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Opinion 16HDC01148

Executive summary

1. Following a hospital admission in 2016, Mr A was discharged and admitted to hospital-
level care at a rest home (the rest home) owned by Cascades Retirement Resort Limited
(Cascades). Mr A was noted in the Patient Care Plan and progress notes to have had
multiple falls and to be at a high risk of further falls. The progress notes also stated that
Mr A required assistance with all cares.

2. On 5 Month2*, Cascades staff developed Mr A’s long-term care plan, which stated that
two staff members should be involved for all cares. This Care Plan was not updated
during his stay at the rest home.

3. On 29 Month3, 8 Month4, 10 Month4, 17 Month4, and twice on 4 Month5, Mr A
suffered falls. Some of the falls were unwitnessed by Cascades staff members. On 3
Month6, Mr A suffered a fall from the toilet when a healthcare assistant left Mr A
unattended to look for his clothes. Following Mr A’s falls, incident reporting
documentation was completed and “actions to prevent recurrence” were recorded.
Progress notes after the 8 Month4 fall also stated that a recliner chair would be trialled
over the weekend; however, there is no record of an evaluation of the trial. No
multidisciplinary meeting was called in accordance with policy.

4. On the occasions when Mr A fell, it is recorded that a member of Mr A’s family was
informed of his falls. Mr A’s family stated that they were unaware that Mr A had hit his
head when he fell on 3 Month6, and soon became concerned when they saw damage to
the wall. There is no record that the family were informed that Mr A had hit his head.
Members of the family also found medication on or around Mr A on a number of
occasions and raised concerns about this with Cascades’ staff.

5. In 2016, Mr A’s family installed a video camera in his room owing to concerns about
the care he was receiving. On approximately 11 Month6, video footage shows a woman
(identified as Ms C) removing Mr A’s bedclothes and throwing them on the floor,
calling “[Mr A, Mr A]”, slapping Mr A’s hip once, followed by five quick slaps or taps
on the head. It also shows Ms C dragging Mr A across the bed roughly.

Findings

6. It was found that Ms C’s actions towards Mr A, an elderly and vulnerable individual,
amounted to a very serious departure from fundamental ethical and legal standards.
Accordingly, Ms C breached Right 4(2) of the Code.

7. It was found that Cascades failed to provide services to Mr A with reasonable care and
skill in the following areas: care planning, falls prevention, monitoring, incident
management, and communication with family. Accordingly, Cascades breached Right
4(1) of the Code.

! Relevant months are referred to as Months 1-7 to protect privacy.
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Recommendations

8.

It was recommended that Ms C and Cascades each provide a letter of apology to Mr A’s
family. Ms C has since provided a letter of apology to HDC. In accordance with the
proposed recommendations in the provisional opinion, Cascades has reviewed the
effectiveness of its medication management policy; developed a training schedule for
staff on challenging behaviour, de-escalation skills, abuse and neglect; and included in
its ongoing refresher training that reporting of concerns is expected and accepted from
all staff, techniques to identify personal stress and coping mechanisms, and a process
for staff to report such stress, fatigue, and pressures at work. Cascades has also reviewed
its incident policy in relation to multiple falls, and has reviewed the process by which
information in incident reporting forms is analysed for trends.

It is recommended that Cascades review the effectiveness of its processes for
assessments of care planning; review the involvement of clinical nurse managers in
residents’ care; set in place a procedure to ensure that regular family meetings are held,;
and complete education for all staff on comprehensive documentation. It is also
recommended that Cascades conduct an audit of six months’ documentation, for a
random selection of 10 residents, to ensure that all documentation complies with
accepted standards; and that Cascades establish a procedure to ensure that all residents
who are serial fallers are referred to an external gerontology nurse specialist.

Complaint and investigation

10.

11.

12.

The Commissioner received a complaint from Mr B regarding the care provided to his
father, Mr A, at a rest home owned by Cascades Retirement Resort Limited. The
following issues were identified for investigation:

Whether Ms C provided Mr A with an appropriate standard of care in 2016.

