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Parties involved

Ms A Complainant / Consumer’s daughter
Mrs B Consumer (deceased)

DrC General practitioner

Mrs D Registered nurse

Mr E Licensee

Mrs E Licensee/Registered nurse
Mrs F Consumer’s sister

Mr G Manager

Dr H Doctor at the surgery

Mr | Gerontology nurse practitioner
Complaint

On 7 September 2001 the Commissioner received plaamhfrom Ms A about services
provided to her late mother, Mrs B, by a retiremamine, and general practitioner Dr C.

The complaint about the rest home was summariséulaws:

» Despite Mrs B having several falls, no preventatheasures were put in place, and no
bed rails were available.

* Mrs B’s fall on 10 August 2001 was not documented.

* Mrs B’s incontinence was not properly managed.

* The rest home failed to recognise and manage MsgiBteriorating medical condition
and mobility.

* On 17 August 2001 Mrs B complained to her daugtitat a staff member assaulted
her on or about 16 August 2001.

» Despite being alerted to Mrs B’s deterioration bgr liamily, the rest home failed to
admit Mrs B to hospital. She died a few days later.

» There was inadequate liaison between the rest reordeDr C.

On 8 August 2002 the investigation was extended euyistered nurse Mrs D and
owner/registered nurse Mrs E were notified of thmve issues, and the following
additional two points:

* A nursing assessment was not undertaken duringB¥radmission to the rest home.
* Documentation of Mrs B’s care was inadequate.

The complaint about Dr C was summarised as follows:
e Dr C failed to recognise Mrs B’s deteriorating meali condition and respond

appropriately.
* Dr C failed to get Mrs B promptly assessed for ltaspevel care.
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* There was inadequate liaison between the rest leomdeDr C.

An investigation was commenced on 8 October 2001.

Information reviewed

* Information from Ms A

* Information from Mrs F (Mrs B’s sister)

* Information supplied by Mr G

* Information supplied by Mrs E

* Information supplied by Mrs D

* The rest home’s policies and procedures relevatfitec@omplaint
* Nursing notes supplied by the rest home

* Medical notes supplied by Dr C

* Medical records from the public hospital

* Ministry of Health’s Audit Report of the rest home

* The Old People’s Homes Regulations 1987

* National Contract For Age Related Residential Ceevices (Ministry of Health)

Independent expert advice was obtained from Dr &dsgnbull, a general practitioner
with a special interest in care of the elderly, ansl Shirley Hughes, a registered nurse
with expertise in care of the elderly.

Information gathered during investigation

Overview of events

Mrs B, aged 78 years, was admitted to the rest hmm2 August 2001. Following several
falls Mrs B’s mobility deteriorated from being mébiwith a walker when she was
admitted, to not being able to sit, walk, or transfvithout assistance. She became
increasingly confused, unsettled at night, andntioent of urine.

On 18 August 2001 her daughter, Ms A, was so coeceabout her mother’s deterioration
that she took her to a public hospital. Mrs B wdsitted with an exacerbation of her
multiple medical problems, skin tears to her lovegs, and a severe perineal rash caused
by urine burns. Mrs B’s condition continued to dieteate and she died a few days later.

The rest home

At the time of these events the rest home wasde@rior 26 residents and employed eight
staff (one registered nurse and seven caregivéis). residents were all frail elderly,
requiring assistance with daily living tasks. Thestrhome did not cater for residents
requiring private hospital level care or a secuemeéntia environment. The rest home was
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awarded a Certificate of Registration from Telaimited (a basic quality management
system) in 1999.

The Licensees

At the time of this complaint Mrs E and her hushavid E, were the licensees of the rest
home. Mr E was responsible for general accountimg) a&lministration duties. Mrs E, in
conjunction with her husband and her brother, Mrwas co-director of their trading
company. The company owned another rest home. éttithe of these events, Mr G
advised me that there was a close working relatipnsetween the two rest homes, and
Mrs E and Mr G would divide their time between bogst homes during the week. Mrs E
denies that the working relationship was as cleséescribed by Mr G.

Mrs E

Mrs E is a registered nurse, with a current prengisertificate, and is described in the rest
home’s documentation as the matron, “responsibsléhi® overall care of residents” as well

as staff management and training. Mrs E statedstieatalled into the rest home on a daily
basis and was available to answer any questionssthtt had about residents’ care. She
denied that her role at the rest home extendedngehaving a financial interest in the

company, as a co-director and owner. Mr G advikat Mrs E provided on-call registered

nurse cover to the rest home and “popped in” mags.dHe would ask Mrs E to look at a

resident if he had concerns and, although she alidatord her visits to patients, Mrs E

gave directions to staff about residents’ care.

Mr G

Mr G is the manager of the rest home, and all s&gfbrt to him. He has been involved
with the rest home for approximately 12 years,afif as a licensee, and as the manager
for non-clinical services for the last six yeards Hsual hours of work are 7am to 7pm
every day, as well as being on call. Mr G was rasfiide for general staff management,
the running of the home, and admissions.

In April 2002 Mr G became the sole manager anchBee of the rest home.

Mrs D

Mrs D is employed as the registered nurse for &% home and has a current practising
certificate. She has approximately 25 years’ wogegience with elderly patients. She had
been employed at the rest home for approximatelyyears at the time of Mrs B’s
admission, and had previously worked at a rest hlmm21 years. Her usual hours of work
were 6.30am to 2.30pm Monday to Friday. | was mowiped with a job description for
her position.

General practitioner cover

The rest home contracts two general practitioneqzrdvide medical services to residents.
However, respite residents are permitted to retem general practitioner if they wish. At
the time of this complaint, the rest home did navéhprocedures or policies in place in
regard to visiting practitioners’ responsibilities.

Mrs B
Mrs B was a 78-year-old woman with multiple mediqabblems. She had had a
pacemaker for approximately ten years and conges$igart failure for two years. Mrs B
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had been a patient of Dr C for five years and stemded him regularly. During 2001 Mrs
B was diagnosed with moderate dementia caused @}l stnokes. This affected her
balance and her memory. Mrs B’s renal function aleteriorated in 2001 and she became
increasingly physically dependent. In March 200hephrologist and consultant physician
at the hospital reviewed Mrs B and concurred with3 findings and management of her
symptoms.

Mrs B had been living with her daughter, Ms A. Hoee Ms A worked full time and was
finding looking after her mother increasingly diffiit owing to her deteriorating health. On
30 July 2001 Ms A and her brother consulted thathar's general practitioner, Dr C, and
discussed her future care.

It was agreed that Mrs B should be admitted intesa home for respite care with a view to
long-term care. Dr C referred Mrs B to the hosfstaeriatric services for an urgent
assessment of her support needs level (SNL). An @lfermines the level of care

residents require and is mandatory if accessing-term residential care. Dr C advised me
that at the time of requiring rest home care, Mred8l become very frail with terminal

heart and renal disease and moderate dementiaefdrsal letter to the hospital, dated 30
July 2001, stated:

“Would you kindly arrange a SNL on the above. Shéequrgently requires care and
needs full assessment. ... The family are currerdessing possible rest home and
would appreciate an assessment done quickly.”

Dr C gave Mrs B’s family a list of rest homes tewi The rest home was not on the list,
but the family chose it because of its proximityaiee of Mrs B’s sons and because the
bedroom had the convenience of its own toilet. Bissfamily visited the rest home two or
three times and met with Mr G and Mrs D prior tosNB’s admission. Ms A telephoned Dr
C and informed him that the family was moving Mrdnig the rest home on Sunday 2
August 2001 for 28 days’ respite care. However, faenily hoped that she would settle
and stay long term.

Mr G advised me that he was aware that the famédyewooking to settle Mrs B for the
long term, but that Mrs B had difficulty in setgjnnto the rest home and “nothing the staff
did for her was satisfactory”. She was emotionagdiently crying out during the night and
day. She often asked why her family had put heethed required a lot of reassurance and
attention. Mrs B was preoccupied with thoughtsasfylers and money issues. Her appetite
was poor and she was difficult to please as regaed$ood. She often cried at meal times.
Mr G stated that, in his view, Mrs B’s dementia Wadvanced” and that her memory was
poor and worse than her family realised.

Mr G advised me that Mrs E saw Mrs B soon afterddmission. Her initial impression
was that Mrs B “was a very sick lady, and shouldehbeen admitted to [a] private hospital
and not [a] rest home”. Mrs E recalled that she 84w B only “from a distance” and
thought that she was a frail looking lady.

Mrs B’s family were supportive and visited her riagly. However, despite this, she
remained unsettled. From 7 to 16 August the follgreomments are recorded in Mrs B's
progress notes: “... awake at times during the nighA little teary during the night ...
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miserable — finding it very difficult to be awayofn the family ... a wakeful night ...
looking very weary today ... another wakeful nighh 17 August “sleep pattern slowly
improving” was recorded and on 18 August “did neep well. Quite unsettled and upset.”

Mr G stated:

“We believe [Mrs B] was reluctant to move into tlesidential facility, as she enjoyed
home environment and constant attentions from dhaly. In some instances, the old
people do not like being in the rest home and elctantly admitted to the rest home
by the family for various reasons. These residestslly make rest homes look bad
and sometimes complain for no reason. And if tls@@emt is confused and forgetful the
situation can be worse.”

Management of Mrs B

From 2 to 9 August Mrs B’s medical condition waahd¢, aside from a productive cough.
On 10 August Mrs B told her daughter that she ladiérf in her room. Ms A questioned
Mr G about her mother’s fall but was told that #heras “no record” of her mother falling,
and that the staff had not witnessed the fall. Madvised me that the night nurse had
heard Mrs B call “[her daughter's name]” from heom. When she went into Mrs B'’s
room the night nurse found her sitting on the toiMrs B told her that she had fallen. The
nurse examined her but there were no visible sagfnmjury. She did not complete an
incident report or make a record in Mrs B’s notes.

