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Overview

This complaint relates to the care provided by gedacare facility to a 90-year-old
man. On 18 September 2007 he was admitted for urgspite hospital-level care for
two weeks. On 21 September, he pulled out his rideainage catheter, and on 25
September he fell when left unattended in the sho®a 26 September, Mr D’s
family insisted that he have an X-ray because ke @@ore throat and his partial
dental plate was missing. The following day an }-howed that Mr D had
swallowed his dental plate. He was transferredpaldic hospital where the plate was
removed under a general anaesthetic.

Complaint and investigation

On 3 October 2007, the Health and Disability Consmiser (HDC) received a
complaint from Mr E about the service provided t® father, Mr D, by an aged care
facility. The following issues were identified fmvestigation:

Clinical Manager, Ms |

* The appropriateness of the care provided to Mr DM/ | at the aged care
facility hospital unit between 21 and 27 Septenz€)7.

The Aged Care Facility Hospital Unit

* The appropriateness of the care provided to Mr Dty aged care facility
hospital unit between 21 and 27 September 2007.

The investigation was commenced on 16 October ZDIO& parties involved were:

Mr D Consumer

Mr E Complainant/ Mr D’s son

Mr F Mr D’s son

Dr G Mr D’s General practitioner

DrH General practitioner

Ms | Clinical manager

Ms J Registered nurse

Ms K Registered nurse

Mr L Registered nurse

Ms M Registered nurse

Ms Q Enrolled nurse

Ms N Care assistant

Ms O Care assistant

Ms P Care assistant

Ms S Operations manager, the Company
Mr R The Facility manager
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Independent expert advice was obtained from MselyeSpence, a registered nurse
specialising in aged care. Ms Spence’s adviedgteschedas Appendix 1.

Information gathered during investigation

The aged care facility

The aged care facility (the Facility) includes aecaentre incorporating 42 hospital
level and 42 rest home level beds, in a purposkdaaility. It is part of an aged care
facility company (the Company).

The Facility employs a number of registered nurgeduding the Clinical Manager
and Deputy Clinical Manager and approximately 5@e cassistants. The hospital
provides 24-hour registered nursing care.

Ms |

Ms | graduated as a registered nurse in 1976. 8adéen involved in the care of the
elderly since 1988. In 2006 Ms | took up a positaanthe Care Manager of a 50-bed
aged care facility before taking up the positiontted Facility’s Clinical Manager in
June 2007.

The job description of Clinical Manager states thatprimary objective of that role is
“to co-ordinate the efficient day-to-day runningtbé Hospital/Rest home, to ensure
excellent quality care is provided to all resideatsd clients, in liaison with the
[Facility] Manager”. The key responsibilities indie:

1.1 Organise the delivery of nursing care, which issclied according to
Nursing Process ensuring all care is assessedqdamplemented and
evaluated to meet the needs of individual residents

1.2 Co-ordinate the work of Registered Nurses and @asgstants to ensure
the accurate documentation of each resident’'s redisevels of care by
the use of Nursing Care Plans (adherence to “Ngr&are Plan”
Protocol) and the precise documentation of all otingrsing records,
incident reports and medication records. This idets on-going
assessment of each resident’s care needs/goalsheamehplementation
and review of the resident’s written care planegfutar and appropriate
intervals; resident assessment on admission, wiemesident’s health
status or level of dependency changes and atdé&smonthly intervals.
Development and review of the resident’'s care ptamindertaken in
consultation with the resident and family/whanau.

1.3 Provide support, guidance, assistance and diredtiorall Registered
Nurses and Care Assistants to implement care tigins as detailed in

! References to the Company in this report inclheeRacility.

2 H>.< 5 December 200

Names have been removed to protect privacy. Ig@mdifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Opinion 07HDC17647

the resident’s nursing care plan, and ensure teéyel safe, effective,
high quality care.

1.4 Act as an advocate for each resident and ensuheresiclent is aware of
their rights regarding treatment offered and caek services supplied.

1.6 Liaise with residents’ families, ensuring ¢onbus contact and sharing
of appropriate information.

1.14 To promote a safe environment for all residentigtires, clients and
staff and actively promote an organisational celtof pride, enthusiasm,
quality and self development of employees.

Background

Mr D has a history of chronic renal impairment setary to obstructive uropathy
and a bladder tumour that was excised in 2006. Assalt of this surgery he has a
permanent indwelling urinary catheter. At the tiofethese events, Mr D had been
suffering progressive memory impairment and physiederioration for about two
years. This impairment and deterioration had beconmee obvious since about
May 2007 with weight loss, reduced energy and mlascstrength, and slowly
progressive iron deficiency anaemia. His tendencfali was also increasing. Mr D
lived at home with his wife, who is also elderlyrdMD’s family and a part-time
caregiver assisted with her husband’s care, butMvgas becoming stressed by the
increasing level of care he required.

During the weekend of 9 and 10 September 2007, Mrdd been having
hallucinations which appeared to be linked to atrgagestinal upset a few days
earlier. When his GP, Dr G, called to assess him,DMwvas recovering from two
fractured ribs as a result of a recent fall at home

Admission procedure

On Friday 14 September Dr G was asked to assesB Mrgently for short-term
residential care. Dr G faxed a referral to the iisHealth Board requesting a Needs
Level Assessment of Mr D with a view to arrangingexiod of respite care. Dr G
noted that Mr D “has been well cared for to datentsywife who continues to do an
outstanding job”.

On 17 September the Facility’s Clinical Managegistered nurse Ms I, recorded on a
“Potential Resident Enquiries” form that she hatkreed an enquiry from a District
Health Board Respite Care Programme co-ordinaterl ibted that Mr D’s wife was
exhausted and the family wanted Mr D to be admitsdbr lunch tomorrow” for two
weeks of respite care in either the rest home @pitel. Mr D was described as

2 Blockage in flow of urine.
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having a “slight cognitive problem”, needing asante with transferring, and as
having a urinary catheter.

On Tuesday 18 September the Respite Care Prograxmwokinator faxed a letter to
Ms | advising that he had visited Mrs D that moghand she had agreed to complete
a care plan, to provide current information aboutVs care, for the Facility records.
He included in the letter some advice about respéee admission/discharge
procedures. He attached a copy of the letter heteddr G, dated 17 September, to
confirm that respite care had been arranged forDMand a copy of the care plan
completed and signed by Mrs D on 18 September.

On 18 September Mr D was admitted by registeredents J to hospital level care at
the Facility. Mrs D advised Ms J about her husbandedication and daily care
routines. This information, and Ms J's observatiohdir D, formed the basis of his
initial nursing care plan. Ms J did not record tinishe notes.

Ms J recalls that Mr D’s son, Mr E, explained tor libat his father required
supplementary drinks. Ms J does not recall anyipamnversation about Mr D’s
dentures. Mr D had a partial plate with severatiee

Registered nurse Ms K completed a “Nursing Careegssent” dated 18 September.
She noted that Mr D needed either a walking sticlvalking frame, and one person
to assist him to mobilise. He also needed assisttemshower and dress. Under the
section for continence products, she noted “Padf #rere is no mention of the
catheter. Ms K ticked a box in the section reldtedral care on the assessment form,
indicating that Mr D had lower dentures. Beside & she wrote the word “plate”.
She also noted that because of his relatively hgghof falling, cot sides should be in
place when he was in bed.

A “Resident Clinical Notes (Front Page)” was conbgiewith Mrs D and Mr F
recorded as being the next of kin and family membeicontact.

Mr D’s records also contain a partially completédithission Day — Initial Progress
Notes” which is dated 16 September 2007. This & ftont page of the nursing
progress notes. Overleaf, the heading sectioneopthgress notes, where the patient
label is fixed, also appears to have been datedsd@ember, but this has been
amended to “18”. The first nursing entry in the sing progress notes is dated
16 September 2007. This is a brief entry made byl Msghich states: “Admitted from
home, meds” GP Nurse will send us medication list. Settled! Beplained.”

It is accepted by the parties that references t8ej@@iember should read 18 September.

A nursing note by the afternoon shift senior casisdant dated 18 September, records
that Mr D was confused and walking around lookiagHis wife. He was reassured,
given a wash, and settled.

19 September

On 19 September, the care assistant noted tha2@dr@ Mr D was found wandering.
He had been incontinent of faeces. She returnedtbifms room and washed and
settled him.
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A Coombes assessment tool for risk of falls wasmeted on 19 September and it
was found that he was a medium risk. A Waterlovesssient tool to gauge Mr D’s
skin integrity and risk of developing pressure sonas also completed. Mr D was
found to be at high risk for these because he \elmsrbaverage weight for height, his
appetite was poor and his skin was dry and tidsine t

20 September

At 10.30pm, registered nurse Ms K recorded thattMwvas found wandering in the
corridor looking for a toilet. Ms K noted, “Appariynhas ?climbed over his cotsides
as cotsides were up on his bed. Assisted to tdiletisides to be left down.”

The next entry, untimed, by registered nurse tezawldr Ms M, records that Mr E
consented to cot sides for his father, “becausiings it will help [Mr D] get a good
night's sleep”. This note also stated, “Unfortuhatee still managed to get up and
under with the cotsides up. Did not hurt himself bave decided for safety not to
have cotsides up.”

On 20 September, registered nurse Mr L completeidiial and respite nursing care
plan for Mr D, noting that staff were to be awaratthe was confused and wandering,
and to direct him if needed. Mr L recorded thatMrequired only a walking stick to
aid him to mobilise, and that he had an indwellurgpary drainage catheter, but
“wears pads at all times”. Mr L ticked the box “Deres/Plate” in the section of the
plan regarding oral care, to record that Mr D haddr dentures, but did not describe
whether this was a partial or full plate. Mr L ndten the “Sleeping” section of the
plan that Mr D “sleeps well”. The plan had a setti§afety (risk) Restraint”. Mr L
noted in this section that Mr D had a tendency &mder and that staff were to “be
aware and direct if needed”. There was no mentiwat tot sides were being
considered for his safety.

21 September — catheter

When the morning shift care assistant, Ms N, edtéte D’s room to get him up, she
found him sitting in his bedroom chair. He had llamn his legs and his pyjamas,
which appeared to be coming from his penis. Ms Ahgred Mr D and found that he
had pulled out his catheter. She reported the émtitb the duty enrolled nurse, Ms Q,
who checked that he had no other injuries.

Ms Q instructed Ms N to shower Mr D and apply aoominence pad. Mr F was

advised of the situation and told that his fathaswomfortable and might pass urine
without the catheter. Ms Q advised Mr F that, irs thituation, she would normally

notify the doctor, but she felt that Mr D was atngk at that time. It was decided to
wait and monitor Mr D until midday before callinget doctor.

Mr E visited his father at about 1.30pm. When heved in the ward, he was advised
by one of the nursing staff that his father hadgaubut his catheter. Mr E recalls that
his brother had advised the staff to contact D] this had not been done. Mr E
advised registered nurse Ms M that when the catheig been inserted after prostate
surgery, the family had been told by his fathetsgeon that it should not be out for

more than two hours because any longer would caegere problems. The Facility

subsequently advised that at no time during hisvemation with staff did Mr F
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indicate that Mr D’s catheter required urgent reptaent or that he needed to contact
Dr G.

Ms M recalls that she offered to call the Facilityctor to ask him to reinsert the
catheter. Mr E told her that the district nurseegalty re-catheterised his father. Ms
M left him to arrange this, believing that he wappy to do so.

At 2.30pm Ms Q noted that there was minimal bloadr D’s incontinence pad and
that although he had not passed urine, when stpatedl his bladder it was empty.
When the district nurse called later that aftern@ire re-catheterised Mr D, draining
300mls of urine. Ms M instructed the staff on supsnt shifts to check that the
catheter was draining adequately and to ensure th@s no further bleeding.

The Facility advised that appropriate monitoringswandertaken at the time of
dislodgement of the catheter. They stated thatriwsing entries noted that Mr D’s
bladder was palpated, and his pad checked. Is@ r@éicorded that staff checked him
two hourly during the morning shift.

Mr E stated:

“When | arrived it was apparent that no arrangesiéatl been made with our
family GP and as there were no doctors on the wardursing staff able to re-
insert a catheter |1 was left with no option butatbend to the necessary
arrangements myself. | finally managed to arrargyeaf district nurse ... to

attend and the catheter was finally replaced atceqopately 4pm.”

Mr E was concerned that the catheter had beenoouwit fleast seven hours. He stated
that the Facility staff made no effort to attendhis matter urgently and did not call a
doctor to attend to his father. The Facility addisieat Mr E did not complain at this
time about the management of his father's cathedad staff were completely
unaware of his dissatisfaction.

22/23 September

The only record confirming that Ms M’s instructiom monitor Mr D’s catheter was

followed, was a brief note by Ms J, dated 22 Septanbut not timed, noting that the
catheter was draining well. There is no recordrof ather problems associated with
Mr D’s catheter. There is no record of his fluidake or output. At 10.30pm on 23
September Ms K noted, “BO X1 (lge, loose) [?givarghower.”

25 September — Fall

On the morning of 25 September, one of the workatehe Facility saw Mr D fall on
the floor of his en suite bathroom and alerted rihesing staff. The care assistant
responsible for Mr D that morning, Ms P, rang theeegency bell for assistance, and
the duty registered nurse, Ms J, arrived and clietkeD. His blood pressure, pulse
and respiration rate were normal. Ms J could noeéateany injury, and Mr D denied
having any pain. However, Ms J decided to callRaeility medical practitioner, Dr
H, to check Mr D. Ms J instructed staff to continaenonitor Mr D for pain.

Ms P filled in an Incident Report form but did rmeicord the time of the fall. She
noted that a workman had witnessed Mr D fall “betwehe bathroom and the
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bedroom” and called for help. Ms J, as registeneidey also completed the incident
form, noting the actions she had taken. Ms P andJM&l not record that this fall
occurred when Mr D was left unsupervised in thékmim. The Facility subsequently
stated that Ms P was “very remorseful” and apokdjisnmediately for leaving Mr D
unattended.

At about 9am, Mr E visited and was advised of hthér's fall. Mr E stated that he
arrived while a nurse was dressing his father dfteshower. He asked his father how
he was feeling, to which his father replied, “Natd igood.”

Mr E stated:

“The nurse explained she had been called to the noext door while [Dad]
was in the bathroom. While she was there, leaviad Dnsupervised, he had a
fall onto the bathroom tiles.

