soreecorded in the
clinical records is the one notauh 28 Septemberwhich was relativelyminor and
managed.

On 17 October, following discussion Wwithe AT&R physician and the medical
registrar Mr D was seen by the AT&R Clinical Nurse Specialist. She notedMat
D6s condition had deteriorated and was

team did not consider him, at that time, to be pale. Mr D6 s f ami | 'y wer e

of his condition and that, as his care needs were very high, private hospital care was
the preferred option for ongoing cahdt D6 s d a wungde a@qgeirnesthat dayabout
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a suitable placemerfor their father and met with the manageof a private hospital
They wereadvised that a bed was available.

Mr D was discharged tthe private hospitaht 2pm on 18 October, but returned to
North Shore Hospital ECC at 11pm that evening because the family were concerned
about his icreasing shortness of breath.

MrD6s deterioration

The ECC registrar examinédr D on his return to North Shore Hospital, and found
that his heart condition was very serious and potentially fstalD6 s f warel | vy
advised of his condition. They agreeda trial of chemical cardioversignbut stated

that if their father had a cardiac arrest he was not to be resuscitated. A glagsnX
ECC showed thavir D had a pneumothorax, but the medical staff decided not treat
this condition because he had poaality of life, was not able to sit yand inserting

a chest drain would be traumatMr D was given morphine to keep him comfortable
and he died at 3.30am on 19 October 2007

Mrs E (17 to 19 October 200y

Background

Mrs E (79 year} suffers from asthmaAfter caring for her husband during his
recovery from bowel cancer surgery and radiotherapss E became generally
unwell, with fever, coughing and difficulty swallowing and breathifjer a bout of
vomiting anddiarrhoea she wageferredto North Slore Hospitalby her medical
practitioner br assessment and treatment of possible pneumonia.

North Shore Hospital ECC

The North Shore Hospital records show this E was admitted to ECC &t53pnf®

on 17 October 2007And triaged in the Acute ZoneMrs E was assessed by
registered nurse who found that she was breathing rapidly and experiencing some
difficulty taking a breathMrs E was pale and her skin was cool and clammy, but her
vital signs of temperature, pulse and blood pressure were not concdrhengurse
performed an electrocardiograph (ECG), introduced an intravenous cannula, took
blood for laboratory analysis, and designditrd E astriage category 8e, to be seen

within 30 minutes).

The North Shore Hospitalomputerised patient trackingségm (PiMS) records that
Mrs E was assessed by the medical team hatseer at 4.30pm althoughMrs E
recalls it was 6.30pm.

The medical team house officelecided thashewas suffering from an exacerbation
of chronic obstructive pulmonary disease (CQRIDd asthma with probable right
lower lobe pneumoniaMrs E also had diarrhoea and was vomitirgjs treatment
plan was to admit her to a medical waadd start her on courses of prednisone and

45 A method of restoring the normal rhythm of the heart of patients with increased heart rate due to
arrhythmia, using medication€ontrolled direcicurrent shock or medicatidos used.

“MrsEbel ieves that this is incorrect, as she left h
Ambulance records indicate thers Ewas wupl i fted from the GPO6s rooms
North Shore Hospital at 2.50pm.
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antibiotics, oxygen, intravenous fluids and nebulisers. Heéered her regular
medications, a sputum specimen, chesa)Xand a migstream urine specimen.

The records show thadlrs Es intravenous fluids started at 7pralthoughMrs E
believes that this occted much later(after the calbell episode describeclow).

About five hours afteMrs E arrived in ECC she urgently needed to go to the toilet
because otliarrhoea.Mrs E tried unsuccessfully to move the bedls to go to the
toilet unaided but was unable to do so.

Mrs E activated the nurseall button andkept it depressed. She could see nurses at
the nurse 6tation, hear the callell buzzing and see the cablell light flashing but

no one came to assist h&he recalls thaB0 minutes after activating the cdiell a
nurse attendedq aeMisEiweaear aboutéhe yme because she was
in the cubicle opposite the clock.

Mrs Ewas taken to Radiology for a chestra&y at 9pm. Her recordings were taken at
7pm and 9.20pm and remained stal8&e received no further care until she was
tranderred to the ward.

Medicalward 10

Mrs Ewas admitted to the isolation roomwérd 10 at 1am on 18 October. She was
unable to go to the toilet unaided because her intravenous fluid line was attached to
the bed, and there were long delays vawenshe aavated her catbell for helpto go

to the toilet.Each timeMrs Ewent to the toilet her intravenous line was disconnected
because there was no mobile IV pole. Sheariably had to waitto have her
intravenous fluid line reconnected after going to thietto

At 3am,Mrs Es recordings were taken again. The recordimggsainedstable and her
NEWS score wa8.

Mrs E rangthe caltbell aroundthis time because she needed to go to the bathroom.
She recalls that her sheets and nightdress were soaked véfhirgtgon. After she
washed and dried herself with paper towels she sat on the chair as the sheets were too
wet to get back into bed. She rang the bell repeatedly because she was cold and still
wet but the orderly did not come to change the sinat@t6.45am.

The nursing notes for 6.45amecordthatMrs Ereported feeling sweaty overniglier
bed linen was change@nd intravenous antibiotics giveMrs E recalls that this
occuredcloser to 8amwhen the shift change meeting finished, and at that stge h
intravenous line had been disconnected since she went to the batfiveohours
earlier.

At 8am,Mrs Ewas seen byhe Clinical Directorof General Internal Medicine on the
consultant wardound. She was tearful and wanted to go horhe. Clinical Diret¢or
noted thatMrs E had a sore throat and difficulty swallowing, but her diarrhoea and
vomiting had stoppedHe ordered that her intravenous antibiotics be stopped, but
intravenous fluidscontinuedfor a further 24 hourd-e noted thatMrs E was to be
reviewed by a Needs Assessment Service-o@bnator with a view to being
dischargd thefollowing day.
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At 1.45pm a nurse and orderly arrived to sMits E to another room in the ward.

They suggested that she walk to the new room, carrying her intravenmlbdty

oxygen mask and paper bagwith her belongings. However, when she was in the

corridor, another nurseaid that her room was not readylrs Es ai d AEveryon
disappeared and | stood there waiting. AfteniButes they happily pushed my empty

bedad | f ol |l owed. O

The nursing notes indicate thdtrs E was offered a nebulisand pain relief 82pm
butdeclined thisMrs Etold the nurse that she preferred to use heriowalersrather
than a nebuliserReferrak to a social worker and the needsesssnent team were
made in preparation fovirs Eto leavethe following day.

Mrs E experiencectonsiderable delay in reattaching her intravenous fluids sifter
changed room An hour after she moved, she found that her intravenous site was
swollen and leling and her bed linen soaked. Her 4#8ll went unanswered. When a
nurse noticed the problem skad Mrs E that the charge nurse would reinsert the
cannula. A social worker arrived to talk krs E, noted the leaking intravenous site
and reminded the msing staff abouit. She was told that all the staff were too busy to
re-site it at that time. The cannula wagentuallyre-sited by the charge nurse and the
intravenous fluids restarted at about 5pm.

The afernoon shift registered nursecorded thatMrs E was concerned about her
home situation. The night staff recorded tivits Efappeared to be
overnighto and that her intravenMdrsBE f|I
recalls that sheoughedas badly during the night as shadwhen first admitted. She
wassweating, and needéd sit up all night because she was having trouble breathing.

com
ui ds

At 8am on Friday 19 Octobe¥rs EGs vital signs were again assessed and noted to be
satisfactory, and her intravenous fluids finish€de labomatory techniciarwho took
herblood sample that mornirtgld herthat therewere no patient labels in her fiéad
that this was fApar for the coursebo.

Aroundthis time a nurse arrived to giWrs E her medication. The nurse noted that
she was coughing armeathless, and asked why she was not using her nebMiser.

E explainedthat she had not been given a nebuliser. The nurse fetched a saline
nebuliser and mask, which eased her breathlessness and bbadgh.asked if she
coulg have a saline nebulisertake home, but was told that she would havbeuyp

one.

When Mrs E was seen later that day by needs assessorabout discharge
arrangements, she described her home sityatibich was stressful because her
husband was unwell and receiving radiotherallye needs assessgave Mrs E a

*"The DHB subsequly clarified that it does not lend nebuliser machjraes it was correct for the
nursing staff to suggest thirs E that she access one privately. As a result of these events, an
information sheet about the supply of these machines is being prepastdfffido give to patients on
discharge.
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carer support booklet before she was discharged at 4.30pm and taken home by her
granddaughter.

General concerns
During her time irwvard 1Q Mrs Ewas dismayedby he fAdi stincto | ack o
Her concerns were:

1 rubbigh wasleft on the floor under beds and lockers

1 the top ofher locker was sticky from spillage

1 bathrooms and toilets had signs instructing patients to use antiseptic wipes before
using the toilet, and to spray the toilet seat, basins and taps with desifeot

wipe dry after useyutthe antiseptic wipes ran out and were not replaced

rubbish containers were not emptied and blood splatters not cleaned up

there wereno toilet roll holdersso toilet rolls were left on the floor in the toilets

wet towels wee left on the bathroom floor when there was no soiled laundry bag.

E N

BOARD AND MANAGEMENT RESPONSE TO ECC OVERCROWDING

The Board andseniormanagementf WaitemataDHB have taken steps over many
years to address problems and anticipate growing demaheNorth Shore Hospital
ECC.

In 2002, the Inpatient Services Manageas asked byhe General Manager and

Surgical Services Manager to reviewh e o per ati on of North Sho
The Inpatient Services Manageoted that the ECC wakéd point of acess for all

medical admissions and emergency surgical admissions into North Shore Hospital.

From June 2001 to June 2002 North Shore Hospital prate$s©00 ECC
attendancesof which 18456 were medical admission3he Inpatient Services
Managerconcludedher report with key recommendations for the fututeat the

Board provide clear Clinical Director leadeigshand General Manager/Service

Manager directiondevelop further ECC business rgjland provide further irdepth

analysis on the benefits of a stistay ward

The DHB states that, atdélt i me |, it was wunaware of any i
about the ECC. It understood that managers and clinicians were working on
improving a range of systems and processes. The DHB was confident that with good
process redesign, a newly commissioned ECC at Waitakere Hoémitahed in 2003)

and an upgrade of information systems, any problems at North Shore Hospital ECC
were fAlikely to be short | ived?o.

I n 2003/ 04, the Ministry of atihgmelfforntance evi e we
to identify improvements that would assist the DHB to meet its financial and service
performance targets. The DHB submitted that the review looked only at costs and the

Ministry refused to look at funding. A few cost savings were idetiind funding

improved in 2004/05.

The Ministry saidthat the terms of reference for the review were jointly agreed
between Waitemata DHB and the Ministiifhe focus of the review was tonsider
the operating performance of Waitemata DHB and to idemtifgrovements that
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would enable the DHB to better meet its financial and service performance targets.

The draft review report was confidential. However, it indicated that there were
Nfextensive recommendati onso rel evant to
performance. The reviewers indicated that the fiscal outlook was not good and stated

that the Board must identify and address options to produce a more sustainable future
for the DHB. The DHB advised the Ministry
forwardd .

In June 2004yaitemataDHB asked its General Manager for Adult Servitegagain

review the North Shore Hospital ECC. Her repértDe al i ng wi t h Pressur
E C C bighlighted problems with staff vacancies and higher than 100% occupancy

levels. It was suggested that the recent opening of acute orthopaedic satuit@sh

Shore Hospitabnd an influenza outbreak that winter had largely contributed to the
problems. The DHB approved measures to ease the situation until extra beds at
Waitakere Hospitalvere available in 2005. These measures were:

approval of seven additional nurse positions per day

purchase of additional equipment, including beds and reclining chairs, faf use

patients staying in ECC for longer periods

1 providing additional bed spacdésy turning eight large single rooms into double
rooms

1 opening a winter ward

1 providing five additional Assessment, Treatment & Rehabilitation beds

1 commissioning six orthgeriatric beds.

1
1

In October 2004the General Manager for Adult Servicpeesented a fther paper to
the Board on an initiative to support Waitakere Hospital ECC by usingleftes
primary care services, such as Accident & Medical clinics. As a rabeliWest
Auckland White Cross Accident and Medical Centras contracted to provide an
afterhours service.

Later in October 2004the General Manager for Adult Servicgsoposed that the

North Shore Hospital Critical Care Service be expanded, and that a business case for
the development of a High Dependency Unit (HDU) be approved. It vilathée
theseinitiatives would reduce pressure on ECC. In July 2005 these proposals were
approved and the first two HDU beds were in place in Z805I'he Board also
discussed the provision of a full HDU at North Shore Hospital, to commence in April
2007,andrequested thaa full business cadee developedIn June 2007, the Board
approved capital expenditure of $3.684m foHDU.

In December 2004/January 2005 a range of projects were established to review and
improve patient flow and efficiency with North Shore Hospital. One of these

projects, led bythe Commissioning Project Managelooked at the ECC team

structures and patient flow. The Waitemata DHB Chief Executiveestirtte,*® was

the project sponspand he kepthe Board Chair informed of progss on this and

other projects to improve hospital efficienchhe Charadvi sed t hat Asmal

“8The CEO resigned in September 2006. The new CEO took office in November 2006.
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were achieved, but the projects did not reducented for additional beds or have a
significant impact on overcrowding.

In 2005 a paper was presentedite Board on the impact on North Shore Hospital of

the overnight closure of Waitakere Hospital ECC. The paper proposed that Waitakere
Hospital ECCO6s opening hours -boersevicec.eended f
This was intended to improve emergency darepeople in West Auckland while

reducing pressure on North Shore Hospital ECC and medical bedst never

eventuated

In 2005,the DHB alsobegan workingvith the North Shore City Council to have the
district plan amended to allow for further devetggnt of North Shore Hoggl,
includingchanges to ECC

In 2006,the DHB Project Manager reviewed ECC governamateNorth Shore and
Waitakere hospitalsClinical staff believed a lack of governance kaith ECCs
hindered communication and collaboration andant that the ECCs did not have
adequate systems to address their interface, clinical risks, and other problems. The
resulting paper highlighted:

1 overcrowding in North Shore Hospital ECC

1 the lack of a Clinical Director

1 difficulty attracting senior docterwho wee Fellows of the Australasian College
of Emergency MedicinedFACEMS).

In June 2006the Chairandthe CEO presentedmodellingto the Ministry of Health s

National Capital Commiteand Treasury officials, whicdhowed the need for around

20 additonal beds a year to meatshortfall anddemand The response was that the

Board fAmust | i v eThewhdirdtateththaftheg @8 pamedns a. Aongo
discussion® in relationship to this signdiant f undi ng Thisanpeant o no a\
thatfor the 2006/07 financial year there was less money availabie/éstin all the
areaghaturgently required funding and for that year alone no aavtemedicalbeds

were approvedThe Board considereithat bed growth needed be in the vicinity of

17 to 20 beds per annunilhis was raised with the Ministry at the time in a
presentation by the Chair, Regional Dep@jair, and the CEO to the National

Capital Committee, butiitopokla whi |l e t o be understood by M

However, h e D H B 6 sbmissioritoycensral governmeribr capital funding to
increase bed capacity was in 2000 wiWgaitemataproposed redeveloping its two
sites at North Shore and Waitakeieuring 200607, the DHB made no capital
submissions for redevelopments to increasgcapacity’’

In January 2007he General Manager for Adult Servicesd Service Manager
(Medicine presented a business casepaient safey and inpatient capacity in adult
medical services, stating:

““The Ministry described the June 2006 presentation
the Auckl and mehamacapitabbydl me ODHB athderconfirmed that A
2008 Waitemata made no submissions for capital fun
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AOver the winter months csaBp¥incieasgin 2005 a
the number of patients in Emergency Care Centre at midnidtdre is an

increasing length of stay in the ECC at NSH waiting for an inpatient bed.

Although there are 11% more attendances there are 30% nibeetpan the

department at@any time of day compared to last yedihese are increasing
symptoms of bed bl ock. o

In March 2007the General Manager for Adult Servicpsesented a business case for
programme budgeting and marginal analysis (PBMAQ the Board for approval.
The Board Chair stated that the Board recognised the importance of this and urgently
responded by allocating $4.861 million for additional beds and $2.048 million for the
expansion of the HDU. This funded:

20 additional beds at Waitakere Hospital (opened in Jul§)200

investment in key ECC staffing roles

implementation of a Bed Capacity Management programme

a feasibility study for a 408ed Acute Assessment Unit at North Shore Hospital
projects taminimiseinappropriate use of patient leds

six additional HDU beds.

= =4 -8 -4 -8 9

On 11 July 2007, the Board convened a special meeting to urgently consider a capital

request for additional beds at North Shore Hospital resolve the worsening
overcrowding in the ECC. Managers were asked to prepare and present business cases

as quickly a s possi bl e. They were i nstructed t
considering shofterm solutions and to bring an options paper to the Board the

following week for endorsement.

On 17 July,the General Manager for Adult Serviges pt i ons p a pferr , AStr e
managing a shortage of acutpatient beda t N 8ad presented to the Board.eTh

paper acknowledged the commitments already made by the Board to improve
services, but indicated that Athings were
acute ipaient demandwhich was clearly resulting in ongoing delays in ECC. The

paper recommended a number of options, including a proposal thabedShor

stay unit be commissioned, and a business case be developetbWeerablock at

North Shore Hospitdbr use from2011.

When the Board met again on 29 Aug@6l07, the Chief Executive and Finance

Officer provided arupdateon progres®f the proposed measures. The Board stressed

the importance of management having specific plans in place to deal withytiter re

and predictable winter pressures on ECC and medical Akdsugh there were some

plans in place, the Board recognised that further planning was needed to manage
pressure®ver the next two to three years, prior to the completion of the Lakeview
extension(the Acute Assessment UnifThe Board indicatethatt hi s fAmi ght r equ
stronger focus on clinical planning and work design, which might require some
external expertiseo.

**PBMA is a process that helps decisimakers maximise the impact of healthcare resourceseon th
health needs of a local population.
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The General Manager for Adult Servicessigned in mieDecember 2007and the
Acting General Manager, was asked by the Board and Chief Executive to review
Adult Health Services. In December 20@7e Acting General Managepresented a
paper to the Audit and Finance Committee identifyihg following core areas of
concern:

significant staff recruitment/retention issues

lack of clarity from management and staff about Adult Health Service direction
poor information

patient flows not working adequately

inadequate bed capacity for population needs.