Mr G advised that in light of Ms A’s concern he egkMrs D to assess Mrs B. Mrs D did
not see any evidence of injury or discomfort. Sidendt record her examination of Mrs B
in the progress notes.

Saturday 11 August

On Saturday 11 August Ms A took her mother to Ds Gurgery, where they saw his

partner, Dr H. Dr H noted that Mrs B had a pairdatrum, which was restricting her

movement. She had oedema (excess fluid causedrbgohgestive heart failure) in her

lower legs. He prescribed an analgesic for her hamk and increased her dosage of
frusemide (a medication that assists with the g¢ioref excess fluid via the urine.)

Monday 13 August

Dr C reviewed Mrs B’s condition at the rest homel@nAugust and diagnosed a probable
fractured coccyx, as a result of her earlier fd#. noted that she was “bright, nil distress”
but had a moderate-sized shallow laceration tddfieleg. He advised me that he had been
told by Mr G that this had been caused by her siwben she had crossed one leg over the
other. Mr G also told Dr C that Mrs B had been fosiiting beside her bed, which she had
apparently slipped off, and was now complainingaih in her coccyx. Dr C advised that
this is the only fall that he was aware of Mrs Bihg at the rest home.

He documented the following problems:

“l. NYHA class 4 CHF — slowly progressive
2. C&F creatinine 0.17 — small kidneys

3. Severe osteoporosis — on Alendronate
4. Pacemaker 2° to AVN dissociation
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5. Fall 8.8.01 — clinically coccyx #

6. Tophaecous gout

7. Cerebrovascular dementia (lacunar infarcts Gih)sc
8. Shallow area ulceration R calf with cellulitis

9. Recent URTI — on Amoxil

10. Reactive depression (leaving home).”

Dr C prescribed further analgesics for her cocay @and further increased her frusemide.
He documented that she should have weekly blods, taxsd be weighed every second day,
with the results to be telephoned to him on 17 Agtour days later. If her weight fell
below 44kg he wanted to be notified. Mr G underttmkelephone Mrs B’s results through
to Dr C.

14 August

On 14 August Mr |, a nurse from the hospital, assédvirs B at the rest home, in response
to Dr C’s referral of 30 July. He noted that MranBs a respite care patient and that there
was concern that she was at risk at home as shemiasr own during the day. Therefore,
rest home care was being considered on a longhasis. Mr | recorded the following:

“Functional ability — [Mrs B] is able to attend simple personal care activities that
include dressing and undressing with supervisiohe Sequires assistance for
showering. She is able to mobilise with the usa sfick. In an unfamiliar environment
she requires direct supervision and assistancéodc@nfusion.

Recommendation — In my opinion, [Mrs B] is sigréitly dependent for personal
care.”

Mr | advised Mr G that he considered Mrs B to bd SNSNL 2, 3 or 4 indicates rest home
level care is appropriate; SNL 5 indicates privhtespital level care is required. Mr |

arranged to review Mrs B in a further two to thneeeks, to obtain a more accurate
assessment of her condition. Mrs E advised thahen view there was an “ongoing
problem” with assessment teams under-categorisasglents (for funding purposes). In
her opinion Mrs B was probably SNL 4 when she cante the home and quickly

deteriorated to SNL 5 over a two-week period.

On the evening of 14 August Mrs B complained to Mef falling again, this time from
her bed. There is no record of this fall.

15 August

On 15 August Ms A’s brother visited his mother amals told that she had fallen from a
chair. His mother was in a wheelchair in the kittlnath Mr G, who was “keeping an eye
on her”.

Friday 17 August

On 17 August Mrs D recorded the following in MrssBrogress notes: “Walked unaided
from her chair to her bed and slipped onto floarst8ined skintear to lower R) leg.” Mrs
B and her aunt visited Mrs B and took her out & ¢lr for a drive but returned with her
half an hour later as she was complaining of aé'dmttom” and was in “agony, agony,
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agony”. Ms A telephoned Dr C and asked him to \hgt mother as she was concerned
that the “situation was getting worse”.

Dr C visited at approximately 9.00pm that evenirige examined Mrs B and noted that
while her pain control was much improved, her mobihad deteriorated. She was now
unable to sit upright unaided or walk, and was mtiz@ent of urine. He thought Mrs B was
probably now “SNL 4 or SNL 5 borderline”.

Dr C recorded the following:

“Poor mobility in spite of no/minimal pain
coccyx ... (lllegible) Distressed night behaviouraliiog out
Good diuresis 56~ 46kg 1 incontinent of urine
Says she fell out of bed x1 ... (illegible) leg leakioedema fluid. Bloods ok
OE: lucid; very weak + frail; sinus 72
IVP + 5 chest clear
Oedema++ legs (albumin 29)
For 1) further snl assessment
2) msu
3) Same diuretics — notify me if once 44kg
4) Zoltabs 7.5mg Y2 nocte.”

Mrs B told Dr C that she was having falls and MseRplained that her mother was
frightened of falling out of bed. He spoke to Mia@d asked if bed rails were available. Mr
G told him that as the rest home was not a pritatgpital, they did not have that sort of
equipment; the only solution was to wedge a pillmetween the mattress and base.

Dr C concluded that an admission to a public hagpitat evening was inappropriate, as
the hospital would be reluctant to admit Mrs Bhattttime of night unless she had an acute
medical need. Instead, he discussed with Ms A tii@mw of transferring her mother to a
private hospital. However, prior to a transfer MBswould need to be reassessed by a
geriatrician for an SNL. As this was unable to benpleted over the weekend he said he
would arrange for an urgent reassessment on Monday.

After Dr C left, Ms A and her aunt, Mrs F, assistedaregiver to change Mrs B’s nappy.
Mrs F was facing Mrs B and supported her upper boloile the caregiver cleaned Mrs B’s
bottom. Ms A was standing behind her mother steadiihe wheelchair and saw that her
mother’s buttocks were red “like sunburn” in a @rcThe skin was not broken and there
were no blisters. She made no comment at the tersha was feeling overwhelmed with
bad flu, and was concerned by her mother’'s recemp@int of being slapped by a
caregiver and being frightened of falling out oflbe

Admission to the hospital

On Saturday 18 August Mrs B had an unobserved da#ifaining a deep skin tear to her
left lower leg. Mr G was advised of the fall and iacident form was completed by a
caregiver, but an account from Mrs B about how fefflewas not recorded. The fall was
not recorded in Mrs B’s progress notes.
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Ms A and Mrs F called in to see Mrs B in the laterning but stayed only briefly as “the
rest home did not like visits from families duritige lunch break”. They returned in the
early afternoon and were concerned about Mrs Bisdition. She was vomiting and
complaining of pain, and was unable to keep down gan relief medication. Ms A
telephoned the on-call nurse, Mrs E, and said shatwanted to take her mother to the
hospital. Mrs E recalled that she suggested an m&e transfer, but Ms A elected to take
her mother in her car. A caregiver assisted witmgferring Mrs B into the car. They
arrived at the hospital at approximately 3.30pm.A/sated:

“On leaving the retirement home on 18 August 20@1pe admitted to [the public
hospital], [Mrs B] could not walk, stand or sit upassisted and was incontinent, not
being able to walk to the toilet. She had abrastorsoth lower legs and had bruising.
Her bottom was burnt red from urine scalding. Slas w agony.”

Ms A advised that the medical staff at the hosg@tkied her what medications her mother
was on. She was unable to get through to Mr G,hsotelephoned Dr C at his home at
approximately 10.00pm. She stated that Dr C soumsdegrised to hear of her mother’s
admission. He supplied the names of the medicatwrssB was on.

The admitting staff recorded that Mrs B had skioelations to both lower legs, and
pulmonary oedema (lungs filled with fluid). She wadsrt and orientated, but nursing staff
recorded that she was “agitated, anxious to getaw, crying out”. At 10.15pm nursing

staff recorded that she was wearing an incontingmeg and “buttock + groin area
excoriated++ and red raw. Small ? pressure sotefohip noted also.”

The following morning the nursing records stated:

“Pt [patient] was admitted to ward early hours o&dnma [morning]. Pt constantly
dribbling urine, bladder distended query retenfaith] over flow - therefore IDC
[indwelling catheter] inserted and drained 700nt’s perineal + buttocks area
inflamed to the point of bleeding query secondary to urine burns. ... Pt extremely
noisy and disruptive therefore nursed in f/over bmyvoid disrupting other patients.
2x bandages on pts lower legs one on each legvét gmall sips of ED [water]. Pt
needs to be referred to SLT [speech language tisgraps pt has difficulty
swallowing.”

Mrs B was reviewed by the medical team, who noted gresenting history of falls,
confusion and worsening of her congestive healurtai She was assessed as having
ischaemic CM [cardiomyopathy], being undernourisaed immobile, having skin tears, a
history of strokes and chronic renal failure. Mrs Bondition continued to deteriorate and
she died a few days later.

Autopsy
A pathologist performed an autopsy on Mrs B. Shechthe following:

Marks of injury:
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An area of bruising was present involving the rigipiper eyelid. A small area of

bruising was present on the cheek. Multiple smadaa of bruising was present on the
forearms and lower limbs. A 10 x 6cm area of bngsivas present on the right lower
posterior chest wall. A flap laceration was presanthe medial aspect of the left lower
shin which had been closed with steristrips. A seyerineal rash was present.

Comment

Postmortem examination demonstrated a number @ihfys including ischaemic heart
disease, chronic respiratory disease and cerelmoleasdisease. A perineal rash was
present and was consistent with being due to comtlc urine. A number of bruises
were present on the face and limbs which were stergi with having been received as
a result of a number of falls. The immediate caataleath is most likely to be
ischaemic heart disease.”

Nursing assessment/care planning

Mr G recalled that he gave Mrs B the rest home’snddion Form and a Resident’s
Information Form. However, the forms were neveumeéd by the family, despite him
asking for them. The Resident’s Information Forntaded basic information about the
resident’s “likes and dislikes, important sociatlanedical information”. Mr G stated that,
without this information, the rest home had instiéint information to implement their in-
house care plan process and medication admingtrati

Ms A confirmed that the family did not return therrhs, as they were concerned that if
they did so, the rest home would claim paymenttlfier entire 28 days even if Mrs B did
not stay that long.