On further discussion with Dad he appeared to hejured, however, his
denture (a small lower jaw partial plate with sevéeeth) was missing and he
was complaining about a very sore throat.”

He added:

“I then went to the nurses’ station to find out whad happened to the plate as
it was nowhere to be found. Apart from reaffirmihgt Dad should not be left
unattended while in the bathroom, or out of hisigHaexplained that | was
concerned about Dad’s throat and requested thattardbe called to examine
it and if possible an X-ray be taken to rule ow slwallowing of his denture.
He was having difficulty swallowing and in additibmlso instructed them to
give him Paracetamol Liquid 1g every 4 hours far gain. | am a qualified
Pharmacist by profession.”

The staff do not recall this discussion with Mr E.

Later that morning, Dr H assessed Mr D. Dr H reedrd'Had unattended fall after

shower this am.” He stated, “I was asked to see [ifor two separate reasons:
because he had had a fall that morning, and bet¢eukad been complaining of a sore
throat from a period of time before the fall.” Drrgcorded that Mr D was alert and
his vital recordings (blood pressure and pulse) ewaormal. He also noted,

“Moving/throat OK. No evidence of head trauma.” Brwas not informed about the

missing partial plate.

The Facility stated that Dr H was not alerted te fact that Mr D might have
swallowed his teeth because this had not been denesi, and the registered nurse
cannot recall Mr E raising the possibility with lieat morning.

That afternoon, Mrs D visited her husband. Shecedtithat her husband’s partial
plate was missing and asked the staff if they cooddk for it. The registered nurse
team leader, Ms M, recorded that the search of Mir@om did not locate the denture
plate. She noted, “[Mr D] can’'t remember where Iedt lthem. Otherwise no
complaints voiced. Nil complaints of pain voiced[Mr D].”
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26 September — injury to forehead

On the morning of 26 September, two registeredesuvgere working together on the
medication round and found that Mr D had a “minoragch” on his forehead, which
had bled. Mr D reported that he had scratched HiniBee wound was washed and
left to dry. Ms J completed an Incident Report formating the time of this incident as
8am.

When Mrs D visited that afternoon, at about 2pne, felund her husband sitting in his
chair in his room with dried blood caked on hislgdaom a scalp laceration. He
appeared weak, drowsy and dishevelled. Mrs D wetiie¢ nurses’ station, upset and
crying, to ask what had happened to her husband.

Ms Q accompanied Mrs D back to her husband’s rd8he noted that Mr D had a

“graze and noticed that the skin was hanging”. M&at@r recorded on an Incident

Report form that at 2pm a “crying” Mrs D reportedher that she was concerned that
her husband was “poorly”. Ms Q recorded that sleamd the graze with normal

saline, Steri-stripped it and dressed it with dayze, but did not specify where the
graze was located. She noted on the Incident Réport that she had observed this
graze earlier when she was returning from lunch2aBOpm and saw Mr D standing

outside the dining room on his walker. She had \etekim back to his room, but had

forgotten to go back to attend to the graze.

The Facility stated, “Regretfully the registeredseuidid not return at this time and we
apologise for this.”

Care assistant Ms O was rostered on from 7am @ptih. Ms O recorded in the
progress notes that Mr D said he had fallen twigend the day, and Mrs D was
concerned that he was not feeling well, “can’t dtarp or walk by himself” and

“complaining about his dentures”. She noted thattMrad eaten a little breakfast and
lunch and had been shaved.

The Facility concluded that Mr D was confused abeben he had fallen. He was
unable to get up off the floor independently andsteff had reported that they had
assisted him after a fall. There was no documentabout any other falls, although
staff were aware of, and familiar with, the polregarding the documentation of falls,
and were generally prompt in reporting such incigen

Mrs D telephoned her son, Mr E, to tell him tha¢ sfas concerned about the level of
care his father was receiving and his general phisiondition. Mr E recalls that his
mother said that the wound on his father's foreheas a deep laceration with
bruising. She was also concerned that he was haliffiqulty swallowing food and
fluids.

Phone call to Ms |

Mr E telephoned the Facility and asked to speathéomanager. He initially spoke
with Ms M, who contacted Ms | between 8.15 and BBB0OMs | returned his call
immediately, explaining that she was telephonignfher home as she was on leave.
She recalls “categorically” that she was “very agetic and very conciliatory” and
that Mr E was very angry and talking rapidly, and Mvas unable to interrupt easily.
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Ms | has explained that she had just taken leater &forking continuously for a

lengthy period. This was the first time Mr E haalegn to Ms I, and he was under the
impression that she had been on leave for a weelautlined his concerns about his
father's care: the lack of care and supervisios, falls, missing dentures and sore
throat, injuries and general condition. It was agdreéhat Mr D would be closely

supervised that night and re-examined and X-rayedaon as possible the next
morning. Mr E stated that he wanted his father idisged from the Facility as he
believed he was at risk if he remained there, amdvanted the manager, Mr R,
updated.

Ms I lives on the premises and, after the phonk aabpproximately 9pm, she went
to see Mr D. He was still awake and told her he ledla couple of falls. She asked if
he had hit his head and he said “No”. She checked thoroughly, including
examining his throat with a torch, but could sethimy.

Ms | discussed the skin graze with the registenaas concerned, read the reports
relating to this, and confirmed her own assessmi@itthe most likely cause of the
head wound was that Mr D had scratched this ardanas itching.

Ms | recorded her conversation with Mr E in thesiog progress notes:

“[Mr D] told morning staff that he had fallen. Nadication of fall having

occurred. Unable to get up without assistance bijf.sfon [Mr E] called

concerned about his Dad’s cares. Explained to raehis mother was very
upset about falls and that he had a head wouna. édacerned that [Mr D]
has a sore throat and may have swallowed his dehtur

Following her assessment of Mr D she recorded:

[Mr D] says he doesn’t believe that he has swaltbWwis denture. However, |
have promised son [Mr E] that we will organise amaX in the morning to
make sure. ... Please check [Mr D] every quartemdfi@ur throughout rest of
the evening and half hourly checks throughout night

R/N [Ms J] contacted about wound on head. She ddetfge wound which she
believed was a scratch because he stated thatsiitelay. Family believe it
was from a fall but staff say that it was a scratelease contact [Mr D’s]
Doctor ASAP to follow up with X-ray. [Mr D] told mé&e had a fall today
when walking down the corridor with his son. Have indication of this

having occurred.”

An observation chart was started for Mr D, whicbareled that he was observed every
fifteen minutes during the night.

Ms | detailed Mr E’s concerns on the back page ha#d tncident Report form

completed by Ms P on 25 September. The back pagedhcident Report form has
sections for recording any follow-up; what caudegl incident; and how it could have
been prevented. Ms | wrote:

“[Mr D’s] son [Mr E] rang concerned about care aidD Says [Mr D] has had
a number of falls since coming into our care. Gorlg documented.
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Also concerned about [Mr D’s] wound on top of hisad which he says
occurred when [Mr D] fell today.

1. Could find no indication of a fall today althougWf D] tells me he did fall
in the corridor when he was with his son today.

2. Checked wound minimal bleeding minimal bruising.

3. Son has asked that we X-ray [Mr D] as he has lisstiénture and it could
have been swallowed and that [Mr D] has a pairftddt. Checked throat
which is not red or painful at present.

[Mr D] has walked well today to and from dining roowith no further
problems from fall.”

27 September

At 8.00am on 27 September, Ms J helped Mr D withbreakfast and noted that he
took an average amount and all his medications. W&hed and changed Mr D
before emptying his catheter drainage bag of 30@misine. Ms J re-dressed Mr D’s
skin graze on his forehead, noting that there wassign of infection and “only
superficial skin grazed off”.

Ms J noted the attempts she made to contact DroGtar D, at ten to fifteen minute
intervals between 8.30am 10.40am. At 11am Ms Jtelaphoned by the surgery and
advised that an X-ray had been ordered and a t@ehnwith a portable X-ray
machine would arrive at midday.

Follow-up of complaint

At 8.45am that day, Mr R, Operations Manager, tebeyed Mr E and listened to his
complaints. He told HDC that he recognised thatBvivas angry and upset, and he
therefore let him talk. He said he attempted tcssaee him that an investigation
would be made into his concerns. Mr R was unablgawide specific answers at that
time, but expressed his concern and offered taget meeting so that these matters
could be discussed. Mr E declined the offer of @img and advised that he would be
making a complaint to HDC. Mr R wrote to Mr E thdaty to formally acknowledge
his complaint and attached a copy of Mr D’s clihieords.

At 1pm, Mr E and Mrs D uplifted Mr D from the Fatil Mr E stated:

“He had to be taken downstairs in a wheelchair, veag weak and drowsy. ...
This is in stark contrast to how he went in to [Racility] for respite care.
When he was admitted he was mobile (walking frams)literally had to be
carried out.”

Identification of foreign body

The X-ray of Mr D’s chest, taken at midday on 27%t8enber 2007, showed “two
metallic densities on the chest radiograph andrdhtaeck sitting in the
hypopharnyx/upper cervical oesophagus”.

Dr G was advised of the result by telephone. He adtiately went to the Facility to
review Mr D and look at the X-ray, but when head, he found that Mr D had
already left. Dr G went straight to Mr D’s home asudlvised Mrs D of the situation.
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He examined Mr D and found him sleepy and confub&dD’s blood pressure and
pulse were normal. Dr G could not see any foreiggiytin Mr D’s throat. He recorded
that Mr D had not eaten for three days and wasKiclgpon swallowing/gurgles even
with drink”.

Dr G telephoned the public hospital and spoke ® dhstroenterology and ERIT
teams and arranged for Mr D to be admitted foherassessment and treatment.

Public Hospital

Mr D was admitted to hospital at 4.35pm on 27 Saper 2007. Mr E recalls that his
father was in an “extremely weakened” state whenwas admitted. He was
dehydrated and barely able to move or communicate.

A nursing note records that the family were conedrabout the care provided to Mr
D by the Facility and wished to report their comserThey were advised to discuss
their concerns with the medical staff. There isimtication from the notes, or the
provided treatment, that the medical staff congdehat Mr D was dehydrated.

Mr D had the denture removed under general anaestla¢er that evening. The
postoperative order was for him to have water onigrnight and then start a soft diet
the following day. Mr D was discharged home lakat day.

Mr E left a message at the Facility about theseldgynents and received a follow-up
call from Mr R asking if he would like to meet. M stated, “At no point was there
any remorse or empathy from him re the developmantsat no time did he even
enquire as to Dad’s condition or how the surgergtwe

Additional information
Mr E stated:

“Itis ... clear from our observations that there wesdequate supervision than
would normally be required. Having read the letterm [Mr R] and the
incident reports provided, there are significastdépancies as to what we as a
family observed and what has been recorded imitident reports. ...

“My motivation for providing this complaint is tonsure that there is a
thorough investigation into the standard of canadp@rovided at this facility.

| believe the above incidents were preventable thdfe were adequate levels
of trained staff, care criteria and follow up. Thising the case my parents
would not have been subjected to this traumatiserges of events and my
father’s life being seriously endangered. Obviously concerns extend to the
general well being and safety of other patients.”

The Facility
The Facility said that all their care assistanteire a comprehensive induction and
on-going training (provided by the Facility) thateetis all Ministry of Health and

3 Ear Nose and Throat.

5 December 2008 H)‘( 11

Names have been removed to protect privacy. Ig@mdifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Health and Disability Commissioner

District Health Board (the funder) contractual speations. The Facility also
recognises New Zealand Qualifications Authority JX) Health Education Trust
qualifications and supports any untrained staffuttdergo training and become
qualified while they continue to work for the orggation.

The Facility stated that it is staffed in accordaméth Ministry of Health and District
Health Board specifications at all times. A registenurse is in attendance 24 hours
per day, seven days per week. Throughout the thme Mr D was a respite care
patient, the Facility was operating with a raticook care assistant to four patients for
the morning shifts and one to five for evening tshifThe Facility stated that this is
well in excess of requirements. All care team membatend a comprehensive
handover at the start of each shift, where curpaitents’ care requirements are
discussed in detail. Care assistants are traineelf¢o to the registered staff in charge
of each shift if they have any concerns regardimggwell-being or care of any patient.
The care assistants are also trained to readpreteand follow the patients’ care
plans, which are developed by the registered niarsensultation with the family, the
needs assessor and the patient’s doctor.

The Facility stated that there is no clear evidetheg Mr D had deteriorated during
his time there, other than Mr E’'s comment that edked in on admission and ten
days later had to be carried out. It was obserkatl the hospital notes do not show
that he was dehydrated, there was no record ofad l®und as described by the
family, and the hospital doctor recorded that Mrldvked well when he was

discharged after the surgery to remove the detdsd.p

The Facility stated:

“We accept that [Mr D] swallowed his partial derwwhilst in our care and
acknowledge there are discrepancies between thedrime given by [Mr E]
as to alerting staff to his concerns and the adcadnthe staff member
involved. We believe there must have been a gemuisanderstanding as the
registered nurse involved would most certainly halested the house doctor
to [Mr E’s] comments if she had heard or understioiod to have said this.

Staff assisted [Mrs D] in her attempts to find teature on the evening of the
26" September but to no avail. As way of explanatiora situation such as
this our general experience would be that a smalfitude plate could be
inadvertently thrown out with paper tissues, naplanlaundry and lost in this
manner, rather than having been swallowed by theope

To this end the swallowing of the denture plate [y D] was not an
immediate conclusion that staff would have comaéNe. most certainly regret
this occurred, and agree that [Mr D], would haverbeery uncomfortable
over this period, however, the swallowing of thetdee plate would not have
been foreseen by the staff involved in [Mr D’s]ear..

We genuinely regret that we were not able to swfollg meet the
expectations of [Mr E] in our care of [Mr D], andeware especially
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disappointed that our attempts to respond to [Mi] Ebncerns when raised at
the time, were not perceived to be constructive.”

Policies

The Facility has a Management Resource Manual, whicludes a section,
“Determining Staffing Levels and Skill Mix”. Thisodument outlines the benchmarks
that determine the staffing in the facilities, whiare established by the Operations
Manager in consultation with the Manager.

The Facility also provides policies to guide staff managing challenging behaviour,
and incident and accident reporting. The “Incidami Accident Report” policy states,
“In the event of a skin tear the relative shouldiffermed during reasonable hours
(e.g 0800—2000hrs). It is essential to keep redatimformed at all times.” The policy
states that if the incident is minor, the manageseamior is to investigate, assess the
situation and document on-going follow-up within Bdurs. Appropriate corrective
action is undertaken to minimise or eliminate aceurrence of the incident. Serious
incidents are to be reported to the Chief Executiv®perations Manager.