= =4 -8 —a -9

The Acting General Managewas askd to commence urgent planning to address
some of the issues identified.

As a result, by February 2008 the Board had approved a newssépmard at North
Shore Hospital with 24 beds to lenctioning by winter 2008 in addition to the

20 medical beds atvaitakere Hospital and eight HDU beds at North Shore previously
approved. Additionally, 15 existing beds that had been unfunded were made available
for use from winter 2008 onwards. This meant that an additional 67Haedbeen
approved and funded betwe@®07 and 2008. Work started on a targestalf
recruitment campaign.

A new General Manager for Adult Health Servieess appointed in April 2008nd
beganworking withthe Acting General Managéeo resolve the issues identified in the
December 2007 paper

In November 2008he DHB submitted a case tentral government forcapital
funding to expandNorth Shore Hospitalt asked for funds$o build anew, edesigned
Emergency Departmend, 50bed AcuteAssessment Unit, and a-B@d wardin the
area known athe Lakeview extension.

In April 2009, theMinister of Healthapproved $48nillion funding for the Lakeview
extensionThiswill fund an additional 26 emergency departmeumbicles, another 19
beds in a reintroducedldmissionsPlanning Unit, and an ext&r 48 medical inpatient
beds.The Lakeview extensn is expected to open in 2011

According to he Ministry, business cases for redevelopment submitted by Waitemata
DHB have been, and continue to be, supportedumber of the business caseer
the yeardiave been made to tb#HB Boardbut not to the Ministry.

TheDirectorGeneral of Health stated:

ARGi ven the | evel of funding that the DHB
seem that the DHB may not have maximised opportunities to develop services
that reflect their growing populationds n

€ As a district health board, it is responsible for deciding where to allocate its
funding eg, primary care, health of ol der
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STAFF CONCERNS

When the HDCinquiry teamvisited North Shore Hospital and interviewed staff in
April and May 2008 there were still concerrexpressed about the ECC, medical
wards and nursingcare Although some of the concerns relate to the period
subsequent to the wer of 2007, thg are recordedfor their relevance to the
underlying issues in the inquiry

Governancef ECC

In recent yearsyaitemata [PIB has had difficulty retaining a permanent Clinical
Director forEmergency Medicine to oversee its t&iGCs. The Clinical Directowas

in the positionfrom April 2000 until January 2006, and conties to work as an
emergencymedicine specialist &lorth Shore HospitalAnotheremergencymedicine
specialistwas theActing Clinical Director from March 2007 until mi#008>* Both

of theseemergency medicine speciabdtelieve that governance of ECC is the most
important issue in the effective running of the department.

The ECC Unit Managefioundthat without aClinical Director or a facility leader she
had to take on more responsibilitytbdid not have the ability to change or alter
individual practice or behaviour.

The ECC Charge Nurse Manadeundgover nance of mE QG ydiofnfeioc ul
because each spedjateam uses it as they want and avee is responsiblér the

overall operatin. Nurses find that very difficult because each team wants things done
differently. She believes that governance shduddy theemergency medicineeam

as they Aliveo in ECC while other medical

ECC ystems

Staffin ECC continudo experiencénefficiencies. For exampl@onreferred patients

triaged at the front desk of EC&re allocated to the emergency medicine team and

logged on a computerised patient tracking sys(eiMiS)as fdAwai ting to be
However, because thereisncent r al i sed | i st of patients |
patients are not seen in a systematic order of triage category and wait Tthiges.

all ows medi cal s t matferts thepwodlclikega sepe Ghiriicalk 6 t h e
Charge Nurse does not hae authority or mandate tm-ordinate therocess.

The Acting Clinical Directosaid that there is tension between the different specialists

and emergency medicine regarding triage tim@smpliance times for patients
assessedsat r i age catnemgorfyan2 as si dicompiancefar ound 6
emergency medicine, biiti s fAa | ot | ower 0 ftheemergendyer spec
medicine figures are formally reported

He believesthat ECC throughput would be improved if they could improve the time it
takes for tests and investigations, such as stress tedte done aftehours. This

1 The newClinical Director of ECGwvas appointed in September 2008.

WDHB responded, AThe triage categorisation referre
does not apply to ot heigincarpcetoimglythatibecausedothdr bpecialbdd B s ai d
do not apply Emergency Medicine triage ti mes, ECCO
reported.
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would mean that patients waiting in ECC for these tests could have decisions made

about the care more quickly and be moved on or discharged. Throughput would also

be mproved if theycould get hospital occupancy below 90%owever, there is a

sense of Abusiness case inertiao at North

The ECC Charge Nurse Managstiated that the discharge process starts too late and
is very slow. The organisation knows,deneral terms, the busiest days and times and
when patients are due to be sent hothéhesedays and times wereentified and
planned for in advancesingpredictive models, the discharge process would be more
proactive and efficient.

The ECC Unit Manageradvised that the relationship between ECC and the wards is
critical, especially when there is an urgent need for.deds unsatisfactoryhat this
relationship is frequently fpersonality de,|

ECCstaffing

The Acting Clinical Directorbelieves that more staff are needed in ECC until the
processes are fixeth December 200he presented a case managementor more

staff, but was told there was no money for further staff and she was to find
efficiencies®

The ECC Charge Nurse Manageotedthat there have beemamber of submissian

over the years for more staff and more beds in ECC, but there waspunse until
2007 when an increase in nursing hours of 11.6 FaEaNocated.In her view, this

was the first time that the Boar@ally acknowledged staff shortag&slt has been
impossible taecruitenough nursew® fill this allocation Negative publicity about the
problems at th@ospital has made recruitment more difficult.

An ECC registerednurseexplainedthat nursing performanas limited by staffing

levels. When the department is overcreddthe nurses become task feed. There

is limited opportunity for an kdepth overview of patients and no time to read the

clinical notes.Team Nursing s Aif thermer&load is reasonabléut the model

fails whenthere are too many patients and not enough nurses. In these circumstances,

it is impossible to know the patients well enough to cover for other nurses, and unsafe.

The ECC registerednurse said t i s al so A a wofconktantly have pati e
differentnurses caring for them.

The ECC registereaiurse advised that the Monitorirpne of ECC has only eight
beds with monitoring equipment for patients who are acutely unwell. They try to keep
one or two spaces free in case other enmmige come in. Sending a patient through
to the AcuteZone, when stabilised, frees up a belbwever there are occasions

WDHB r es p[6he dietidg, Clinftal Director]submitted a proposal to the théGeneral

Manager of Adult Health Servicesh December 2007, for possible inclusion in the Adult Health
Servicesd bid for funding through [tNesActingeQliracala é6s P B MA
Di r e cpropasd did not meet the criteria for funding untter PBMA as it sought investment in

infrastructure. Funding faxdditional staff was instead to be considered as part of the general budgeting
process for Adult Health Services. Asarefudls ubmi ssi on was not put to the
>* WDHB stated thathe ECC Charge Nurse Manageimpression that there have been no staffing

increases in ECC does not tally with the clear increases in staffing since 2005.
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when both zones are backloggerksuling in fic or r i d o.r>dn theaytallent s
patients should be monitored, but some are monitbgednobile monitoring units

(called micro-paq9, which is not an ideal situatiomhere should be experienced
nurses in the Monitoring Zone but there can be a large number of new graduates
working in ECC Thisplaces pressure on the experienced staff.

There were no beds in the corridors of ECC when the HDC team visited in
April 2008 and noassociatedgignage However,somestaff showed expert nursing
advisorSue Woodhe area of the ECC where corridmds werausuallylocated and
where they are locateoh the computer system. They advidbat patients wergat
times,moved from an ED designated bed to a corridor bed to keep space available for
new patients who needed to be in one ofrtitee closely monitoredones Nurses
reported that although corriddreds were routinely openhey were not routinely
staffed.

Clinical governance

The Associate Director of Nursinglescribed theinfrastructure at North Shore
Hospital in 20060 7 a s Ai mmature and scarceo. Doct
decisions in isolationThe clinical governanc® structures were very weak, and the

nursing voice at management level and in decisiaking processes was also weak.

The nursing service was reviewed in 2007 and the ward management structure was

united under a Unit Managevho supported the uarse® professional leadsr The

Associate Director of Nursingt at ed t hat a fAdesired state:
groups such as the Charge Nurse, Seniedibal Officer and Unit Managevould

make decisions about patient flow and ward hess, but this is not happenirihe
hospital i s \w@heréfcpbpie ddve to comtioually Wwook at relationships

to keep the system on the réad

Efficiencies

The General Internal Medicine Clinical Directbelieves thaincreasing capacity at
Waitakere Hospital ECC iV not redue the patient load at North Sholecause
Waitakere ECQusually reaches its quota of 18 acute admissions by Bprbe more
effective, Waitakere Hospital would need a correct ratio of physicians to beds, and it
is not feaible to have two fully resourceaé$pitals in one catchment area.

He believesthat the primary emphasis should be on improving North Shore Hospital
with Waitakere Hospitahctingas an effective satellit€Currently, the distribution of
staff meansthat placing more beds in Waitakek¢ospital will just create a bigger
problem.

*>When beds are placed in the corridors of ECC.

®Waitemata DHBO6s Septembemn2@@7i Qeal iCl ynaodl SGbee:
framework through which an organisation is accountable for continuously improving the quality of

their services and safeguarding high standards of care by creating an environment in which excellence

in clinical care wil flourish. It requires staff to work in partnerships, breaking down boundaries by

providing integrated care within health and social care teams, between practitioners and managers and

bet ween the organisation, patients and the public. o
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The Duty NurseManages reported that they have few tools to assist them to oversee

theD H B &varkload and patient flowTheCharge Nurse Managers statbdteven if

they could prduce eviénce of staffing requirements, itmade no difference to

staffing levels.There were no projections of workload and no ability to match

resources to predicted workload. There is a phpsed system, instead of an

electronic system, to monitgratient demand and nursing supplgnd ithas limited

utility. Dayto-day decisions regarding bed availability and patient placement are
madebyi f eel i ngs o r at her t hVeetingthelg botdhe/beeds ed on
to get to a position where decisicare based on informatich

On an individual basis, professional development recognition programmes are well
established, buthe nurse managefsdicated that theyfind the programmes not
particularly useful in defining and measuring competeiocehe actial care being
delivered®

Quality systemand culture

Waitemata [MB has & establishedulture, and a reporting systefor measuringand
reporting patient outcome indicators such as falls and medication etdansever,
some stafffeel the organisatiommisses the learning from such information. The
patient outcomeandicators are logged annually intocomputer programmealled
Risk Pro, burenot routinelyaccessed and used for reflectidiThere is no system
to collect information relating to nursingolrs, and to indicate how marhours
nurses spend on nerursing(administrativework.

The DHBhas had an acuitysystdma syst em f or assessing seve
called Nightingale since 1998, but the system has not been maintainsdnanseen
as a priority by the Information Systems Manager at North Shore Hospital

The current and Quality and Risk Manager for Waitemata DQHB/ho is the
Waitakere Hospital Associate Director of Nursing (ADONgs, in 2007, the ADON
and Quality Manager for Wiakere Hospital. In2007, there weretwo Quality

Managers at North Shore Hospit@inemanagefocused on surgical serviceandthe

otheron medical servicedut the roles were interchangeable.

At that time,the Waitakere HospitaQuality Managemwas pat of theD H B &exior

management team, but North Shore Hospial Qu a | i t were Ma Despifes r s

this, she believes that qualitypf care issues were a priority for the BoaBthe felt

senior managementerer e sponsi ve to t he iisstseuneesd. tSohoe aan
informationwaspasseanto the relevant Board committee.

*"In March 2009 Waemata DHB advised that a new rostienesheet project (RiTA) was under way.

It is being developed with the other DHBs in the Auckland region to enable them to roster staff to meet

predicted workloads.

% The DHB responded that this is inaccurate as itsfésional Development and Recognition

Programme (PDRP) has been in place since 1989 and has a range of tools to assess competence. It
applies across all services and divisions, and is used extensively to assess competence and address
problems in nursing ractice. It is reviewed and improved every two years, and is approved by the

Nursing Council.

**The DHB acknowledged that the system is not #fint
improve it.
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In relation to the five patients in this repostie acknowledgedhat it was fair to
conclude thain these casesin200/lhe caring parts of nursing
thatma k e t h e ,avérdniissimge nc e O

Staffing

The Service ManagefMedicing reported that staff vacaiesat North Shore Hospital

continuel to besignificant. In the third quarter of 200there was a 50% vacancy in

the ResidentMedicalOfficer service. Ths | ed to teams bteing fnpat
day basis, with housgfficersfilling in for other teams.

Duty Nurse Managers advised that the workload pressure on the nursing s&wice
compoundedahot just by a shortage of nurses, but dgdohe skill mix of experienced,
junior, and casual staffWith team nursing, xperienced nurses are expectedh&ve
their own caseload, support and monitor junior and casual staff, takel
responsibilityfor all the patients in their zone or ward. Theomtinues to bea high
number of casualparttime staff which leads to lack of continuity. This means
nursingstaff have to prioritise and be tasticused to keep their patients safeirses
thenhave no time to build therapeutic relationships with their patirtigh leads to
lack of job satisfaction and disillusiment
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RELEVANT CODE PROVISIONS

The following Rights in the Code of Heal t

Rights(the Codejre relevant to this inquiry

RIGHT 1
Right to be Treated with Respect
(1) Every onsumer has the right to be treated with respect.

RIGHT 3
Right to Dignity and Independence
Every consumer has the right to have services provided in a manner that respects the
dignity and independence of the individual.
RIGHT 4
Right to Services of an Appriate Standard

(1) Every consumer has the right to have services provided with reasonable care and
skill.

(3) Every consumer has the right to have services providednrarmerconsistent
with his or her needs.

(5) Every consumer has the right to-operationamong providers to ensure quality
and continuity of services.
RIGHT 5
Right to Effective Communication

(1) Every consumer has the right to effective communication in a form, language,
and manner that enables the consumer to understand the information provided
é

RIGHT 6

Right to be Fully Informed

(1) Every consumer has the right to the information that a reasonable consumer, in
that consumerdés circumstanceés, woul d
(@) an explanation ohis or her condition €
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COMMI SSI ONEIRIONS

Introduction

In my opinion, Waitemata DHRIlid not provide adequate systems and staffing to
enable servicesf an appropriate standaral be providedo Ms A, Mrs B, Mrs C, Mr

D andMrs E between April and October 2007.

My expert advisors are senior cliniceandleaders in their fieldrom other large
public hospitals. They have identified various aspects of care that could have been
significantly better. They have advised that the failiregiled fromsystemic issues

and longstanding problemsand werenot the fault of individual staff. My
consideration of the expert advice, and the information gathered, is set out below. |
discuss the key points in each case, before addressing the wider issueakargl
findings.

Discussion
Ms A d March/April 2007

Ms A had dementia and multiple medical conditions when she was transferred to

North Shore Hospital from Waitakere ECC after it closedthe night of 3 March

Shehad gastrointestinal bleeding and arrived with a referral to the general medical

team. Thismeanhtat t hr oughout her stay in North Sh
the general medical team, not the emergency medicine docta@sn&Ges provided

nursing care.

MsAOs records indicate that aShereHabpitddled was
but there wa a shortage of beds and, on review, she was thought to be stable and

likely to be discharged the next day. As a result, the bed order was cancelled and it

was decided to discharge her back to the rest h&ime.was treated as a shstdy

patient and remaed in ECC. This is a system used for patients expected to be
discharged within 18 hourbs A was there for 36 hours.

ECC was crowded at ¢htime, with one nurse for every eight patiendsid Six
Acorri dor ObsdrvatbrZone wherd wasplaced

ECC nursing care

Independent nursspecialistSue Wood noted that no systematic nursing assessment
was completed to provide a plan of care ¥s A. As a result, it is not possible to
determine what care problems and treatment plans the ECC nugedfrigesttified for

her. For patients admitted to North Shore Hospited DHB requiresuch assessment
and care planning be completed within 24 hSfrs.

The eamnursing model used isome parts othe ECC with small teams of different
levels of nurses ahassistantgequires high levels of communication and regabese
conferencing between theamleader and the nursing teaMs Wood commented
that his approach focuses individual nurses on tasks, not necessarily parsioa

®WDHB policy on AClinical )documentationd (November
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andproblems being treate She also advised thdtis only appropriate when nursing
supply and patient demand maféh.

The nursing documentationof Ms Abs care did not demonstra
approach required by the DHBO6 s own gui de
OrganisationNZNO) Standards for Practice 2.6 and.%#Ms A and her partner left

the hospital with no information about her admission or discharge instructions for the

rest home for care planning, or foer GP for followrup. Discharge sections on an
Assessment andischarge Planning form were not completed.

Ms Wood advised that there was a lack of continuitypimbnation, and systematic
review of Ms A, which would be regarded with severe disapprdwathe nursing
profession.

ECC medical care

Independent emergeyenedicine specialist Dr Mike Ardagh noted tihdg A did not
have a musculoskeletal examination at the time of her admission. Howesexras
not inappropriate, because it had no relevance to her presenting conditiontlzed at
time shewas not complaimig of hip pain.

Dr Ardagh advised that there is no evidence that ECC medical staff missed the
fractured hip (which was found after her discharge and led to beémresion and

surgery).lt is likely the fracture occurred on the morningM$ A s di S2c har ge
Apr il 2007) , after the final doctorb6s ass
hospital can happen, as it can at hoarejdoes not necessarily represent poor care.

However, sending an elderly patient home with a known fracture would suggest a
deficiency of care.

Like Ms Wood, Dr Ardagh was critical of the way in whibks A was discharged.
Keepingherin EC@ s a s hor becasse afyed ghortages comgromised

the quality of her discharg&®r Ardaghcommentedi Her r emai ni ng i n EC
consequence of deficiencies of process and capacipyocesses that demand ECC is

used for patients who do not need to be in an Emergency Department, and insufficient

bed capacity

There was poor communicatiamrelation toMs A6 s d i .SWhénis AP esartner

arrived to pick her up that morning, she was not ready and there was a lack of clarity
about what should happen next. Dr Ardagh advised that it is expected that patients are
discharged with adequate information, such as felipanstructionghatinclude any
medication to be given. Staff should ensure that the patient can manage at home, and
elderly patients should be assessed for mobility and daily living capability. Ehere

no evidence that this was doneMis A6 s  dleereis no record thashe was able to

walk prior to her discharge.

%1 Having the nurses work as one big team is the approach adopted when there are staff shortages, and

when other models cannot be used becatisere is animbalance of inegerienced and experienced

staff.