Mrs B’s family gave Mr G a list of contact namedaelephone numbers and a week’s
supply of medication, which he prepared into at&fipack. Mr G recalled that no medical
information accompanied Mrs B, and none was fomfiog until Dr C’s visit on 13
August. However, Ms A advised that she also gaveGva medication chart, supplied by
Dr C, to assist with her mother’'s medical manageémen

As Mrs D did not work weekends she did not see Blngntil Monday morning, the day

after her admission. Mrs D could not recall hestfimeeting with Mrs B, but did not think

that she had any particular medical concerns abeut Mrs D recorded in the progress
notes that Mrs B had not slept well on the Sundgitrand “has not settled well”. Other
than some dry skin patches on her legs, no mergionade of any medical or nursing
concerns. Mrs B required a lot of reassurance aagl“apprehensive and confused”.

Mrs D advised me that she considered that Mrs Bmehtia did not require any special
management, as the rest home had other residentsvete similarly confused. Mrs D’s
usual practice with new residents involved goingtigh the rest home information with
them and discussing the responsibilities of thé mesne and the resident. Generally, she
saw her role as assisting with getting the residetited and oriented to the home and staff.

The form “6.0 What to do when admitting a new resid (Appendix 1) dated 14 August
1999 describes the steps necessary to orientade aasident, and requires staff to make
up a doctor’s file, order necessary drugs, compleemedication box, fill out a drug sheet
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and signing list for medication and “notify theerednt surgery that the resident is admitted
into the R/H and ask them if they can send the cag¢diotes to the R/H".

The “Resident Admission Checklist” (Appendix 2)tegathat the “RN and medical staff
will provide a medical review of each new residemthin 48 hours of admission”, and
“‘Resident profile, assessment and care plan will dzeumented within 24 hours
(defi[nitely] with three days) of the admission”. fow chart (Appendix 3) reiterates the
above process to be followed when admitting a resident. Another form, “Complete on
admission and every 3 to 4 months” (Appendix 4aietresidents’ needs in respect to
“health assessment”, “participation in social atieg”, and personal cares such as eating,
breathing, toileting, bathing, dressing and mo\ahgut.

The policy on Care Plans, dated 14 August 1999 éAdix 5) states that individualised
residents’ care plans “are essential to the prowisif client centred care. They allow for
continuity of care, by-pass constant repetition w@rbal instruction and facilitate
communication between staff.” The policy state$ trmadmission a nursing assessment is
“filled in” and a short-term care plan developediilua more comprehensive plan is
developed in one to two weeks’ time. The policyestdhat “nursing staff” are expected to
inform management if they feel that a care planasup to date or if the resident’s need
for care has changed. The “nursing manager or éggdate” is responsible for reviewing
and updating care plans.

The Short Term Plan (Appendix 6) covers areas asdhygiene and dressing, mobility and
risk of falls, pressure area care, communicatiaghtsand hearing, diet and fluid
requirements, social and recreational needs, aediapneeds and instructions, and is
signed off by the registered nurse.

A care plan was not developed for Mrs B during $tary, and a nursing assessment is not
recorded. Mr G advised that at the time of Mrs &&nission it was not the rest home’s

practice to complete care plans for short-staydesds; they were completed for long-stay

residents only. The policy has since been amendedctude care plans for short-stay

residents. The form for the short-stay care planaias the same as was already in place,
but it now specifies that it should be used forrsistay residents. Mrs D advised that she
would now conduct a nursing assessment for a eeppitient because the policy has been
changed to make this a requirement.

Liaison between Dr C and the rest home

Mr G advised that Mrs B’s family preferred to useit own doctor, Dr C, instead of the
rest home’s doctor. The family took responsibility taking Mrs B to the doctor and at
times the rest home was not aware of those vRiisr to Dr C’s visit on 13 August 2001,
Mrs B’s medical records were kept at the doctousgery and were not available to the
rest home. Mrs B’s family conveyed instructionsnfr®r C to the rest home.

Mrs D stated that although she was aware that ndicadéclinical information had
accompanied Mrs B, her understanding was that Mra® requested the notes, but that
“they took a long time to arrive”. However, Mr Gastd that he did not request Mrs B'’s
medical notes prior to her admission, as this watspart of the rest home’s standard
procedure. Furthermore, he advised that “families @pnfused if lots of paper work is
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thrown at them”. Since this incident the rest hanptocedure has been amended and
doctors are now required to supply notes and dssthes patient either with Mr G or Mrs D.

Mr G stated that it was his understanding that Dw& assuming “full responsibility” for
Mrs B’s care while she was in the rest home. Hasad\

“It is inappropriate to blame the rest home for fhdure of not recognising [Mrs B’s]
deteriorating medical conditions and mobility. Tiaenily, by their own choice, was
responsible for the visit to surgery and medicasapplies charted by doctor. We had
no information of any details, reports of [Mrs B'spndition or medication charting
until 13 August 2001. [The] only information givéo us was the medications and
verbal or written instructions on a piece of pafpem the family. The rest home staff
used residents’ progress notes from registeredenamsd caregiver’'s observation and
information supplied by the family for her careigy.”

Mrs E advised that the rest home preferred dot¢toc®ome to the home to see the resident
and then document their visit in the notes. Becaigbe arrangement between Dr C and
the family, this did not happen until 13 August.Her view, respite care was a difficult
area to manage, particularly in terms of gettingdice notes. She stated that Ms A
“controlled” her mother’s medications and doctorisits and it was therefore “difficult to
get past her”. Ms A would not sign the visitor'sofxoand “would just arrive and take her
mother out ”.

Mr G advised that despite these difficulties, Drti@d to keep him included and,
particularly after the visit of 13 August, he and © discussed Mrs B’s condition several
times on the telephone and when Dr C visited.

Falls

Mr G disputed that Mrs B had had “several fallstla¢ rest home, or that she had ever
fallen out of bed. Mr G questioned whether, in figli Mrs B’s dementia, the falls she
complained of occurred at the rest home or at mar bome prior to her admission. He
commented that if Mrs B had had a number of fdlésytwould have resulted in fractures,
as she had severe osteoporosis. Mr G was awaneéyobpoe fall occurring, on 17 August.
However, he was aware that Mrs B sustained a slandn the morning of her admission
to the hospital (18 August). He was unsure howskia tear occurred, but as there was
marked oedema in her lower legs he thought it vessiple that her skin had torn by the
back heels of her slippers while crossing her legs.

Mr G commented that the staff knew Mrs B had aomjstof falls but that it was

nonetheless difficult to predict falls in the fralderly. He stated: “We have to allow
freedom for the residents to move about, as th#tas right. ... It is not practicable to
monitor 24-hours a day all residents without compsing their freedom.”

Mr G advised that “minor incidents and accidents failly investigated, but not reported
into the Incident Book where the incidents were observed and there was no injury
sustained. This avoids recording any incidents e not have occurred.”

The rest home’s incident policy (Appendix 7) states
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“All incidents and accidents are to be reportedht® manager and/or RN. It is the
responsibility of the manager or RN to document ih@dents and the treatment
provided in the ‘Incident Accident Register’ locatia the Office. ... At the end of each
month the forms are analysed and compiled.”

An incident is defined as anything that makes aess “unhealthy or unhappy”, such as
skin tears, infections, falls, fractures, fights. e

Urinary incontinence management

Mr G advised that Mrs B’s dosage of diuretic meticmawas increased to reduce her fluid
retention. This resulted in an increased urine witwhich meant that Mrs B was unable to
make it to the toilet on time. He advised thatftil®wing practices were in place:

“Two hourly toileting and hygiene whenever necegsdn worse situation we
recommend use of incontinence aid such as inconttipads, incontinent pants etc.
These aids are designed to minimise skin urine SouRegular change and hygienic
cleaning and reuse if they are reusable.”

The policy on managing continence states: “Resgdwiilt be assisted with maintaining a
normal lifestyle by the management of incontinertteough the development of
individualised continence management plans on adomsand at regular intervals in order
to promote dignity.” The policy also states: “... thare staff will record and report
incidents of continence as well as incontinence n..ofder to develop a continence
management plan”, and “... the RN is responsibleidentifying which product will be
most effective as part of the continence assessméig information will be documented
in the residents care plan in order to inform &diffsdirectly involved in the care of the
resident.”

The policy recommends regular review of the comeeplan and products to assess “the
maintenance of their skin, hygiene and dignity”.

Mr G suggested to Mrs B’s son that incontinencetganuld be purchased so she did not
have to rush to the toilet. The rest home commensaty incontinence pants from their
own stock on the understanding that family would fer them. Mrs D advised that
residents wore incontinence pants only during tng @t night-time, the bed was covered
with a “kylie” (an incontinence draw-sheet). Incioiince pads were not used by the rest
home as they held urine close to the skin (whiah d@amage the skin). Mrs D could not
recall Mrs B complaining of pain on her bottom bad noted that her sacral area was red
and she was getting the staff to put Ungvita on it.

Mrs E stated that she did not consider Mrs B’samnincontinence to be an uncommon
problem as several residents had urinary incontmeNor did she consider the amount of
urine that Mrs B passed as “excessive” given she imarenal failure. Mrs E stated:
“Things wear out, skin tone wears out”, and commadnthat “family have a problem
letting loved ones go”.