Whether The Cascades Retirement Resort Limited provided Mr A with an appropriate
standard of care in 2016.

This report is the opinion of Rose Wall, Deputy Commissioner, and is made in
accordance with the power delegated to her by the Commissioner.

The parties directly involved in the investigation were:

Mrs A Consumer’s wife
Mr B Consumer’s son
Ms C Provider

The Cascades Retirement Resort Limited  Provider

Also mentioned in this report

Ms D Mr A’s daughter
CNME Clinical Nurse Manager
RN G Registered nurse
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RNH Registered nurse
Ms | DHB Complaint Service

13.

Information was also reviewed from:

The district health board
New Zealand Police
Ministry of Justice

14.

Independent expert advice was obtained from registered nurse (RN) Rhonda Sherriff
(Appendix A).

Information gathered during investigation

Background

15.

16.

Mr A (aged in his eighties) had dementia and was living at home with his family. On 23
Monthl he was admitted to the public hospital because he was suffering a lower
respiratory tract infection (LRTI). He had also recently had a fall and had extensive
bruising over his left hand. He was admitted to the general medicine ward for treatment
of the LRTI and assessment for possible increased level of care. The LRTI resolved
over the next few days and he remained otherwise medically stable with no further
concerns.

Mr A’s wife had been finding it difficult to care for him at home. At a family meeting it
was agreed that Mr A would be assessed by a Needs Assessment and Service
Coordination service (NASC).? ®

NASC assessment

17.

18.

While Mr A was in hospital, the NASC received a referral to assess Mr A for residential
care. On 29 Monthl Mr A was assessed with the following whanau present: Mr A, Mrs
A, Mr A’s son Mr B, Mr A’s daughter-in-law and Mr A’s daughter, Ms D.

The comments section of the assessment report states that the reason for the assessment
was that Mr A had severe dementia, which was contributing to falls because he was
unaware of his own limitations and safety. It is noted that Mrs A had been providing full
support for her husband, with family assistance as required, and had three hours per
week of agency support. The assessment notes that Mrs A and the family were having

2 NASCs are organisations contracted by the Ministry of Health to work with disabled people and their family,
whanau, aiga, or carers, to identify their strengths and support needs, outline what disability support services
are available, and determine their eligibility for Ministry-funded support services. NASCs allocate Ministry-
funded disability support services and help with accessing other supports. These services are then delivered by
service providers.

® This is a community-based organisation that provides a needs assessment and service coordination service
for people with disabilities. It carries out a comprehensive assessment to determine the person’s support needs,
and then identifies suitable support services, arranges them, and reviews whether the arrangement is working
for the client.
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19.

22.

difficulty managing the 24-hour care that Mr A required, and were “reluctantly
requesting Residential Care”.

The assessment report states that Mr A’s speech was limited, he was unable to make any
requests, and he could answer only “yes” or “no” to questions. He was not able to
express how he was feeling or any discomfort. The assessment report states that Mr A
was totally dependent for all meals, household tasks, finances, medications, stairs, and
shopping. It notes that he required two-person transfer using a transfer belt onto a
commode chair in order to be showered, and states: “Must not be left alone in the
shower.” When walking, he required assistance from two people and was unsteady on
his feet. He required a wheelchair for his mobility and someone to propel the
wheelchair.

. The assessment report notes that Mr A’s comorbidities were:

Severe dementia
Diabetes mellitus type 2
LRTI resolving

Fast atrial fibrillation4

. At the time of assessment, Mr A had no enduring power of attorney (EPOA) or welfare

guardian.

The assessor recommended that Mr A be authorised for hospital/continuing level of
care. Mr A’s family decided that he would be moved to the rest home®

Admission to the rest home

Mr A was discharged from the public hospital on 2 Month2. The discharge plan was:

Continuation of medications

Hospital level placement

General practitioner (GP) to follow up with ongoing medical needs
Requirement for one person to assist Mr A when mobilising

Mr A’s discharge medications were frusemide,® aspirin, metoprolol CR,” and
gliclazide.® The nursing transfer letter noted that Mr A required 12 assistants, needed
full cares, and was to be monitored two-hourly. The letter states that he was at a high
risk of falls and that his bed was to be placed at the lowest level with a bell nearby.