22 .6 AApply current nweumerted gystdmatic appreadtgte meetshie stated a d o
and implied needs of clients/family.o 3.4 fUse an
determine client health status and the outcomes of
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Dr Ardagh noted the mitigating issues of ECC overcrowe@ind thatpoor discharge
informationis a common problemHowever, he advised that the failure to provide
discharge information and to establisks A6 s ity toimlanage after discharge
represent carbelow an acceptable standard.

DHB response

Waitemata DHB confirmed that during the winter of 2007, there were high patient

volumes and a chronic shortage of staff, which created difficulties with the
nurse/patiat ratio. When these circumstances occur, patients who are waiting to go

home and do not require moni toring becor
acknowledged that this may have impactedsn/A6 s c ar e .

The DHB explained that the inadequacyMé A6 s  drgeswashtlze result of two
factors: first, how busy the department was at that time, and second, there was no
clear discharge process for patgwith a degree of dependendyhe DHB notedhat
sometimes there is an assumption that patients leaving theale€C@ble to do so
without assistance.

The Charge Nursavho was on duty wheMs A was discharged, commented that
ideally every patient is fully reviewed by nursing stadéfforedischarge. However, a
comprehensive nursing review does not always occur faridischarge.

Mrs B & July 2007

ECC care

Mrs B was transferred to North Shore Hospital E@fllowing a severestroke
overseas. She was handed oweiNorth Shore staff on the morning of 6 Juiynd

then triaged and managed by ECC nur#ias.unclear wien she develope@HF and
breathlessnes#iowever, wherthe medical housefficer saw her (about four hours
after she arrived) interventions were ordered to help with her shortness of breath.
Subsequent tests revealed shedladsuffered a recent heartatk.

Mrs B0 s G Rwasscongerned about the quality of the handover, particularly the
number of times information had to be repeated to various hospital staff during the
handover and admission.

He alsocomplained thatvhen he returned to the hospitalthe early afternoorgfter

being notified by the medical registrar that histherhad deteriorated, he found that

she had not beetorrectly positioned by nursing stafindhe and his wife raised her

to a more appropriatgosition In contrast, the DHB ated that when it was realised
thatMrs B was short of breath the nurses changed her to a more elevated position and
administered oxygenMrs B0 s nrecord shat she wasé e | e vahere lteo
deterioration was notedThese notes are timed as having beemarizefore the
medical teanwasnotified and beforéner sorreturned

Dr Ardagh advised that was right to suggest thirs B would be more comfortable
and breathe easier if she was propped up rather than lying flat once she developed
CHF.
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Dr Ardagh notedhat Mrs B was given frusemidéor her breathlessneswe hours
after her arrival in ECCIt is not clear just how bad her breathlessness was, or
whetherit represented a significant deterioratidrshe was significantly breathless or
worsening, then wait of five hours for definitive careepresents a deficiency in care.

Dr Ardagh said the delay may have been the result of overcrowding in ECC, or
having to wait for an assessment by a specialist registrar. He acknowldgaged
conflicting information albout the quality of handover anilirs BO gositioning
However, he @l not regard these issues, or the delay in providing definitive care for
her CHF, asconcerningHe advised thahe assessment and managenmaiVirs Bin

ECC were appropriate.

Ms Wood notd thatthe recorced observatiamindicated that if the ECC nurses had

used the DHBO6s NEWBBsyshemwowl casls@ses scor
arrival and required twbourly observation&® At 12.30pm the observations suggest

her score would have beemia2 o , requiring MsoBisl yeobsdirmngst
were not taken after 45pm.

There is no evidence that the effectivenesMcs B6 s f rusemi de t herapy
monitored in ECGwhile she was in transiMs Wood advise that, given the degree

of MrsBds breathl essness, Stdndass for Pradtid¥ and o t me et
would meet with severe disapproval from the nursing profession.

Ward 110 nursing care
Mrs B was transferred ta medical ward at 4.30pm on 6 July 20@fter eight hours
in ECC.

Her son complained that nurses ward 11 took too long to respond when he
activated thecall bell, and there was a lack of continuity of nursing care. The DHB
stated that every attempt is made to provide patients with continuity of care, but for
various rasons this is not always possible. WHiles B did have a succession of
nurses inward 11, there were a number of shifts when she was cared for by nurses
who had previously looked after her.

The DHB advised that call bells are often answeretidajth care assistantswho go

to find the nurse responsible for the patient if it is a nursing concern. It acknowledged
thata patient maywait 15 minutesThe ward 11 Charge Nurse explained that it is
considered important to promptly answer bells, assess thei@itwatid prioritise
patientsd needs with the workload on the
delays causeMirsB6 s s o n.

Ms Wood noted that issues with call bells not being answered are common to many
hospitals. However, there are systemic solutisrthat would have addresseldis
concern in this case.

%3 Ms Wood ackowledged thathe NEWS scoringystemwas not routinely used in ECC.
® NZNO Standards for Practice 2.6.
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Ms Woodalso notedthatthere was no care pldorMrsBdespi t e t he DHBOS
requirement for a comprehensive assessment and care plan withaurd4ofher
admission.

Although she considered that theard 11 progress notes fdirs B adequately

described her care, Ms Wood again noted a failure by nursing staff to have a
structured approach to documentation as r e
nursedprofessional organisatidi

Further, Ms Woodadvised that it appearsoin the notes thatavd 11 nurses did not

correctly follow the NEWS procestirs B s NEWS score was compl €
four times a dayit fluctuated betweefl and 1 When the ecordings triggered a score

of 1, herobservations shuld have been increased to two houdgd the nurse eo

ordinator should have been informelut this is only documented oncé&he

frequency ofMrs B0 sbservationrecordings varied between four hourly and twice

daily and did not appear tmmply with theNEWS guidelines

Additionally, the DHB had a facility for patients who regularly triggered the NEWS
process with high scores to be reviewed. This was not useldrioB. Ms Wood
advised that the failure to use NEWS systematically would be met with severe
disapproval within the nursing profession and would not meet Nursing Cafncil
New Zealandtompetencies.

On the morning of 14 July 200Mr s Boéwassomoncerned that hi
condition was deteriorating. He asked both the morning and afternoors rtorse

contact the doctor, even though his mother had been reviewed that morning. On both
occasions the doctor was paged, Mus B was not seen until 9.15 that night.

The nurse caring foMrs B on the afternoonof 14 Julywas a bureaunurse. She
sought revew by a dinical Nurse Specialist(who worked with nurses in a coaching
role), who expressed some concerns aiigB6 s condi ti on.

Two-hourly observations were carried out by the bureau nurse, who also assisted with
t he eventual do cd¢amwiedou theesubaeauienteatei on, and

Ms Wood advised that there were alternative care options that could have been taken
by the nurse aBirs B deterioratedGiventhe Clinical Coaclés concerns and the need

for medical input, the nurse in charge should havenba&eservingMrs B and
overseeing the care provided by the bureau nurse.

Ms Wood alsoadvisedthat when the doctor reviewedrs B that night the nurses

should have recognised the acuity of her |
informed her family.There was delain contactingher sonbecause the nurse did not

prioritise conmunication withhim, even though héad already clearlindicatedthat

he wanted to be with his mothiéher condition worsenedHe had left the hospital at

7.15pm disappointechat the doctor had not seen his motlég.was rung at 10pm

8 NZNO Standards for Practice 2.6 and.3.4
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and told of the tests to be dort half an hour later he wasntacted again artdld
that his mother had died.

Ward 118 medical care

The houseofficer, who sawMrs B on 14 July,was on call a the afternoon/evening
(and had been working more than 13 hours when hévsavi). It is usual practice in
these circumstances for the-oall houseofficer to discuss the patient with nursing
staff, to find outmore detail and prioritise theatientsto be seenThe house officer

had ascertained thafirs B had been seen earlier by the medical registrar and he
understood from nursing staff that there was little or no change in her condition since
that review.The house officewvas aware of the need to rew Mrs B but she was
prioritised along with all the patients he was asked to assess and review that day.

My independent expert physiciddy Henley advised thabverallthe care provided to

Mrs B leading up to the last evening was appropriitee only a&pectthat could be
criticised was the long delay (more than six hours) bettueehouse officeactually
sawMrs B. However, this was mitigated by the fact that the doctor had kept in close
contact with the ward and was unaware of any significant deaioar Dr Henley
commented that whether such deterioration was not appreciated by the nursing staff
and not communicated tbe house officeis difficult to assess.

Mrs C 8 September 2007

Mrs Carrived at North Shore Hospitah 25 Septembewxith a GP reérral. She spent

four hours in ECC andvas then transferred t@ medical ward(ward 10) The

complaintfrom her familywas primarily about her care on the wakd.particular,

MisCos family raised concerns aboutandt he r es|
communication regarding her condition and subsequent death.

Ward 10 medical care

The general medicine consultant s&lvs C on 26 September durirtbe general ward

round. As a result, changes were made to her medication to manage her fluid retention
ard heart functionMrs C also needed oxygen administered through nasal prongs and
she was troubled by arthritic pain as the medication she had been taking to control this
pain had been stopped because it was aggravating her heart condition.

When the medical registrar sawMrs C the following day, she was articulate and
discussed the problems that different medications had caused her in thelgast.
talked to her about medication options and, \mi¢h agreement, started her mdeine

for her osteoarthritic pa. He said that at no time didirs Cinform him of a reaction

to codeine other than constipation.

My physicianexpert, Dr Henleyadvised that it is unlikely thafirs C6 s s ubsequent
rapid clinical deterioration, and death, weagesult othe administraton of codeine. It

was first prescribed on 27 September and stopped the same dayMeft€d s

daughter intevened. Only a small dose, 30mgas taken and it was only given once.

Dr Henley also noted that there was no doeuatation about adeine sensitivit,

either fromMrs C, her doctor, or familyother thanwhat waslater written by her
daughteloverseas
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Dr Henl ey considered the familyds comment s

about the seriousnessMfsCd s condi ti on. H e recmdsiridieate t h a't t
thatMrsC s death was wunexpected, and all t he

discharge in three days. Dr Henley stated that the communication beheeeedical
registrarand the family appears exemplary and is thoroughly documented.

Dr Henley advised that sudden death is alwayssiblewith an 85yearold woman
with CHF and chronic heart disease.

Nursing care

My expert advisorMs Wood noted thatMrs C was initially prescribed Panadol for
pain. It was to be given four hourly as végd, and was given irregularly tdrs C.
Ms Wood consideredhe way the prescription was expressede confusing. She
would have expected the nurses to clarify this. She assideredthat because
osteoarthritis causes persistent pain and the otleeication was being withdrawn,
the nurses should have given the Panadol more regularly.

The DHB has a pain management practicat was followed by the medical staff in

prescribing thdPanadol, but it was not followed by the nurses in their administration

of the anal gesi a. Ms Wood stated, AAppropr
human right and undenanagement is a worldwide probl@m

Ms Wood criticised the approach to assessment and documentation by nurses and
indicated it did not comply with the dgsnatic approach required of nurses by their
professional bodies and pr oAswithed Adng t he DF
Mrs B, there was no nursing care plan. There was no list of patient needs and nursing
problems to indicate what the nurses were olisgrvmanaging and monitoring.

Nowhere inMrs C& s p r o g rdiel $he nurses treeasthe data they collected

relating to her heart failure symptoms, to make it explicit that they were monitoring

the impact of therapy.

While the progress notes adequatelgscribed the care given thirs C on

26 September and the following morning, this was not the case for the afternoon of
27 September. Ms Wood stated that it is extremely difficult to ashssCoO s
condition at that time given the lack of physical findiraged observations in the
notes.

MisCos family are particularly concerned t h;
nursing staff on the day she died. Ms Wood noted that when the family reported their
concerns that their mother was deteriorating, the nualise not document an
assessmentdfirsC6s | ev el o fthepresansaf or anyispravement in

the oedema in her legs, her lung sounds or her JVP (jugular venous pressure). Routine
observations were not made adbleao 4gtm.8 Brh.e

Waitemata DHB acknowledged that standard nursing protocols regarding monitoring
were not followedn the evening of 27 Septemb#radvised that the registered nurse
responsiblefoMrsC6 s care that evening hBssonsbeen spok
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Ms WoodalsonotedthatMrs C6s respiratory rate had triggd
on eight occasions when her observations were taken. However, only once did this
result in her observations being taken two hoadyrequired by the systerin an
interview, the nursavho cared foMrs C on the afternoon of 27 Septemlaslvised

that NEWS was a guide for when to call a doctor and fthathourly observations

were appropriatéollowing a score of 1. The nurse statbdtthis was fairly standard

for her ward. Ms Woodelieves this statement demonstrai systemic problem with

the NEWS system, how it is used and its purpose. She advised that the way the system
was applied(incorrectly) in relation to Mrs C did not meet Nursing Council
competencies.The lack of systematic use of NEWS would meet with severe
disapprovalAs inMrs B0 s ¢ a BHB protocblfer patients who regularly trigger

a high NEWS score was nasedfor Mrs C.

Ms Wood stated that the shift-codinator was responsible for overseethg quality

of MrsCd6s nur si ng teeaxeorinatoHhadpatients to care for as well as
supervising casual staff and new graduates, while working short staffed. The Charge
Nurse Manager was responsible for the overall quality of care in the imahading

the systems and processes and the adherence to policy. There was no acuity system to
determine if the nursing staffjnwas adequate for the workload, no audit processes,
shared governance or time for quality improvement activities on the ward.

On the nightMrs Cdied, one of the three evening shift nurses had been reassigned to
another wardhat was short staffed. This mealirs C was not seeisoonafter the
evening handover as she would normally have biemas not until 12.30am that a
nursechecked onMrs C and found that she was not breathiNMgaitemata DHB
advised that the nurse caring fdirs C had been spoken to regarding the lapse in
monitoring and was apologetic for the oversightote ttat although this nurse was
censured, theituaion was created by the staffingassignment

Mr s C &tateds ofinl t  w aistentioe to eausa coyeback for the nurses.

| believe that if anyone is to blame at all, it is the N8Sldrth Shore Hospital$ystem

and in particular the fact thateth do not have enough funds to hire enough swase
effective payscales foMrsh&€owomksdiaked baupghbo
Alt iI's with regret that we have to highli
However, there are consequencegwh pr ocedures and policies

Communication issues

Two communication issues arose between nursing staffMmsdCé s f ami | y: t h
nur seds A g aaltegetlyinfohmedMrsChhat she was prescrib@sbrphine

for pain relief instead ofodeine and the way in whicher daughtewasinformed of

their mot Mremorss edelmash. deni ed the MfAgameo in
independent evidence that it occurred. Certaifly did happenit wasinappropriate.

Theway in which the family ws told ofMrs CO s s u d dveas alsdnsemgitilie

and distressing for the family

In relation to thesecondissue Ms Wood noted that staff said they had not been
prepared for giving bad news to familiédany hospitals do not provide training in
this aea of communication.
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The DHB stated that it was regrettable that the nursing staff who may have been
aware that there was another family member (the daughter whooixezdeay did

not advise the medical staff and thus ensure that all family members wer
communicated with regardingrs C6 s ¢ o n d i the medical ralistelmecame
aware of the second daughter and that she had arrived irZdkand, he arranged a
family meeting to discus€irs C6 s a d mi s s i ahatha bhekn prokided, and r e
explain the medications prescribed.

The DHB advised that it is looking at communication issues throughout the hospital
including communication between medical and nursing staff. It has a large number of
staff for whomEnglish is a second languageho sometinesmiss cultural aspects of
communication. A focus group being set up assist with thiproblem.

Mr D 0 September and October 2007

Mr D arrived at North Shore Hospital 0s
20 September 2007, anxious and hyperventilating hbié heart failure. He also had
lymphomathat had been treated with chemotheraHis care needs wernsidered

to be palliativewith regard tohis cancer. After assessment in ECC by the medical
registrar forthe consultant physiciariyir D was transferretb ward 11 at 4am on 21
September. The complaitomMr D6 s f a mabdutyhis vage ©n the ward.

Medical care

WhenMr D was admitted, it was noted that he had been taking excessive doses of
lorazepam for anxiety, and he was referred to the psychieamas for a review of his
benzodiazepine requirements. He was seen by the psychiatric regibaalked to

the consultant psychiatrist who had previously been involvellriidé s  clTher e .
consultant psychiatristecommended thaMr D start on the ananxiety drug
citalopram

The family questioned this because whdin D had previously been prescribed
citalopram, he had developed urinary retention and incontinefice. medical
registrarstopped thecitalopram and started him on Buspirone. These changes we
made to his medications with the aim of weaning him lo#f usual antanxiety

ECC

medication(lorazepa and they were discussed withr D6 s daught er . Wai t

DHB advised that while the medications were being adjudted) experienced a
range of side écts that included hypotension, drowsiness and urinary retention.

My expertadvisor Dr Henley noted that throughoutfr D6 s admi ssi on
Shore Hospital, there were constant concerns about his anxiety and benzodiazepine
(lorazepam dependence. Theedical team sought help from the liaison psychiatric
team who tried to find alternative medications that might hlipD. Although this

was not successful, Dr Henley advised that it was medically approjpeatsent

MrD6 s f wemeconcgerned that #ir father did not receive adequate medication to
assist him with his breathing problems. The records show MmaD repeatedly
refused his nebulisers because he felt they did not assist his bre@thidagOctober

Mr D was having trouble breathing while lwas being examined kg consultant
physician He asked him for i &he phgsiciarfound that o r
Mr D was hyperventilating, and advised him that a nebuliser would not assist him.
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MrD6s family compl ai ned whehantattempt was madetp was p
drain fluid from his lungson 15 October Waitemata DHB advised that a
pneumothorax is a known risk associated with a pleuralataghthis was the reason

that thepostprocedureX-ray was taken to rule out any complicatiofbe chest %

ray indicda ed only fsmall bil ater al ploBur al ef
However,the X-ray taken wherMr D was subsequently readmitted to North Shore
Hospital ECC (following his transfer and eighitour stay ina private hospital)on 18

October, showed a right pneumothoragasuring 9.2cm from the apex.

Dr Henley advised that the pleural aspirate (chest drain) was attempigut of the
increasing size dfirD6s pl eur al effusions. The family
for this procedte. There were two difficultiewith the procedurefirst, despite three

attempts using an ultrasound marked spot, no adequate samples were ohtained
secondly,Mr D was unable to maintain an upright sitting position. Dr Henley also

noted that after thprocedure was abandoned, afray was performed and reported

initially as normal but later amended to show a smiglbieal pneumothoraxThere

was nothing to suggest that the aspirate procedure was not appropriately performed.