Mr G advised that the urine burns that the hospitserved on 18 August were “a form of
ammonia dermatitis”, which develops if a resideaesl not take an adequate amount of
fluids because of not being able to get to theetoih time. Consequently, the urine
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becomes very concentrated. He disputes that MrsvBldped urine burns as a result of the
rest home’s management. Mr G advised that whenBvsdamily removed her from the
rest home on 18 August, they discarded her incentie pants and requested a pad from
the caregivers. Mr G commented that, given heremsed urine output caused by the
frusemide, it would not take long before the pad waturated with urine, which could
have set up the dermatitis in a relatively shontti

“Depending on the factors such as urinary tracanhbn, concentration of urine and/or
length of time between toileting and changingsitpossible that one or more of the
factors may have contributed to such burns. We havenowledge of what could have
happened [Mrs B] following her transfer from resinke to the hospital and time
elapsed before the medical team saw her.”

Ms A advised that when she arrived on 18 Augustnmather was still lying in bed, as she
was too sick to get up. She helped her motherdgssdand noticed that she was not wearing
incontinence pants. Instead, she was wearing amiimence pad in her underpants. Ms A
said that she did not remove or change the pad Birsister, Mrs F, was also present but
could not recall what incontinence product Mrs Bswaearing that morning. Mrs F denied
that either she or Ms A had put a pad on Mrs Bhisswas not something they carried with
them. She thinks that a caregiver placed a padrs Bk underwear. In response to my
provisional opinion Ms A concurred with Mrs F’s &ment that a caregiver placed a pad
in her mother’s underwear.

Transfer to hospital

Mr G accepts that when a resident’s care needsegi@nd what the rest home can provide,
the resident should be transferred to anotheritiacHlowever, this is not a decision made
by the rest home; rather, the rest home is guidethd® advice of the medical practitioner
and family. Mr G advised that the family were givééhree options” in regard to Mrs B:
“send her to hospital, keep her in the rest horead sher to [a hospice]. Dr C and the
family decided to keep her in the rest home.” HosveWis A stated that the only option
presented to her was transferring her mother tavatp hospital.

Assault

Mrs B complained to her daughter that a caregiaa $truck her across the face and that
caregivers were rough to her, although not whenilyamere present. There were no
witnesses to an assault but Ms A believes her msthecount.

Mr G denied that any of his staff had assaulted Blend said that the allegation was not
brought to his attention. He commented as folloleua his staff:

“They are caring, gentle and willing to help in asguation. In over ten years in
business with [the rest home], we have never hadre@ported incidents of physical
abuse and after talking to staff, they have toldthw none of them had physically
abused [Mrs B].”

Documentation

The progress notes, recorded by Mrs D during thegehat Mrs B was a resident at the
rest home, do not describe her deteriorating médmadition. Despite Mrs B’s falls and

changing medical condition there is only one rafeeg on 18 August, to “condition
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deteriorating”. On 6 August Mrs B is recorded asifg a “troubling cough”; however,
“condition slowly improving” is recorded on 16 Augfjuand “sleep pattern very slowly
improving” is recorded on 17 August.

The only reference in the progress notes to MrsuBisary incontinence is “HPU [has
passed urine]” on 15 and 16 August. The amountrioeuMrs B’s fluid intake, and the
method of managing her incontinence is not recardiédre is no record of Mrs B having
a perineal rash or complaining of pain.

Mr G made the following comment in relation to tbandard of documentation: “We
cannot see that there has been any professionialch@gthe period of time [Mrs B] was in
our care. We have kept full and accurate patiecbrds, copy attached.” Mrs D
commented that while she would not change the NlaseB was given if the situation was
repeated, she would document more clearly, pastiguthe progress notes. Mrs D advised
that she now records very full progress notes, Wwhitter describe the care given.

DrC

Dr C rejects any suggestion that he did not resmgrihat Mrs B’s condition was
deteriorating. He advised that he thoroughly agskker each time he visited and, when he
felt she needed private hospital level care, hengied for her to be reassessed as soon as
possible.

Dr C noted that he wrote thorough notes followirgdxamination of Mrs B on 13 August

and discussed her management with Mr G. When hmiagd Mrs B on 17 August he

noted her deterioration and agreed with family tsiz¢ needed a higher level of nursing
care. He arranged for her to be urgently reassdssqativate hospital care following the

weekend. He recalled:

“I did not admit her that night to the hospital base they would not, in my experience,
accept a patient under the acute medical servicaursing care only, when no acute
medical interventions were indicated or required.”

Ministry of Health Audit

In response to Ms A’s complaint the Ministry of HtBamade an unannounced visit to the
rest home on 27 September 2001. Mr G advised timsiviy of Health that because Mrs
B’s family retained control over their mother's nmeal consultations and supply of
medications he had absolved himself of respongibibr the matter. Without medical

information he found it difficult to plan care fMrs B.

The Ministry of Health noted the following concelngespect to the lack of care plan and
nursing assessment:

“It is of concern that [Mrs B] had been accommodadethe rest home for a total of 16
days and there is no record of any assessment bathgrtaken for her or a care plan
developed by senior staff or the registered nugsen though the manager has stated
that he and staff encountered difficulty in undeirtg this with the family taking over
their mother's ongoing medical care and treatmemd that he absolved this
responsibility to the family, the fact remains, tthiae licensee and the manager are
responsible for the care to any resident whilsiy taee accommodated at the Home.
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Despite any difficulties encountered, it would beected that the manager ensure
adequate assessments are undertaken at the tiraeredident’'s admission and as
required, and, that appropriate documentation igw@aed in a timely manner. This

should apply equally to residents accommodatedh®iong-term and for respite care.
If the assessment and care plan forms that arerdlyrin use at the rest home are not
appropriate for use with respite care residentgn thlternative forms should be

developed. A lack of documentation for the assessraad treatment and care of a
resident can compromise safety and well beinglfat tesident.”

The Ministry of Health advised that the managethefrest home said that the policies and
procedures followed and the forms used for peoghaithed for short-stay care were the
same for any other resident being admitted to ¢lse mome. The only difference was that
the care plan was not so comprehensive or extefwiahort-stay residents.

Independent advice to Commissioner

General practitioner advice
The following expert advice was obtained from Dis3a Turnbull, a general practitioner
with a special interest in the care of the elderly.

“To assist the Commissioner form an opinion on thiee [Dr C] and [the rest home]
exercised reasonable care and skill in providingises to [Mrs B].’

Supporting Information:

* ‘A’ Letter [Ms A] to the Commissioner

* ‘B’ [Dr C] to the Commissioner

e ‘C’: [The rest home’s] response

* ‘D’ Ministry of Health report

* ‘E’: [The public hospital's] medical records for [§1B]
* ‘F’: Consultation notes from [Dr H]

Background

Social and medical history:

[Dr C] was [Mrs B’s] GP from 1996. Between 1996 a2d01, [Mrs B’s] health
gradually failed and [Dr C] saw her between 10 20dtimes a year to manage her
various medical problems. [The nephrologist andsatiant physician] reviewed her in
March 2001 and concurred with [Dr C’s] findings am&nagement. The major ones
were:

1. ischaemic heart disease, hypertension, controlEatthfailure and a pacemaker.
Medication was captopril 25mg, frusemide 160mgjrasp

2. osteoporosis and associated fractures, on alertérand calcium.

3. chronic renal failure

4. gout
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5. dementia due to previous strokes as shown in a Chiep brain in 1996. The
outward manifestation of this was memory loss amat fpalance leading to falls.

[Mrs B], now aged 78, was admitted to [the rest &pifor respite care on 2/8/2001

after she and her family had discussed this with@Pon 30/7/01. She had been living

at home with her daughter [Ms A]. She had beensasskas support needs level 3 at
the time of her admission to [the rest home] and admitted for 4 weeks’ respite care

with consideration of long-term placement. [Dr Gked for an urgent SNL assessment
on 30/7/01 and this was actioned on 14/8/01.

[Mrs B] was mobile with a walking stick but needaskistance to dress and shower at
the time of her admission to [the rest home]. Healtt rapidly deteriorated after an
unwitnessed and undocumented fall on 10/8/01.

She was admitted to [the hospital] on 18/8/01, laictvtime she could not walk, stand
or sit up unassisted and was incontinent. She baas@ans to both lower legs and
bruising. She had severe buttock and perineal etao.

History at [the rest home]:
2/8/01: [Mrs B] admitted to [the rest home]

9 or 10/8/01: fall — There are no official records this and conflicting accounts
between that told by [Mrs B] to her family and tllatcumented by [Mr G] in his letter
to the Commissioner 21/10/01. He says that there we documented injuries but the
lower back injury was apparent to [Dr H] on 11/8/01

11/8/01: [Mrs B] seen by [Dr H] at ... Clinic. His t&s record worsening of [Mrs B’s]

known heart failure, sacral pain and local tendssrsue to a fall two days previously
and associated poor mobility. He increased theefrude to control the heart failure,
gave antibiotics and provided pain relief.

13/8/01: [Mrs B] seen by [Dr C] at [the rest homi)r C] said that she was bright,
lucid and undistressed. She had a moderate bubwshkceration on her right lower
leg. Mr G told him that this had been sustainedh®yheel of her shoe. She had also
been found by her bed and was complaining of caealygain. [Dr C] felt she had
fractured her coccyx, discussed her medical probieith [Mr G] and wrote extensive
medical notes and instructions for the rest honte ige weighed every second day and
weights telephoned to him.

14/8/01: [Mrs B] assessed by [Mr 1], a gerontolagyse practitioner. He records [Mrs

B] as being significantly dependent for personakdaut able to dress and undress with
assistance but needing supervision with showelitgg.recommended long term rest

home care.

17/8/01: [Mr G] said [Mrs B] was seen to fall. [@] visited [Mrs B]. He felt her pain
control was good but her mobility had suddenly woesl, she needed support to walk.
He examined the coccygeal region and did not natiee excoriation reported the
following day. She was having more disturbed nigintd had become more incontinent
of urine, probably because of her increased dwrdteatment. He felt that
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reclassification to 4/5 SNL was appropriate bus thiould need geriatrician approval
which he would initiate after the weekend. He agaiinte up full notes. The progress
notes record a fall and a skin tear on the righteloleg on the 17/8 but an incident
record the next day records this as the left ldegr

18/8/01 [Ms A] took [Mrs B] to [the hospital] by cavhere she was admitted.
Ministry of Health Investigation:

This consisted of an unannounced visit on 27/90tww review officers. A review of
the documentation relating to [Mrs B] and releventhe day-to-day care for residents
was undertaken.