* An irregular and rapid heart rhythm.

® The Cascades Retirement Resort (Cascades) has 74 beds and provides rest home, geriatric, and medical care.
At the time of these events it was owned and operated by The Cascades Retirement Resort Ltd.

® Frusemide is a diuretic (ie, it increases the volume of urine output and therefore removes extra fluid from the
body).

! Metoprolol CR is a beta blocker type of medication that relaxes blood vessels and slows the heart rate. It can
be used to treat chest pain (angina), heart failure, and high blood pressure. The tablets should be swallowed
whole and not chewed, crushed, split or broken before consumption, to prevent the entire drug from being
released at one time.

8 Gliclazide is used for the control of blood glucose in people with type 2 diabetes.
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25. At 11.10am on 3 Month2 Mr A arrived by ambulance at the rest home. He was
accompanied by his wife and daughter-in-law and was reviewed by the facility’s general
practitioner (GP).

26. On 3 Month2, Mrs A signed a resident admission agreement for Mr A to receive
hospital-level care at a daily rate (exclusive of the government subsidy) of $230.90.
Also on 3 Month2, Mrs A signed a “physical restraint/enabler consent form” which
states that Mrs A consented to the use of bedsides. The form refers to “a bedside
preventing them from leaving bed unaided or falling out of bed and sustaining injury to
themselves or others”. Mrs A also signed an informed consent form as next of kin/
representative/whanau.

27. Mr A was noted in the Patient Care Plan and progress notes to have had multiple falls
and to be at a high risk of further falls. At the time of admission, Mr A had a wound on
his left heel and left forearm, and plaster on his left arm due to a fractured wrist. The
progress notes state that Mr A required assistance with all cares.

28. The admission form notes that the first contact person was Mr A’s daughter, Ms D, and
the second contact person was his son, Mr B.

Care planning

29. On 3 Month2, an RN completed an initial nursing care plan. The plan includes:
“Respect [Mr A’s] privacy and perform cares professionally.” A care plan was
completed on 5 Month2, and notes that Mr A was very hard of hearing but would
respond if spoken to loudly into his right ear. The care plan states that Mr A required
full assistance with his personal cares. With regard to mobility, the care plan states that
Mr A required two-person assistance, with use of a standing hoist.

30. The care plan states: “Family have requested for [Mr A] to have bedrails up as he has a
history of falling out of bed. Restraint form signed by family. To be seen by
physiotherapist [to] maintain his degree of mobility as long as possible.” The care plan
was signed on 5 Month2 and counter-signed by Mrs A. Subsequently it was not
updated.

Assessments

31. Mr A was weighed in Month2, Month3, Month4, and Month6. His weight varied from
62.7kg to 67.6kg. Mr A’s vital signs were recorded monthly between Month2 and
Monthé.

4 Month2 to 24 Month3

32. On 4 Month2, Mr A was seen by a physiotherapist. At that stage, Mr A was unable to
pull himself to standing. The physiotherapist noted that Mr A was to be showered in a
shower chair and not to be left unattended. She also noted that he mobilised with two
assistants.

33. On 5 Month2, Mr A was found with blood on his face, shirt, and hand. The blood had
come from his nose. An RN noted that Mr A had been checked, and that no cut was
found inside his nose. The RN queried whether Mr A had hit his face on the bedside
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34.

35.

36.

37.

38.

rails and recorded that she had advised the staff to use bedside covers and that the next
of kin should be informed. An incident form was completed.

On 23 Month2, Mr A was again reviewed by the physiotherapist, and it is noted that he
was to be managed by two carers for all transfers, and staff were to use a lifting belt. If
Mr A was unable to weight bear, staff were to use a standing lifter.