Responses

Mr D

Mr E was sent a copy of the information gathereel.sthted that the facts are simple
— his father swallowed his dentures, which necatsit surgery, and it happened
while he was in the care of the Facility.

The Facility

A number of the Facility’s comments in responsenioprovisional finding have been
reflected through amendments to the above text.afeny comments are outlined
below.

The Facility stated that it does not wish to mirgenthe seriousness of the family’s
concerns and their personal perception of the sv@nthey believe they unfolded, but
it does not believe the family “fairly representbé situation”.

The Facility also stated:

“We wish to acknowledge that we are very saddered the [family’s]
experience of our services was so negative, ane taken significant steps to
avoid a situation such as this arising again. Weshagh expectations for our
service, and we do not believe we met those highdstrds. However, we do
believe that [Ms I] and [the Facility] took all m@nable actions in the
circumstances (and in light of current aged canesing practice) to provide
[Mr D] with appropriate care. In swallowing his gal dental plate [Mr D]
experienced a unigue and unfortunate event, whahmwot foreseeable and we
would not wish this on any of our residents.”
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Liability

The Company advised that the owner and operattineofacility (including the rest
home and the hospital) is the certified providethis instance. The Company stated
that it is a separate entity and therefore not lwea directly in this complaint. The
Company’s aged care facilities are all owned aretated by separate companies, and
each has its own local management structure irephddch oversees the day-to-day
operations.

The Company advised that since these events, amdodexpansion, it has reviewed
the clinical governance at the Facility, and hapoamted another senior clinical
manager into the role of Residential Care Mana@énical) (RCMC). Ms | remains
in her position of Clinical Manager, but her roleshbeen directed to the supervision
of the rest home, and another skilled registeresentnas been appointed to the
position of Hospital Manager. The two clinical mgara positions are directly
responsible to the new RCMC. Mr R remains the dvbtanager and takes advice on
all clinical matters from the RCMC.

Other changes are:

* System improvement$he Facility has extensively reviewed a numbeitof
policies and procedures forming part of the Fachitcreditation Programme,
which include:

— incident reporting and communication with farnslie

— falls management

— admission documentation and discharge for refspiter support residents
— care planning, dentures/natural teeth

— accident and emergency services

— nutrition and hydration.

e Communications skillsA new training and carer support programme eautitle
“Upskill Yourself” has been introduced. This inifiee was introduced as a
direct response to this complaint as the Facilicknawledged that its
communication with families needed to be stronged that there was the
potential for miscommunication where staff membed English as a second
language. Currently 137 employees have commendggtbgramme and are
being provided with one-on-one tutoring.

* Communication with familiesthe Facility has introduced a new “Relationship
Building Programme” to strengthen relationshipshwigsidents and relatives.
The changes were at a facility and company levieis Tnitiative will ensure
that managers respond urgently to any verbal ottesricomplaints received
and immediately inform the head office. A toll-freamber to the head office
is now available to all residents and relatives wiigh to discuss any concerns
they have about the manner in which a complaintldes dealt. In addition,
the Chief Executive’s personal assistant will tblampe the next of kin of new
residents four weeks following admission to ask twee they have any
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concerns. Each manager is advised of the resuhisfcall, and a follow-up
letter is sent to the next of kin.

« Training: Over the past year, seminars for Managers andc@liManagers
have focused on complaint management and effectim@munication, as well
as team building and clinical documentation. Thee@pons Manager leads
these seminars, and the Chief Executive is alsoled.

Catheter care

The Facility submitted that there was no clinioghson to undertake a fluid intake
record and amend the care plan to reflect the teestbnitor Mr D’s intake in relation
to his catheter. The Facility said that it was appiate to be reactive when the
catheter became dislodged on 21 September and, thte that incident, there were
no problems with the catheter. The Facility stated:

“We consider that the nursing team acted appragyiavithin their scope of
practice and that there was no need for [Ms I] @cabtively involved in the
management of the catheter.”

Falls

The Facility stated that it promotes a “no blameVieonment and encourages staff to
document any incidents, accidents or injuries. Triee blame” environment assures
that staff report every incident immediately withéear of recrimination.

The Facility said that the response to each intidera matter of “management
discretion”. If there has been an error of judgehserd the staff member concerned
demonstrates remorse and a willingness to imprdtie, manager will react
accordingly. Although Ms | did not record her follaup with the care assistant on the
back of the incident form, in this case the camstant (Ms P) was remonstrated with
at the time of the incident. Ms | supported theecassistant to complete her care
assistant induction modules well in advance of deadline, and ensured that she
attended all the relevant in-service training ie fbllowing weeks. As a consequence
of this incident, at handover meetings staff wemainded of the importance of never
leaving frail or cognitively impaired residents theaded or unsupervised, and
reminded to work in pairs. In addition, a falls imamsation quality improvement plan
was instigated at the Facility, and staff were gitr@ining in incident documentation.

The Facility advised:

“We have always accepted that our caregiver shookdhave left [Mr D]

unattended in the shower, however, this was a plecision made by our
caregiver at the time, this was not due to systienfailure on behalf of [the
Facility]. We acknowledge that we did not consiiiemeet our own ‘high
quality standards’ on which we pride ourselves.”

The Facility advised that Ms P commenced employraetie Facility on 23 August
2007 and received five full days of orientation Wng as an extra to the roster with a
senior buddy. During this time Ms P also complebed All Employee Induction
Modules. Ms P then commenced her Caregiver Inducfippendix Modules and
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completed Modules One and Two by 28 September 20@ikgivers are required to
complete this phase of their training during thigahsix months of their employment.

The Facility advised that Ms P was then considaigd to assume responsibility for
independently showering residents, and noted #sadlents of Mr D’s level of acuity
are well within the scope of responsibility of aegiver. This would be viewed as
appropriate and acceptable throughout the entis¢ heme/hospital sector. The
Facility stated that Ms P’s error of judgement @aving Mr D unattended in the
shower was “not related to a lack of orientatiomderstanding of [Facility]
procedures nor inability to undertake this task”.

The Facility provided copies of Ms P’s Caregiveduntion, Module Two. The
caregiver is required to tick the correct answerthe module sections. Point 5 in the
section headed “Showering/Bathing/Washing” in Mediiwo asks, “Is it alright to
leave residents unattended while you are showeridgathing them.” Ms P ticked the
“No” box. The page was dated 28 September 200&ettlays after she had left Mr D
unattended in the bathroom.

Head wound

The Facility submitted that the provisional opiniamdicated that there was an
inconsistency in the reporting of the skin teaMp D’s forehead, which raised the
possibility that there was more than one injury aeshforced the need for good,
consistent record-keeping. The Facility stated thatincident reports of the wound to
Mr D’s forehead at 8am, 12.30pm, 2pm and 9pm aktdke the wound as minimal,
being either a scratch or a graze. The Facilitiedta

“The actual written reports of the graze on [Mr Dfsrehead written at the
time by five different qualified health professidmare very consistent.”

The Facility stated that the reference to a “fagigliry” in the provisional opinion
appears to indicate that there may have been h ingsy related to the falls Mr D
reported. They stated, “This conclusion appeatsetbased solely on reports from the
family that appear to be based on [Mr D] sayindnaé fallen again.” The Facility was
concerned that HDC did not appear to be willingataept that Mr D was confused
and that he did not fall at all that day. The Rcgubmitted:

“There were no undocumented falls, nor was thefdeap laceration’. We
consider the response was appropriate and we wuiléxpect our staff to
immediately alert the family if a resident scrathieeir head and aggravates a
graze. We do not accept that our staff requireth&irdirection on how to
manage these incidents.”

General deterioration

The Facility agreed that Mr D was frail on admissibut did not accept that there was
general deterioration or that it would have bearkgu up if the notes had been more
detailed, or consistent progress notes allowedafaritical health assessment. The
Facility stated:

“We are concerned that the HDC places so much weaighthe [family’s]
comments and having criticised a lack of documenathen appears to place
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little or no value on the documentation that hasnbeecorded by the health
professionals involved in [Mr D’s] care that wagoeed in writing at the
time.”

The Facility noted that the provisional opinion gawndue emphasis to the report by
the morning care assistant on 26 September, whedribiat Mr D was unwell that
morning and unable to stand up or walk by himséHe Facility stated that by
lunchtime Mr D was able to walk himself to the digiroom. His condition fluctuated
and, as is common with dementia, he needed ongmiognpting, supervision and
encouragement to eat and drink. This was becauseaffezed from memory loss and
confusion, not significant physical deterioration.

The Facility stated that Dr G’'s comments about Mudd eating and drinking for three
days are inaccurate and appear to be based oepbdgs by the family. The Facility
said that the progress notes show that Mr D wasgand drinking right up to his
discharge. The Facility stated that the promotiérdaily fluid monitoring in the
provisional opinion appears to be directly relatedhe family’s assertion that Mr D
did not eat or drink for three days after the fale Facility noted that when Mr D
was admitted to hospital, there was no indicati@at he was dehydrated.

Clinical recording
The Facility stated:

“We do not accept Ms Spence’s [expert advisor] cemimthat nursing
progress notes should be written by RNs on a patesry day. However, our
investigation has indicated that in general our RiM5 in fact, write in [Mr

D’s] notes on a daily basis.

[The provisional opinion] has indicated that thare significant discrepancies
between what staff have indicated on the incidepbrts, versus what the
family has observed. ... We acknowledge that the rgegmn of the head

wound from the family ([Mrs D]) significantly diffs from the description of
five experienced health professionals. ... At no palid the qualified staff at
[The Facility] indicate there was a deep laceratisrdescribed by [Mrs D]. To
this end, we believe that appropriate standardsdadumentation were
maintained, and that these provided appropriatetiom to staff.

When there was evidence of [Mr D] not being welistwas recorded in the
progress note as noted by [Ms O] on 26 Septemitwr fact that there was no
documentation in respect to his decline prior e tiate is due to the fact there
was no decline to note.”

The Facility advised that my provisional opiniomitiprogress notes for hospital level
patients require daily entries by a registered ewussnot mitigated by the acuity or
wellness level of the patient/resident, and thaets a “blanket standard that may not
be appropriate for every hospital level resideiitie Facility referred to the Health
and Disability Support Services Part 4 — Servicdéiv@ey (extract) 4.1.4 and 4.1.5,
and the Age Related Residential Care Agreementl,lzhd noted that no detail or
actual frequency is indicated in either of theseudeents, but rather it provides for
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detail that demonstrates the needs and frequetyighappropriate to the degree of
risk. It stated that the Facility’'s generic polityursing Care Plans” was developed in
line with the above standards, in relation to hiadgatients. The policy states:

“Hospital — The recommendation is daily recordingthie Progress Notes or
more frequently to reflect the wellness level o€ thesident. Should the
resident be stable and predictable, at least wekldymentation is required.”

Communication

The Facility disputed that Ms | was solely respblesfor liaising with the family and
ensuring continuous contact to share appropri&enration during the ten days Mr D
was at the Facility. The Facility stated that thgistered nurses met their obligations
in communicating with the family over each incidemd responded appropriately to
each issue as it arose. On 26 September, commionicafs appropriately escalated
to Ms I, who took control and liaised appropriatejth the family. Care of any
resident is a team effort, and the team of sermgistered nurses at the Facility was
appropriately involved in communicating with themity, and Ms | also
communicated appropriately once it became appénahshe needed to intervene.

Oversight and supervision

The Facility also submitted that Ms | gave apprajgriand extensive support and
assistance to her staff, and fully understood armprexiated the clinical
responsibilities and oversight required of herhia tole of Clinical Manager. Ms | has
successfully implemented initial orientation arainmg of all registered nursing staff,
and provides regular ongoing training sessions.ré&tege daily clinical handover
meetings with senior staff in each area, and Msd hn “open-door” policy for
clinical consultation about any resident at anyetitShe implemented an overview of
all incident reports for follow-up, analysis of s of incidents and infections, and
the development of clinical Quality Improvementrida

The Facility believes that it is “entirely apprage” for a Clinical Manager to
delegate nursing tasks to properly trained andchtaied registered nurses. Delegated
responsibilities in relation to Mr D’s care werentigely” within the scope of practice
and the job descriptions of the registered numsesived.

The Facility stated that Ms | had not played adaige in supporting the promotion of
the Facility. The Facility said:

“The development of [the Facility] was undertakeithwthorough strategic
consideration. ... The Clinical Manager’s role wasealeped to exclusively
oversee and operate the rest home and hospitategion this site. [Ms I] was
certainly aware of this and operated competenttiziwithis frame of reference
for her position, which is mirrored in her job degtion.”

The Facility stated that Ms | was given a thorowogientation to the role of Clinical
Manager and was well supported in the establishrérdlinical quality and risk
management procedures. During the initial develognand establishment of the
Facility, two senior registered nurses from the pany visited to provide Ms | with
“high level, hands-on” support in her role. The ikgc stated that additionally,
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“senior, highly experienced and well trained angmated care staff” were flown to
the Facility from other Company facilities to budalyd orientate new staff.

The Facility advised that although open days toakrmsiderable amount of time and
attention from all members of the management tdhm team was supported by a
national sales team and the National Sales Manadwer,took full responsibility for
showing visitors through the facility. Ms I's rokeas restricted to these to the extent
that if visitors required information relating tet hospital or rest home, Ms | would
show them through these parts of the facility. Haeility said, “[Ms I] was not
inappropriately distracted by the opening of theilig from her core responsibilities,
[and] [she] was comprehensively orientated, suooaind assisted in her position of
Clinical Manager.”
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Code of Health and Disability Services Consumers’ights

The following Rights in the Code of Health and Ditity Services Consumers’
Rights are applicable to this complaint:

RIGHT 4
Right to Services of an Appropriate Standard

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

(2) Every consumer has the right to have services geavihat comply with legal,
professional, ethical, and other relevant standards

Relevant standards

The New Zealand Health & Disability Sector StangdafidZS 8134: 2001) published
by the Ministry of Health state:

“Part 2 Organisational Management
Quality and Risk Management Systems ...

Standard 2.7 Consumers/kiritaki receive timely, appropriate asafe service
from suitably qualified/skilled and/or experiencedervice
providers.”