Conclusion and recommendations:
1. There was no nursing assessment or care plan akdartduring [Mrs B’s]
residency and progress notes were sparse.

The admission form to be completed by the familyapparently not returned to the
manager. The manager stated that he did not reaeyeotes on [Mrs B’s] previous
history or written instructions regarding her carel management. The manager said
that the family wanted to be responsible for [Mfs]Bnedical consultation and supply
of medication. The manager said he therefore abddinmself from responsibility of
medical care needs, planning or active intervenfidv® manager stated that he insisted
that [Dr C] complete a medication profile on 13/B/@nedical notes were provided at
this visit on 13/8/01.

The conclusion of the review officers was thatltbensee and manager are responsible
for the care for any resident while they are acconaed at the rest home. ‘Despite
any difficulties encountered, it would be expectbdt the manager ensures adequate
assessments are undertaken at the time of theen¢g'sidhddmission and as required and
that appropriate documentation is maintained immely manner. This should apply
equally to residents accommodated for long-terne eaud for respite care’. ‘A lack of
documentation for the assessment and treatmentaardf a resident can compromise
safety and well being for that resident.’

2. A review of the incident/accident register and agd#ed policies showed the
policies to be acceptable except that of only gotyf residents’ relatives if the
accidents ‘are potentially serious or result inimes harm, or if the manager
believes they are warranted’.

In fact, the two falls reported by [Mrs B] to heauwdyhter, and recorded by [Dr C] and
the registered nurse are not recorded in the intidecident register.

3. Staff cover is above the required minimum numbenaifrs but staff hours worked
are longer than ideal.

4. Policies and procedures were kept in a locked effihen the manager was absent
from the home.

5. There were conflicting policies on the provisioncohtinence aids.
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6. There were no management of pain guidelines.

[The hospital] admission:
Acute problems:

poorly controlled heart failure

renal impairment

skin lacerations to both lower legs

back pain controlled by morphine

agitation, confusion and anxiety

urinary incontinence, retention and overflow
perineal and buttock inflammation/ excoriation

NoakwhNpE

Over the next few days, [Mrs B] developed swallogviproblems, hypotension,
difficulties with fluid balance and control of thHeeart failure. She died [a few days
later].

Autopsy Report:

Bruising on the face, limbs and chest. Flap lacamaeft lower shin. Severe perineal
rash consistent with prolonged contact with urilibe immediate cause of death is
most likely to be due to ischaemic heart disease.

What specific professional and other relevant starakds apply in this case and did
[Dr C] and [the rest home] meet those standards?

The standards are those of professional competefcethe GP, particularly in
understanding and managing the care of older peopere is an associated
responsibility of the rest home/hospital to hageoivn accreditation and to liaise with
the doctor appropriately so that both work compiii partnership.

[Dr C] is a Fellow of the RNZCGP ie a vocationatiggistered GP. Although not
detailed, | assume he is undertaking ongoing sédllyation/peer review to both
ensure a current annual practising certificatefantlis own interest and competence.

[The rest home] received a Telarc Q-Base registnatertificate in September 1999
which meant that it had been found to operate dtguaanagement system complying
with the requirements of the Telarc Q-Base Codeis T& a very basic quality
assessment measure but it shows willingness omalteof the rest home to look at
some very basic quality improvement.

The Ministry of Health audit after the complaintdhdeen received showed some
reasonably severe deficiencies at [the rest horh@hwimpacted directly on [Mrs B’s]
care ie

Conclusion and recommendations:

1. There was no nursing assessment or care plan akdartduring [Mrs B’s]
residency and progress notes were sparse.
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2. A review of the incident/accident register and ag#ed policies showed the
policies to be acceptable except that of only gt residents’ relatives if the
accidents ‘are potentially serious or result inimes harm, or if the manager
believes they are warranted’. In fact, the twosfakported by [Mrs B] to her
daughter, and recorded by [Dr C] and the registewgge are not recorded in the
incident/accident register.

3. Staff cover is above the required minimum numbenaifrs but staff hours worked
are longer than ideal.

4. Policies and procedures were kept in a locked effihen the manager was absent
from the home.

5. There were conflicting policies on the provisioncohtinence aids.
6. There were no management of pain guidelines.

Of these deficiencies, the first two are the sexriones. The review officers state that
the licensee and manager are responsible for ttee afaany resident while they are
accommodated at the rest home.

[Mr G] failed to ensure the information he requineds returned from the family and
this meant that there was no nursing assessmegdrerplan undertaken during [Mrs
B’s] residency.

Furthermore, the two clear accidents relating tos[®] were not documented and the
stated policy was contradictory and unsatisfactdhys shows sloppy practice on the
part of [the rest home].

The review officers state: ‘A lack of documentatifon the assessment and treatment
and care of a resident can compromise safety afid®iag for that resident.” [Mrs B]
deteriorated very rapidly after her fall. She wasne to falls and the cascade of health
events is likely to have occurred regardless. Nbedgss, these omissions show [the
rest home] in a poor light.

Comment on the liaison between [the rest home] arf®r C]. Was this adequate?

No, it was not. At the time [Dr C] saw [Mrs B] or0/3/01, her medical problems,
although brittle, were relatively stable and it wasgely the social situation which
prompted her admission for respite care.

The family instituted the next medical consultatema result of their concern, taking
[Mrs B] to the after hours doctor on Saturday 1Q18/At that time she was starting to
show the effects of her undocumented fall and wastiisg to slip into uncontrolled
heart failure.

It seems [Dr C] visited [Mrs B] at [the rest honaes a follow-up to this visit ie [the rest
home] was distant to the process. This certairghlights the lack of a care plan and
good progress notes.
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From this point, medical notes were undertaken[BndC] carefully followed through
his management plan. It was confounded to somenexig further and serious
deterioration the following days. [Mrs B] had moviedm a SNL 3 on admission to a
4/5 by Friday 17/8/01. On Saturday 18/8/01, thees wignificant further change and
the family decided to independently take [Mrs Bilte hospital themselves.

Was [Mrs B’s] deteriorating medical condition and nobility managed
appropriately by [Dr C] and [the rest home]? In particular, comment on the
preventive measures put in place at the rest home prevent [Mrs B] falling.

| think [Dr C’s] management of [Mrs B] was very appriate at all times. His overall
management is backed by [the nephrologist and dtansyphysician] and gerontology
nurse [Mr I]. | have some concerns about [the heshe’s] general management as
expressed above. However, their policy about aessivas quite transparent and cot-
sides have their own problems and have to [be] geohavery carefully. Putting a
pillow under the mattress is common practice an@qgadte under appropriate
circumstances.

Was [the rest home’s] documentation and managemendf [Mrs B’s] fall risk
adequate? In particular, should all falls be documeted?

As mentioned, | think [the rest home’s] documentatat all stages was sloppy or
inadequate. A fall risk policy was not considereul a&ertainly not documented in a
care plan. All but the most minor falls should benfially documented and the family
told of these at the time or soon after dependimghe severity and timing of the fall.

Was [Mrs B’s] incontinence managed appropriately bystaff at [the rest home] and
[Dr C]?

| think yes to this in spite of the Ministry of Hd#s comment on the conflicting policy
regarding incontinence aids. [Mrs B’s] incontineneas significantly affected by both
her fall and by the medication required to be Usedher worsening heart failure. It is a
fine balance in these circumstances and the maregesaems appropriate.

[Mrs B’s] rapid development of the perineal andtbok excoriation occurred from

17/8/01 (not apparent or very mild when viewed By [C] on that date) and was

undoubtedly caused by her incontinence and thdiatios. These had been changed
from amoxil to synermox, an antibiotic most liketyhave this as a side effect.

[Mrs B’s] rash certainly appears to have been seweerher admission to [the hospital]
and was still present at the autopsy suggestirtgtibahospital had difficulty getting on
top of this.

Was [Dr C’s] referral for private hospital level care timely and appropriate?

When [Dr C] saw [Mrs B] on 17/8/01, he recogniséé significant fall-off in her

health status in the preceding week. She had mawlgrlying and serious health
problems. The heart failure was not stabilisingpdtesthe increase in her diuretic.
Clinically, she had a fractured coccyx caused hydsteoporosis and the fall. She was
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barely mobile and incontinent. This is a difficidet of circumstances and public
hospitals do not like Friday afternoon admissionthout a readily identifiable reversal
of the problems. [Dr C] decided an urgent medichhision was not warranted on
17/8/01 and decided to initiate an urgent assessimea new SNL on 20/8/01.

Are there any other relevant issues in relation tdahe standard of care provided to
[Mrs B]?

| think they have all been covered.

To advise the Commissioner whether the GP and restome services received by
[Mrs B] were provided with reasonable care and skKil

[Dr C’s] care of [Mrs B] was very adequate, | beéeand | think the family accept this.
In retrospect an admission on Friday night mighteh&een justified but this is a
hindsight statement.

[The rest home] has shown some sloppy, if not igadee documentation, which may
have had some impact on [Mrs B’s] quality of lifet lprobably not the actual outcome.
[Mr G] said he absolved himself from responsibilifymedical care needs, planning or
active intervention because the family had takerthos responsibility. This was his
responsibility by regulation and he should havenbeemmunicating and working with
the family much more positively to support [Mrs Bieeeds.”

Nursing advice
The following independent expert advice to the Cassianer was provided by Ms Shirley
Hughes, a registered nurse with expertise in citfeecelderly:

“Purpose
To provide independent advice about whether [MrseBEived an appropriate standard
of care whilst a resident at [the rest home].