Dr Henley also commentedabalthoughMrD6s f ami |y compl ai ned ab
information provided to them about his condition, there were many notations in the
clinical records about conversations between the medical team and the family.

The DHB advised thatir D could have ben described apalliatived, but that does

not necessarily describe a patient whose death is imnfiiéhe DHB acknowledged

that the term Arehabo was withthe fantlyeThemo st apg
medical team was trying to providér D with a more optimal lifestyle by symptom
managementwhen the AT&R physicianadvised that a threseek stay in the
rehabilitatioowar d mi ght be Abeneficialo

I n Dr Henl eyds opini on MrD wae appnapdaictheréd c ar e
were obvious difficultis in managing an elderly patient with midtistem disease

but there is no evidence of lack of cafihe decision to dischardér D involved the

family, and there was strong input from other services. Although there were medical

concerns aboWr D, it was agreed that it was a reasonable alternative to transfer him

to a private hospital. That he returned suddenly because of rapid deteridi®on

not mean that the plan was inappropriate

Dr Henley was unable to judge whether the care was effectivetydooated. He

noted that a large number of medical and allied staff were involvellidd s c ar e . Dr
Henl ey noted that the DHB has acknowl edged
multi-disciplinary team does not appear to have been well executedisuheftthir D

and his family frustrated and dissatisfied with the care.

% The tmse of both lungs failed to expand.

" Dr Henley advised that the definition @palliatived could bediscussed at length. However, he
confirmedthatit does include longerm management of seriously ill patient®t just those who are

dying.
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Nursingcare

The familyds concerns were primaralsdy about
commented on issues such @sor communication and a slow response spme

nurses at timesncludingtheir fatherbeing left in a wet bedde was not assisted with

his mealsand his food trays were lefthere he could not access thehhe family

highlighted the need for compassion and patient nurturing in nursing care

In response, Waitemata Bhoted daily documentation that the nurses asshdteld

with all cares and helped him up to the toilet when needed, and that his bed was
changed when weThe DHB outlined the actions taken to ensure thér D had a
sufficient food and fluid intake, inatling referral to the Nutrition Service, and that he
was given assistance and encouragement with meals when his family were not there to
assist him. It was noted that his intake was limited by his anxiety levels, and this was
addressed by medication andsing gaff spending time to calm him.

The DHBoffered an apology to the family

AWe unreservedly apologise for[MtDje f ami l
received poor nursing care and can only seek to assure the family that their
complaint has beemeceived with great concern by the Director of Nursing

(DON). We reiterate that the DON is working collaboratively with the Associate

DON and the Charge Nurse Managers as a group to inform all nursing staff and

raise awarenesfof] the fact that care dekry and the way we deliver it

combined with what we say and how we say it can have such a profound impact

on both the patientsd and the familiesbd e

Mrs E & October 2007

ECC rursing care

Mrsarri ved at Nor t hon3hQctokebyldobsligncet vath 0GP E CC
referral. An asthmatic, she was having increased problems with breathlessness and her
GP had queried pneumonia. She was assessed and an electrocardiograph and blood
tests were conducted lige ECC nurses while she waited to see tihedicalteam
houseofficer.

Mrs E was particularly concerned about difficulties in getting care and delays in
treatment in ECC. She was left on her own with herlwall after initial assessments
were dongbut it took up to30 minutes for her calbell to be answered. A luer was
inserted buintravenous fluidsverenot started for some time.

Ms Wood was critical of the monitoring Mrs E Although she could be seen from
the nursing station and she could seeribirsesthis could not be described as riegu
monitoring ofherhealth status.

Once again, Ms Wood noted that the DHB orientation document for ECC nurses
specifies that they should record observations half hourly until patients are seen by the
doctor, and then use professional judgement regardimg frequency of further
recordingsMrs E&s observations were recorded at 7pm (two ahdlf hours after the

doctor saw her) and 9.20pm. Notes were made about her progress when she was taken
for her X-ray and while she waited for a ward bed. She wagdedaas stable.
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Ms Wood advised that if ECC staff had assedskes E according to NEWS, her
observations would have been taken two hourly from her arrival.

Although the admitting housefficer recorded thaMrs Eh ad fit acilapidonoeao (
breathing) on admsion, her respiratory rate was not recorded. The housd i cer 6 s
observations were available to the nurses in the clinical record but they were not
transcribed onto the observation chart to assist in monitoring any trend. Ms Wood

advised that it would bexpected that regular, systematic observatiovsf Es vital

signs would be done until her respiratory rate returned to normal and was stable for a

period of time.

The North Shore Hospital ECC is staffed to tinyprovide one nurse to four patients.
The DHB advised that at the time th#drs E was in ECC, 206 patients were
processed in 24 hours. She was in the Acute Zone (where all patients are initially
received). An ECC nurse reported thaffstg in this zone was usually threrirses

for anywhere from12 to more than 20 patients. Ms Wood commented that this
exceeds the nursing workload that would be expected for similar patierttse
wards.

Ms Wood advised that the staffing was not based on predictable patient numbers. It

was based on orthodox bedasps in ECC and did not include corridor beds routinely

being used for patients who were ready for
the hospital was full. Additional nurses had been budgeted fothbut had been
recruitmentifficulties

The DHB hadonly one nursing vacancy in ECC whislis Ewas there, and it was not

in the Acute Zone. However, Ms Woednsideredhat there had not been sufficient
planning to ensure the number of nurses on eachwsagenough to meet demand.
Additional cover wasot built in during the recruiting period to manage the workload.

Ms Wood advised that this would not meet the sector standard requiring that
consumer s Arecei ve ti mely, frompputablpr i at e
qualified/skilledandor experienced serviger ov i®H er s o .

Waitemata DHB stated that staff make every effort to respond in a timely manner to a
patientds request for assistanMresE and apol

Waitemata DHB submitted that it is unclear whether there was undueindfay E
receiving the intravenous fluids because, although the time the fluids were
commenced is recorded as 7pm, the time the doctor ordered the fluids is not recorded.
Her intravenous fluids were not initiated earlier because she did not display any
clinical signs of an urgent need for replacement fluid.

ECC medical care

The DHB advised that the total number of patients seen at North Shore ECC on
17 October 2007 was higher than averddes E was one of 118 triaged as category

3. Thismeant she shouldalie been seen by a doctor within 30 minutes. She was seen

% Health and Disability Sector Standards (NZS 8134:2001), Standard 2.7.
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by the medical team doctor one hour and 30 minutes after presenting at ECC, which
was considered reasonable given the volume of patients that day.

Dr Ardagh advised that althougWirs E had prompt iitial nursing care in ECC,
definitive care for her condition was delayed. IV fluids and antibiotics were not
started until four hours after her arrival at EGe chest Xray was done six hours
after her arrivgland prednisone was given neadgvenhours after she arrived. She
spent 10 hours in ECC.

Like the other patients in this inquifgxceptMr D), she had arrived with a direct
referral to the general medical tedar assessment by that team. After they saw her
and she was treated, a ward bed wée tabbe ordered.

Dr Ardagh commentethatthe process for referred, acute general medical admissions

was followed and this meant thetrs EAiwai t ed in a busy, over c
assessment Shewoudlhae Heenalistréssed waiting in thatrenment

with acute exacerbation of shortness of breath, feeling that she had been abandoned or

was being ignored, and knowing she needed treatment of a certain type but having to

wait before it was delivered.

Ward 10 nursing care
Mrs E also raised concerrabout delays in her care, the responsiveness of nursing
staff, and hygienen ward 10.

Ms Wood noéd that wheMrs E was transferred tavard 10(in the early hours of 18
October) the care plan was only completed for one sfife morning shift on 18
Octobe). The plan focused on her respiratory issbes did not reflect her problems

of vomiting and diarrhoea or her concerns about her husband and home situation.
Referrals were made to a needs assessor and a social worker, which indicated that the
nurseswvere aware of these issues, but Ms Wood advised that the plan would not meet
the required standard.

Ms Wood advised that the DHBG6s Clinical [
progress notes are to be documented in a logical format starting with general
appearance, observations, treatments, pang the various systems such as
cardiovasculaand psychologyiNone ofthe nurses involved iMrs EGs care usd this

structured approach.

Ms Wood advised that it was appropriate kbrs E to be cared for by an eslted

nurse because she was stable, but it is not recorded which registered nurse was
supervising the enrolled nutsend thee is no evidence of discussion abthe care,

or that a supervising nurse was consulted about the refusal of treatment (the
nebulser). Nursing Council competencies require registered nurses to supervise and
evaluate care provided by enrolled nurses, and provide clear direction. Ms Wood
advised that the caprovideddid not accord withhis requirement

Mrs EGs intravenous (IV) Ine was disconnected each time she needed to go to the
toilet, because there was not enough equipment, such as a mobile pole, to keep the
line intact when she was out of bddwas also disconnected when she was moved to
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another roomat 1.45pm and it was not reconnecteduntil about 5pm Ms Wood
advised that disconnecting lines for toileting and showering, then reconnecting, is
poor practice because it increases the risk of infection.

The DHB respondedhat a needless intravenous system is used inthé clinical
areasto allow disconnectionit is used where patients require intermittent infusion of
antibiotics but not fluid replacement. Once an infusion has been administered, the
nursedisconnects the line amaaces the end of the intravenous tubimip a sealed
connection When reconnein is required, the rubber bung is swabbed with an
alcohol swab and the connection made through the Blimg.is standard practice
where a needleless system is used.

Ms Wood advised that regardless of the intrausnsystem used to administer fluids
and drugs to a patierthere needs to be regular review of the practicetlaagroduct
guidelines.Ms Wood stated thatefore reconnection the bung must be cleaned and
swabbed and left for 68econds, but this isften not donewhich exposes the patient

to the risk of infection.

The DHBalsoadvised that some patients are moved a few theeausevard rooms
areset asiddor patientswho need to be isolated in accordance wifiectioncontrol.
When Mrs E was moved,staff should have been courteous and offed her
transportation. Bed moves are usually done by health care assisthatsare not
qualified to reestablish intravenous lines. It appears thlis E was moved to a
different room around changeover time, whis a busytime. This may have
accounted for the disorganised move aletay in reestablishing her intravenous
fluids. The DHB acceptsthat the delay in completing the administration of the
intravenous fluids did not neethe expected standard of caféis has beemliscussed
with the staff involved.

The DHB made enguis alout delays inMrs EGs call-bell being answered on the
ward. Patients sometimes think there is a long delay when a heatth assistant
answers a bell and relays the request to thsenuwespecially when there are 35
patients to three registered nurses. Delays are not intentional, but registered nurses
must, in circumstances when the ward is busy, prioritise their workload according to
need.

Mrs Ewas concernetlecauséhe laboratorydchnician taking her blood reported that
the absence of patient identification stickers on request forms was not uriusial.
DHB commented that it is possible thts E had her identification bracelet removed
whenherintravenous luer was +&ted on 180ctober It alsostated that the comment
made by thelaboratory technicianrelating to the apparent lack of patient
identification stickers was inappropriate and unprofessiombaé wards hold folders
that contain a quantity of patient identification lab&Vhen the labels run out, as they
do occasionally, statiskthe ward clerk to order a fresh set. Taleoratory technician
should have brought this matter to the attention of the ward staff.

Mrs E is certain that no identification bracelet was removecchba u s e o f t he
there never was one thére
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Ward 10 medical care

Dr Henley advised thatirs E received standard treatment for an upper respiratory
tract infection. The clinical records do not indicate any major medical
mismanagement, except for tleng delayin ECC before intravenous fluidévhich
wereespeciallyymportantasMrs E still had diarrhoepawere started.

Dr Henley noted that although nebulisers were not specifically charted, the nursing

notes indica that she was offered a nebefigh ward 10 on 18 Octobewhich she

refused preferring to continue with hawninhalers. Howevemwhen she was offered

a nebulier the following morning and accepteck tbffer, she had some relief from

her respiratory problems. Dr Henley advised that thistat ment fAmay wel | h
i ncluded in her therapeutic regime earlier.

Mrs E does not recall being offered a nebuliser on either 17 or 18 Octoberidnd sa

she did not refuse on8he confirmed that she was offéreneon the morning of 19
Octoberwhen a nurse noticed the asthma inhalers on the calasked where her

nebuliser was, angent to getoneMrs Esaidshéd ound 1t fAenor mously b

The DHBacknowledgd that it may have been better practicettier housefficer to
have prescribetirs EsVent ol i n and Atrovent medicdtiianl er s as
when it was clear that sheas/able to manage the inhalers.

Cleaning

Mrs E also raised concerns about the standard of hygiene in ward 10, including tha
patients were expected to swab toilets and handbasins after use, and that there were no
plugs in the wash hand basins. Ms Wood advised that removing hand plugs from
basins is infection control practice as plugs have been found to harbour infection.
However, expecting patients with an IV line to clean their own toilet seat is a breach

of infection control standards.

The DHB respondedthat patients on all wards are recommendedptayswith the
disinfectant provided or to wipe the seat with paper providéd is for their own
protection, and is a practice used by other DHBs for infection control.

The level of ward disorder, rubbish on the floor and clutter describédrbyE was
acknowledgd by the nursing staff. The cleaner worked two wards and did teotdat
to cleaning ward 10 until after lunch.

Ms Wood observed that the standard of cleaning at this time was not routinely
monitored by the Charge Nurse the DHB, and that the DHB hagknowledged
there was a lack of ward support. There were no healhassistants on the ward on
the afternoonnight and morning oMrs E& admission. Ms Wood advised that the
level of cleaning services provided by the DHB did not meet the Health and Disability
Sector Standards relating to cleaning and infection cofitrol.

In responseWaitemata B accepted that the cleaning in 2007 could have been
improved, butstated thait was being rotinely monitored. There was (am@ntinues
to be a formal process of auditing the cleanirfgalh areas of the hospitalvhich is

%9 Health and Disability Sector StandaréZS 8134:2001), Standards 5.5 and 5.6.
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undetaken daily by the Cleaning Supervisbhe ChargeNurse is required to monitor
this and address issues, fiwhich they doo.

The DHB has followed up the cleaning concerns with the contractor who provided
cleaning services and settianfContra teanitagalso t i me .
undertakemoutine audits. Further, the Adult Health Services Quality, Safety and Risk
teamis developing a more extensive audit plan for each wiaauding random
weekly/monthly audits. The lack of hamdpes on melatrays and of usedinen bags
hasbeenfollowed up by the \w&rd 10 Charge Nurse.

FINDINGS

Overview

Public hospital inquiries often result from allegations of preventable patient deaths.

The Canterbury Health inquiry undertaken by Health and Disal@liidgnmissioner

Robyn Stenf? following a report from senior doctoestitedfi Pat i ents are dy|
Christchurch Hos pi tNumegqgus HDE inquiries inta thhesdare e x a mp
delivered in public hospitals, particularly cases of misdiagnosis in emergency
departmats, have followed over the past decade.

This inquiry focuses on the plight of sick, elderly patients in a major metropolitan

hospital. Although four of the patients died, there is no evidence that treatment

injuries or lapses in care caused their dedtfhat emerges is a picture of an
overcrowded hospital, staff wheerestretched and stressed, nurses widandt have

time to care, and patients and families where left in the dark abat thepat i ent 6 s
condition, prognosisand plan of care. The EmergencyCare Centre and medical

wards 10 and 1lwere ill equipped taater for tle flood of patients in the winter of

200/ Nort h Shore Hospital s acute care serviec

As noted in an HDC investigationnearly a pat.
20067*

AWhen an el derly patient i's becoming pro
there is also good communication with family members who are acting as
advocdes and support for the patieahd may be called upon to help make
decisionsFamily members often play a key role in helping a patemderstand

what i s happening. &

It is always troubling to hear that patients and/or their families feel that those
caringf or them do n o This perdepti@n| dlmost cedamly e 6
contributedt o t he f ami | y fihe] careoand thea coremuridchtioru t
difficulties.o

It is no answer that the medical management of these patients was generally
appropriate. Patients deserve better tllais 0 in particular, respect, dignity,
effective communicton, and carehat is sensitive to their special needike Code

0 Canterbury Health Ltd: A Report by the Health and Disability Commissicir898).
L Opinion 07HDC01804 (16 May 2008), page$ 29.
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affirms that patients are legally entitled to this standard of ‘@aBut the experience
of these five patients demonstratbe gulf between the rhetoric and the reality of
patirghmst so

The pati entosxperienced f amil i es

Patients and families do not complain lightly about hospital Caléne multiple
patients and families who complained to HDC about ECC and medical wards at North
Shore Hospital in 2007 painted a consistently upligpcture.Some of the families

and patients whose cases gave rise toitigjgiry described their experience in vivid
terms:

APeople deserve better treatment in our
i n hospitals for t hEhave @eevdr sepnaan admigsion o u r I
department in such a messy and overcrowded state as that atSNor¢h

Hospital. | would never wish wH'at happence
AThere was a constant need to repeat [ my
frustrating. € No one was reading the not
knowl edge of individual patients due to
care, unnecessary suffering®to patients
il | ay a wa k wornaaboutnother lelterlyasickdfolk who suffer this
I nhumane, uncaring and wunprofessional be
does what they say they will, they just disappear, shifts end, changeover meetings
take place, but still no one knows what is tn@xwho is still waiting for help or a
job to be finished &

Nursing care

A key featureof this inquiry is the degree to which the nursing care for all five

patients was compromised by workload. This occurred in ECC and on the medical

wards.

At the timeof these events, nurses were endeavouring to prioritise and deliver care in

what has been describedaas ichaoti c, understaffed enviro

of di sempower ment 0, with no feedback or me

by

and a lack ofi v oi c e ® 'f Despitenthe rmarg senior nurses at the DHB in
2007, the professional leadership structure was not effective to give nurses authority
over daily practice or enable meaningful partnership with Clinical Directors and

"2Rights 1(1), 3, 5 and 4(3) of the Code of Health and Disability Services Conumé®s g ht s .

3 Research indicates that approximately 1 in 200 patients who suffer an adverse event in hospital make
a complaint: Bismark M et al, Relationship between complaints and quality of care in New Zealand: a
descriptive analysis of complainants andnitomplainants following adverse event3uality and

Safety in Health Caré2006) 15:1722.

“Mrs Bo6s son.

"Ms Ab6s partner.

“MrsE.