Opinion

This is the opinion of Deputy Commissioner Rae Lamnd is made in accordance
with the power delegated to her by the Commissioner

Summary

When Mr D was admitted to the Facility for two wekkare, so that his wife could
have a much-needed break from caring for him, duisiliy expected that he would be
safe; his needs would be carefully assessed; andidudd be looked after with

reasonable care and skill, and in compliance vhighrelevant standards.

However, during his time at the Facility, Mr D hadall while unsupervised in the
bathroom. This was despite a history of falls, hgween assessed as medium risk for
falls, and evidence that he could wander and beawniised. He also swallowed his
partial dental plate. The management of his cathated the responses to concerns
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about his facial injury, and his physical conditiomvere inadequate. The
documentation relating to his care was particulargdequate. While aspects of the
care provided to Mr D were satisfactory, in somspeets the care fell below
reasonable standards and it is my view that Mr Dghts under the Code were
breached.

Breach — Ms I, Clinical Manager

Care planning and documentation
Ms I's job description clearly states her respoitigiifor ensuring that resident care is
appropriate to their needs and is well documented.

In my provisional opinion, | expressed concern alibe brevity of the progress notes
and lack of nursing notes for Mr D.

The Facility subsequently advised that althougappears that, in Mr D’s case, his
daily progress notes were in the main written by tbgistered nurses, it does not
accept that nursing progress notes should alwaywitten by registered nurses every
day. It submitted that Ms | appropriately delegatade planning and documentation
for Mr D to senior nurses during his stay.

My expert, Ms Spence, advised:

“[The Facility] also identifies that it is entirelgppropriate for a Clinical
Manager to delegate nursing tasks to properlyedhend orientated registered
nurses which | agree with. However, the staff weegv, the residents were
new, the building was new and everyone was learmew roles and
responsibilities. This made [Ms [I's] clearly deftheresponsibilities of
orientation, supervision and education of her stadfe intensive and required
a tight day-to-day oversight of residents. It atequired her to monitor the
documentation.”

While | accept that Mr D was admitted for respiéee; | still conclude that the overall
documentation was lacking. In particular there veadack of documented care
planning and nursing direction during the first tdays of Mr D’s admission. It is
likely that this led to poor co-ordination of camed communication, which | have
commented on later.

Ms Spence advised that, for hospital level care pitogress notes “should be written
by a registered nurse on a patient every day”. 8/bil most days there were entries
by registered nurses, there were three occasion$9p21 and 24 September, where
there is no record in the progress notes by atergd nurse. This is particularly

concerning when it was on 21 September that Mr B feand to have removed his

catheter.
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Ms Spence observed that there is a superficialyemtr 18 September (day of
admission) by RN Ms J, and the next entry is noil irt20pm on 19 September, when
a care assistant noted that Mr D was confused asekiled.

Ms Spence advised me that:

“progress notes provide a picture of the resideBtdshour well-being and
should highlight any changes of condition or cdfer example, the brief
admission note contained no information about:

* Family members being present;

» Catheter care;

* [Mr D’s] level of dementia;

» His mobility and risk of falls or any safety issues

» Personal likes and dislikes eg food;

» Baseline recordings (these were not recorded iassessment either);

* Family relationships — or anything relevant whichil vassist staff to
develop a trusting relationship.

This information is important for the resident’$efg until the care plan can be
completed.”

Ms Spence advised that one way to cover thesesssue have a one-page quickly
recorded checklist that covers all safety issuestlie first 24 hours. She was

particularly concerned about the brevity of earjas where staff most needed clear
directions for care until the care plan was conglénote that some of these matters
are covered in the brief nursing care assessmelshiy on 18 September, but not all

of them. These matters were not recorded in thgrpss notes.

Ms Spence also pointed out that the respite cargr@mme co-ordinator had directed
that on admission (for respite care) Mr D was teeha medical assessment, but this
did not happen. No reason has been recorded fdaillhee to do this. Had there been

evidence of a more comprehensive assessment, inglbdseline assessments, this
may have been understandable, but | would expafét &t record reasons for not

organising a medical assessment as soon as posEitdefirst medical assessment
occurred one week later, and was as a result dd'§ifall.

In response to the provisional opinion, the Faciéitlvised that care planning and
documentation is a crucial area, and staff areistamgly encouraged and supported to
document robustly. However, the Facility is coneerrthat such weight has been
placed on the use of progress notes when the admissirsing assessment was
comprehensive and appropriately identified basedingervations, which directed the
development of the interim Nursing Care Plan.

The Facility submitted that requiring daily entriesa registered nurse in the notes of
hospital level patients sets too high a standand, the frequency of entry should
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depend on the acuity or wellness level of the mdidThis was reflected in its policy
covering nursing care plans.

However, | share Ms Spence’s view that the prowisib hospital level care to Mr D
did require daily entries by a registered nursel, #wat the documentation in Mr D’s
file was inadequate. When Mr D was admitted, he rgasvering from two fractured
ribs, he had chronic renal impairment with an inllivwg catheter, and he was
deteriorating physically and mentally. It was resdue to expect that he would
receive daily nursing assessments and that theyowmudocumented. Moreover, it is
unreasonable that there is no entry in the progresss by a registered nurse from 18
to 20 September, when the care plan was completed.

Like Ms Spence, | am also concerned at the brefithe nursing notes regarding Mr
D’s progress and care. An example is Ms K’s note0aBOpm on 23 September, “BO
X1 (Ige, loose) [?given] a shower.”

Furthermore, there is no record by any nurse a aasistant on 24 September (which
is the day before it was discovered that the dastee was missing). In my view this
is not acceptable for hospital or rest home caadjqularly when a resident has needs
such as Mr D’s.

In his GP records for 25 September, Dr H recorted Mr D’s throat had been sore
prior to the fall that day, but there is no recardhe progress notes about Mr D’s
throat until Ms I's entry at 9pm on 26 Septembeaording her conversation with Mr
E. Nothing in the notes would tell a care assistara nurse that Mr D’s throat was
sore on or before 25 September, or whether he isadelmtures in on the morning of
25 September. As noted in a previous HDC opitfion:

“The purpose of the progress notes is not onlydcoudhent a patient’s health
and well-being. The notes also pull together othezumentation relating to
the patient, such as fluid balance and temperatua€ts, to provide a clinical
overview. This clinical overview can assist otheralth professionals to
implement or review a patient’s ongoing treatmert eare.”

On 26 September, Mr D sustained an injury to hesdh&1r E described the wound as
a deep laceration with bruising. The early shiftsmg record, timed at 9am, describes
the wound as a “small scratch”. It was recordec &ddry skin graze” at lunchtime.
The afternoon nurse who cleaned and dressed thedwafiter Mrs D reported her
concern that her husband’s forehead was bleedotgdrthat the “skin was hanging”
and, when Ms | looked at it at 9pm, she recordedimal bleeding and minimal
bruising. From the notes | have not been able terdene the size of the wound,
where exactly on the head it was, or even the eatiithe wound.

In the initial assessment on 18 September, Ms Kectly noted that Mr D had a plate.
However, in subsequent entries, this was refereedag “dentures”. As | have
commented later, this led to some confusion akdémature of the dental prosthesis,

* Opinion 05HDC07285, page 38.
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and may have contributed to the delay in recoggisie reality that he might have
swallowed it.

In my view, more comprehensive daily notes on Ms bare and well-being would
have assisted in determining when the pain in lnisat developed and whether it
coincided with the loss of his partial plate, hdwe injury to his head may have been
caused, and whether his health was declining dinimgime at the Facility.

The Facility submitted that my opinion about thechdor daily notes does not take
account of the acuity or the wellness level of tasident. | disagree. Mr D, who
suffered from progressive memory impairment andspay deterioration, and was
known to be a fall risk, was in an unfamiliar elviment. He could mobilise
independently, but his abilities fluctuated. Thosgs after admission, he pulled out
his indwelling catheter, and two days later heifethe bathroom while unattended. In
my view it is not unreasonable to recommend tHaaspital level patient with Mr D’s
level of acuity should have progress notes comglbteregistered nurses who, better
than caregivers, understand the complex clinicatisef frail elderly patients.

Furthermore, it is not only the lack of registeredsing notes that is concerning. To
summarise, Mr D’s documentation was deficient aacourate in the following
respects:

* inadequate nursing direction given prior to theegalan being completed on
20 September (two days after Mr D’s admission), ianghrticular no baseline
assessments

» records for 18 September entered as 16 September
* no nursing entries for 19, 21 and 24 September
* no entry at all for 24 September

» time of entry not recorded (in most progress nated also in the incident
form for the fall on 25 September)

» entries signed but designation not clear

* insufficient detail in entries

* noindication of when Mr D first complained of hagia sore throat
» partial plate incorrectly referred to as dentures

* no mention in the incident form for 25 Septembeit tihe fall occurred when
Mr D was left unattended

» insufficient or inaccurate descriptions of the myjto Mr D’s head.
It is the combination of these factors that led tmeonclude that the documentation
did not meet acceptable standards.

Deteriorating condition
Mr D’s family have complained that his conditiontelgrated significantly while in
the Facility for nine days. Mr E stated that whenfather was admitted to the Facility
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he was mobile with a walking frame, but by the tiheeleft on 27 September he had
deteriorated to the point that he had to be cawigd Mr E said that there were times
when the family visited and found that his fathad mot been shaved and was still in
his pyjamas. Mrs D reported that on 26 Septembes, feund her husband weak,
drowsy and dishevelled, with dried blood on hislgc@he family believe that Mr D
did not eat or drink for three days, and Mr E diésct his father as “weak and
dishevelled” when he left the Facility. Mr D’s plwgal condition certainly distressed
his family.

The Facility has challenged this and said that Mwd@ frail on admission, and there
is no clear evidence that he deteriorated whitb@afacility.

I note that Ms O recorded that on the morning oS2ptember Mr D was not feeling
well and could not stand or walk by himself, ane $lad to help him eat. However,
The Facility submitted that undue emphasis has p&sed on Ms O’s description of
Mr D’s condition on 26 September. It stated thats condition fluctuated, and by
lunchtime that day he was able to walk himselfite dining room. The Facility also
said that the comment that Mr D did not eat andkdfor three days is inaccurate, and
the nursing notes show that he was eating andidgmnight up to his discharge, and
that this is supported by the fact that the pubbepital recorded no concerns about
his hydration when he was admitted at 4.45pm oS&xtember.

It was certainly the strong impression of Mr D’sfeviand son that Mr D was

deteriorating. They, of course, knew him bettemtiaayone. Mrs D was the person
responsible for Mr D’s care, and has been credligdtheir GP as doing an

“outstanding job”. She was distressed by her huslsgrhysical condition. Mr D was

confused, frail and elderly, and had been movethfhis surroundings and familiar
routines, and it is therefore likely he would deteate.

| accept that the level of deterioration may novehdeen as great as the family
perceived, and that there was no indication wherDMvas assessed by Dr G in the
early afternoon of 27 September, and later at thidip hospital, that there was any
concern about his general condition.

However, the Facility notes provide scant informatabout Mr D’s food and fluid
intake, and do not provide a complete picture of Vs state when he arrived and
when he left. | accept the family’s view that theras a change in his condition and
that this was not sufficiently assessed or reftbatethe progress notes. This failure
likely stemmed from the deficiencies in care plawgnieferred to above.

The Facility was a relatively new one and this rhaye contributed to these events. |
acknowledge that getting a new facility up and fngrcan be extremely difficult, and
Ms | had been in her job only since June. | actegt Ms | was entitled to have some
confidence that her registered nurses would hazentitessary skills to appropriately
plan and document Mr D’s care needs. However, aSMsce points out, this was a
new facility, with new staff and residents, wheveryone was learning new roles and
responsibilities. In my view, it needed time to @& a cohesive unit. It certainly
required careful oversight by the Clinical Managand Ms | was an experienced
nurse with previous experience in a leadership. tolwas Ms I's clearly documented
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responsibility to organise the delivery of nurscage, and to co-ordinate the work of
the registered nurses and care assistants andstoeethat documentation of all
nursing records met professional standards.

Catheter monitoring

While | consider that the response to Mr D’s remi@fdnis catheter was adequate, the
overall management of his catheter was less seiiisfa Ms Spence noted that there
was infrequent reporting of Mr D’s catheter dra®ad-rom admission, on 18
September, until 21 September when Mr D pulled luat catheter, there was no
reference in his records to his catheter drain@gethe morning of 21 September, the
nursing staff advised Mr F that they would monitdr D’s urinary output until
midday. There is nothing in the nursing recordsl @80pm to indicate that this was
done. From 21 to 27 September there were only ttefseences to Mr D’s urinary
output, despite Ms M’s direction to staff to chédk D’s catheter bag for blood. On
22 September Ms J noted that the catheter wasimigaiell, and on 27 September
that she had changed the catheter bag and emiptie800mls.

Mr D was a frail, elderly man, who was below averagight for his height and had a
poor appetite. Daily monitoring of his urinary outpvould have been an indicator of
the adequacy of his oral intake and his general-veehg, and should have been a
routine task. Additionally, from 26 September, dims were being asked about
whether he had swallowed his denture, causing sillesobstruction. It would have
been prudent to begin a fluid intake record andrahibe care plan to reflect the need
to monitor Mr D’s intake.

I am not convinced that Mr D’s urinary drainage waenitored appropriately, and do
not agree with the Facility that the nurses adedyanonitored Mr D for signs of
bleeding and urinary output as directed by Ms M.

Communication

By the time Mrs D visited her husband on 26 Septamttere was good reason for the
family to be concerned about the standard of care/ds receiving at the Facility. Mr

D had only been there for eight days. In that tilmeehad pulled out his catheter; he
had fallen while left unattended; his throat wases@mn 26 September Mrs D had
found him unshaven and with blood on his face; s not eating and drinking well;

and his dental plate had been missing for over @4<h This does not reflect high

quality care, and | note that the Facility has asidedged that it did not meet its own
“high standards” in this case.