Background

[Mrs B] was admitted to [the rest home] for resmitee. While there [Mrs B’s] medical
condition and mobility deteriorated. She was asskss a Support Needs Level (SNL)
3, however soon after this her condition detereadtatHer general practitioner arranged
for an urgent reassessment. Before this could dddrg B’s] family admitted her into
[the hospital], where she died [a few] days later.

Complaint

1. Despite [Mrs B] having several falls, no prevematmeasures were put into place
and no bed rails were available.

2. [Mrs B's] fall on 10" August 2001 was not properly documented.

3. [Mrs B’s] incontinence was not properly managed.

4. [The rest home] failed to recognise and manage [Bls$ deteriorating medical
condition and mobility.

5. On 17" August 2001 [Mrs B] complained to her daughtert thastaff member
assaulted her on or about™A&ugust 2001.
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6. Despite being alerted to [Mrs B’s] deterioration bgr family, [the rest home]
failed to admit [Mrs B] to hospital. She died [avledays later.

7. There was inadequate liaison between [the rest hanie[Dr C].

8. [Dr C] failed to recognise [Mrs B’s] deterioratimgedical condition and respond
appropriately.

9. [Dr C] failed to get [Mrs B] promptly assessed farspital level care.

Supporting Information

[Ms A’s] letter of complaint marked ‘A’

[Dr C’s] response marked ‘B’

[The rest home’s] response and medical recordsedafX
Ministry of Health report marked ‘D’

[Mrs B’s] medical records from [the hospital] madk&’
[Mrs B’s] consultation notes from [Dr H] marked ‘F’

oA wWNE

Elderly people, particularly those who suffer arggceee of dementia, are among the
most vulnerable group of consumers within sociétye rights of this group must be
protected. Legislation and regulations provide glimes from which standards are
developed. Policies and protocols are developechdnith care facilities which, if
complied with, protect the resident and the st&ffmy opinion [Mrs B] did not receive
safe and adequate care while she was a residghe aest home].

Evidence which supports my opinion:
1. Expected standards

[The rest home] purport to bedmmitted to providing Quality Care and Servicethwi
an emphasis on maintaining a strong sense of digamid independence, to residents
with varying physical challenges believethat our care and service must be delivered
with compassion, professionalism and empathy arttirwithe practice of Quality
Assurance([the rest home’s] Philosophy).

Further, it is stated (Code of Residents Rightsk @l residents have the right to
‘expect a level of care consistent with their assggsre needs is provided

The particulars in the request for an investigatignMs A] into the standard of care
received by her mother are addressed within thewiorlg sub-sections.

2. Admission and assessment procedures

There is no evidence of an initial admission foremlp filled out. The manager of the
Rest Home advised the Ministry of Health investgsatthat policy and procedures
followed and the forms used for people admitteddgpite care were the same as for
any other resident admitted to the HOM@The rest home’s] Complaint Report pg 3
para 3.)

[The rest home’s] Policy 6.0/hat to do when admitting a new residemiakes no
differentiation between long-term and respite gasdents. It must be noted that the
[the rest home] policy on Care Plans Qanl12.0 ifieatthat bn admission a nursing
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assessment is filled in together with residentftest/agent. Following 1-2 weeks of
observation a more definitive care plan is filled i.; This policy was revised 14
August 2001. There is no documentation relatintheopolicy before 14 August, and
no change to the policy at the revisiori'November 2001 following the investigation
by the Ministry of Health Regional Licensing Office

The Health and Disability Standards Service dejiv@utcome 4 identifies that
‘consumers/kiritaki receivéimely, competent and appropriate service provision in
order to meet their assessed needs, desired ouscantegoals(Standard 4.1). There
is no evidence in the written documentation thag ahthe criteria (4.1.1-4.1.6) to
achieve this outcome were undertaken.

There is

* no letter of referral from the doctor

* no admission document

* no assessment sheet

* no plan of care

* as there is no plan of care — any evaluation ofs[His] ongoing condition would
be difficult to effect

[Mr G], in his letter to [HDC] October 212001, advised thashe was a sick lady on
admission with significant co-morbidity and incredsdependency requiring increased
personal care assistancalso that soon after her admission [Mrs E] ... saw [Mrs B’s
son]. Her initial impression of her condition wasat she was a very sick lady and
should have been admitted to Private Hospital nestRHomeé. None of the above is
documented, nor is there any baseline assessmvitB] despite the concern.

The progress notes appear to commence 3-08-0k&sBRM, RN identified in the list
of employees as [Mrs D]. The first notation in fhegress notes stateskin areas

satis. There is no further report on the condition of §vB’s] skin in the progress
notes, which conclude 18-08-01. There is no doctatem relating to the urine burns.

The progress notes do identify [Mrs B’s] confusi@08-0[1]), her cough ( .08.0[1]
and .08.0[1]).

Note: | am unable to discern the dates on the photoobflye progress notes.
3. Liaison between [the rest home] and [Dr C]

There was no letter of referral from [Dr C], nolyavidence of a telephone referral by
the doctor to the Rest Home. It was stated ththtmedical records were kept in the
doctor's surgery prior to 18 August 2001 The information booklet advises
prospective residents/families that ‘tressident or next of kin or agent ... ensures that
the original or copy of the medical records inclugliall notes and drug administration
chart are given to the registered nurse followirgle visit (to their own doctor).

There is no evidence prior to 13th August 2001 #rat written documentation was
received by [the rest home] from [Dr C] nor telepbanstructions from [Dr C] to the
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staff at [the rest home]. As [Mrs B] was visitinget doctor, had sustained injuries
following falls and was experiencing pain | woulthgest that a responsibility lay with
the RN of the rest home to seek information froendbctor.

4. Management of deteriorating medical condition and robility

The progress notes do not reflect the deterioratigivrs B’s] condition. The second
entry notes that [Mrs Blappears to be settling slowly ... has developed tesame
cough. The sixth entry notes thathiere is no real changeThe seventh entry notes
that ‘antibiotics given as ordered by [Dr CJThe following entry (? 13 August) notes
that [Mrs B] was to increase frusemide and commence moduretic and ehang
antibiotic’. The tenth entry notes thatondition slowly improving and the following
entry on 17-08-20[01] notes that [Mrs B] igety slowly improving However on the
following day it was identified that [Mrs B’spbndition deteriorating

There is one note about [Mrs B’s] fall, with noléa-up, no documentation of pain
assessment and follow-up.

There is no record of management of urinary incemmice, apart from the progress
notes. There is no record of skin excoriation. ®hly reference to skin is on admission
that ‘skin satis and ‘some dry patches on lower légs

As skin excoriation had not been identified, thewes obviously no treatment initiated
to alleviate [Mrs B’s] pain and discomfort. [Mrs Bjas a resident who had multiple
medical problems. It was noted by [Mr G] thahé was a very sick lady on admission
with co-morbidity ..." There is no evidence of other progress beitfigcevely
monitored, of the Registered Nurse contacting thetat and requesting him to visit.
[Mr G] states thatit is inappropriate to put blame on [the rest home]the family by
their choice was responsible for visit to surgendamedication supply as charted by
doctor. (Letter to [HDC] 31.10.02Zpg 4).)

[The rest home’s] ‘Code of Residents Rights’ idiesi that residents have the right to
expect that a level of care consistent with thegeased needs is provided. There was
no evidence of Visiting Practitioners guidelines.id of concern that [Mrs B] was
admitted on 3-08-20[01] and was not seen in the Rese until 13-[08-01]. [Mrs B]
was seen at the doctor’s surgery, but no informatégarding those visits was given to
the Rest Home staff. It does not appear that tlet Reme staff sought information
from the doctor, despite [Mrs B] being sick lady on admissionlt would seem that
[Mrs B’s] needs were neither assessed nor met.

5. Documentation and management of falls

The lack of documentation relating to [Mrs B’s]lfals in direct contravention of the
[the rest home’s] Policy Qan 20.0 Incidents whidentifies that all incidents and
accidents are to be reported to the manager an&Mr It is the responsibility of the
manager or RN to document the incidents and thatrivent provided in the Incident
Accident Registér [Mr G] states that rminor incidents and accidents are fully
investigated, but not reported in the incidentslkboo avoids recording any incidents
that may not have occurred
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This would seem to imply that some reported indisdrave not happened. Without
investigation, how could this be determined?

[Mrs B] was known to use a walking stick and haustory of recurrent falls ([Mr 1] pg

2). There were no side rails available. The Migistf Health Investigation (pg 7) cites
the Old People’s Homes Regulations 1987 37(2)(a)tlen provision of suitable

equipment. [The rest home] has policy and procesiuelating to Resident Falls. It
does not appear that the procedures were adhered the policy enacted.

In her letter 5-02-02 [Ms A] states thahé rest home nurse never disclosed my
mother’s injuries to me. The rest home manager ldid not inform me of her fall's
The Code of Health and Disability Services Consshiights no 6 is the Right to be
Fully Informed. The [the rest home] Code of ResideRights no 4 states that the
residents hafve] the right [togxpect that they receive adequate information .soone
other person so entitled does so on their behaoth of the above rights were not
adhered to.

Daughter [Ms A] identifies falls occurring 10.08]0thot witnessed although helped up
by caregiver, no incident form); 14/15.08.[01] [MB] fallen (no incident form).
17.08.[01] falls from bed or chair — different sésron cause of fall. (No incident form
[Ms A] reports that during the day (date not ideed) ‘she (mother) is sitting in a
wheelchair in the kitchen while [Mr G] keeps an eyehet.

Note: | do not have the duty roster for the time framaclhwould identify the staff
ratio. However, it would appear inappropriate toéna resident who had had several
falls, presented with urinary incontinence and aesperineal area, sitting in a
wheelchair whilst a managédt€eps an eye on hHerln my opinion [Mrs B] should have
been looked after by a caregiver, with oversighthef RN to ensure that any pressure
on the sore area on her perineum was relieved.

It is acknowledged (as stated by [Mr G] pg 3) thdiie to brittle bone condition
residents occasionally lose their balance and hav@ll'. With adequate assessment
and planning it should be possible to reduce tble of falls. Because of the lack of
assessment and consequent plan of care for [Misv&juld appear that criteria 2.2.7
and 2.2.8 of the Health and Disability Standardatirey to risk management were
violated.