" These concerns are an echo of the situation at Gisborne Hospital in20099 SeeGisborne

Hospital 19992000: A Reporbf the Health and Disability Commissiong2001). See also Opinion
03HDC14692, page 76, for an example of nurses exhi
Palmerston North Hospital in 2002.
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managers. The resuitaspredictable: an unsystematic approach to nursing care; poor
planning, assessment and monitoring; inadequate supervision; failings in
communication and documentation; and a general lack of patient fdgrses had no
time to care.

Waitemata DHB hadinadequate planning and systenier nursing staffing,

particularly in relation to the need to match staffing levels with patient numbers.
Therewas a lack of tools to oversee the organisatn 6s wor kl oad and pa
with no ability to predict workload a@hmatch nursing resources. The information

system support for the Duty Nurse Managers, who are responsible fehaitsr

operational management, was very limited. The DHB has had an acuity system called
Nightingale since 1998, but it has not been maneia

TheDHB has acknowledged that in 2007 the earlier removal of some support roles (in
2005/06), the high volume of patients, concern about the budget with late replacement
when staff left and slow filling of nursing vacancies all had an imf@aan inMay

2008, when the inquiry team visited, nurses described their inability to deliver
consistent care to the required standard because of the sheer volume of work.

Planning for population growth

| have considerable sympathy for the difficulties WaiteniztdB has faced in trying

to meet theneeds of a rapidly growing populatioDHB staff and senior manager
have triedvaliantly to anticipate and resolve problems, and have continued to try to
provide the best care possible in extremely difficult conditi®mmne of the care in

the five cases examined was very good. That is to the credit of staff, particularly given
the circumstances.

However, not enough attention was paid, soon enough, by the Board to the concerns

of staff and the solutions they proposedrNvas enough action taken to plan and

provide good systems for patient care in the short term or to plan ahead for predicted
population growth. | do not consider that the Board has established that it took
Aireasonabl e cactciuomsd apedically, dhe circumstance of the

Ar erscoeu const r aiodntosomplytwithaits duties as & pravided of health
services?I't i s not enough for a Beardseumpkeygotrt
excuse itself from liability under the Code.

By the time of these events, the Board had been presented with considerable
information about the worsening pressures on the ECC and acute services. The
concerns dated as far back as 2002.

Initially, the Boardoés r es giencissé althoughus ed on
little evidence was presenténl my inquiryof significart efficiency gains’® In 2002,

the Board was confident that upgrading of information systems and the building of
Waitakere Hospital ECC would mean that the pressures on North Sbspéal ECC

"8 See thedefencein clause 3 of the Code. CompaBarterbury Health Ltd: A Report by the Health

and Disability Commission€f998), page 4.

" Waste is estimated to comprise up to 17% of hospital budgets. There are real dollar gains to be made
from addressing wasteful processes, as DHBs such as Canterbdeyremestrating.
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woul d be A s kantictpated reduetidnoin preSsire on acute services at
North Shore Hospital did not eventuate.

Only recently has the Board recognised that greater capacity (staff and inpatient beds)

is needed at North Shore Haspi After no change for the five yednsetween2003

and2007, the number of beds in the hospital
in 2008. However, it was not until November 2008 that the Board put the case to

central government for increased calpftanding to expand acute services at North

Shore Hospital. On the funding side, muchtoh e Boar dés @adtomnti on |
arguing (largely unsuccessfully) against the funding formula, year after year.

Some senior staff spoken to during tmguiry stated that the Board had taken too

long to accept that greater capacity was necessary. The chronology of reports and
reviews certainly gives weight to this view. It is also not surprising that the former

Acting Clinical Director for ECC commented thatther was a sense of fAbu
inertiao at North Shore Hospital

My expert advisors were of a similar opinion. Dr Ardagh advised that the debate

about whether more beds or better processes were the s@utian b ineficiendies

of processtobeanexxie to avoid investment in capaci
increased capacigndbetter processes was needed.

Dr Ardagh commented:

AThe concerns rai sed about t he standarc
legitimacy but it is an injustice that the staff of EGnust defend themselves

when they appear to have worked well and hard against overwhelming odds. It

must be particularly frustrating for ECC staff that they find themselves under this

scrutiny after submissions to those who might have been able to impaiters

were not embraced. 0

Dr Henley commented:

filt is interesting to note that as long as four years ago the clinical leaders were
constantly outlining to the Board the need for more beds to cope with the
predicted increase in patient workloads. Tluieaern seems to have been ignored
up until recently, perhaps motivated by some unfavourable clinical events.

This delay in forward planning has left the clinical staff in an intolerable
situation, hoping to cope as best they can in a facility not capélsiestaining
such volumes. Medical and nursing staff continue to work under extreme
pressure.

Of all aspects of performance that has most impinged on ability to provide
appropriate standards of care the Board should perhaps be held the most
accountabl e. o

It is troubling that nurses, doctors and hospital management can predict problems and
idertify solutions, but thaChief Executives an8oardscan be so slow to responidl.
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confirms the need to strengthen clinicgbvernance in the New Zealancatth
system’

The variouspapers presented to the Board of Waitemata DHB from 2002 to 2006
highlighted very clearly the chronic problems in acute medical services at North
Shore Hospitalparticularly in ECCYet it was not until the overload @finter 2007

was beang down onthe hospital that the Board took decisive acti®y.then it was

too late forsick patients and their families.

Accountability

Where does accountabilitye for the planning failures that led to the crisis in care at

North Shore Hospit@llnote Dr Ar daghoés view that @Athe Mi
bear some responsibility for the deficien
initial view was that Waitemata DHBs r e q u e s t fell upoo deaf fearsnid i n g
Wellington. But that view is nosustainable on the evidendéhe DHB has exprded

a lot of erergy litigating thePopulation Based Formula and arguing that it does not

fairly compensate Waitemata for its population growth. Many DHBs argue that the

PBFF isinequitable However, the 2007/08ve-yearly review endorsed the PBFF,
notwithstanding thelissenting voicef Waitemata DHB.

| am left with theimpression that th®HB focused so stronglyon arguing ovethe

funding formula for so many yearat itfailed toplan for growth byprioritising the

funding of North Shore Hospitalervicesand seekingcapital foradditionalbedsand

site expansiord a pointthe DHB has partly acknowledged by admittinghat in

hindsight it should have recognis¢kde need for more beds earliednpalatable

though it may beo Waitematathere is force in the Directése ner al 6 s submi s
thattheDHB fAmay not have iantoxiavelop seevides thrgfleco r t uni t
their growing populatio®s need f or acute health services

If a district health board hasxhausted all reasonable possibilities to fund its acute

services and pay for any related capital development (to redevelop or expand its
facilities) from its existing budget, and the Board itself cannot produce a solution, it

must put a detailed casedentral government for additional funding. Inevitably, such

budget bids take time to yield results, and skemin or even mediusterm

contingency planning will be necessaB/ut it i s the responsibildi
and Chief Executive to press thesedao the DirecteGeneral of Health, the Ministry

of Health, and Treasury for additional funding where a public hospital cannot meet

demand for its acute services.

Equally, central government has a responsibility to carefully consider such requests in
theallocation of funds from Vote Health. District health boards are often placed under
intensive monitoring if their budgets remain in defiéual attention needs to be

gi ven t o assessing substantiated excess
particularlywhere demographics indicate that a current problem is only going to get
worse.Resources are inevitably |imited, and
coffers, but the safety net of additional funding from the centre must be considered in

9See Ministerial Task Group on Clinical L

e rship
Clinical Governance in New Zealando (March

ader s
20009) .
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compelling, exeptional circumstances. A DHB having difficulty maintaining services
within current funding can receive additional deficit funding, as well asfinancial
support such as reviews, information and personnel via the Ministry of Health.

The care othefive patientsn 2007was compromised by inadequate systems and the
failure of WaitemataDHB to resolve overcrowding and staff shortages. While |
accept that the DHB had tried for a number of years to address the problems, | do not
consider that it acted witlsufficient urgency early enouglor demonstrated the
innovationthat has marked some of its serviteRegardless of the problems facing

the DHB, Ms A, Mrs B, Mrs C, Mr D and Mrs E were entitled to a appropriate
standard of care. They were let down bg ¥Waitemata District Health Boar&or

that failure, the Board and its senior management is accountable.

BREACH 6 WAITEMATA DHB 8 ECC CARE

Four of thepatients arrived at the emergency department with refeinats their
doctor®? This meantthat althoughthey were in the ECC, their medical care was
managed by the general medical team and not thel®#8S€d emergency doctors.

To a lay person, having parallel systems within one emergency department is a recipe
for problemsit is arelic of hospitals desigigein a much earlier era, and cries out for
reform and fundamental redesign.

Dr Ardagh advised that having multiple different patients, multiple different staff, and
multiple different tasks all in one clinical space, results in errors and inefficiencies.
Dr Ardagh and Dr Henlegighlightedthat North Shore Hospital ECC staife unable
to govern their own department and therefore improve proce3sddenley stated:

nAs far as | am awar e, the Emergency Depar
in New Zealad that does not have absolute leadership of the Emergency Department
facility. € This has | eft an enormous | ead

Both my medicalexperts commented on the need to reduce the number ef non
emergency patients admitted and held in the ECC ahNghore Hospital. | agree. |

accept that patients sometimes need to be held in emergency departments for
observation before decisions can be made about admission or discharge, and it is not

always possible to find a bémimediatelyelsewhere in the hogpl. However, ECC is

not the appropriateplace to hold elderly patients with multiple chronic health

probl ems. ECC shoul d not. OheeoptibnisefaaiGed as at
referrals not to enter E@Cteddmittmd thitor but t o
Assessment and Diagnostic UGADU).

In response, Waitemata DHB commented thatArdagh and Dr Henleynay not
haverecognsd t he i mplications of the fact that

8 For example, the nationally recognised scnnovatior
mental health and public health services.

8 Mr D was selfreferred. However, he had presented at North Shore Hospital ECC a number of times

during 2007, and his admission process in September 2007 was similar to the other four patients; they

could notbe moved to a ward without being seen by one of the general medical team.
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both an ED and an Assessment and Diagnostic WitU) function for acutely
referredpatients.

The DHB stated that tls distinction is important. Aremergery department cares for
patients who typically prest without having first been seemda rekrred by a
medical practitioneand although some areritically ill, most patients presenting to
an emergencydepartment do not require admissiothe ADU cares for gients
referred acutely by a GP or other medical practitisngho require specialist
assessmenfThese patientare gerrally admitted Waitemata DHB advised that the
models Dr Ardagh described ahds recommendations are relevant only to tH2 E
function of North Shore Hospitl 6 s ECC.

Dr Ardaghdoes not accept this. Hesponded

fiThese comments cause me some disquiet. First they are wrongrynrespect

but worse, they suggest a persisting mindset that contributed to the ED Clinical

Director being unable to influence how referred patients in the ECC were
managedThe artificial separation ofemergency medicine patied{®ver which

the Clinial Director had influencepnd theonemergencyp at i ent sé ( 0OV ¢
which the Clinical Director had no influence) was a significant contributor to the

probl em. 0

Dr Ardaghaddedtha fist r e a mi n g o(suchestheserefesred topganerale nt s
medicing to a separate unit dedicdteo this task is good fopatients and is an
important part of the solution toreergencydepartment overcrowding. However, at

the time of these events both referred and-mederred patients were cared for in the

same space by ¢hsane nurses|f patients are in # samespace they becomenp of

the workload and iloes nb matter if it is calledan ED or an ECCl. agree with this

view.

The evidence suggestsatiibed bl ock o has been a regul ar
Hospital with the ECC, and acute services more generally, overwhelnmede that

while there were no beds in the corridors of ECC when my team visited in April 2008,

and no associated signage, nurses reported that corridor beds were not routinely
staffed butwee r out i nel vy ltifrotaecaplabld far patiemts te be treated

and kept in ED corridors or other informal ED plabesause obvercrowding.

Nursing systems within ECC in 2007 were also problemadaitemata DHB
submitted that the team nurginsed in ECQvas and is, an appropriate model of care
because it mearthere are more people monitoring what is happening over the shift.
In responseMs Wood advised that they hafimissed the poid which is that team
nursing does not work well whemrsing supply and patient demand do not match, as
was the casm 2007.

During this inquiry be nurses in ECC kaclearlyindicated that team nursing did not
work figiven their workload. The DHB hasnot explaired how nursesre supposd to
work when theyare shorstaffed and unable tmaintainthe communication and
oversight processegecessary fotheteam nursingnodelto be effective
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Specificfindings
In my view, the failings irMs A, Mrs B, andMrs E care in ECC were as follows:

1 There was no imnukate bed on the ward fdds A and, as she was thought to be
soon for discharge, the request was cancelled and she was kept in ECC. She was
an elderly lady with chronic health problems. For her to spend 36 hours in ECC
wasunaceptable.

1 Inthe case oMs A, there was a lack of continuity, @rdination, and systematic
review, which Ms Wood advisedvould be regarded with severe disapprdwal
the nursing profession. Although there is a DHB polig%/ requiring assessment and
care planning be completed within Bdurs of admissiolt, no such planning was
documented foMs A.

T Ms Ab s di scharge was al so inadequate. Pai
information and followup instructions to assist with continuity of care. It is
particularly important in the case efderly patients, as is an assessment of their
ability to mobilise and sel€are. Staff need to establish that there are sufficient
support systems availabfer the patient after dischargBlone of these things
were done foMs A.

The DHB attributed th deficiencies in the discharge procéssvorkload andan
inadequate process. That is not good enough. DHBs have an obligation to ensure
that patients are discharged with appratgriinformation and advice. Astedin

a recent case good discharge advids a vital aspect of emergency department
care. Sending an electronic discharge summary to other providers is sensible
practice® but providing a printed copy to the patientilso important

1 There is no clear evidence to support the complaint M&atA& hip fractue
occurred while she was in EC@pwever | note thather mobility was not
assessed before she left hospitdle fracture may have occurred around the time
of discharge.

1 Mrs Eexperienced long delays in receiving definitive care during héols in
ECC. She was under considerable stress with increased shortness of breath, knew
the type of treatment she requirget had a distressing wait in the overcrowded
department. Again, thiwas uracceptableMrs B also appears to have had to wait
too long for definitive care, witta five-hour wait for frusenide treatment for her
breathlessness.

1 There was poor cordination ofMrs B6 s  Harrsendescribed the need to
frecapitulatée hi s mo t h eto seweraltpiodders in £CC, and notidcht
whenever a new doctarrivedit hey seemed to know very |
appeared as if the notes had not been read or that they hddmildrised
themselves with her caseo0.

1 There were failings in the nursing care providedvi® A, Mrs E andMrs B in
ECC. Nurses failed to take the required systematic approach to assessment, care

% DHB guidelines on documentation.
8 Opinion 07HDC14539 (12 December 2008).
% See Opinion 08HDC00248 (26 September 2008).
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planning and docuentation forMs A. Neither Mrs B nor Mrs E received
sufficientmonitoringand documentation of carBoth women were experiencing
breathlessness, ydirs E 0 respiratory rate was not recorded and tracked and

there is no indication that the effectiveness of the therapyifeB6 s r espi r at or

distress was monitored.

1 ECC nursing staff also paid insufficient attentionMes B6 s posi ti oni ng

became inarasingly breathless. There is conflicting information about this
matter. The notes record that she was
review. About an hour later whemer sonreturned he foundi$ motheron a

pillow, but still lying too flat given her breathlessnesis.appearghatMrs B was

either not positioned well enough to begin with, or she subsequently slipped or
moved and the nurses were too busydtice andreposition herThis was poor

care

1 Mrs E also reported waitingip to 30 minuesfor her caltbell to be answered.
ECC was particularly busy ¢hday that Mrs E was admitted with 206
presentations in 2Mours. The nurses were responsible for 12 to 20 patients in
some zones. Clearly they had to prioritise tasks. Howéder not acept that the
DHB had taken adequate steps to plan and provide for days likevtics, were
to be expectedover the winter periadAlthough there was only one nursing
vacancy in ECC at this time, not enough attention had been paid to ensuring that
there vere sufficient staff to cope with actual demand.

Summary

Ms A, Mrs B and Mrs E did not receive services of an appropriate standard,
consistent with their needsat North Shore Hospital ECCAIl three patients
experienced care that was, at timagsorly co-ordinated,delayed and focused on the
task rather than the patientaccept the advicefany expert emergency medicine
specialist Dr Ardagh that these deficiencies in care wdeggely the result of
inefficient processes for medical admissions, dwedworkload of ECC staff.

WaitemataDHB was awarethat North Shore HospitaECC wassuffering from
overcrowding, bedblock, inefficient systems and staffing issueBespite these
concerns being consistently raised by staff, the DHB failed tostadfieient action to

plan and providedequate resources asykstems for patient caréhere were serious
omissions, in light of the evidence that overcrowding in emergency departments is
directly related to poorer patient outconie relation to theserviceprovided toMs

A, Mrs B andMrs Ein North Shore Hospital EC@Vaitemata DHB breached Rights

4(1) and 4(3) of the CodnMrs B6 s c as e, the DHB breached
ordination of her care.

There were not simply failings in cardll these patientsvere by virtue of the long
delays they experienced in an overcrowded emergency department, treated without

8 Studies from Australia and the United States report amoajpately 30% increase in overall
mortality if patients are admitted through overcrowded emergency departments to overcrowded
hospitals:Institute of Medicine, Committee on the Future of Emergency Care in the United States
Health SystemHospitatbased Erargency Care: At the Breaking PoiiVashington DC, National
Academy Press, 2006).
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respect.Care was not provided in a manner thegpectedheir dignity as acutely
unwell senior citizenBy these omission$Vaitemata DHBoreacked Rights {1) and
3 of the de.

Specific discharge advice is an important aspect of ensuring appropriate cate and

DHB had an obligation to ensure that the discharge process from ECC included such
adviceMs AOs experi ence r thedsehbrge systen, patticuammyc i e s |
the lack of anassessment of her mobility and sedfre, andthe failure to provide

information andollow-up instructions to assist with continuity of careccordingly,

in relation to the manner in whicMs A was discharge and the inadequate
information provided on discharg@/aitemataDHB breached Riglst4(1), 5(1) and

6(1)(a)of the Code.

BREACH 6 WAITEMATA DHB 8 WARD CARE

Waitemata DHBalso failedto provide appropriate services Mrs B, Mrs C, Mr D
andMrs E on the méical wards fards10 and 11) at North Shore Hospital between
Julyand OctobeR007.