One of Ms I's designated responsibilities was sk with families and ensure
continuous contact and sharing of appropriate médion. She was only able to fulfil
that function if she knew what needed to be disedisis | told my investigator that
Mrs D was very distraught to find her husband hilegdrom a skin graze on 26
September, and that when she spoke with Mrs DdawtMrs D then seemed “OK”.
Ms | also said that she had been told that Mr @sntures” were missing, and it had
not occurred to her that he could have swallowedth accept that during the course
of Mr D’s short admission, various staff membenscluding other nurses, had
conversations with Mrs D, Mr E and Mr F.
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However, Mr D’s confusion caused his ability to nligle to fluctuate. He therefore
needed careful monitoring and ongoing evaluatiohi®f&afety. Direction should have
been given to staff, not only to accurately recthre nature of any injuries and the
cause if known, but also to fully inform his familijhe Facility has stated that it is not
usual to inform families of minor skin tears anéazgs. | accept that this might be
usual practice. However, Mrs D had been under gteass caring for her husband at
home. He had already had a serious fall at homea,Muas D and her family were
understandably very anxious that he not fall andtesn further injury. He then
sustained a fall at the Facility while left unatled, and then Mrs D found him
bleeding. In my view, full discussion about all et& no matter how trivial, would
have gone some way to allay the family’s anxietygwhis welfare, and this was Ms
I's responsibility.

The Facility subsequently advised that throughoutINé stay, the registered nurses
communicated with the three members of the family, aintil the family’s complaints
on 26 September, there was no reason to involvé. Mise Facility considers that it
was not Ms I's sole responsibility to liaise withetfamily, ensure continuous contact
and share appropriate information during Mr D’s-tiaty stay.

| accept that Ms | did not need to be in continuooistact with the family and that it
was not her sole responsibility to communicate witiem. Furthermore, she was
entitted to have confidence in her registered raurse have the necessary
communication skills. However, it appears that stedf responsible for Mr D did not
have the experience to realise soon enough thatwhas an escalating situation.
Different family members spoke with different stafiembers, which made it even
more difficult for the staff to recognise what waappening. One person needed to
coordinate the communication and have oversightitofMs | had the overall
responsibility for communication with families, atitere is no evidence that staff had
been instructed to advise her about any commuoitatifficulties with families, or
that she was monitoring concerns being raised amdthey were being addressed. If
Ms | had become aware of the difficulties at alieastage, such as on 25 September
when Mr D fell and when his catheter had alreadyobee dislodged, her involvement
may have altered the subsequent outcome. | ackdgeltdhat when Ms | was advised
that there was a problem, she acted promptly. Unfertunate that she did not know
earlier. | am not satisfied that, in these circuanses, Ms | sufficiently fulfilled her
responsibilities.

Breach

In my opinion, Ms | should have been more vigilamtaddressing documentation
standards and care planning, and providing diredtiostaff. She did not provide the
necessary clinical oversight required to ensurdOMeceived services with reasonable
care and skill. She therefore breached Right 4{(fheCode.
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Breach — The Facility/Company

Vicarious liability

Under section 72 of the Health and Disability Cossioner Act 1994 (“the Act”) an
employer is liable for acts or omissions by an eay@é unless it proves that it took
such steps as were reasonably practicable to pgréveemployee from breaching the
Code. It is therefore necessary to also considestiven the Facility is vicariously
liable for Ms I's breach of the Code.

In response to my provisional opinion, the Complaay argued that because Ms | was
not employed by the Company, but by the Facilig Company cannot be found to
be vicariously liable. | am disappointed and swsguli by this attempt to deny liability.
In earlier correspondence, the Company stated:

“[The Company] owns and operates [the Facility] aficstaff working [there]
are employees. Both [Mr R] and [Ms 1] are direathsponsible to the writer
([Ms S], Operations Manager [the Company]).”

Indeed, all correspondence on behalf of the Fadlitd its staff has been with the
Operations Manager of the Company. Clearly it viies@ompany that employed staff
(either directly or indirectly), and to which staffe accountable. Furthermore, | note
that the various actions being taken in respongbdse events have been led by the
Company with Ms S and the Company’s CEO persomalyived.

As already noted, the Facility was a relatively rfawility. The Open Day held before
Mr D’s admission meant that Ms | and other sergant members were busy handling
numerous enquiries additional to their usual dufié® Facility stated that Ms I's role
as Clinical Manager was not compromised by her irojgromoting the newly opened
facility. It stated that there was a team of sgbessons specifically engaged to
promote the Facility. Ms I's role was restricted dbowing visitors who required
information about the hospital and rest home thinotlgs part of the facility. The
Facility also stated that Ms | was comprehensiwlgntated, supported and assisted
in her position as Clinical Manager.

The majority of the staff had previous experiencecaring for the elderly, but the
nursing teams at the Facility were newly estabishEhe Company advised that
during the initial development and establishmenth& Facility it provided senior
experienced registered nurses and care assistaaiginent and support Ms | and the
newly appointed care assistants.

| am of the view that, despite the orientation amdervice training programmes in
place, and the experienced staff brought in to suppew staff in the initial period,
this was a new facility that required time and @drattention to allow the staff to
become a cohesive unit.

In her advice, Ms Spence concluded that:

“the fact remains that [Mr D] had a nursing expece which was borderline
in meeting safe nursing practice, and certainly il provide a comfortable
hospital stay for him.
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| am of the opinion that whilst each individualighent would not be viewed as
very serious, the collective management of theselémts did not reflect best
practice and would lead peers of [Ms I] and [theilig] to view their actions
with some disapproval.”

| agree with this assessment. Ms I's job descnipisosufficiently wide that any error
can be laid at her feet but, in my view, the Conypanust also bear some
responsibility for these events.

As previously noted, the Facility was a new fagilitith a new clinical manager and
staff. As Ms Spence advised me, monitoring of doent@tion was particularly
important in this early stage, as was careful aghtof staff. The Company needed to
ensure that such a process was in place and bamigd out. Accordingly, in my
opinion, the Facility and the Company did not hakequate systems in place to
prevent Ms | from breaching the Code and thus ma&riously liable for her breach of
Right 4(1) of the Code.

Fall, 25 September — Ms P

On the morning of 25 September, when left unatténde¢he bathroom, Mr D fell. A
workman saw this and alerted staff. Ms P, the @s®istant who had left him
unattended, immediately checked Mr D and fetchedrdigistered nurse on duty. She
then assessed Mr D and, although she found no resedef injury, appropriately
called the Facility doctor, Dr H, to examine him.

Ms Spence advised that “frail, demented, unstabspital residents should never be
left alone in a shower where the obvious hazardebfvater, slippery floors and falls

exist”. | agree. Furthermore, in Mr D’s case, fallere a known risk, and it had been
clearly recorded that he required assistance tavash@nd dress. In my opinion,

leaving Mr D unattended in the bathroom was unaedxie.

Although Ms Spence commented that the documentafidims incident “would meet
the standards”, | am concerned that the inciderst weompletely recorded and there
was insufficient follow-up. While | accept that thevas clearly no intention to cover
up the circumstances of the fall, there is no noentin the incident form that this fall
occurred when Mr D was left unattended.

The Facility told me that the care assistant wag kemorseful and that the registered
nurse remonstrated with her at the time. This v&s @nrecorded.

As noted above, Standard 2.7 of the New ZealanditiHega Disability Sector
Standards states:

“Consumers/kiritaki receive timely, appropriate asafe service from suitably
qualified/skilled and/or experienced service prevsld’

The Facility subsequently advised that Mr D’s fasulted from a poor decision by
Ms P, not systemic failure. It advised that Ms Hnomenced employment on 23
August 2007 and received five full days of orielmiatworking as an extra to the
roster with a senior buddy, and that she complbdraining within six months as
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required. However, the training module, which imgd instruction on showering and
bathing, and a question regarding leaving residenétended, was completed by Ms
P on 28 September, three days after Mr D’s fallm@mn sense dictates that staff
should have the relevant training before being teftcare for someone with a
demonstrated fall risk. | therefore conclude thas B had not received adequate
training prior to her caring for Mr D on 25 Septeanb

The service Mr D received on 25 September whenitethe bathroom was neither
appropriate nor safe. By allowing a care assistatfit insufficient skill or experience
to have responsibility for Mr D, the Company didt momply with Standard 2.7. |
therefore find that the Company breached Right)4{2he Code.

No Breach — The Facility/Company

Response to catheter incident

When Mr D was admitted to the Facility he had adwelling urinary drainage
catheter. Mr E recalled being instructed by hibdas surgeon that if the catheter was
dislodged it was to be reinserted within two houxay longer would cause severe
problems.

On the morning of 21 September, Mr D was foundngjttn his bedroom chair with
blood on his legs and pyjamas. On examination,ai$ ¥ound that he had pulled out
his catheter. Mr D’s son, Mr F, was contacted amdrmed of the situation. The
registered nurse, Ms M, informed Mr F that she wawrmally call in a doctor in this
situation, but was satisfied that Mr D was comfoleaand it was appropriate to
monitor him until midday to see if he was able & urine. Mr E arrived after lunch
to visit his father. He was concerned that there m@ one at the Facility who could
reinsert the catheter, and that no arrangementsbbad made to have it done. He
discussed his concerns with Ms M. It was agreetiNtreE would contact the district
nurse who normally performed his father’'s cathetee. She was prompt in attending
to Mr D.

The Facility submitted that there was no cliniocghson to undertake a fluid intake
record, and it was appropriate for the nursingoastito be reactive on 21 September
when the catheter became dislodged. It said thatt &mm this incident, there were

no other problems with Mr D’s catheter. The nursiegm acted appropriately and

there was no need for Ms | to be actively involved.

Ms Spence noted that when the district nurse aatisett Mr D, she drained 300ml of
urine. This is not a significant amount to be metdi in the bladder, and it would not
have caused Mr D any distress. Ms Spence alsoettist, as Mr D’s catheter was
not suprapubic, which would have required quickeinsertion, seven hours without a
catheter is not a serious concern providing thereoi bladder distension. She advised
that, although it is regrettable that there wadused communication with the family
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members, the proposed plan for re-insertion ofddheter met safety and comfort
standards.

| agree that the actions taken by the nursing siaff21 September in relation to
replacing the dislodged catheter were appropri®&khough there was some
miscommunication with the family as to the persagstbplaced to re-insert the
catheter, Mr D suffered no ill effects.

Other comment

Some other matters require further comment.
Overall care

Missing plate

There is no dispute that Mr D swallowed his deptate while in respite care at the
Facility. The fact that this occurred does nottgelf give rise to a breach of the Code.
How and when it happened is unknown.

| do not know whether Mr D was wearing his plate2ghSeptember, or at breakfast
on 25 September. In the absence of any evident®etoontrary, | must assume that
the first indication that it was missing was on @&ptember, and that it is likely he

swallowed it when he fell that morning. Althoughdve found that the circumstances
of that fall give rise to a breach of the Code,ustnseparately determine whether the
possibility of a swallowed plate should have beemsadered and acted on sooner.

Some factors may have clouded perceptions. FirstDMad been complaining of a
sore throat before the fall, and so the link betwaesore throat and a lost plate was
not apparent. Secondly, when Dr H examined Mr Dloo&ed at Mr D’s throat, but
found nothing untoward. When Ms | (who was awareMofE’s concerns) looked
down Mr D’s throat on the evening of 26 Septemiksre also found nothing
untoward. Thirdly, the partial plate (which was @@&tely recorded as that in the
admission record) was inaccurately referred to dentures” when people were
discussing its whereabouts.

Mr E recalls that when he visited at 9am on 25 &aper and was informed about the
fall, he had two concerns — that his father hadnble& unattended, and that his
partial plate was missing. Mr E stated that he setvithe staff that he was concerned
that his father might have swallowed his denturg, they took no action. The staff
members do not recall Mr E voicing this concdRegistered nurse Ms J, who was on
duty from 7am to 3.30 pm and who assisted follovimgfall, recorded in the incident
report: “Son visited. Informed. Seen by [Dr H]. Milajor. Second son informed at
midday.” She also recorded in the progress not8gefi by [Dr H]. Continue to
monitor for pain and family informed.” The registdrnurse on the afternoon shift
recorded in the progress notes that when Mrs Deddihat afternoon she asked the
nurses to help her look for Mr D’s bottom dentures.
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On 26 September care assistant Ms O recorded treaDMhad visited and was again
raising the issue of the dentures.

The Facility has acknowledged that Mr D swallowesl partial plate and that there
are discrepancies in the timeframes given by Mné& those given by the staff about
when he first raised his concerns about the misgiate. The Facility said that staff
would not have immediately concluded that the migglate had been swallowed,
and that it was more likely to have been discaslithal the laundry or rubbish.

In my opinion, the assumption by staff that theglaas more likely to have been lost
than swallowed was understandable in the firstaimst. Furthermore, while Mr E
says that he raised with the staff the possibitigt Mr D might have swallowed his
plate, the Facility advised that the registeredauwn duty has no recollection of this.

It is difficult for me to determine whether Mr Eddin fact discuss this possibility with
Ms J. Where a fact is disputed, | may consider ithappened if | am satisfied that it
is “more likely than not” to have occurred. If tineatter is evenly balanced, | am
unable to determine the issue.

In this case, | would have expected a discussiontathe size of the denture to have
followed Mr D’s request for an X-ray, and for Mg record that discussion in the
notes. | would also have thought that if the fanbiglieved that Mr D had swallowed

the plate, they would have followed up on that ptater on 25 September. While Mr

E may have told staff that he thought that hisdathight have swallowed his plate, |
am unable to reach a conclusion, on the informatigiore me, that Mr D mentioned

this at 9am on 25 September.

Irrespective of whether or not staff should havprapiated the risk of swallowing the
plate, when Mrs D visited on the afternoon of 2@t8mber her husband still had no
plate, and its whereabouts was unknown. This woatchave inspired confidence.

| am satisfied that on 26 September, once Ms | @edethat there was a real
possibility that Mr D might have swallowed his dema, appropriate action was taken.

Facial injury

On 26 September, Mr D sustained an injury to higtiead. Mr E described the
wound as a deep laceration with bruising. Howetlee, early shift nursing record,
timed at 9am, describes the wound as a “smalldtiat was recorded as a “dry skin
graze” at lunchtime. The afternoon nurse who cldaared dressed the wound after
Mrs D reported her concern that her husband’s &adhwas bleeding, noted that the
“skin was hanging” and Ms | referred to a wound tbe top of his head and to
bruising. The nursing staff believed that the wowvas caused by Mr D scratching
rather than a fall. The inconsistency in the rapgrtof the skin tear to Mr D’s
forehead, in my view, does nothing to allay theamons of the family that there was
more than one injury. It reinforces the importantgood, consistent, record-keeping.
| am not satisfied that the wound to Mr D’s headswaused by his scratching alone,
but I am unable to determine the cause of it.