6. Management of incontinence

[The rest home] has developed policy and procedirggomote continence. Again,
the lack of assessment and care plan would inditad¢ the policies and clear
procedures were not followed. Qan.17.0 Eliminaiaemtifies incontinent aids, a clear
flow chart on urinary infection and points to notéh incontinent residents. There
appears to be no recognition that there would baneneased flow of urine following
the increase in diuretic medication. An appropritigeting regime, assessed and
documented, would have precluded the concomitanary burn. Qan 17.0 Elimination
pg 10 identifies thatthe correct type and size of incontinent produatgsentidl No
report of incontinence or the need for an incomtageproduct was noted in the progress
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notes. It is not until between 14-17.08.[01] tHdt |[G] recommended to [Mrs B’s] son
that incontinence products be purchased.

The urinary incontinence resulted in a urinary bwhich is not documented. It was
stated by [Dr C] that on 17-08-[01] hda6roughly examined her but did not remove her
nappy, so did not see any signs of ammonia deim&tdm urine contact that was
reported the next day from [the hospita{|Dr C’s] letter to HDC pg 2). Mr G appears
to suggest that there is no knowledge of the uboen, stating thatwe have no
knowledge of what could have happened to [Mrs Blpowong her transfer from
resthome to the hospital and the time elapsed betoe medical team saw helt is
my opinion that [Mrs B] suffered pain from such aoma dermatitis during the latter
part her stay in the resthome. This is consistetfit mer daughter’s account of [Mrs B’s]
‘burnt bottom, paihand her mother’s descriptiari ‘agony, agony, agohyThe lack of
both proper care and pain relief also lack of doentation is of concern.

7. Responsibility for hospital admission:

[Mrs B] was obviously a sick woman. Upon admisstonhospital she was found to
have a distended abdomen. When catheterised herymutput was 700mls. [Mrs
B’s] perineal buttocks were found to be inflamed the point of bleeding — query
secondary to urinary burhs

Bandages on lower legs
Difficulty swallowing
Clinical notes 19.08[01] [the hospital]

It would seem that [Mrs B] required hospital cake.admission to the Public Hospital
would be the responsibility of the General Pramtiéir. Should a private hospital be the
preferred choice, then the family would be resgalesior choosing which one. A needs
assessment would have to be done to ensure fureliag,in the case of a private payer.
This would take time. In the case of [Mrs B] it/ opinion that an admission to the
public hospital was necessary and that it was tig df the general practitioner to
arrange the admission.

8. Other matters:
* Drug Administration

Linctus was given for cough (progress notes py\&jo prescribed this? Where are
the ‘standing orders’ and by whom are they autledf?s

Why did the nursing staff not request written matan information from the
doctor in view of [Mrs B’s] acknowledged co-morliig?

* Total Quality Care Complaints Policy would appeatinnidatory in that it is
necessary for the complainant to request the fordnraturn the completed form to
the senior staff member. Being able to send infdlhen and request an interview,
with support person, would seem more user frientiys may be why there was no
complaint to [the rest home] during [Mrs B’s] st@etter to [HDC] 31.10.01).
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* There is no evidence to support the allegationdhadregiver slapped [Mrs B]

* No pain assessment was carried out, thereforefbetiegeness or otherwise of the
medication was not evaluated.

* No mental health assessment was carried out, ddspiory of moderate dementia.
In my opinion the care given to [Mrs B] fell beldiwe appropriate standard of care.

The Code of Health and Disability Services Conssimerghts 4 and 6 have not been
met by the [the rest home] in this instance.

Additional comment

The lack of documentation, which includes assesgnmanning and implementation
of the plan, progress notes and incident reporfadgwell below the standard expected
by a Registered Nurse. Such standard of care magimdered negligentwhich falls
below the standard of care which would be reasonabipected of a registered
nurse ... judged against the standards of his orreasonably competent brethten
(within Professional Misconduct, s 2 Nurses Act 107

Principle Two of The Nursing Council of New ZealafidiICNZ) Code of Conduct for
Nurses and Midwives states thélhé nurse or midwife acts ethically and maintains
standards of practice In particular 2.3 identifies that the nurdge accountable for
practising safely within his/her scopemfctice’.

There is no evidence in the documentation preseotezither accountability or safe
practice by the registered nurses employed atrfgsichome].”

Additional nursing advice
Ms Hughes provided the following additional nursiagvice after reviewing interview
transcripts with Mrs E, Mrs D and Mr G, and thegaral copies of Mrs B’s progress notes:

“Purpose:

To respond to the following questions:

1. Do you revise any aspect of your advice in lighth&f enclosed information?

2. Please comment on the adequacy of [the rest hoime-shll arrangement.

3. Please comment on the appropriateness of the watdsrtaken by [Mrs E], [Mr G]
and [Mrs D]?

4. Are there any other matters relevant to the caf{®og B]?

Response:

1. There is nothing within the interview notes provide me that would cause me to
revise any aspect of the advice submitted to thealtlleand Disability
Commissioner 02-05-02.
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Interview with [Mrs D]:

The roster supplied to me is not of the dates istjan. If this is a generic roster
then there is a difference between the times staydiiirs D] during her interview
and those on the roster.

[Mrs D] advised that the only occasion [Mrs B] cdaiped of pain had nothing to
do with urine burns. [Mrs B’s] daughter advisestthar mother complained of
‘burnt bottom pain’. There is no documentationlaét

The use of a sanitary pad for incontinence woudtk@d have the effect of keeping
urine onto the skin surface. There is no evidemtker than ‘been told by the
caregivers’ that this occurred. The documentatiomf[the hospital] that [Mrs B’s]
perineal buttocks were found to be inflamed to pwnt of bleeding — query
secondary to urinary burns would suggest that tiieaty burn occurred prior to
admission to [the hospital].

| do not have a copy of the Rest Home Contract WieghMinistry, which includes

service specifications for subsidised residentsave included a copy of Service
Specifications from my own contract as | believattbhe Contract is generic.
However, as [Mrs B] was not a subsidised residemh lunsure of its standing.

[Mrs D’s] comment that she would not change thesddwat [Mrs B] was given
would cause me some concern, particularly in reg@anisk management for [Mrs
B].

Interview with [Mrs E]

[Mrs E] is a Registered Nurse who made a clinidedevvation to [Mr G] that [Mrs
B] was a very sick lady who should have been ae@ohito a private hospital ([Mr
G's] letter to [HDC] 21-10-01). [Mrs E] claims shead nothing to do with care’
and yet appears to be used for advice on clinicaters.

Verbal information given by the family members tdr[G] ought to have been
documented so that those caring for [Mrs B] coddchzare accordingly.

The on-call arrangement is appropriate to the ifgcilThe staffing is within the
limits of the Old People’s Homes Regulations (ese). [Mrs D] advised that
either she is ‘on call’ at any stage, and [Mrs£lways available for advice.

[Mrs E] advised that she only had a financial iestrin [the rest home] as an
Owner/Director. However she called the Rest Homeaamaily basis and would
give advice. In my opinion it would have been agpiate for [Mrs E] to follow up
her clinical judgment that [Mrs B] ‘was a very si&dy who should have been
admitted to hospital’. The roster received also desirates that [Mrs E] is ‘on call
if required’ for seven days a week. [Mr G] is theahhger of the facility, | have
seen no evidence of his being a caregiver, noresrdported as having a
professional health qualification. Staffing, acdogd to the submitted roster,
appears to be adequate. | am at a loss to underatay [Mrs B], who had had
several falls, presented with urinary incontineacd had a sore perineum, should
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be sitting in a wheelchair while the manager ‘kapteye on her’. | am also unable
to understand why [Mr G] did not ensure that [MrkrBceived information given
to him from [Mrs B’s] relatives. It is also surgng that it was [Mr G] who advised
[Mrs B’s] family about the need for [Mrs B] to haugcontinence products. Surely
this responsibility would have been that of theseged nurse. It would appear that
[Mr G] acted in a capacity outside that which wob#l expected of a manager and
was inappropriate.

The Service Specifications do identify the respoilises of a registered nurse for
subsidised residents. | would contend that the sasgonsibilities should include
all residents. | previously reported my concerrardmg the lack of documentation
which is the responsibility of the registered nurdénis fulfiilment of this
responsibility was not evidenced in the materigipdied to me. [Mrs D], in my
opinion, did not ensure that [Mrs B’s] care washef standard expected.

4. Other matters relevant to the care of [Mrs B]

* It has been stated by [Mrs E] ‘that families haverablem letting go of loved
ones’. This is understandable, and there is a @fréenial and grief. It [is] for
this very reason that the care given should be bfga standard based on
assessed needs of the individual and their family.

 [The rest home] is to be congratulated for ensutimgt its documentation
system has been improved. It is to be hoped thktinglude all aspects of
residents’ [care], a comprehensive incident repgriystem and a user friendly
complaints system.”

Responses to Provisional Opinion

Mr and Mrs E
Mr and Mrs E made the following points in respotseny provisional opinion.

Licensee’s relationship
“The working relationship of [Mrs E] and [Mr G] wa%ot as it is mentioned in the
report. At the time of the complaint [Mr G] was @oh charge of running of [the rest
home] with help of [Mr and Mrs E] for advice, sorhelp in purchase of goods and
administration.”

Assessment
“[Dr C] requested urgent assessment of [Mrs B] ..e Hssessment was done ... after
some 14 days delay. In our opinion some of the blamould be directed towards
assessment department for their failure to arramgmessment urgently and under
catagorising the client for cost saving as the egpeof the health of the clients. If [Mrs
B] was catagorised appropriately she would haven ba@mitted to more suitable
facilities such as a private hospital.”
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Urine burns
“IDr C’s] visit on 17" August 2001 at 9.00pm did not record any urinenbur.. As
there is no such record one assumes that at thatthiere was not evidence of severe
urine burns. ...”