My findings are as follows:

Medical care

1 The medical care provided Mrs B onward 11 of North Shore Hospital between
6 and 14 July 2007 wagenerallyappropriate Howeve, there wasone notable
failing 8 the sixanda-quarterhour delay befordirs B was reviewed by the en
call houseofficer. In my view, responsibility for this delay should be borne by the
DHB and notby theindividual doctor.

1 The care provided bthe howse officerwas reasonablgiven his workload which
was largely the reason for the unacceptable délayad to prioritise his patients
according to information provided by nursing stadffe kept in touch with the
ward regardindirs B6 s ¢ o andlundestapdherto be relatively stable.

1 In the winter of 2007, the hospital staff were under considerable pressure, with on
call weekend housefficers commonly working 14hour shifts and responsible for
up to 140 patienty. There was an ongoing shortage of @Mtaff. This directly
impacted on the care drs Bon ward 11 on the night of 14 July 2007.

1 Themedical managememtf Mrs C was appropriateand herdeterioration on the
afternoon of 27 September 20&7unlikely to have been caused the ©deine
givenat 12.30pm

T MrD6s medi cal c a rHewasvam eldedypatienowath musiyistem
diseaseHe hadheart failure, anxiety, benzodiazepine dependency and had been
receiving chemotherapy for lymphomglis multiple cemorbidities presented
obviousmanagemendifficulties. The ceordination ofhis care does not appear to
have been well executed and clearly left the family frustrated and dissatisfied.

87 Although a single shift of 14 hours on a weekend would not be excessive, a patient load of 140 may
be.
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Nursing care

1 Mrs B and Mrs C were not consistentlglosely monitored and appropriately
reviewed after the nursingobservations triggered high NEWS scores. In both
cases the system was not correctly used by the nuvesCo s  nom rthe e
evening before her deattd not understand the systépurpose or how it should
be usedHer comments indicatihat this may be a systemic proble®ystems to
det ect and respond to deteriorating (fAph
excellent innovation, but they need to be supported by staff training and checked
by regular audits if they are to be effectidde s pi t e Wai t emata DHB®S
and auditing processes, these cases show that in 2007 there were gaps in the
system.

1 In all four cases, there was a failure by nursing staff on the wards to take a
systematic approach tassessment, planning, evaluationd adocumentation
contrary tonursingstandardg?

1 WhenMrs B was transferred taard 11 she continued to be short of breath. She
was monitored by the nursing staff and given morphine as reqiinedprogress
notesg\évere good but no assessment or carendardonegdespite requirements to
do so:

1 The assessment and care planning Mns E also failed to meet required
standards; the progress notegere adequate but therewas inadequate
documentation regarding her medication and treatment.

1 There was no systeatic nursing assessment completedMios C, andno nursing
care plan or list of her needs, problems and planned interventions. There was no
record of any monitoring of her therapy. There was no documented assessment of
MisCos | evel of they sighthabmightrhave givenoan indication
of the cause of her worrying symptoms on the afternoon dsepiember.
Remarkaby, no observationsvere ecorded after 4pron that shiftHer cae is a
reminder of the critical importance of vital sign redoglby nurses.

1 The busyness of the ward on 27 September, and the decision to send one of the
nurses to another wattlat was shorstaffed, clearly impacted oMrs C6 s c ar e.
Signals were missetiirs C6 s f ami |y had voiced their co
that afternoon. Nursing staff noted tits C was too unwell to get up for blood
pressure recordings and a weight check. The physiotherapist was also unable to
takeMrs C through her exercisess noted aboveher NEWS score consistently
indicated that she required close monitoring. Despite this, the nurdis not
increase the frequency of the recordings, or request a review by more experienced
nursing staff. After the evening handover, the nurse did not reMiesnC because
of pressures aftherwork.

1 Mrs B, Mr D andMrs E all experienced delays in having eb#lls answered and
more generallya lack of responsiveness bwrsing staff to their needdirs E
described delays in being attended to when she rang for assistavarel ib0. She

¥sSee, generally, Seddon M, fSaiftalys:of APRtOgmMeéss iR
(October 2007), page 7 (www.hdc.org.nz/files/hdc/publications/sedzoew.pdf).

8 New Zealand Nurses Organisation Standards for Practice 2.6.

“WDHB Clinical Practice procedure fACare Planningo (
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waited to be taketo the toilet, and then waited to have her IV reconnected when
she returned to her bed.

1 Thereis evidence of a lack of adequatersing supervision. IMrs ECs case there
is no evidence that the enrolled nurse caring for her was appropriately supervised
and was consulting the registered nurseMieB6 s case, the bureau n
to have been working largely unsupervised. Her comments indicate that this was
not unusual and thevidencesuggests it was largely related to staffing and
workload.

1 Communcation was aignificantissuein the cases oMrs B, Mrs C and Mr D.
Nursing staff should have accorded more urgency to communicatingwits B 6 s
sonafter the doctor 0s Thewkneathathersontames ni ght
to be closely involvedimi s mot her 6s <car e. He was deni
her again before she died.

1 The information provided tair D and his family about his condition and
treatment plan was not clear @ynsistentThe family believed he was dying and
were angry that mechl staff appeared to want to rehabilitate him. The DHB has
acknowledged that the term gveW®dDbs was n
condition

1 There was some poa@ommunication between nursing staffadies C6 s f ami | vy,
particularly in relation toher death. These are difficult conversations and great
care and compassion is needed. Staff need gaoudng in how to communicate
Abad news o0 empattetically vel vy and

Hygieneand amenities

1 Cleaning inward 10 wasinadequate. The infection controystems, such as
replacing antiseptic and disinfectant in the toilets, and providing-Wares in the
meal trays, broke down. The ward was not cleaned until after luclving
rubbish and dirty, wet linen to accumula@ood tygiene is fundamentdb the
care of patients in hospitalt is an issue of safety, comfort and respect for
patients.

1 Because of a lack of towels and nurddss E had to sponge herself in the toilet
using paper hand towels after her night sweats on 18 OciGbkt and wet, she
waited a longtime in the early hours of the mornirfgefore her bedinen was
changed.

Summary

Mrs B, Mrs C, Mr D andMrs E did not reeive an appropriatestandard ohursing
care, consignt with their needs, while they were on the medical wards at NodheS
Hospital Nursing staff failed to take a systematic approtchssessment, planning,
evaluation anddocumentingcare did not use the NEWS process appropriatahd
failed to communicate appropriately with the patients and their fatmyrs Eés
case thehygienestandards were not up scratch.This was disrespectful to her and
other patients on ward 1Mrs E should not have suffered the indignity of having to
clean herself in the toilet with paper hand towels.
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Similarly, but to a lesser extergtaffing and workload issues, and outdated systems,
clearly impacted on some of the medical care in these ciBese were dlays in
medical review and definitive treatmeand poor ceordination of care

| find thatin relation to the services providealMrs B andMr D onward 11, andMrs

C andMrs Eonward 10 Waitemata DHB breached Rights 4(1) and 4(3) of the Code.
In relation to thecommunicatiorwith, andinformation provided toMrs B andMr D

(and their familiesjhe DHB breached Right5(1) ands(1)(a) of the Coddn relation

to thestandard ohygiene and lack of bas&nenitieson ward 10 durindg/rs EGs stay,

the DHB breached Rigbfi(1), 3 and 41) of the Code.

IMPROVEMENTS

Waitemata DHBacceptsthat fima number of its systems did not suppddrth Shore
Hospitd Ostaff to provide the level of service it would wish to deliver to the
communityand that the care provided to the five patients was nanhafpropriate
standard [and] sincerely regrgtt hi s 0 .

Since 2007 many changes have occutrat Waitemata DHBto better apport staff,
improve systems and processes for the delivergaafd quality patient care, and
provide necessaryacilities and resource$lany of thechanges, such as the boost in
staff numbers and beds, and plans for capé@apansion, have already been
acknowledged in this report.

The DHB has advised that other changes incthddollowing

1 Acute and emergency care processes will be completely reformed when the
Lakeview exensionopens in 2011. In the meantime, the ED asdessment and
diagnostic functions are being developed as distinct organisational entities with
their own leadership, but sharing responsibility for the governance of the HCC. A
ECC governance committee is proposé&tie Clinical Director of Emergency
Medicine has responsibility for all clinical activity within theemergency
department function of the ECC. A clinical director is being given explicit
responsibility for the activities of the acute admitting specialties in.ECC

1 A quality improvement programenii Wh a i Mahasdeek int@duced in ECC
to improve the patient journeydditionally, three discharge eordinators have
been appointed to make arrangements for patients with complex care needs
Nursing support has been enhanced with additionalHuea assistants recruited.

1 The DHB is evaluating the Primary Care Options programme established in 2004
to assist GPs to provide care in the community rather than referring patients to
ECC. ltis alsoplamingto increase the opening houwrfsselected Gesral Practices
in high needs areas

1 The need for a formal clinical governance structure across the B4$Bbeen
recognised anis being progressed.
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1 Since March 2009North Shore Hospital managers have been implementing a
programmecallediiHardwiring Excelence, which is intended to develapculture
of accountability, impro& leadership, enhaeaccommunicationand reward good
work by staft

1 Ward 11 is the lead ward theil Re | ea s i n g progranemedesigned dor e 0
increase patient satisfaction and etgyf and improve work satisfaction and
efficiency. Ward 11 has a new charge nurse and aduatiplementf nursing staff.
Theprogramme is also being introduced oraw 10and other wards.

1 There has been a successful drive to recruit nurses to North Sbspéal from
within the region, other parts of New Zealandnd overseas A dedicated
recruitment nursevasappointed in 2008

1 Team nursinghas been progressively implementad the wards with enrolled
nurses an@dditional health care assistants tpmart the nurses. By October 2008
there were almost 21 FTikealthcareassistants compared with 12 FTE in October
2007.

1 There has beenmewed emphasisn measuring patient satisfaction-aalinating
complaints, recording incidents, and following up isgdestified.

RECOMMENDATIONS

| recommend that Waitemata District Health Boprdvide a written apologfor its
breaches of the Code Mrs EandMr A (Ms A6 s  p aandtathe fainilies ofMrs
B, Mrs CandMr D.

| recommend that the DHB give urgent colesation tomy expert sé comment
recommendations about the services provided at NortheSHospital ECC andn
themedical ward, in particular

1. Implementinga programmeto improve management of acutgervices aiNorth
ShoreHospital, incluling a bedmanagement programme that takes a wbble
hospital approach

2. Initiatives to educe noremergency admissiento ECC by enhancing primary
careoptionsanddeveloping an acute admission ward

3. Initiatives toimprove nursing carein particularto better preict workload and
match nursing resourcest o r el ease nursesod etheme to ¢
importance of caring and compassion, &am@&nsure a more systematic approach

to nursing care.

| recommend that the DHBdviseHDC and theDirectorGeneralof Heath on ifs
progress in responding toede recommendations by 31 October 2009.

% In March 2009Nor t h Shore Hospital ECHrsimgrpositionsaverte dukyer e Hos p
staffed for the first time irmany yearsThe DHB attributed its treased ability to attract and retain
nursing staff to the recession.
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| recommend that the Boards, Chietecutives and senior managementadf district
health boardread and reflect on tHessons fronthis report.

| recommend that thiglinister andMinistry of Health:

1. Note theimplications of this report for acute care services throughout New
Zealand

2. Develop and implement a national plan of actontdase t he A Recommenda
to Improve Quality and the Measurement of Quality in New Zealandrg§ency
Depart ment so of the Working Group for /
Departments (January 2009).

I recommend thatll nursing schoolsn New Zealandand the Nursing Council
consider the implications of this report for nursing education, training nd
competence

FOLLOW -UP ACTIONS

1 A copy ofthis report will be sent to the Ministesf Health the DirectorGeneral
of Health and the Chief Coroner

1 A copy of this report with details dentifying the parties removeaxXcept the
experts who advised on thcaseWaitemata District Health BoardNorth Shore
Hospital and WaitakerEospital and inadentalreferences to other DHBwiill be
sent to theQuality Improvement Committee, théustralasian College of
Emergency Mdicine, the Royal AustralasianCollege of Physicians,the New
Zealand Nursing Coungithe New ZealandNurses Organisatigrthe Aotearoa
(NZ) College of Nurses Incthe New Zealand M#cal Association, the
Associationof SalariedMedical Specialists, the New Zealand Residenttor®
Associaton, and all district health boardandwill be placed on the Health and
Disability Commissioner websiteyww.hdc.org.nzfor educational purposes.
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APPENDIX 18 INQUIRY TERMS OF REFERENCE AND PROCESS

Terms of reference

1. The appropriateness of the services provided by Waitemata District Health Board at
North Shore and Waitakere Hospitals between 31 March and 31 October 2007 to
patients attending the Emergency Care Centre owamds 10 and 11, including the
services prowed to:

a) Ms Afrom 31 March to 2 April 2007;

b) Mrs Bfrom 6 July to 14 July 2007,

c) Mrs Cfrom 25 to 27 September 2007;

d) Mr D from 20 September to 18 October 2007; and
e) Mrs Efrom 17 to 19 October 2007.

2. The adequacy of the information provided by Waitemata iDistiealth Board at North
Shore Hospital between 31 March and 31 October 2007 to patients attending the
Emergency Care Centres orwvards 10 and 11 and the effectiveness of communication
with those patients including:

a) Ms Afrom 31 March to 2 April 2007,

b) Mrs Bfrom 6 July to 14 July 2007;

¢) Mrs Cfrom 25 to 27 September 2007;

d) Mr D from 20 September to 18 October 2007; and
e) Mrs Efrom 17 to 19 October 2007.

Process

This investigation was led by Senior Investigator Jearekhy/, assisted by Senior Legal
Advisor Sarah Parker and overseen by Deputy Commissioner Rae Lambgrateful for
their capable and diligent workalso record my thanks for the full -@peration extended to
my inquiry team byhe CEO and staff of Waitemata DHB.

Eachcomplainant was spokem,tand 34Waitemata [BB/North Shore Hospital staff were
interviewed including

1 General Manager Adult Servicéppointed April 2008)

9 Clinical Director of General bernal Medicine

1 Emergency Medicine Specialist/former Acting Clinical Directomefgency
Medicine

Associate Director of Nursing (North Shpre

Associate Director of Nursing (Waitake)/Quality Manageior Adult Health Service
Service ManagefMedicing

Unit Managers, ECMedicine and Daily Operations

Charge Nurse Managers, EG&ards 10 and 11

Doctors and nurses working in ECC and wards 10 and 11.

= =4 =8 -8 -8 -9

Independent advisors nurse specialist Sue Wood, emergency medicine specialist Dr Mike
Ardagh and consultant physician DohnHenley reviewed transcripts of staff interviews,
information provided byWaitemata District Health Boar@ncluding internal reviews and
reports into the ECC and general medical services provided at North Shore Hospital), and the
clinical recorddor the five patients whose cases were investigafisdWood, Dr Ardagh and

Dr Henleyvisited North Shore Ho$fal ECC and wvards 10 and 11 withy inquiry teamand
spoketo staff. | am grateful to my advisors for their time and expertise.
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APPENDIX 2 8 EXPERT ADVICE 8 NURSING CARE, SUE WOOD

Initial advice
| have read and agree to followt@e& mmi ssi oner 6s Gui delines for |In

I am a registered nurse with 30 yearso6 experie

1 Registered General and Obstetric Nurse, NZ 1981

2 Coronary Care Cardiothoracic Certificate, Wellington 1982

3 Coronary Ca Certificate, Royal Melbourne Hospital 1986

4 Bachelor Applied Science Advanced Nursing (Administration) 1991Trbbe
University

5 Master of Nursing Studies 1996, La Trobe Univetsity

| worked in Coronary Care, Cardiothoracics and Intensive Care for 18 iyeblewZealand
(5) and Melbourne (5) and taught the Coronary Care Course in Melbfmrri3eof the 5
years. | was Quality Improvement @odinator for the Royal Melbourne Hospital for 7 years
and have been a Director of Nursing in Néealand for 11 year

My relevant professional activity is:

1 Member Standards New Zealand MoH Nursing Council group that developed the
telenursing nursing standards

2 Chair Standards New Zealand group that developed the Aged and Dementia Care
Clinical Indicators and Staffing &dards Guideline

3 Project Manager, Lead Hospital Australian National Demonstration Hospitals
Programme

4 Project Leader New Zealand Nursing Workload Measurement Pilot Project completed
for the MoH via DHBNZ and Nurse Executivesiéw Zealand in 2001

5 DHB Menber on NZNO DHBs Committee of Inquiry into Safe Staffing

6 Co-chair Safe Staffing Advisory Group New Zealand, DHB representative on DHBs
and NZNO joint governance group (current)

7 One of two industry representatives that developed the consultation docuritbnts w
Nursing Council on Nurse Practitioner title and registration process requirements

8 Member Nurse Practitioners Advisory Committee of New Zealand (current)

9 Interim Chair Lead Nurses New Zealand (DHBs DON group) (cutrent)

| have been asked to provide ipgedent nursing advice about whether Waitemata District
Health Board provided an appropriate standard of cafdsd\], [Mrs B], [Mrs C] and[Mrs
E] during their admissions in the winter of 2087.

For each case | will lay out the complaint, the suppoiitifigrmation used, the expert advice

required, the summary of facts as they pertain to my advice, and the expert advice requested. |

will then address the questions absystems angolicies in place between April and October

2007 to ensure patients regsil appropriate and timely care, comment on the Waitemata
District Health Boardés initiatives designed t
make recommendations for further improvement.

[Ms A]

[Ms A] was admitted to Waitakere Hospital ECC ®h March 2007, having suffered an
episode of gastrointestinal bleeding. In the early hours of 1 April, she was transferred to North
Shore Hospital ECC, where she remained in ECC under the care of the medical team until her

%2 Ms Wood was not asked to review the fngscare provided to Mr D, since the issues of concern in
his case related primarily to medical management and communication with staff.
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discharge the next day. No comterabout her mobility were detected during her admission
although her partner states that she was in pain and had difficulty mobilising when he
collected her. However, a hip fracture was subsequently diagnosed. She was readmitted and
died after her conditn deteriorated.

My instructions were to comment dme standard of care provided[iMs A] by North Shore
Hospital ECC and explain what standards apply and whether they were complieldwaigh.
askedto comment on]

a) the appropriategss of the nursingoservations
b) the adequay of the nursing documentation
c) the adequacy of the discharge process.