Mr D told staff that he had sustained two fallse®taff recorded this in the notes, and
appropriately assessed him. The Facility saystthatfalls could not have happened
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without staff being aware of it and reporting igcause Mr D was unable to get up
unassisted. The Facility stated that staff conduttat Mr D was confused about
when he had fallen. This was based on his inabiiityget up off the floor
independently. | am satisfied that Mr D did not fabre than the one time that was
recorded.

Lack of empathy in response to events
Mr E has said that there was a lack of empathgs$panse to these events.

At about 8.30pm on 27 September, Ms | returnedchik Following her discussion
with him, she responded appropriately, personaliewing Mr D, ordering half-
hourly observations, documenting her actions, arehging for an X-ray to be taken
the next day. Ms | said that she told Mr D that slas sorry to hear his concerns and
that she would set up a process to have his fathecked half-hourly. She recalls
“categorically” that she was “very apologetic aretyconciliatory”. However, Mr E
was very angry and was talking rapidly, and Ms $waable to interrupt easily.

The Manager, Mr R, spoke with Mr E the next mornikty R said that he could see
that Mr D was upset and it was obvious that hendilwant to be interrupted. Mr R
let him talk and said that he would look into théngnd get back to him. Mr R
prepared a letter, which he gave to Mr F when hkeced his father on 27
September. In the letter to Mr E, Mr R addressedctincerns raised and invited him
to meet with Ms | and himself. Mr R received a lieit message to telephone Mr E.
Mr R returned the call and left a message that deldvring the following morning.
When he rang Mr E on 28 September he said thataseserry to hear the news that
Mr D had swallowed his plate. He enquired after .hivr R offered a meeting to
discuss the family’s concerns, but Mr D declined.

In my view, Ms | and Mr R took appropriate actiom temedy and resolve the
situation. However, | also acknowledge that Mr B that Mr R “at no point”
expressed remorse or empathy, and did not enduingt &r D’s surgery or condition.
It is impossible to know exactly what was, or was, kommunicated here.
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Actions taken
The Facility and Ms | have provided written apoksgto the family.
The Facility advised that changes have been matiheifollowing areas:

» Personnel changes

e Systems improvements

e Communications skills

e Communication with families
* Management training

Follow-up actions

* A copy of this report will be sent to the Nursingudcil of New Zealand, the
Ministry of Health (HealthCert), and the Districteddth Board. The MOH and
DHB will be asked to follow up the issues highligtitby this report and the
changes made by the Facility in their next audit.

* A copy of this report, with details identifying thgarties removed (except the
name of my expert), will be sent to HealthCare Rlerns New Zealand and the
Association of Residential Care Homes and placethenHealth and Disability
Commissioner website, www.hdc.org,fiar educational purposes.
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Appendix 1

My name is Lesley Wynne Spence and | have beerddekgrovide a nursing opinion
to the Commissioner on case number 07/17647.

| have read carefully the Commissioner guideliresridependent advisors and agree
to follow them to the best of my ability.

Qualifications and Experience

| am a registered general and obstetric nurse (1&&8 hold an Advanced Diploma of
Nursing (1981), (Distinction) specialising in mealioursing.

Following graduation | worked in an acute mediaaiggcal hospital becoming a staff
nurse in a medical ward and prior to being promdtee nurse tutor position was
Sister-in-Charge of Christchurch Hospital on nigaty (600 patients).

| taught General Nursing for three years (1966—)%6@ then had a period raising a
family during which time | worked part-time in adptal for the aged.

In 1975, | was invited to teach in then quite neanprehensive Nursing programme
at Christchurch Polytechnic where | was employed.®years.

During these years, | taught most comprehensiveimgicourses but in the latter five
years, | had the responsibility for Post graduatatscourses which included courses
in Gerontology (care of the Aged). It was the ralese of this knowledge that in 1996
led me to accept the offer of a nurse manager’'giposn a large modern rest home
caring for approximately 80 seniors. There | begaapply my learning to practice —

| found it rewarding to be able to teach RegistéMedses and care giving staff and see
the benefits of their knowledge conveyed to thédesgs. | also developed skills in
management which assisted in meeting the challesfgesining a rest home.

From this rest home | was invited by new employerdgevelop a 60 bed rest home,
Middlepark Senior Care Centre, from the buildingr@ up — this gave me the
opportunity to modify design, plan appropriate fture, furnishing and equipment,
write the policies and procedures, employ, orientatd educate the staff and develop
trusting relationships with the residents.

While challenging, this project was enormouslysging as | was able to implement
the nursing philosophies | believed in.

Since then a further two rest homes, The Oaks $€&@re Centre (150 residents) and
Palm Grove Senior Care Centre (118 residents) bhaga built and include long-term
hospitals. Palm Grove was opened in December 2003.
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At this time, my role changed to Principal Nurserdger with oversight of the three
centres. Recently | resigned from this position bah now acting as a consultant and
relieving manager to Canterbury rest homes.

| am a member of;

* New Zealand Nurses Organisation
* New Zealand Association of Gerontology
» Healthcare Providers NZ (& Canterbury Branch cattea member).

| have facilitated a group of nurse managers totmnegularly in order to seek
solutions to the serious shortage of registeredesuand care assistants in Canterbury.

| act as an advisor for:

» Christchurch Polytechnic Institute of Technold®pyst Graduate Courses for
Nurses

» Health & Disability Commissioner

» Health Education Trust with input into the Agedr€ Education courses for
care assistants

» Other rest homes seeking policy and clinical supp

| regularly attend conference and courses assdciaiih the care of seniors in rest
home and continuing care facilities.

EXPERT ADVICE REQUIRED

| have been asked to provide expert advice aboathven Registered Nurse [Ms I] and
[the Facility] provided an appropriate standaraafe to [Mr D].

Background

[Mr D], aged 90 years, was admitted to [the Fadildn 16 September 2007 for two
weeks of respite care. Until that time, he had l=ead for at home by [his wife].

[Mr D] had a number of medical conditions. Of redace to this matter is his frailty,
cognitive impairment, history of bladder cancer hwithronic renal failure and
placement of a permanent indwelling catheter.

[Mr D] was resident in [the Facility] for eight dayefore his family took him home.
During that time the family alleged that [Mr D] $éeifed the following:

He pulled out his urinary catheter. This was nqilaeed for seven hours
because none of the staff could replace it. Henfb#n he was left alone in the
shower and swallowed his partial plate. This was foand for two days,
despite the family asking about the denture andgjesstgng it could have been
swallowed. No [X-ray] was taken.
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He had difficulty eating and drinking, became mooafused and was said to
have deteriorated considerably. There is no reocbfdir D’s] fluid intake in
his records.

He suffered several unrecorded falls, scratchirsgftmiehead, which was not
treated until [Mrs D] asked for the wound to beaded and the dried blood
removed. [The Facility] explained that [Mr D] sarhéd his forehead because
it was itchy.

| have been asked to specifically comment on thelll@wving:
1. The standard of care provided to [Mr D] by [Msl] and [the Facility].

2. Whether [Mr D’s] initial needs assessment and nmagement plan was
appropriate.

3. The management of [Mr D’s] urinary catheter by fhe Facility] staff.

4. [The Facility] acknowledged that [Mr D] should rot have been left alone in
the shower on 25 September 2007. To comment on thetions taken by the
[Facility] staff after [Mr D] fell in the shower.

5. To comment on the actions taken by [the Faciliystaff when [Mr D’s] wife
and son expressed their concerns about [Mr D’s] mssng teeth and suggested
that he might have swallowed them.

6. To comment on the standard of documentation, inparticular the
accident/incident reporting and follow.

7. To comment on any aspects of the care provided pMs I] and [the Facility]
that warranted additional comment.

1. Standard of care provided to [Mr D] by [Ms I] (Clinical Manager) and the
Facility.

I will comment here on the issues raised by [Mr &je of [Mr D’s] sons, in his
formal complaint to the Health & Disability Commisser.

Lack of standard of care— There are issues of lack of standard of carehvhre
addressed in the report and summary.

Lack of appropriate supervision — [Mr D’s] fall in his bathroom whilst being
showered did arise from lack of supervision and ki@s been admitted and apologised
for by Senior Management of the Facility.
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Falls — Only one fall can be definitely identified altigh the family believe he may
have had three. | have addressed this under (4).

Missing denture and sore throat— The swallowing of the partial plate was the most
significant incident in [Mr D’s] hospital stay. Whi[the Facility] cannot be blamed
for this, their follow-up response was inadequaig siow.

Injuries and general physical condition— Apart from the partial plate incident the
only other reported injury to [Mr D] was the woutalhis head. | have addressed this
fully later in the report.

[Mr D’s] presenting physical condition did causestdéss to his family. It appears
there were times he was not shaved. He was stilisrpyjama top when visited on
another occasion and the family describes him agheeak and dishevelled. Dr G,
his GP, noted a significant decline when he vished at home on the day he was
discharged. While staff described him in some msgmreports as “appears to be fine
— nil problems” there is no doubt the family wetgserving a general deterioration;
they state that “he walked in on admission day dddlays later had to be carried
out”.

The family believes that this decline was due ta [Bs] inability to eat and drink,
although staff claim in several reports that he wasng and drinking a little and
continued to take his medication. [Ms I] gave hindrank of water in the evening
which he swallowed following [Mr E’s] call expressgj his concern.

| can also find no record in any of the [public]$fhtal clinical notes that [Mr D] was
dehydrated on admission which may indicate thathhad sufficient fluids. An
intravenous infusion was started on arrival athtbspital but this is standard practice
for emergency admissions who are going to be umdsggurgery.

| believe, however, that [Mr D] did deteriorate rdigcantly while residing at [the
Facility] and this should be of concern to the Mgaraent and Clinical staff.

2. Whether [Mr D’s] initial needs assessment and nmagement plan was
appropriate.

Documents provided which relate to [Mr D’s] initiateeds assessment and
Management Plan which | have assessed.

16.09.07 Admission day progress notes Unreadagptaature

17.09.07 Potential resident enquiry [Ms ]

17.09.07 Fax message from respite care programthenformation about [Mr
D] needs. [Respite care co-ordinator]
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18.09.07 Fax message from respite care programitean overview of the
programmes management of the admission. [Respite re ca co-
ordinator]

18.09.07 Short overview of care form [Mrs D]

18.09.07 Nursing care assessment including assessior fall and pressure
sore risk and nursing care plan RN [Ms K]

20.09.07 Nursing care plan — Initial/respite  RNr[M

It appears that there must have been discussiatsrénorded) regarding [Mr D’s]
admission for respite care prior to 16 Septembd¥72® seems the original plan
intended that he would be admitted on 18 Septembgmost documentation begins
at this point. Even [Mr E] in his complaint states father was admitted on 18
September 2007. However, some event (not recomledjpitated his admission on
the afternoon of 16 September 2007.

The admission date has been confirmed with [M<linjcal Services Coordinator).

The only evidence that the admission was on thé k6in the very brief progress
notes on that day. In a later discussion with ... FJ0Ms I] explained that she

normally does not accept admissions over the weklkenshe likes to have new
residents seen by the attending GP within 24 hotimdmission. However, in this

case [Mrs D] was stressed and tired and she nesatad immediate relief so [Ms ]

agreed to the weekend admission.

Curiously, the “potential resident” enquiry was rmmpleted until the Monday,
17 September 2007. [Ms ] admits that she was mwhg busy on Sunday,
16 September 2007 [...] and although her memory By lebout the events it is
possible she completed and dated this form theatfayy admission.

Unfortunately there is no other record of [Mr Dsdre on 17 September 2007, not
even in the progress notes where no notes weredettountil the evening of
|7 September 2007. These notes were written byatthoare assistant and although
they cover his care that evening there are litersgyes. On 19 September 2007 again
there is only one entry in the afternoon, by theehealthcare assistant.

The first entry in the progress notes is by a teggsl nurse in the evening of
20 September 2007 — 5 days after admission; howBegistered Nurses were
completing assessments and a care plan duringehisd.

18 September 2007 — A Nursing Care Assessment was dhich included risk
assessments for falls and pressure sores. A ftdingicare plan was developed from
this information and from the respite care progranfax and [Mrs D’s] report.
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20 September 2007 — A short-term care plan was tegh This plan is more
concise than that for a permanent resident buiesj@ate for short stay residents. It is
curious why this plan was completed when the fateqglan was completed earlier.

Sufficient information was collected to provide gooversight of [Mr D’s] care but it
was collected late in his admission and one semwassight was the lack of a clear
description between a denture and a partial pldtietwhad serious implications for
[Mr D]. The assessment form did allow for this t® moted but the nurse completing
this form failed to record it. It appears family menot involved in [Mr D’s] nursing
assessment, had they been the partial plate mayldeen more clearly identified as a
problem. Best practice involves family or signifitaothers in providing a health
history for new admissions. However, it is faimote that [the Facility] admitted [Mr
D] earlier than they were prepared for, to meetrbkeds of [Mrs D] who needed
urgent respite care for her husband.

[Ms I] states that residents’ progress notes are vmitten in every day unless
something extraordinary happens. | believe thiegsfficient especially in the case of
a new resident adapting to a new environment ariebspital care level. | also have
concerns that progress notes are written by heakhassistants for hospital level care
residents. Tick lists are provided for recordingydeare but [Mr D’s] tick list was not
included in the documents provided for my consitiena

Overall — The assessment and care plan did prosidécient information for
appropriate nursing care. However, it was not ctdlé, collated and implemented
early enough and the omission of not noting théigdgslate caused serious outcomes
for [Mr D]. The lack of early progress notes alsd dot paint a picture of [Mr D’s]
well-being or otherwise, or the outcomes of thesmg care being provided.

3. The management of [Mr D’s] urinary catheter by [he Facility] staff.

It appears from nursing reports that [Mr D] pulleat his catheter prior to his shower
time on Friday 21 September 2007. The care assigistribed finding him with
blood on his pyjamas probably due to the inflatatidon being pulled through the
urethra — she advised the RN on duty and then stealf®r D] and put a continence
pad on him. She reported that he did not appelae ia pain and that she checked him
two-hourly. He had no distension of his abdomen,did not appear to have passed
urine.

The RN on duty reported that she checked [Mr Daijl,gfound minimal blood on it
and no urine but called his son [Mr F] who was Mext of Kin identified on the
admission form and advised him what happened.