On 16 Month3, Mr A’s family visited in the evening and asked to see his medication
signing sheet for the previous month. On the morning of 22 Month3, Mr B requested
that Mr A wear a singlet and socks each day, and enquired whether he was having his
medication daily. The progress notes state that Mr B was reassured.

Also on 22 Month3, Clinical Nurse Manager (CNM) E noted that Mr B said that on two
occasions he had found that the side rails of Mr A’s bed were covered with faecal
matter. CNM E recorded that she assured Mr B that all concerns would be raised with
the care team and addressed appropriately, and that Mr A reported that he was happy
with the care being provided.

On 23 Month3, a skin tear/cut was found on the sole of Mr A’s right foot, which was
dressed. On 24 Month3, Mr A had a further episode of bleeding from his nose. His vital
signs were recorded, and he was positioned in a left lateral position to prevent
aspiration.

On 25 Month3 at 2.30pm, Mr A had a further nosebleed while his family were present.
The progress notes state that the family were found to be changing Mr A’s top because
his nose was bleeding. At 10.55pm, Mr A refused his dinner-time medications and spat
them out.

Fall 29 Month3

39.

40.

41.

At 10.00am on 29 Month3, an RN found Mr A in the dining hall, lying on the floor, 15
feet away from his wheelchair. The incident form states that one of the other residents
said that Mr A appeared to be bending to pick up something from the floor, lost his
balance, and fell on the floor. The incident form states that Mr A was attended by two
registered nurses and two healthcare assistants (HCAS), who put him back in the
wheelchair.

Mr A had suffered bruises on his left forearm and right arm, but no skin tears. The RN
assessed Mr A and took his observations. The actions to prevent a recurrence are stated
to be:

“IMr A] is placed in an area with high traffic of RNs and HCAs passing by so that he
will be monitored all the time. Lap belt recommended.”

Ms D was advised of the fall at 2.15pm. There is no record of any consideration of use
of a lap belt. Cascades said that the use of a lap belt was discussed with the GP, but it
was not discussed with Mr A’s family and that the GP and the CNM “deemed that the
use of a lap belt would increase the level of frustration, agitation and potential harm to
[Mr A]”.
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Complaint 30 Month3

42.

The progress notes state that on 30 Month3 Mr B came to visit and complained that
nothing had been documented in Mr A’s turning chart. The progress notes state that
staff went to apologise but were unable to do so because Mr B had left.

Fall 8 Month4

43.

44.

An HCA completed an incident form on 8 Month4 stating that, at 1.40pm, a visitor rang
the emergency bell and reported that a resident had fallen. Care staff found Mr A sitting
on the floor with his wheelchair tipped over. He was assessed by an RN who found no
apparent injury. The contributing factor was recorded to be Mr A trying to walk without
assistance. The action to prevent a recurrence was recorded as: “Staff to ensure not to
leave [Mr A] on his wheelchair. He should be sitting in a more stable chair. If unsettled
to monitor usually every hour to ensure safety.” The incident form notes that Mr B was
informed of the incident at 2pm.

At 3.30pm on 8 Month4, Mr A was reviewed by the RN who found him to be very
unsettled and trying to get up. The progress notes state that a recliner chair would be
trialled over the weekend to evaluate whether the wheelchair was the cause of Mr A’s
restlessness. There is no record in the progress notes of an evaluation of the trial. Care
staff were instructed to toilet Mr A regularly to avoid restlessness. In response to the
provisional opinion, Cascades said that Mr A was put in a recliner chair, but fell out, so
this was not considered successful.

Medication found

45,

At 3pm on 9 Month4, Mrs A found a white tablet on Mr A’s chair. The progress notes
state that it was not known which medication it was or where it was from.

Fall 10 Month4

46.