Supporting information assisting in the provision of this report

St Johndéds form

Rest Home Referral

Waitakere Hospital ECC form

Waitakere Hospital clinical notes

ECC transfeMWWTK TO NSH form

Patient Registration Form

Admission and Discharge Planner pagies2l

Medicines chart pages 3

Clinical Notes

Fluid Balance (1 chart)

Discharge Summary

[MsAO plartner 6s | etter of complaint to HDC dated
Interviewnotes[ECC RN

Interview notes|ECCNursq

Interview notes[Medical Registrar]

Acting Chief Executive Officer, Letter tdDC dated 22 November 2007

[Ms A] was admitted to Waitakere Hospital following vomiting coffee grounds. She is
reported by herparter t o have wa lakmldnce from thehresoim® priorloo h n 6 s
transfer. She was cared for at Waitakere Hospital where she was monitoretil 35pim

when she was transferred to North Shore Hospital. A transfer report was provided from
Charge Nirse to Charge Nurse.

The doctors recorded a brief assessment and review of the referral note. The nursing notes

were continued on the ECC transfer form and indicate care delivered, vital signs were
monitored and were stable. The notes repedtblock, and the decision to move to an

inpatient aea was reviewed and thepatient bed was cancelled afMs A] was being

discharged the next day. The night staff of the NSH ECC 2 April wrote twzrntr the

Waitakere notes, dt30amthe patient was assistenl the commode and at®amthe nurse
reported APt appears scared of [MscAbsphrinesi ng r e g
noted at interview on 24 January 2008 s Alhad recently been fdwal kin
know. And not s 0 s (iTheemedichl repistrarst éNorth &Ghore reported at

interview he was unaware of the ECC nurse entries in the Waitakere progress notes overnight

[on] 1 April 2007.

It was not possible to knofwom the noteswhat areas of the EC[Ms A] was nursed in. This
was on the computer system. The lefiemm Acting Chief Executive tAHDC dated 22
November 2007 reportgt¥ls A] was moved threBmes in the time she was in the ECC.

North Shore observations were recorded onWiretakere ECC Assessment form 2 to 4 at
1.20am, 5.50am and 1Bm The respiratory rate was not recorded. A30Zm the nurse
reported there were no complaints and she was waiting for review. g flfe nurse
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contacted the doctor as thatient had not been seen. Thetdr saw[Ms A] at 1130amard

said the plan was for discharg®s A6 spartner was contacted and he came to pickMs

A] at Ipm. In his lettefMs A6 értner sailhewasrungat@8 m and #Atol d to bring
(letter May302007) He came in at lunch time and fouMis A] in her night attire. He found

a nurse to help dress her, put her in a wheelchair and 2 ambulance officers helped him put

[Ms A] in the car. He said it took 3 peopleget her out of the car at the resifre.

The discharge summary was completed.@®pm on 2 April 2007 which said to see your GP

if symptoms reoccur. At interview{Ms A6 spartner had requested the discharge papers but

he was told by the nurse they would send them to them. They left with no information about
the admission or discharge for thestdome for care planning, and for the GP should he be
required. The discharge sections on the Assessment and Discharge Planning form were blank.
[An ECC RN]reported at interview that many patients left without discharge summaries. This
was confirmed byhe Chief Executive in his letter t8DC. This does not meet the Nursing
Counci | compet encypadicipdtes ivih cdlldagubscandantermbers af the
health care team to facilitate and coordinate &axith the relevant indicators being;
fiDevelps a discharge plan and follawp care in consultation with the client and other
members of the health care team. Makes appropriate formal referrals to other health care team
members and other health related sectors for ¢

There was no systematic nursing assessment in the notes provided at North Shore ECC for the

36 hours she was nursed in the EQComprehensive assessment includingysical

examination skills have been taught in some undergraduate nursing schools sinaedl&90

school s since 2001. I n 2001, tusieg GOUMMIG r epor |
r e c o mme n dewalopnterit ef nuising assessment skills be a critical area for emphasis

within the undergraduate curriculénNursing Council website, p1). Physichexamination

which is part of the undergraduate curriculum, is now a practice requirement for registration

and has been part of the RN standards since 2004 (Lesa and Dixon, 2007). It is in
competencies within Domain Two Management of Nursing Care.

Lesa ad Dixon (2007) in writing about physical assessment in nursing practice, note

i H o w eitvisenot without its tensions as there is a large nursing workforce who did not learn

physical assessment as part of their RN preparation, resulting in nursingtstadémew

graduate nurses practicing in an environment that does not yet promote nurses using physical
assessment (Milligan & Neville 2001). This gap has been acknowledged by the profession

and courses are available for RNs to bring their physical assesskills up to the standard

of a present RN graduate. o (p.166). The 1l ack o
nursein this casaloes not meet the Nexealand Nurses Organisation Standards for Practice

2.6 AApply curr ent amecunentad gystdmatc adpreatiyte meetsthe n g

stated and implied needs of clients/familyo (p
to assess and determine client health status and the outcomes of nursingtiomearmh
document appropriately 1 ). , 4.9 fi Be a role mo d e | t o col

professionals and otherso (p.17) and the regis
New Zealand 2005).

There were routine admission processes or risk assessments requireganémiramission

processes. There is no nursing care plan or a list of nursing problems in the progress notes. It

was not possible to determine what care the nurses thpdgi#] required or what problems

the nurses were treating. The documentation of all theesungs without a systematic

approach as required in the New Zealand Nu@manisation Standards for Practice 2.6

AApply <current nursing knowledge wusing a docu
statel and implied needs of clientsa mi | y 0 (sp an&ppropridte ndursing framework

to assess and determine client health status and the outcomes of nursingtiotearsh

document appropriatedly (p. 12) , 4.9 iBe a role mo d e | t o
professional s and stered eurss admpetencyl22 INursing €Counchaf r e g i

74 H)‘( April 2009



Opinion07HDC21742

New Zealand 2005). The lack of continuity-@alination and systematic review would meet
with severe disapproval from the nursing profession.

[Ms A0 spartner reported at interview the area was short stalffetthe letter tdHDC dated

12 May 2008 [the Chief Executivieconfirmed the staffing levels and noted the high level of

bureau stafin the skills mix. There were two to two and a halfrses (one staff member

working a short shift) for 18eds and up tsix corridor beds in the observation arfeam

which patients are expected to be discharged home, after up to 18 hours of observation. At the

time [Ms A] was in the observation area the ratio of nurses to patientsiglapatients per

nurse.[The ECCRNwho wor ked in the observatoiwithn area d
overflow from the acute area in the winter.

Nurses reported the need to prioritise and to treat the most acute or at risk. This meant patients
who were stable had to wait for care. Allrses and patients described the task orientation of

the nurses which results from the level of workload that they were juggling. Further, this is a
known developmental level of nurses entering practice (Benner, 1984) as well as a key safety
mechanism wén work levels are exeding capacity, which should laad is the basis of safe
staffing policies (Safe Staffing Healthy Workplaces Inquiry report). The Evidence Based
Staffing Effectiveness Standards (2004) identify that staffing should be sufficiectdard

for rapidly changing conditions so that &y interventions are completéd.4). They also

note that nurses make more mistakes above 85% nurse utilisation. These standards also
recommend unit utilisation should be kept below 80% for efficiencys #in line with
recommendations from Baugust et al to keep unit utilisation below 85% to avoid regular bed
crises, with the associated risks to patients.

High occupancy increases inefficiency and risk of adverse events to patients.

At interview, [the] ECC Associate ClinicaCharge Nurse noted the high patiemnurse ratio

in the observations area whékés A] was nursed. There was no continuity of Caghe said

that the nurses would not necessarily have time to go through the notes, that there was a
verbal shift handover that the person with the most knowledge would hand over, and there

was highlighted information on the board. They would team nurse to get the work done. This
does not meet the Health and Disability Sector Standard (NZS 8134: 2001) ZiTRe qui r e s
consumers/kiritaki to receive timely, appropriate and safe service fromisuiffisuitably
qualified/skilledandor experi enced service providers. o

[The ECC nurseglso believed Team Nursing worked well for the skills mix as new nurses
werendt al ways able to assess patients quickIy.
and coeordinate multiple patient needs and requests and to reshuffle their priorities in the

mi dst of constant dThex BQLerégistdred enursefpored Tgam 1l 4 9 ) .
Nursing worked well when there was enough staff.

The nurses reported that Tedmrsing is used in the ECC which means the Team Leader
takes the overview of care of the patients. This nurse allocates the patients, oversees the care
of patients, usethe whiteboard to track care (observations are noted as being recorded), and
directs care; the Team Leader also has patients. The nurses report back if they have concerns.
[The ECC nursehad worked as Team Leader and reported it was very difficult w kibout

all the patients; you had to check on the patients yourself because of skills mix and staffing

% The Associate Clinical Charge Nurseo es not recall stating that there
that Aowlrdesotw necessarily have time to go through
were allocated the care of patients in the area and, although they would have been stretched with the
number of the patients in the area at that time, provided contiower the shift. Although nurses do

not have time to go through the notes when receiving a patient transferring to the Observation Zone

from Acute Zone, they are expected to read the clinical record to confirm the plan of care as soon as the

patient is sttled.
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issues, and had to cover the one and half hour meak$ which left the area with one or two
nurses.

The modular geographic limitefl form of Team Nursig described at Waitemata ECC
requires the nominated Team Leader to have and communicate the holistic view of all the
patients in the area to prioritise and direct care. Team Nursing requires high levels of
communication and regular case conferencingetoew all the plans of care and progress

with all team members (Sullivan and Decker, 2001, p.32). This functional approach to nursing
care focuses individual nurses on tasks, not necessarily on the problems being treated. It is
always adopted when there $hort staffing and is the basis of safe staffing escalation
processes (MidCentral Health Safe Staffing Procedure 2003). It is also adopted when
traditional preceptorship models cannot be used to provide adequate direction, coaching,
monitoring of care andensure evaluation of interventions because of an imbalance of
experienced staff in the specialty in comparison to the casual, agenfissayear of practice
nurses[The ECC RN]st at ed at interview the team model
believedit was unsafe, there was no continuity, and you were unable to get to know your
patient. It did not work when there were too many patients in the department.

The principles of direction and delegation, as laid down by the Nursing Council of New
Zealand (@ideline: direction and delegation June 20@®ply in this model of care:

A(a) The registered nurse must compl ete a c
develop a plan of care prior to delegati oné
directly invd ved with the <c¢client when the <clientd:
changing, and/ or the client needs frequent a

(a) The registered nurse retains accountability for evaluating whether the person carrying
out the delegated activities maintains the releeatta ndar ds and out comes. 0

The registered nurse being delegated the care retains professional responsibility for their own

practice. The Nursing Council of NewforZeal and
ensuring that his/her nursing practice and conduct meet the standards of the professional,
et hical and relevant | egislated requirements. 0

with relevant legislation/codes/policies and upholds cliettsiglerived from that legislation;
Accepts responsibility for actions and decision making within scope of practice;
Demonstrates knowledge of, and accesses, policies and procedural guidelines that have
implications for practice; Uses professional standarfis pr acti ce. 0

The registered nurse registration competency
peers and experienced nur ses, t he effectiven
Aildentifies onebds own | ev e lndkndwledg®anpesdssany,;c e and
Determines the level of care required by individual clients; Accesses advice, assistance,
debriefing and direction as necessary.o

The Counci l guideline goes on to say fFactor s
delegateare: his/her level of experience, staffing levels, the acuity of patients, the number of

staff, the workload, the policy, quality and risk management frameworks and access to other

health professionals to support delegation and direction. Workload caloslateed to

include time factored to safely delegatg.15)

It is not an unusual expectation for an experienced nurse to have a patient load at the same
time asbeing required tomanage the system, oversee the overall quality of care and
support/guide lathe nursing staff, as per the Safe Staffing Inquiry Report 2005 which says
AThere i s an -ardiraie @gm endnage wdrkfow tara provale clinical support

for each ward, unit or service 24 hours a day, seven days a week. Generally, focutest a
areas, this role would involve a reduced or no assignedl casa Itlis @ontext dependent.

Given the unpredictable nature of client conditions in Emergency Deparirttenigvel of

dealing with the unknown in the ECC and establishing baseline sassets, promptly
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initiating protocol treatments, keeping patients safe until they are examined, and
implementing treatment plans promptly, requires a level of staffing to ensure responsiveness,
taking into account the variable skills mix of some experigénemior or casual staff.

Given the RN skill mixes in the ECC, the other factor to take into account is Waitemata
District Heal th Boardbs responsibilities in it
the Nursing Entry to Practice Programme. Thquirements to be met are laid out in the

Nursing Council Standards for the Nurse Entry to Practice Programme. In particular Standard

Four states the MAAppropriate resources are ayv
4.3. The programme is approprigtesupported in terms of time allowance for preceptors

wor king with t(m® new graduateso

It is not unusual for the nurse in charge who is providing the care plan direction to registered

nurses in any setting, not to document their direction. Thisnemlly because they allocate

patients to specific registered nurses who then take the care forward, reporting in changes or

when they need guidance. However, in Team Nursing the nurse is taking responsibility for

directing rather than allocating care. dsscribed by the nurses, the ECC whiteboard holds

significant nursing care planningy the Team Leadethat needs to be captured in the

pat i ent s Olackal doeusentatibrhaf care does not meet the New Zealand Nurses
Organisation (2003)standardwh i ¢ h states Aprovide document at
requirements, is consistent, effective, timely accurate and apprépi&ttndard 1.10)nor

the Nursing Council of New Zealand (2005) cCom
concise, timely,accurat and curr ent client records within &

None of the nurses used a structured approach to document their progress notes. Waitemata
DHB Clinical Documentation Procedure states progress notes are expected to be documented

inalogc al format and an example is provided fie. g
Board Orientation Workbook for the Acute Medical Wards promotsgstems approacto

progress not es starting wi t h nGener al appea
Cardiowascular; Respiratory; Gen#ainary; Gastrentestinal; Neurological, Skin; Mental

Heal t h; Muscul oskel et al ; Psychol ogical 0. The

(assessmefimterventiorresponsgor DAR (datdaction/responsi®. This procedurewas not
followed in any report duringMs A0 ssthy.

The documentation of all the nurses was without a systematic approach related to this patient

needs as required in the New Zealand Nurses Or
current nursing knowldge using a documented systematic approach to meet tre atdte
implied needs of clients/fami | yo (p. 8), 3.4 AUse an appropri:
and determine client health status and the outcomes of nursing iniemyetd document
appropratelydo  (p. 12) , 4.9 ABe a role model to coll ea

otherso (p.17) and the r eggGoureirof New Zaealargle ¢ o mp e
2005).

[Mrs B]

[Mrs B] was admitted to North Shore Hospital Emergency care céB@€) on 6July 2007

via Auckland airport fter suffering a severe strokevith complee right sided flaccid
paralysis)while on holiday[overseas] This left her unable to speak. At some point in the
transfer to New ZealandiVirs B] suffered an acute myaddial infarction. She was assessed
in the ECC, and while waiting for angatient ked, experienced an acute episode of heart
failure which required intervention with IV frusemid@rs B] was admitted to a medical
ward,ward 11.

On 14 July[Mrs B] went irto respiratory distress. The complaint alleges that there were
delays in[Mrs B] receiving care and obtaining review by-cail medical staff, despite
requests from her sofMrs B] was found dead di0.15pmon the evening of 14 July 2007.
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Supporting infomation assisting in the provision of this report

National Air Ambulance Flight Face Sheet, initial assessment, narrative notes
NSH Fax Handover Form

Patient Registration Form

ECC Assessment pageistl

Admission and Discharge Planner pagies2l

ObservatiorChart and North Shore Eatyarning §stem(NEWS) pagesi4
Medicines chart pages 3

Fluid Balance (10 charts)

Individualised Falls Intervention Care Plan

Pressure Risk Assessment Form

Patient Handling Profile

Bowel Chart

Enteral Feeding Summary

Continuows Feedind Starting Instruction

Clinical Notes

Stroke Service Assessments in Acute Wards

Support Needs Assessment

[MrsB6 sJonb6s | etter of complaint to HDC dated 25
Interview notegRegistered nurse clinical coach]

Interview notegBureaunurse]

Interview notegHouse officer]

Chief Executive Officer, Letter toiDC dated 2&-ebruary 208.

Specific Instructions:

My instructions were to comment on the standard of nursing care providéttsd] by
North Shore Hospital ECC andawd 11, to exiain what standards apply and whether they
were complied with, and to include comment on:

a) the appropriateness of the nursing assessment and dgtiaw the afternoon of 14
July 2007

b) the adequacy of the information sharing and communicationMithBé damily

c) the adequacy of communication between nursing and medical staff.

Standard of nursing care provided[tdrs B] by North Shore Hospital ECC

In summary, initial observations f@krs B] in the ECC were recorded on arrival a2@m

with the documentepulse of 91 per minute, BP 156/82 and respiratory rate of 22 per minute.

[Mrs B] was reported as spontaneously opening her eyes and ndddirg head t o her s
questions [Mrs B] spoke little English prior to her strokfMrs B] was reported to be

comfatable. At @m[ ] Nurse noted she took ovivrs BO scdre from the monitored area of

ECC.[Mrs B] was in an isolation room, given her recent admisgigarseaspnd the need to

screen for MRSA. Activities such as being sponged anh @nd thereinsertionof an

indwelling urinary catheter at 9.30am waported to have occurrejddrs B6 ssdn, a gneral

practitioner, was present until B®pm and stated in his letter dated ®6vember 2007, that

he was informed they were waiting for arpatient fed. His no t h e r fappeared st a
resting so we decided to go home and pick up a

At interview [the ECC registered nurssgid she sayMrs B] a few hours after arrival and

she was in respiratory distress. The set of observations were recot@R0Daim with a pulse

at 106, BP 180/104, respiratory rate approx 38 per minute, with an oxygen saturation of 89%
on room air. It was not noted why the nurse came to enter the room at thiartrtbe time

of onset of this acute shortness of breath waslocumented. The medical team was reported

as notified at 130pm, the patient was reviewed by30pm, with IV frusemide and an Xay
ordered. Intravenous fluids were ceased. At interigtne ECC registered nursshid she
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gave the frusemide, put on oxgrgat 8L/min and safMrs B] up. The effect of therapy was
monitored by the nurse.

[Mrs BO ssbn was rung by the registrar and informed of the acute event. The ECC nurse
wrote the family were aware of the seriousness[Mfs B6 sdondi t iNotnfor A i
Resl s ¢ i t (BRR) arderovas completed lgedical egistrar. It would appear this was at
1.30pm but the note is not dated or timed. The form does not structurally require the time to
be recordedand could prove to be problematic in the future

Similar obsevation was recorded at30pm but with an improved oxygen saturation of 95%.