In discussion with [Mr F] about how to proceed, BR&. in her assessment said that
[Mr D] was comfortable and may in fact pass uringhaut aid. | could find no
directions in admission information which requiteé catheter to be inserted within
two hours and as it was not a suprapubic catheteic requires a quicker insertion)
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then the nurse’s decision, subject to careful nooimgy of [Mr D’s] abdomen, which
was done, seems reasonable.

The decision was made in consultation with [Mr B] monitor [Mr D] until
approximately midday and then follow up with the.GP

[Mr E], another of [Mr D’s] sons states he visitadapproximately 1.30pm and was
told about the catheter. He states, “When | arrivkdvas apparent that no

arrangements had been made with our family GP aritleae were no doctors on the
ward, or nursing staff able to [re-insert] a cagihdtwas left with no option but to

attend to the necessary arrangements myself.Iifimanaged to arrange for a district
nurse ... to attend and the catheter was finallyaegal at approximately 4pm.”

The Registered Nurse on duty recalls she suggsbkeghone the GP but [Mr E] told

her the District Nurse generally dealt with thehes¢r and that he would arrange for
the District Nurse to do this. In the RN’s repdressays that staff felt that [Mr D] was

not concerned about taking responsibility for ttad.

It appeared that he had her cell phone number seeiined appropriate to the RN for
him to ring her.

The District Nurse was prompt and [Mr D] was caghised by 4pm that day. 300mis
of urine was drained, an amount which would notehaaused [Mr D] undue
discomfort. Providing no distension was evideng #even hour period was not of
serious concern and actions were being taken tedgitine problem.

The catheter remained in place and functioned thetlughout the rest of [Mr D’s]
stay.

[Mr E] also raised the concern that the continepad had not been changed. Staff
report they checked it regularly and as there wasnmal drainage, it may not have
been necessary to change it in this time frameti@amce products have a wide range
of absorption capacity and some can contain upO@Othls and still keep a dry
surface.

It is regrettable that there can be confused conwation when several concerned
family members are involved with the care of theiliatives. This appeared to have
occurred that day.

However, from reports given by nurses and healthaasistants, | believe the catheter
management met safety and comfort standards foEf]Mm this occasion.

4. Comment on the actions taken by [the Facility] &er [Mr D] fell in the shower.

Prior to 9am on 25 September 2007, [Mr D] had hifathe shower. The healthcare
assistant had been assisting him when she wasl aalNay. When she returned she
found [Mr D] on the floor of his en-suite. She inulegtely called the RN who
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assessed him and found no injury. All of his véigihs were within normal ranges and
he was not complaining of pain. | am unsure as ttatviime [Ms I] also thoroughly
checked [Mr D] and could find no cause for conc@tme reported that she had done
so to the Health & Disability officer who intervied her).

Shortly after the fall, [Mr E] arrived to visit himther, he was advised of the fall and
the fact that [Mr D] appeared uninjured. Howevaer, discussion with his father he
said that he was complaining of a sore throat &adl his partial plate was missing.
The RN on duty that morning does not recall [Mrdalying the plate was missing,
only that his father had a sore throat.

Later that morning the house doctor, [Dr H], at tequest of the registered nurse,
assessed [Mr D] both for his sore throat and whtiexe were any injuries post fall.

He found [Mr D] alert, and with normal vital sigasd no evidence of head trauma.
His writing is difficult to read but there is a rowhich | have interpreted to state
“throat/assessed OK”. His diagnosis reads — neffiddcts of fall, review as necessary.

Staff actions following fall: The RN correctly assessed [Mr D] following hid,fais
vital signs were within normal ranges and he hadisible injury. Perhaps because
they felt concern that [Mr D] had been unsupervigsethe shower when he fell they
decided to provide additional assessment and ahleeaouse doctor also to see him.

An Incident report was written stating that a wogdkmrmoticed [Mr D] on the floor
between his bathroom and room and called for Hete. healthcare assistant pressed
the emergency bell and the R.N. came and assessdukfore he was lifted on to his
chair.

Mr E was informed when he visited shortly afterveagshd [Mr F] at about midday by
telephone.

Both [Mr E] and [Mrs D] expressed concern that [[Mrfell on other occasions.

Staff doubted this as he was unable to get tog@swithout assistance. No staff had
been required to assist him. [Mr D] himself did &yfell in the corridor while he was
with his son, but neither son reported this.

I can find no evidence in any reports that [Mr {dhany falls apart from the fully
reported one on the morning of the 25th Septembér zand [may] have to assume
that [Mr D] was confused about the number of tirnegell.

In regard to [Mr D], a frail, elderly, unstable,rdased man being left unsupervised in
the shower, this is definitely not safe nursingcfice and | do not condone the
healthcare assistant leaving him alone in the rtmrwhatever reason.

[The Facility] staff fully acknowledge this and leasgtated their sincere regret about
this incident in their report to the Health & Didélp Deputy Commissioner.

42 H>.< 5 December 200

Names have been removed to protect privacy. Ig@mdifetters are assigned in alphabetical order and
bear no relationship to the person’s actual name.



Opinion 07HDC17647

5. Actions taken by [the Facility] staff when [Mr D's] wife and son expressed
their concern about [Mr D’s] missing teeth and suggsted that he may have
swallowed them.

A full nursing care assessment was completed o&efiember 2007 which indicated
[Mr D] had a lower partial plate.

Curiously a respite care plan (a shorter versios wampleted on 20 September
2007), in this plan — a lower denture was recoraldfaibugh as “plate” is not deleted

it is not clear which artificial teeth [Mr D] hadl.can only assume that this second
assessment was completed because the RN on duB0 ddeptember 2007 was

unaware for whatever reason that another assess$mériieen done. Staff then had a
choice of either plan to refer to [which] could kasaused confusion.

On the morning of 25 September 2007 following &[fdr D] was visited by his son
[Mr E] who was understandably concerned about &ikef’s fall but also reported
that his father had a sore throat and a missingapgtate. Staff dispute that [Mr E]
mentioned to missing partial plate at this time.

The R.N. on duty asked the house doctor to sedJMmd advised him of the fall and
the sore throat.

[Dr H], the House Doctor, carried out the examio@atifound no injuries from the fall
and stated (although his writing is difficult taath “throat assessed, OK”.

In his letter to the Health & Disability Commissem[Dr H] has said that he was
asked to see [Mr D] for two reasons; the fall, #egdause he was complaining of a
sore throat. He was [not] informed that there wasssing partial plate.

The RN that morning reports the fall, an incidemtni was written. In the progress
notes she states she monitored [Mr D] for pairh¢aigh she doesn’t say where) and
notes he said he had none.

She also asks staff to search for [Mr D’s] bottoemtdres at the request of [Mrs D]
who visited later in the day. A search was caroat but the denture/plate could not
be found.

Staff appeared not to consider it possible for [Mrto have swallowed his teeth.
Some staff thought it was a denture therefore lédoaot have swallowed it.

The two assessments shortly after admission diffethe recording of teeth, one
indicates a partial plate, the other indicatesitld have been either.

Following the initial complaint of a sore throat 85 September, [Mr D] was asked on
several occasions whether his throat was sore a&ndtated that it wasn’t. Staff
reported that he continued to take his medicati@hthat he was eating and drinking a
little.
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Although there is infrequent reporting of his caénedrainage, what was reported
appears satisfactory which may indicate he wasiviecesufficient fluids to drink.
[Mr D’s] general decline, is of concern as is ttanfly’'s statement that he was
deteriorating and not being cared for and had tlestability to walk. This prompted
[Mr E] to call [Ms 1] (director of Clinical Servic® on the evening of 26 September to
express his concerns about his father’s:

* lack of standard of care

» lack of appropriate supervision

« falls

» the missing denture and sore throat

* injuries and general physical condition

Of most concern to him was the missing dentureaawdund on [Mr D’s] head which
he felt was caused by a fall.

Although [Ms I] had commenced leave that day, sbeidkd to return to the hospital
and carry out a complete assessment of [Mr D] asmddre.

She checked his throat with a torch and asked ghaintand could find nothing of
concern. She asked him about falls and he saichtieatfall when walking down the
corridor with his son. This could not be substdertia

She telephoned RN [Ms J] to check the history eflibad wound which the RN said
she believed was a scratch because [Mr D] hadssiidead was itchy. Staff could not
see how he could have fallen as he was unable to ¢és feet by himself.

She had agreed with [Mr E] that an X-ray would bevpded first thing in the morning
and the [Facility] would pay the cost of it. Shetigated 15 minute checks of [Mr D]
throughout the night. This indicated that he skptost constantly from 9.20pm to
6.45am.

At 8am he was assisted with breakfast and tookauerage” amount. During the
morning he was washed and changed and shaved.réésrd) on his head was done,
the nurse noticing only superficial skin grazed dtie portable chest X-ray was done
at 12 midday and [Mr D] was discharged shortlyrafteds to his home.

At approximately 2pm, [Dr G] visited [Mr D] at honaad advised the family that the
missing partial plate had been found by the X-rakeh lodged in [Mr D’s]
cricopharynx and he was immediately transferredcatmjpulance to [public] Hospital
where later that evening an oesophagoscopy wasrpestl and the plate extracted.

Despite pulling out his nasogastric tube insertetha time of surgery he recovered
quickly and was eating and drinking by the next mrgg. The doctor commented he
looked well. An occupational therapy assessment deage to determine what aids
might be appropriate for his care at home and he discharged to the care of his
wife.
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Additional home care had been organised previdashssist [Mrs D].

In the light of two family members expressing cancabout the missing partial plate
and [Mr D’s] sore throat and general deterioratibbgelieve staff at [the Facility’s]
actions lacked thoughtfulness and professionalgisiand further investigations
should have been made of the missing teeth and[b]rgeneral deterioration.

6. Standard of documentation, in particular accidet incident reporting and
follow up.

| have made some comment about documentation imatgs about [Mr D’s] care
planning but wish to add the following:

Overall [the Facility] appears to have good framggdor collecting and conveying
nursing information. However, | have the followiogncerns:

Progress Notes — were not written in every dayhéspital level of care | would
consider at least one entry should be made evitierié were no concerning incidents
about the resident that day. There was a serimksdfidocumentation about [Mr D]
for the first five days of his admission in the gmess notes and two entries were made
by healthcare assistants.

My opinion is that at hospital level of care, a gness note should be written by a
registered nurse on each resident every day. Assegsncluded an overview of [Mr
D’s] personal care needs plus risk assessmentfisr dnd pressure sores. This met
standards apart from the omission of identifying plartial plate which may have been
due to the nurse completing the form not havinggasdo a family member as [Mr D]
himself was a poor historian.

Care Plan — A short respite care plan was develdmed the assessment and was
adequate even if superficial in content, it is f@rcomment that many providers of

respite care do have a shortened form of carefplashort stay residents. A full care

plan takes time to develop and by the time it implete the short stay resident may
well be nearing discharge.

The full care plan provided a good overview of chue its implementation was not
timely enough.

At [the Facility], [Ms 1] has now decided that intéire all short stay residents will
have full care plans written.

7. Accident incident reporting
Three reports were provided.

25 September 2007. Initially completed by [Mr P]healthcare assistant, who was
first on the scene after [Mr D] fell. The reportsdebes how she reported the fall
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immediately to the R.N. on duty who assessed [Mrfd]injuries, found none and
then assisted him to his chair. The registeredendescribes in her actions that she
advised the house doctor and asked him to see [MnD informed the family of the
accident.

A follow-up report on this same form on 26 Septendmmments on a call from [Mr
E] who rang in with several concerns about hisddshcare:

« that he had more falls
« that he has a wound on his head
 that he has a painful throat

This report was written by [Ms I] and the progresges describe the care she put in
place following this.

26 September 2007. This report completed by an &ribes how she found [Mr D]
with a small scratch and a little blood on his head.00am. [Mr D] told staff it
occurred because he scratched his head becauas itolry. The report states it was
cleaned and moisturised, presumably the moistgyisias around the site to reduce
the itchiness. The wound and care was also not¢drnother R.N.] who was assisting
the R.N. with medication rounds.

The third report, also on Wednesday 26 Septemb@r,2fescribes how the nurse at
12.30pm found the wound again needing treatmenabut was lunch time, planned

to go back after lunch to clean and dress it. Unfately she forgot to do so and was
confronted by [Mrs D] in a distressed state who badhe in to visit and found her

husband with dried blood on his head.

The nurse describes trying to comfort [Mrs D] aakling her back to her husband’s
room to clean and dress the wound, this time pytisteri-strip on it.

The incident/accident reporting in regard to theume appears satisfactory although
family members do have differing views as to how thound occurred. Staff are
consistent in their reports that it was not causgda fall, as it would have been
necessary for [Mr D] to be assisted to his fedteasould not stand up by himself. The
written accident/incident report of the one knowt Would meet Standards.

Overall — no documentation exists to demonstrate ribrsing care [Mr D] was
receiving apart from the briefest comments whicheagegular in the progress notes.
| have noted that tick lists are used which maycaig the personal care given but
these were not included.

| am concerned about the lack of progress notegshwdre useful for many reasons,
but especially for painting a picture of a residentell-being on a daily basis, and
also the slowness with which the nursing care pftana short stay resident was
completed.
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8. Additional comments

Head wound — Although not asked to comment spedifion the head wound [Mr
D] suffered, it was of concern to the family.

Two RNs administering medications at 8.00am on @pt&nber 2007 found [Mr D]
with a small scratch and a little blood on his ferad. They asked him what happened
and he told them that he had scratched it becawsssiitchy.

According to the report it was cleaned and moisadi At 2pm that afternoon [Mrs
D] visited and was very distressed by her husbasidite; the bleeding head wound,
his statement that he had fallen, his general illgbihd the lack of a shave.

The RN had noted “the graze” was bleeding agalt?&80pm but, as she was serving
lunch, planned to go back and clean it later.

In responding to [Mrs D’s] distress she returnedMo D] with her and cleaned and
steri-stripped the wound. She described the skifhasging” and found it necessary
to apply a very thin strip of sterile adhesive tdpesteri-strip) across the wound to
hold the skin in position. She then covered it witi gauze.

All this time another care assistant was shaving [yl

The written incident reports (2) over the day viarglescribing the significance of the
head wound — a scratch, a graze and hanging s¥ml][described it as being about
1 inch long. It did appear to have treatment earlyhe day and it may have been
bumped or scratched again to cause more bleedmg almch time.

While recognising staff are busy at meal times st&df member who observed the
wound should have attended to it or reported itht person responsible for wound
care that day.