On 10 Month4 at 8.10pm, an RN found Mr A in the lounge on the floor beside a recliner
chair. The RN recorded on the incident form that she heard the portable sensor mat beep
and, by the time she reached the lounge, Mr A had fallen. She recorded: “Unsure if hit
his head, no apparent injuries and [complaint of] pain noted and at the lifting belt and
three assist [used to] transfer him back to the lazy boy chair.” Post-fall assessments were
completed, including a Glasgow Coma Score (GCS),° and the actions to prevent an
occurrence were recorded as: “To commence half hourly observations on [Mr A].” Ms
D was advised of the incident on 11 Month4 at 9.40am.

Fall 17 Month4

47.

On 17 Month4 at 3.15pm, Mr A had a further fall. An HCA recorded on the incident
form that she heard the sensor mat alarm and found Mr A in the lounge on the floor
trying to get up. Mr A had sustained a skin tear to his left elbow. Neurological
recordings were commenced, with no abnormality detected, and the wound was dressed.
The actions to prevent a recurrence were recorded as: “Inform staff to immediately

° An objective way of recording the initial and subsequent level of consciousness in a person after a head
injury.
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attend to the sound of the sensor mat [placed under Mr A’s] wheelchair or lazy boy.”
Mrs A was advised of the fall at 8pm.

Falls 4 Month5

48.

On 4 Month5 at 3.10pm, RN H found Mr A sitting on the floor in front of his
wheelchair. He was returned to the wheelchair and, two minutes later, he tried to get up
again and was again found on the floor in front of the wheelchair. There were no
apparent injuries. Actions to prevent a recurrence were recorded on the incident form as:
“Staff reminded to provide therapeutic distractions such as walks (assisted), newspaper,
objects etc.” The incident form states: “Daughter [Ms C] phoned & informed. [Nil]
concerns.”

6 Month5 to 8 Month5

49.

50.

On 6 Month5, Mr A was provided with a “fiddle box” to distract him and prevent him
from standing and falling. The progress notes state that nursing staff were to place Mr A
into his rocker recliner at 9am each morning with a table in front of him, and diversional
therapy staff were to arrange activities to keep him occupied.

That day, HCA Ms C recorded that two-person assistance was required to transfer Mr A.
Later on 6 Month5, Mrs A became upset with staff because they had put Mr A to bed at
6.30pm instead of 8pm. RN H completed an incident form noting that the healthcare
assistant reported that Mrs A was very upset and speaking aggressively. RN H recorded
that she apologised to Mrs A and attempted to de-escalate the situation by offering to
assist Mr A to get out of bed until 8pm, but Mrs A did not agree to that action. RN H
recorded that her apology was not accepted.

Welfare guardian

51.

On 13 Month5, the forms were completed in order for Mrs A to make an application to
be appointed as Mr A’s welfare guardian.

Medication found

52.

53.

54.

On 18 Month5, Mr B showed CNM E two tablets that he had found down the side of Mr
A’s wheelchair. The tablets were identified as aspirin and metoprolol. The actions to
prevent a recurrence are recorded as: “Provide sufficient fluids during administration of
medications or assess for ‘crush’ tablets [tablets that can be crushed before
administration] sooner.”

A multidisciplinary meeting was initiated with Mr A’s family present, on 25 Month5.
HDC was told: “This meeting was called to try to defuse an escalating situation and
while we discussed issues of concern to the family, we also discussed all the positive
things we had put in place like music therapy.” However, the outcomes of the meeting
are not documented.

On 27 Month5 at 10.20am, Mr B approached CNM E and produced two tablets (aspirin
and gliclazide). CNM E noted that Mr B said: “Was not the RN meant to watch [Mr A]
while he takes his medication and that [Mr A] could die from not having his tablets. |
thought you fixed this.”

8
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55.