The registrar note at30pm indicated there was pitting oedema to the lower legs and arms.
Daily weighs and fluid balance charts were requested. The faxed handover ffandal

had observations for 450m on it with the pulse increased to 132, BP 150/95, and the
respiratory rate at 36, afilirs B] was reported as using her accessory muscles. There are no
standards in New Zealand defining how often a patient should have dlzsetaken when
recently presenting to the Emergency Department. The Waitemata District Health Board
orientation programme for nurses to the ECC requires nurses to complete observations half
hourly until seen by the registrar. This was complied with atisslon. There was no specific
guidance regarding how often observations are to be recorded after being seen by the
registrar. The clinical condition was to determine the frequency (Waitemata District Health
Board observation procedure) and making suchsiets is within the realms of registered
nurseso6 practice. I f the Waitemata District H
been used as a guide and applied in the ECC in this situgienB] would have scored a 1

on arrival and requiretivo houly observations. At 130pm she would have scored a 2 and
required repeat observations in an houfMfs B6 ss¢ore was maintained at 3 over an hour
after registrar assessment, she would have needed to be seen[Mg=iB] was again
reviewed by the gistrar at 240pm and the symptoms were still present. The NEWS scoring
was not routinely used in the ECC.

No further observations were recorded dulfidigs B6 dransit to Xray and to the ward. It is

not possible to comment on the level of surveillanavipled for[Mrs B] between 210pm

and 430pm, at which time observations were recorded on arrival in the idrd. B] will

have been observed but there was no note or evidence provided to indicate if her therapy was
being monitored and that it was deensffictive. Given the acute dyspnoea, this would not

meet the New Zealand Nurses Organisation Stand
knowledge using a documented systematic approach to meet the stategléadineeds of

clientsf ami | y odtfep.g8)st@r ed nur sUndedakesip eommehensive 2. 2
and accurate nursing assessment of clients in a variety df se (Ngrsingy Council of New

Zealand 2005). This level of caaf an acutely unwell patientvould meet with severe
disapprovafrom the nursing profession.

Standard of nursing care provided[tdrs B] by North Shore Hospitalard 11

Admission Assessment and Care Planning

Waitemata District Health Board Care Planning procedure requires a comprehensive
assessment and care plarhva list ofproblems andnterventions completed within 2¥burs

of admission. The requirement for a nursing assessment and care plan whbir24 also

in the Waitemata District Health Board Admission Process for Hospital Patients. The
admission andlischarge planner initial assessment was not completed dvirsgB6 s |
hospital stay.

There was no list of nursingroblems andyoals or expected outcomes, nor was there a
nursing care plan in the documents provided for my review. The risk screenswerilio

be completed within 2 hours of admission according to the Admission Process for Hospital
Patients procedure were completed, but in the time frames:
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1 Falls risk assessment aBGom on 6 July 2007. The fall intervention care plan that
accompanied itvas not documented. Waitemata DHB requires the falls risk to be
completed each day when a finding of high fall risk was established. Ongoing
assessments were not included in the record provided, nor are they mentioned in the
progress notes.

2 Pressure riskssessment on 7 July 2007 with a score of 25 established. Waitemata
Nursing Policy requires all patients be assessed witininhours of admission and

then at | east daily. The Nursesb6 progress
turns, skin inspeadbn and an air mattress was commented on 13 July as being in
place.

The bowel chart ordered not the needsyas maintained during the stay.
The care delivered was well described in the progress from 6 July to 14 July.

Most of the nurses did not use austured approach to document their progress notes.

Waitemata DHB Clinical Documentation Procedure states progress notes are expected to be
documented in a |l ogical for mat and an exampl e
District Health Board Orientatio Workbook for the Acute Medical Wards promotes a

systems approach o progress notes starting wi t h iGen
treatments, Pain, Cardiovascular; Respiratory; Gamittary; Gastreéntestinal;

Neurological; Skin; Mental Health; Muscuwo s kel et al ; Psychol ogical o. T
shoul d i n qdssessmefibteriieAtioriResponsk or DAR (datdactiorfresponsk.

This was not followed in any report durifigrs Bé6 ssthy.

The documentation of all the nurses was without a sysiemgaproach related to the patients

needs as required in the New Zeal and Nurses Or
current nursing knowledge using a documented systematic approach to meet tharstate

implied needs of clients/a mi(#.8),8. 4 A Use an appropriate nursin
and determine client health status and the outcomes of nursing iti@mvand document

appropriatelp ( p. 12) , 4.9 ABe a role model to collea
ot her s o0 (epregbtéregd narse dompekency 2.2 (Nursing Council of New Zealand

2005).

Ongoing Observations

The standard of content in the progress notes was adequate to describe the care delivered to

[Mrs B] on the shifts. On arrival in the ward fliirs B6 sobservaibns were recorded except

the respiratory rate. She was noted to be in respiratory distress. The respiratory rate was not
recorded until10pm when the respiratory rate was 18 (approximate as graphical).

Saturations were recorded and were satisfactotythey did not indicate the level of

respiratory effort required to hieve the saturation levels. The tirtlee acute shortness of

breath resolveavas not documente®ther than this, the nurse wrote a comprehensive note.

She recorded s haionfofMrpBlamcd osecobded t he fAdrai ni
urineo and she administered the second dose of

Ongoing observations of vital signs were completed. The NEWS score was contipleted

to fourtimes a day from 7 July 2008. The Waitemata NE§uUgleline process directs that a

score of 1 requires t-dhredinnuartsoer 0t oa nidi nfiflonrcnt erawsre
observations to two hourlyodo to establish a tr.e
both steps of the score 1 process wWellewed during the stay except once, on 13 July, when

the procedre was followed and documented.

In this case the frequency of observation for a NEWS score of famado 11.5 hours
instead of the required twioourly. There was a facility through theit@al Care Outreach
Service for patients who trigger the NEWS system regularly, or have high scores, to be
reviewed. This facility was not used[iMrs B6 sdse.
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The Waitemata DHB policy document on the North Shore Early Warning System states quite

cleat y the purpose of the Atrack and trigger sys
deteriorating and relies on accurate recording
for its introduction was the increased acuity of patients indlvear and At o | mprove r e
and quality of caremac ut el y i || patients receive. o0 The pol

score and subsequent trending of this, through the regular recording of observations, provides

a clear overviewsiofl oghealpatctioadi d s opédEmMpl oy e e s
District Health Board who breach the Policy may be subject to performance review,

di sciplinary action or compul sory retraining.o

The performance level in regards to the NEWS procedure does not meet tlediznd
Nursing Council of New Zealand 2005 competencies:

fil.1 Accepts responsibility for ensuring that his/her nursing practice and conduct meet the
standards of the professional, ethical and relevant legislated requirements

2.2 Undertakes a comprehensaral accurate nursing assessment of clients in a variety of
settings.

4.1 Collaborates and participates with colleagues and members of the health care team to
facilitate and coordinate care. o

Given the reason for implementing the NEWS score was to aiéguaecisionmaking, its
lack of systematic use would meet with severe disapproval within the nursing profession.

It was not possible to establish the fluid balance each dd4¥iferB], given the way the PEG
feeding was documented. You can retrospectiwgliculate this, given the quality of the
progress notes, and establish the fluid balance. The PEG feed volume when it was hung was
noted on the chart but the amount given through the day was not recorded except once on 9
July 2007. The input component tfe fluid balance chart was not summed. The progress
notes indicate that once the PEG feeding was introduced following ttecek, it was
running at 60mls per howxcept on 1July when it was stopped for sand half hours
because of noted abdominasi@insion. Urine output was summed with the running totals.

The Waitemata District Health Board PEG (Percutaneous Endoscopic Gastrosomy) Tube
Care Clinical Practices document (May 2006) does not describe how to record PEG fluids.

Daily weighs were not recded agMrs B] remained in bed.

The nurses noted there was slight haematuria on the 13 July, one obserfvattemperature
of 37.5C. Investigations were carried out, and treatment was ordered and given.

The appropriateness of the nursing assessmedtfallow-up on the afternoon of 1iuly

2007

Reading the notes the description[bfrs B6 shgalth on the AM shift was very similar to

previous shifts. Her observations were reported as stable. She was examined by the registrar

in the morning and no sigref heart failure were detected. In the afterndbfrs B6 sspn

arrived at 2pnmand noted his mother was in respiratory distress, with shallow breathuohg, an

using her accessory musclfide] observed his mother for an hour and saw no improvement.

He requeted the nurse contacthe doct or . T he theuoncak hous ower pa
surgeon.

[A bureau nursevas allocated to care f@¥irs B] in the PM.[The] Clinical Coach saviMrs

B] at 4.30pm. [The Clinical Coach]said at interview, she sajirs B] and she ecalled
having been concerned abdhtrs B6 splilse and respiratory rate. She noted they had risen
but fnot ubeul®@ RR @4 Satgr&@ion 91% [(2min*) NEWS score 2). She

% Two litres of oxygen per minute.
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documented in thenotes that she discussed withMr s B 6 giving s morphire

subcutaneously to assist with breathing, and called thealbiouse surgeon to s@drs B].

[Mrs B] had her routine frusemide 80mg at 5pwa her PEG. At5.30pm [Mrs B] was
reported to be fa I|little mod &L/miedxygéndThe | ess ef
oxygen flow rate could hav been increased at this stagelR still 110 Urine output

80ml s+/ hr . 0

The progress notes repdMrs BoO sréspiratory rate remained highshBurly observations

were completed wh respiratory rate 19 at 6pffulse 94) and8.30pm (pulse 100) The

doctor completed a set @t15pm (HR 106, BP 140/80respiratory rate 4nin, O, saturation

95%, using her accessory muscle®eting the NEWS score of 2 and a requirement for one
hourly observationAt interview [the bureawnurse]said[Mrs B] was more settled later and

was dozing with occasional fast breathing. She said that she was in the area all the time and
was constantly checking ¢hirs B]. The observations were completed.

[The bureau nursejaidthat at5.30pmshedis ussed her findings and the
the oncall house surgeon. He sdi@ would come and sepMrs B] and the family later.

According to[ Mr s  B,6he ands hisnwjfe went home at.150m and asked to be kept

informed.

When the ortall housesurgeon came to s¢kirs B] at 9.150m the nurse assisted with the
examination. The House Surgeon recorded [tas B6 srdspiratory rate was 4Rin, using
accessory muscles, oxygen saturation 95% bfr@in, JVP + 3 cm, basal crackles to the mid

zones, nowh e e z e . Hi s i mpression was f?-raawaate pul m
ordered and dif wor sHewds awpare khe Irad Isad fausemitlepatt s e mi d e 0

At interview the houseusgeon recounted that he s@Mrs B], that she was different from
ealier in the day. He counted the respory rate himself, it was 4412 in progress notgand
this surprised him.

At interview [the bureau nursaeportedMrs Bl was givenrmor e mor phinel to fAset:
mg subcut a®.30pm). This was the same treatmaused earlier in the shift. She said she had

to arrange the transport ¥-ray, that it was not an urgentfdy but required. She said she

realised a transfer nurse was not likely to be available so she settled everyone down first

before planning to leavthe ward. She rarjlylirs B6 ss¢n atlOpmto inform him of theX-ray

and then went to transfiivirs B] at 10.150m and she found her dead.

At interview [the bureau nursajid not communicate any sense of urgency about needing to

see a rapid improvement [iMrs B6 sslate, or reggnise the significance of theoct t or 6 s
findings at9.30pm. The nurse did follow medical orders. At interview the nurse described her

clinical background. She had workiat community providers and hospice and she then came

into the acute services in thstaff lureau a year ago working approximatélyo days per

week in the medical wards. The nurse described the support on the shift from the Duty Nurse
Manager, the earlier support of the Clinical Coach. The nurse was monitoringthe e nt 6 s
condition. She didnét believe they were short

Nurses routinely coach junior medical staff on appropriate care of patients and will suggest

care, and if suggesting does not work, challenge decisions or ring the registrast®nggo

consider in this case would have been inserting an IV cannula and giving IV frusemide, even
though[Mrs B] was passing urine and had had enteral frusemide, as the rate of absorption via

the gut can varyin light of) the acuteness of her condit. In my opinion, a@.150ma nurse

should have recognised the acutenes§Mss B6 ss]jt at e from the doctor és
notified[hersonjof hi s mot her ds condition. The care doce
Organisation Standards for Practice62. fn Appl vy current nur sing k n
documented systematic approach to meet thedssaig implied needs of clientsa mi | y 0 ( p. 8)
3.4 AUse an appropriate nursing framework to
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the outcomes of nursing imtertion and document appropriatély .12y and the registered
nurse competency 2.2 (Nungi Council of New Zealand 2005)

The NEWS referral process would require the nurse in charge of the shift to be notified of the
respiratory rate of 44, and to progiddvice Given the nurse caring fffMrs B] was from the

Bureau, the concern of the Clinical Coach at 4.30pm and the need for a medical consultation

the nurse in charge should have been obseifiwing B] and the nurse throughout the shift.

The shiftceor di nat or 0 thentedical cdnsulb and spdcific advice to the nurse was

not in the record, and action was not mentioned at interview. The nurse in chargehsiveuld

been informed of [Mrs B6 svital signs recorded by the housergeon as per the NES

scoring and to follow through on the required care to meet the shift leader responsibilities and

the Nursiw Counci l C3 Demanstrates @geoulitability for directing, monitoring

and evaluating nursing care that is provided by nurse adsiggamr ol | ed nur ses and

The adequacy of the information sharing and communication[MihB6 sfgmily

[ Mr s B 6acoumntoohhis cdmmunication with the nurse on the morning shift indicated

his concern about his mtindicate ¢he followedtdroughibp n. The
powerpaging the orcall house surgeon.

[The son]requested the afternoon nurse to arrange for him tdhvsees  madoctore Thé s
nurses called the erall house surgeon and requested he attend. They followed thetreque
up. They endeavoured to méleis] request. The nurse rang him when the doctor had been.

The communication whejMrs B] was in pulmonary oedema was delayed because the nurse
did not prioritise the communication with her son. The significance of thigallifindings

and the potential trajectories were not foreseen by the clinicians. Regardless of the clinical
outcome[ Mr s B bad mae incjear he wanted to be with his mother (he had come in
previously when she experienced acute heart failure)rasmavas possible.

[ The soacerfissapout the bell not being answered in a timely way, is a widespread
concern in hospitals. Delays in answering bells are common but not acceptable. In my opinion
there is a systems issue to be resolved in order to lhedigeanswered in a timely way in a
busy hospital. For the nurses, the bell rings in the corridor, and to see if it is their patient
ringing they all have to stop what they are doing to go out in the corridor and see the bell
locator which displays the roo number. There is diffuse undifferentiated constant

interruption to al/l nursesd® complex work. This
to doctors being interrupted by pagers and is a patient safety issue (Agency for Healthcare
Research and Qualt vy , 2003) . Taurangads new hospital h e

pager s. When the patient or family rings the D
she/he doesot answer in the programmed timeframe, the nurse in charge is autolpatical

paged. This sort of system would have addregsech e cengennéalsolit delayed answering

of bells.

The adequacy of communicatiortweeen nursing and medical staff

In the section above, the contacts between the staff are described. The nurses cteununic

as required and passed on the information as they knew it. Teallohouse surgeon
prioritised his work based on the nursesd asse
from the other wards and he reported he had many patients to see dlehed, based on

the information provided, he needed to see first. The information could have been much richer

if a conprehensive focsed assessment weampleted.

Physical examination skills have been taught in some undergraduate nursing schools since
1990 and all schools since 2001. theNursBg@ 01 t he
Council of New Zealand e ¢ 0 mme n dewalopntemt ef nuising assessment skills be a

critical area for emphasis within the undergraduate curricl(Mursing Council website,

p.11). Physical examinations part of the undergraduate curriculum, is now a practice
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requirement for registration and has been part ofpRidticestandards since 2004 (Lesa and
Dixon, 2007). It is withirthe Domain Twocompetenciedylanagemenof Nursing Care.

Lesa and Dixon (2007) in writing about physical assessment in nursing practice, note
AfHowever, i' s not without its tensions as there
physical assessment as part of their RN preparation, resuttinursing students and new

graduate nurses practicing in an environment that does not yet promote nurses using physical
assessment (Milligan & Neville 2001). This gap has been acknowledged by the profession

and courses are available for RNs to bringjrtiphysical assessment skills up to the standard

of a present RN graduateo (p.166).

[The bureau nursedntered practice at North Shore Hospital a year earlier and competence

would be expected to have been assessed on orientation. If not met, remedizbredveuld

be expected to be arranged so that competence could be demonstrated. The nurse reported she

had one dayodés orientation on taking up her po
Health and Disability Sector Standard (NZS 8134: 2001) 2.Tinesyconsumers/kiritaki to

receive timely, appropriate and safe service from sufficient suitably qualified/skilled/ and or
experienced service provideesd criteria 2.7.3 requires the appropriate allocadiosuitably
qualified/skilledandor experiened service providers to meet the needs of consumers/ kiritaki

in a competent, safe and timely manner.

Waitemata DHB provides placements for undergraduate nursing students and its nursing staff
would be expected to model professional practice and to comaiemporary practice to
students.

[Mrs C]

[Mrs C] was admitted to North Shore Hospital ECC on 25 September 2007 by her GP, for
assessment and treatment for fluid retention and an erratic pulse. Shengésrred to a
medical ward, \ard 10 where she cdantied to deteriorate. The complaint raises concerns that
[Mrs CO svital signs were not adequately assessed, she had a reaction to medication that was
unrecognised by staff, and the serioushess of her condition was not communicated to her
family. [Mrs C] was found unresponsive &2 20am on 27September 2007 and death was
pronounced.

My instructions were to comment on the standard of care providfdrsoC] by ward 10
North Shore Hospital, to explain what standards apply and whether they were compljed with
and to include comment on:

a) the appropriatesss of the nursing observations
b) the adguacy of nursing documentation

c) the appropriateness of the information sharing and communicatiorfMiishCo s ]
family.

Supporting information assisting in the provisiortlo$ report

General practitioner referral

St John report form

NSH Fax Handover Form

Patient Registration Form

ECC Assessment pageistl

Admission and Discharge Planner pagies2l

Observation Chart and North Shore Ealfgrning §stem(NEWS) pagesi4
Medicines chart pages %

Fluid Balance (2 charts)

Clinical Notes

Complaint to HDC byMrs C6 sddughter dated October 2007
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