[Mr E] describes the wound as a deep laceratiom w&itbruise but | can find no
evidence that the wound could be described withititensity.

It is likely that if it was a serious wound it wouhave been noted in the clinical
assessment at [public] Hospital but it was not moeed.

Head wounds do tend to bleed freely and even tbhedbloss from a minor head
wound could cause distress to a family member ésped it was not cleaned in a
timely manner.

Summarising comments

| believe there have been significant issues ofsemn in [Mr D’s] care at [the
Facility].
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1. The needs assessment and care plan was notetechpl a timely manner
for a short stay resident, although good qualiynfeworks were available
to ensure this could happen.

2. Insufficient progress notes were written to rddois care and well-being
and for all staff to be effective in respondinghis needs.

3. No frail, demented, unstable hospital residéoutd ever be left alone in
a shower where the obvious hazards of hot waippesly floors and falls
exist.

This lack of supervision and the resultant fall Idohave had serious
implications for [Mr D].

4. Staff were not pro-active in acknowledging faily’s concern about the
missing plate/dentures, his general decline anficdify in eating and
drinking over the period of his hospital stay.

His general decline should have triggered the dtafinstigate further
investigation prior to [Mr E’s] insistence that sething be done.

| acknowledge that [the Facility] was new; the ngarawas especially
busy, promoting the Centre, admitting new residegnsploying staff and
establishing policies and procedures. However, [fFégility] is one of a

group with significant experience and understandnfigthe Health &

Disability Standards required (and have met thdsedsrds in other
[facilities]). These standards require that oldeogde in residential care
should expect safe environments and skilled care.

Regretfully [Mr D] did not receive a satisfactogvkl of care in regard to
documentation, protection or insightful and proaetiursing, and | would
have to view [the Facility] and [Ms I's] care ofnhiwith mild to moderate
disapproval.

Lesley Spence”
Further expert advice

“I have been requested to review my original advegarding the above complaint in
response to [the Facility’s] letter to Rae Lambalte & Disability Commissioner of
25" July 2008.

There has been some delay as | have been oversthaologise for this.

The report is written in two parts: Part one — Mgponse to the [Facility’s] letter;
Part two — Comment on the key responsibilitieshaf Clinical Manager and how, if
at all, she departed from these responsibilities.
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Part One
| have responded to most points made in numerrcigro
1. & 2. Admission Date

The admission date was confusing and was made sedylocumentation of date
errors and a report from [Ms 1] in which she ddsesi [Mr D] being admitted on the
16" September.

In the admission day progress notes in the dateinuolit is clearly stated
16" September 2007. On the header on the right-haredisiabpears to be changed
from 16" to 18" September 2007. On the cover page of the admiskigrprogress
notes it indicates the day of admission a8 36éptember 2007.

i. Statement taken from [Ms I] on™6March 2008 (see page 3 of HDC
provisional report) by the Health & Disability Conssioner investigator, who
after discussions with [Ms I] confirmed that [Ms d]d not normally admit
residents over the weekend but some events reqteedMr D] needed care
so she agreed to the admission. It now transphas [Ms I's] memory of
events is hazy, understandably so because sheast@sufarly busy over that
weekend and she was mistaken about the date ob[8Jradmission. She now
agrees it was the T'8&September.

2. Discrepancy not followed up

i The discrepancy was noted and followed up by a talthe Health &
Disability Investigator who | understand again ifiad the date with [Ms 1]
and reported back to me.

3. The date on my copy of the cover page of the adomss#ay Initial progress note
is clear (not blurred)] 16th September 2007 and also in the date colunaise-
16th September 2007.

4. Progress Notes

The first entry in the progress notes now noted@oon admission day 18th
September 2007 is signed but | found the signatareadable and there was no
designation. It was superficial and gave littleonmhation about the state of the
new resident or instructions for staff so it wasgble to assume it was written
by a health care assistant.

The next report neatly signed and with the designaif health care assistant was
not written until 1920hrs (7.20pm) the followingydél9" September 2007). It
did indicate [Mr D] was confused and unsettled.

The next evening, 20th September 2007 the repod watten at 2230hrs
(10.30pm) and described [Mr D] as wandering anddiisebed over his cotsides.
The registered nurse recording this also noted ttietcotsides were to be left
down.
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The report following this (just stated as pm) ddses [Mr E] signing consent for
cotsides. This report also describes [Mr D] clinthiaut of bed despite the
cotsides and the Registered Nurse deciding it &i&s t0 leave them down.

The reports on this day appear out of order. Howehe content was important
and it is better recorded even if added later.

From this point the progress notes did improvecaltn there was no notation on
the 24th September.

Progress notes provide a picture of the resid&#t*vour well-being and should
highlight any changes of condition or care. Fomepke, the brief admission note
contained no information about:

« family members being present;

» catheter care;

* [Mr D’s] level of dementia;

* his mobility and risk of falls or any safety isspes

» personal likes and dislikes e.g. food;

» baseline recordings (these were not recorded iaghessment either);

« family relationships — or anything relevant whichillvassist staff to
develop a trusting relationship.

This information is important for the resident’'detg until a care plan can be
completed.

Another way is to have a one-page quick to recdrecklist which covers all
safety issues for the first 24 hours. This canibpldyed in a prominent place and
will keep the resident safe until time allows ddukcare plan to be written.

5. The Nursing Care Assessment

The nursing care assessment contained informatiochvweould be interpreted as
planning and it appeared to be duplicated. Howe\atid indicate that apart from
the discrepancy of recording the plate and dentumesnsistently and no
information about the catheter, | believe the cpfanning met acceptable
standards having sufficient information to guideffsin [Mr D’s] routine care.

There are always difficulties with short stay resitt having information
available in a timely manner. [Mr D’s] care plansvaot completed until two
days after admission on 20th September 2008.

In my previous comment | have indicated a way ginowing resident safety over
the first 24—48 hours.

6. Re: Swallowing of Plate

The nursing care assessment completed on 18thr8legte2007 indicated [Mr
D] had a plate. The initial respite care plan ccetgd on 20 September 2007
only indicated lower dentures.
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While it may not have initially seemed relevant ¢onsider [Mr D] had
swallowed his plate, the fact he had a sore thandtboth [Mr E] by his account
on the morning of the fall 25th September 2008, @i D] in the afternoon
indicated to staff that he may have swallowed Hhégepshould have alerted the
staff to investigate.

[Dr H] is clear in his letter he was not told abthe missing plate.

Glaring errors

| am concerned about [the Facility’s] concerns disiinay about “glaring errors”
in my report. These arose from inaccuracies irr ttaif’'s documentation.

[Mr D’s] general decline

My responsibility in this work is to take complanseriously and also to take
cognisance of information/documentation about t@maint from [the Facility]
and to treat both thoughtfully.

| used [Mr E’s] full report of incidents and summaonf his feelings by the
statement “that his father walked in on admissiod had to be carried out 10
days later”.

| also took into account [Mrs D’s] concern and st noted in [Mr E’s] report
and in the progress notes of 26th September 20(Q¥r ID] did not deteriorate
during his stay at [the Facility], why was [Mrs B} distressed when she visited
and why did she also telephone her son [Mr E] sigtressed to tell him her
husband was dishevelled and unshaven, not walkiegtong and drinking?

| also note in the [Facility] response to the Hedit Disability Commissioner’'s
provisional report about [Mr E’s] complaint thatetiamily perceptions were
highly coloured by their dissatisfaction with [tRacility] and this influenced and
intensified the nature of the complaint.

Should consideration been given to the fact thafaimily felt they had reason for
this dissatisfaction?

7. Daily Notation in progress notes

| spent a great deal of time reading and analysipdirst report and considerable
time responding to your [Facility’s] current conagr

With your [Facility’s] clarification, | acknowledgéhe progress notes did in fact
start on the 18th September 2007, the date of atbnisl remain concerned about
their early brevity where staff needed clear dicett about [Mr D’s] care until
the care plan was complete, and in some placesevthere was lack of advice to
staff particularly in reminding them to monitor [MD] for falls. My carefully
considered opinion based on experience remainsahe that at hospital level
care there should be an RN notation on every resiégery day. If there are few
or no changes, a brief note could indicate this.

Staff can be assisted to learn to make brief natd@sh “paint a picture” of the
resident’s well-being or otherwise, eg:
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* enjoyed participating in activities this morning;
(This short statement indicates the resident wasnugime for activities,
bright enough and feeling physically well enougletgoy them.)

* noted by care assistant to be disinterested in i@mad.
(While one notation of this type may not be of eomcdaily notes may
reveal a pattern for investigation.)

| encourage you [the Facility] to implement RN gailotation. It will provide
your residents with safety and your nursing stadfgssional security.

8. [Facility] Standards of Care

In regard to the comment that | implied that [thecikty] should meet higher
standards than the norm, | did not make that comhmen

My comment “this [facility] is one of a group witkignificant experience and
understanding of the Health & Disability Standarelguired”.

A copy of the Audit of [another facility] was inaed to demonstrate this point.
| also note in the Clinical Manager’s job descopti

In the Primary Objectives is the statement “To ea®xcellent quality of cates
provided to all residents and clients.

| believe [the Facility] would want public percemti to be that of attractive
facilities offering “excellent quality care”.

9. An omission
Although | noted this earlier | did not includantmy first report.

In [the respite care co-ordinator's] faxed letter the Clinical Manager of

18th September 2007 he clearly laid out all thed@tns of admission for [Mr

D]. One of these indicated that he must be megicadimitted by the House
Doctor. | can find no documentation to show thisswi@ne. However, | believe
this to be best practice and may have had somemie on the outcomes of [Mr
D’s] care.

Part Two

[Ms 1], Clinical Manager, [the Facility]

In the request from the Health & Disability Comnnigger to review my opinions
about the [Mr D] complaint | was also asked to advdn the key responsibilities
of the Clinical Manager and how if at all she dégaufrom those standards.

The Clinical Manager’s job description is extensivel clearly identifies her role.
Her Primary Objective:

To co-ordinate the efficient day-to-day runningtbé Hospital/Rest home, to
ensure excellent quality care provided to all residents and clients, in lbais
with the [Facility] Manager.
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Of the 14 key responsibilities in her independehd the following relate directly
to the issues raised in the current complaint.

1.1 Organise the delivery of nursing care, whicllirected according to
Nursing Process ensuring all care is assessedngdanmplemented
and evaluated to meet the needs of individual essgd

1.2 Co-ordinate the work of Registered Nurses amge CAssistants to
ensure the accurate documentation of each ressddeagds and levels
of care by the use of Nursing Care Plans (adheremt®ursing Care
Plans” Protocol) and the precise documentation llobther nursing
records, incident reports and medication recordss Tncludes the
ongoing assessment of each resident's care neetis/gand the
implementation and review of the resident’s writtame plan at regular
and appropriate intervals; resident assessmentomsaion when the
resident’s health status or level of dependency@bs and at least at
six-monthly intervals. Development and review oé tlesident’s care
plan is undertaken in consultation with the residgerd family/whanau.

1.3 Provide support, guidance, assistance andtidinefor all Registered
Nurses and Care Assistants to implement care tigins as detailed
in the resident’'s nursing care plan, and ensurg theiver safe,
effective, high quality care.

1.4 Act as an advocate for each resident and erswote resident is aware
of their rights regarding treatment offered andecand services
supplied.

1.6 Liaise with residents’ families, ensuring cantus contact and sharing
of appropriate information.

The [Facility’s] response to the provisional opmidescribes in detalil
the support given to new staff during the establisht of a new
[facility].

It also describes [Ms I's] orientation and clinicehnagement support
and workload, denying that she played a large imlsupport of the
opening and selling of [the Facility]. It describébe Clinical
Manager’s support to ensure she was able to betigtein her own
role. This then should have ensured that [Ms I] Was to meet the
day-to-day responsibilities of her role of Cliniddanager during this
busy period.

[The Facility] also identifies that it is entirebppropriate for a Clinical
Manager to delegate nursing tasks to properly édhiand orientated
registered nurses which | agree with. However, stadf were new, the
residents were new, the building was new and eweryeas learning new
roles and responsibilities. This made [Ms I's] clga defined

responsibilities of orientation, supervision andieation of her staff more
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intensive and required a tight day-to-day oversightesidents. It also
required her to monitor the documentation.

In any retirement village the development of atingsrelationship with
families is paramount. In the [family’s] case thigst was not established
early because in their view concerns were not awagknowledged or
acted upon in a timely manner.

[Ms 1] herself admits she had not spoken to [Mr Hitil the

26th September, nine days after admission, by whitie there were
serious tensions with the family’s perceptions bé tnursing care. |
acknowledge that the records required staff contatit [Mr F] but it

seems it was [Mr E] who was expressing the concanaswho [Mrs D]
was referring to with her worries.

| am sure [Ms I] believed she could safely delegatmy of these tasks.
However, [Mr D’s] nursing experience has indicathdt staff were not
totally ready for the responsibilities they werénigegiven.

This was demonstrated in [Mr D’s] care by:

* an unsupervised fall;

» amissing denture and sore throat;

» awound left uncleaned and bleeding;

* lack of personal care — shaving and dressing;

* insufficient documentation — progress notes, fatkporting,
description of skin tear, catheter care;

» a deteriorating relationship with family;

* his general condition in decline.

| am mindful of [Ms I's] workload (despite the supp she was given) in
establishing the clinical nursing requirementsto$ hew rest home and
hospital but remain concerned about the oversighther staff and

residents and in particular [Mr D] over this tery geeriod.

| have taken into account the errors in the admissiates and how it
affected my interpretation of the documentation betieve improved
progress note reporting may also have improveatiteomes for [Mr D]

along with more attention to the deficiencies iredested above.

| have given the “[Facility] response” to the ineids and issues long
consideration and continue to have similar concéonghat in my first

report. More support and direction from [Ms 1] terhstaff to provide

proactive and insightful nursing to [Mr D] and Ii&nily would have had

much improved outcomes.

Despite [the Facility’s] response to the Spenceomepnd the Health &
Disability Commissioner’s provisional report, theect remains that [Mr D]
had a nursing experience which was borderline ietmg safe nursing
practice, and certainly did not provide a comfdedinspital stay for him.
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| am of the opinion that whilst each individual ighent would not be
viewed as very serious, the collective managemettiese incidents did
not reflect best practice and would lead peerdvisf [| and [the Facility]
to view their actions with some disapproval.

Lesley Spence”
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