CNM E recorded that she told Mr B that the matter had been discussed with the
registered nurses the previous week, but that aspirin was not a medication that could be
cut. Another staff member noted that it was explained to the family that Mr A still had
rights even though he had dementia, and that if he wanted to spit out his tablets they
would not force him to take the medication. Mr B again expressed concern that this was
the second time he had found tablets under his father’s wheelchair cushion. CNM E
noted:

“Medi Map™® has been checked and appropriate medication changes had already been
made with the GP and [a] note placed on [Mr A’s] file to crush all medications. This
has since been further outlined on the front page for all medications to be crushed
except the enteric coated and monitored for appropriate administration.”

Fall 3 Month6

56.

57.

58.

On 3 Month6, an HCA recorded on an incident form that at 7.30am she had sat Mr A on
a commode and gone to look for his clothes. She noted that he had got off the commode
and walked to the hallway in the bedroom, and had fallen over, hitting the back of his
head on the wall. The incident form states that Mr A had a right knee skin tear and
bruising. RN G recorded that she had applied a protective dressing to the graze and had
assessed Mr A, who had a bruise on the back of his head.

The actions to prevent a recurrence were recorded as: “Staff to closely monitor and not
leave him during morning cares or whenever he is sitting alone in his room.”
Neurological observations were commenced at 9.30am and taken every 15 minutes for
the first hour, half hourly until 3pm, and then four hourly until 2pm the following day.
The neurological recordings were normal. HDC was told that the reason the
neurological observations did not begin immediately was that RN G placed priority on
the medication round that was in progress, and did not think to delegate the neurological
observations to another staff member or seek support from the team leader. An RN told
HDC that she informed Ms D “of the fall”. The progress notes and incident form do not
record that Ms D was told that Mr A had hit his head.

Mr B told HDC that when the family next visited Mr A they found that there was a hole
the size of a bread plate in the wall of his room. Mr B said that each family member was
told a different story by a different staff member about what had happened. In response
to the provisional opinion, Cascades submitted that there was an “indentation” in the
wall.

Assessment at the public hospital, 11 Month6

59.

On 11 Month6, Mr A’s family took him to the public hospital. The public hospital
recorded that Mr A attended the Emergency Department because he had an altered level
of consciousness. His family reported that he was drowsy following a fall and had nose
pain and swelling. The initial hospital record states that the fall had occurred the
previous night, but this was corrected in the medical assessment to having been seven or
eight days earlier. There was a differential diagnosis of a subdural bleed, which was
ruled out by CT imaging, as were any fractures. Mr A’s other investigations were

1% Medi-Map is medication management software.
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normal, and there is no mention of concerns regarding nutrition or hydration. The
attending emergency physician completed an ACC form and Mr A was discharged, and
he returned to the rest home.

60. On 12 Month6 at 7.30pm, RN H recorded on an incident form that she had found a
public hospital tag on Mr A’s wrist dated 11 Month6. She recorded on the incident form
that the family had not reported that they had taken Mr A to hospital, and that she asked
Mrs A why they had done so.

61. Mrs A said that they were concerned about Mr A after his fall on 3 Month6, and that the
family was not properly informed regarding the incident. Mrs A said that she was
concerned after seeing that there was a hole in the wall. She claimed that the family did
not know that her husband had hit his head.

Response to falls

62. Mr B said that he asked to see the incident report but a staff member refused to allow
him to see it. He said that a week later he obtained the incident report from a nurse.

63. On 13 Month6, a file note was made that Mr A’s family had come and asked to see a
copy of the incident report regarding Mr A’s fall on 3 Month6. It was recorded that the
incident report and progress notes were given to the family and that: “Their behaviour is
aggressive & bullying towards staff to the point where staff are terrified of them. | have
asked them to find accommaodation elsewhere for their father.”

64. Cascades told HDC that initially Mr B’s request was refused because he was not Mr A’s
welfare guardian or appointed under an EPOA. Cascades said that Mrs A was asked for
her consent as next of kin, and then gave Mr B the report and a copy of the progress
notes.

65. HDC was told that RN G was requested to update and complete Mr A’s care plan
detailing the high number of falls, and to obtain additional information about the
interventions in response to the falls and the requirement for review and updating. The
date on which this request was made was not specified. HDC was told:

“This did not happen and I acknowledge that further formal follow-up did not occur.
Whilst there was in place a system whereby the Quality Co-ordinator audited files
monthly to ensure they were up to date, unfortunately she only did a random number of
files and did not pick up the failure to update [Mr A’s] file.”

e6. HDC was told that the clinical team and the CNM were aware of the frequency of Mr
A’s falls and had put in place measures to address this, but that: “We do however
acknowledge, that the measures discussed and implemented were not always reflected in
the appropriate documentation.” HDC was told that Mr A was put in a wheelchair in
order to be the correct height to be seated at the dining room table, and also because his
family took him out frequently; however, at times he was seated in a recliner chair.
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Family concerns and videotape

67 Mr B stated that from late Month2 the family became suspicious about Mr A’s
treatment because, when they visited him, he would cover his head and say, “Don’t hit
me, please don’t hit me, yes I am dumb, I am dumb,” and he stopped singing, talking
and whistling. Mr B said that, as a result of their concerns, in Month4 the family bought
a digital clock with a camera that had a motion sensor.

68. Mr B stated that around 11 Month6, they viewed the video footage and saw their father
being hit by a healthcare assistant. HDC was supplied with a copy of the video footage.
It is undated, so it is unclear exactly when the incident occurred. Cascades told HDC
that it believes the incident occurred on 11 Month6 between 7.30am and 8am.

69. The video footage shows a woman (identified as Ms C) removing Mr A’s bedclothes
and throwing them on the floor, calling “[Mr A Mr A]”, slapping Mr A’s hip once,
followed by five quick slaps or taps on the head. It also shows Ms C dragging Mr A
across the bed roughly.

70. On 14 Month6, Ms | of the DHB’s complaint resolution service met with Mr B, Mr A’s
daughter-in-law, and Mr B’s brother-in-law. Mr A’s family discussed the events that
they were concerned about and showed Ms | the video. Ms | recorded that the caregiver
was openly slapping Mr A.

71. Mr A’s family told Ms | that they wanted to take their father home and care for him
themselves. Ms | suggested that she would ring the NASC to arrange for the
continuation of funding and possible services to assist the family. She recorded that she
contacted the NASC, who were concerned about the move and the high level of care
needed by Mr A, but said that they would give support. The NASC stated that Cascades
had to be given 21 days’ notice of Mr A’s removal.

72. Ms | then arranged for the family to meet with a representative of Cascades. Mr B said
that on 14 Month6, he and Mrs A spoke with them about their concerns with Mr A’s
care, and showed the video footage of Mr A being hit and manhandled.

73. After discussion, it was agreed that the 21-day notice contractual arrangement would be
waived, and that assistance would be given to train Mr B and his wife about the safe
handling of Mr A and his lifting, showering, and toileting.

Ms C

74. Cascades advised that the healthcare assistant shown in the video was Ms C. Cascades
said that Ms C’s qualifications were certificates in three areas not related to health.
Cascades stated that Ms C was first interviewed in 2015 and, as she had not worked as a
caregiver previously, she was asked to undertake voluntary work to ascertain whether
she was capable and suited to caregiving. Ms C carried out voluntary work on two
occasions and the feedback from the staff with whom she worked was very positive.

75. A reference check was conducted with Ms C’s previous employer where Ms C had
worked for four months on a part-time contract. No concerns were raised. Cascades
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carried out a Police check on Ms C, which returned no results. Ms C was employed at
Cascades until 11 Month?7.

Ms C — training

76.

Cascades provided HDC with Ms C’s staff education attendance record. Ms C
underwent orientation and attended the following training:

Emergency and Fire Safety

End of Life Care

Moving and Handling

Restraint

Cultural Awareness/Maori Health
IFC Standard Precautions and MROs
Nutrition and Hydration
Documentation/reporting/communication
Falls Prevention and Management
Code of Rights and Advocacy
Behaviours that Challenge
Emergency and Fire Safety

Foot and Nail Care

Moving and Handling

. Ms C had attended a number of staff meetings. Her staff training record does not state

that she attended training on abuse and neglect, delirium, or dementia. However,
Cascades provided an attendance record showing that Ms C had training on abuse and
neglect.

Discussion of incident

78.

79.

80.

On 11 Month7, Cascades representatives met with Ms C. Ms C declined the opportunity
to watch the video. She was told that the family had informed the Police of her assault
of their father. Ms C stated that she had “told other people that [Mr A] was heavy and
difficult to do and always spoke with her [buddy] informing them of what she is doing
or who she is doing”.

Ms C told the Cascades representatives that she was stressed at that time. She stated that
it was very rushed in the mornings as there were a certain number of residents who
needed to get up before breakfast. However, she had never told the CNM of any
concerns.

Cascades had previously provided a reference for Ms C to support her application to
commence nursing training. Ms C was advised that Cascades would contact the tertiary
institute and notify them of these events. Ms C resigned from Cascades that day.

Descriptions and explanations of incident

81.

On 14 Month7, CNM E wrote to the tertiary institute and described the incident as
follows:
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82.

83.

84.

85.

86.

“The inappropriate care that was delivered included throwing bed linens across the bed
onto the floor, manhandling the resident in an attempt to get him out of bed, when in
fact he was a 2 person assist due to the complexity of his medical care and care needs
as well as slapping him on the bottom and hip, as well as face to awaken.”

On 28 August 2016, Cascades told HDC:

“While a tapping on the face may be an acceptable way of trying to wake or rouse a
resident, the force used by the caregiver appears to go beyond that. [Mr A’s] care plan
required that he be handled by two caregivers. The caregiver was keen to get the
residents ready on time for breakfast and made a start to prepare [Mr A] while her
caregiver buddy finished off attending to the last resident that they had both just
worked on.”

On 21 July 2017, Cascades told HDC that it supports its staff to interact verbally with
every resident and explain what they are doing before commencing an activity.
Cascades said it believes that the video footage shows that Ms C attempted to wake or
rouse Mr A by initially calling out to him and then by “tapping” on his face. Cascades
stated: “This was a rapid action with about 3 taps.” Cascades said that Mr A was very
difficult to rouse in the morning and did not easily respond to verbal communication
alone. It stated that the other action was “[t]apping on the hip — on investigation, Ms C
advised that when she was unable to rouse or wake [Mr A] by tapping him on the face,
she tapped him on the hip”.

Cascades acknowledged that Ms C dragged Mr A forcibly across the bed. It said that it
is of note that Mr A’s family had set an expectation that Mr A would be ready for them
to pick up that morning, and that Ms C commenced the care alone in order to meet the
required timeframe. Cascades stated:

“[Ms C] reported that she realised that she was unable to complete this task alone, so
she put the bedrails back in situ and went to find her buddy. We acknowledge that this
was completely unacceptable practice and did not meet the requirements of [Mr A’s]
care plan (which documented all care was to be completed by two caregivers), nor did
it meet Cascades policies, procedures or standards. We apologise unreservedly for these
actions.”

Ms C told HDC that she tried changing Mr A that morning and found that he was very
stiff and was not moving or helping. She said that she went out of the room to call her
buddy for assistance, but her buddy was busy with her own residents, as she had to
complete her list of residents as well. Ms C said that she looked around for help but
everyone was busy, so she went back to her buddy, an Enrolled Nurse (EN), to explain
that she could not find help, and the EN said that she should start Mr A’s cares by
herself.

Ms C said that she went back to the room to do Mr A’s cares and, “because he was too
stiff and wasn’t cooperating | tapped on [Mr A’s] face and called out his name multiple
times to get his attention/response so he can assist me, but I didn’t get his response”.
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Prosecution

g7. Subsequently, Ms C was charged with assault pursuant to section 196 of the Crimes Act
1961. She was interviewed by the Police. Ms C told the Police that she was in charge of
training new staff and responsible for residents a