Bruising
“The hospital admitting staff's records and nextrmiog nursing records did not record
any bruising ... as described in the autopsy repobrinay be possible that these
bruisings happened during the 4 days stay in haispit

Admission to rest home

“[Ms A] admitted ... paragraph 6 that she was nonhgdp return any form because she
was concerned about the rest home claiming fuldlifugn for the care, if [Mrs B] does
not stay full 28 days. ... In my opinion this is paatcuse for not returning the forms
that supplied vital information for the care of [0B]. [Ms A] could have returned all
other forms and held onto the payment authorizdbom ... It is also unfair to totally
blame the manager for not collecting the informatiMs A] also would not sign the
visitor’'s book so the manager had no idea of [Mig Bisits and outings. It appears the
manager of the home has to perform heroic and isiplestasks to obtain information
from family and doctors where one of more partgesnwilling to cooperate.”

Complaint procedure
“l do not agree with Ms Hughes’ statement that beeahe forms have to be requested
it is intimidating ... However we take note of Ms H&s’ suggestion.”

Care provided to Mrs B
“The report totally blames the management of [thst home] ... even though other
factors and personnel involved in the process doing for [Mrs B] contributed to this
less than adequate care. ... There should be a safefuilt into the HD[C] Code for
the management of the home against the family & tbsidents and health
professionals who are unwilling to cooperate anovidle necessary information to
[en]able [the] rest home to provide good care ...

In this report [Mrs D] (RN) at [the rest home] wasfairly criticised for documentation
errors. It should be noted that we have found tidret[a] very caring person with good
knowledge of care for the elderly. ...”

Action

“We accept your recommendations and acknowledgevere in breach of some the
HDC Code [rights] listed in this report.”

Mr G
Mr G made the following points in response to mgvsional opinion:

Mrs D
“In defense of our most caring, hands-on empathetiient RN, [Mrs D], we find the
accusations and reasoning behind the decisiondasacher of various breaches of the
Code rather harsh. [Mrs E] was the controlling Matof the rest home at that time and
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was responsible for the overall care of resideasswell as staff management and
training. [Mrs D] did what she was told. ...”

Mr G
“In defense of the manager, his job detail waseasnstruction from the Matron at the
time. ... His communication with [Dr C] was more thatlequate. His communication
with the ... family was almost on a daily basis, &tich time he always gave the family
member an account of [Mrs B’s] progress ... His aglt@ the family that [Mrs B] was
in need of incontinence wear was timely ...”

Mrs B’s falls
“We find it difficult to comprehend the bruisingtablished at time of autopsy and that
this was due to a number of falls. ... What happeawoefdMrs B] during her 5 days in
hospital?”

Review of rest home practice
“A Ministry of Health inspection following [Mrs Bls departure established that
appropriate paperwork had been put in place and rieical records, admission
documents, nursing assessments and care planksdudrssay were now undertaken in
the same way that long term residents are.

The rest home is working towards certification fOctober next year. Under the
guidance of ARCH we are currently working our wayough a recent Ministry of

Health audit and matching actions on the floor with requirements of the regulations.
We have the ARCH Quality Audit Programme and atigedures and documentation
will be in place when we request audit for ceréfion in order to attain this.”

Ms A

Ms A made several points in response to my pronai@pinion. She acknowledged that
Dr C had provided “excellent care” to her motheerthe years and had made a “one off”
mistake in respect to leaving her mother at thé mesne and accepts that Dr C did not
breach the Code.

In respect of the rest home’s comments about hetraltng her mother’s medication and
taking her mother out (to doctor’s visits) withaoforming staff, Ms A stated that there
was only one visit out to the doctor during her Ineos stay. Mr G was not present at that
time so a caregiver was informed. Ms A told Mr Gtbé visit when she returned her
mother to the rest home. She could recall oness@oavhen she told a caregiver that she
was taking her mother out, but the message wapasded on. In respect of the visitor's
book, Ms A stated that there was no visitor’s bomkign.

Ms A denied that she had “controlled her motheréditation”. She stated that she worked
a 40-hour week and therefore was not in a posttiacontrol her mother’s medication. She
gave her mother’'s medication, and the medicatiartchritten by Dr C, to the rest home

when her mother was admitted to their care.

Ms A is adamant that her mother had several faltherest home and that the rest home
failed to record them.
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Ms A clarified that on the day of Mrs B’s admissitinthe hospital a caregiver removed
the incontinence pants her mother was wearing dade@ a pad into her mother’s
underwear. Mrs B used a bedpan at the hospitahangpad was not wet. Ms A maintains
that the urine burns occurred while her mother atake rest home.

Ms A denies that the option of an ambulance transfes suggested to her on 18 August
by Mrs E. Had it been, she would have acceptedpton. Furthermore, she denies that
Mr G gave her the option of sending her motherdsypital, or sending her to a hospice or
keeping her in the rest home.

Ms A concluded:

“It is ridiculous for [Mr G] to absolve himself fro responsibility of the medical care
needs, planning or active intervention. That reléhie responsibility of the manager,
registered nurses, caregivers and ultimately ttensee of any rest home.”

Code of Health and Disability Services Consumers’ ights

The following Rights in the Code of Health and isity 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 servpresided with reasonable care and
skill.

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

(4) Every consumer has the right to have servizesided in a manner that minimises
the potential harm to, and optimises the qualitiifefof, that consumer.

(5) Every consumer has the right cooperation amprayiders to ensure quality and
continuity of services.

Opinion: No breach — Dr C

Management of Mrs B’s care
During her 16-day admission Mrs B’s condition deteted from being mobile with a
walker to being unable to sit or mobilise unaided.
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Dr C denied that he failed to recognise Mrs B’sedetating condition. He advised that he
thoroughly assessed Mrs B each time he saw herdasdmented his findings and
instructions in the notes. Mrs B deteriorated betwais visits of 13 and 17 August. He
recorded her deterioration and reduced mobilityl advised that private hospital care was
now more appropriate for her.

My general practitioner advisor, Dr Turnbull, canfed that Dr C's management of Mrs B
was “very adequate”. Dr Turnbull commented that wwbBs C saw Mrs B on 30 July her
medical condition was relatively stable and her iadion to the rest home for respite care
was prompted by her social situation. Following @s visit to Mrs B on 13 August he
“carefully followed through his management plan’h&i Dr C saw Mrs B on 17 August
he recognised that her condition had deteriorat@dhdr and initiated an urgent
reassessment of her support needs level, to ermelegransfer to a private hospital
following the weekend.

| am satisfied that Dr C provided an appropriatmdard of care to Mrs B. | note that when
Dr C saw Mrs B on 13 August he thoroughly recortiedfindings and instructions for

daily weighs and weekly blood tests, and askedeta@dntacted if her weight fell below

44kg. Mrs B’s condition deteriorated rapidly aftars visit and, when advised of this by
Ms A on 17 August, he visited after hours that @wgn

In my opinion the treatment and monitoring plant tha C put in place following his visit
of 13 August was appropriate. When he was advis&tre B’s further deterioration on 17
August, he attended promptly. | note that Dr C oesied to Mrs B’s fear of falling out of
bed and enquired of management whether bed rails svailable.

In my opinion Dr C provided appropriate medicalveses to Mrs B while she was a
resident at the rest home in August 2001. | hawn s® reason to doubt Dr C's own
assessment that he “attended [Mrs B] professioriatlp’2 years with a high level of skill
and commitment”. Accordingly, Dr C did not breable tCode.

Liaison with the rest home

Dr C was told by Ms A that the family had arrangedadmit Mrs B to the rest home,
despite the fact that the rest home was not orighef rest homes recommended to her
family. Following Mrs B’s admission to the rest hefr C was not asked by the manager,
Mr G, to provide his notes in respect of Mrs B. €egquently, it was not until Dr C’s visit
to the home on 13 August that the rest home hadsado Mrs B’s medical history and a
plan of treatment. Mr G advised that caring for NBrsvas difficult because the family
liaised with her doctor directly, but he acknowledghat Dr C tried to keep him included.
Dr C discussed Mrs B’s management with Mr G follogvhis visits on 13 and 17 August.

My medical and nursing advisors were critical of tlest home’s liaison with Dr C. | am
satisfied that the onus to initiate contact with@rested with the rest home (specifically
with the registered nurse), not with Dr C. In mgwj Dr C liaised appropriately with the
rest home and did not breach the Code.

Admission to hospital
When Dr C saw Mrs B on 17 August he noted thatdeedition had deteriorated to the
extent that she could no longer sit or mobiliseide and was incontinent of urine. It was
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approximately 9.00pm on a Friday evening when Rwri@ved at the home to assess Mrs B.
In his experience, the hospital was unlikely toegtca patient under the acute medical
service for nursing care only.

My general practitioner advisor confirmed that pudtospitals did not like to admit
patients late on a Friday “without a readily idéable reversal of the problems”. Dr C
elected to arrange for an urgent transfer to aapgivhospital instead. My advisor
commented that Dr C’'s management of Mrs B was “agyropriate at all times”.

In my opinion Dr C recognised that Mrs B’s conditizvas deteriorating and that she
needed a higher level of care. However, prior to thensfer to a private hospital she
needed to be reviewed by a geriatrician, whichaoolt occur until the following Monday.
In the meantime, Mrs B was to remain at the reshéhoWhen told by Mrs B and her
daughter that Mrs B was frightened of falling ofibed, Dr C discussed the possibility of
bed rails with Mr G. Dr C had an appropriate mamaget plan in place for Mrs B, which
he conveyed to her daughter and the rest homeoddtt there were shortcomings in the
care provided by the rest home, Dr C provided asaeable standard of care in the
circumstances. Accordingly, Dr C did not breachGuosle.

Opinion: Breach — Mrs D

Assessment and care planning

During Mrs B’s 16-day admission a nursing assessmaea care plan was not completed.
Both my advisors were critical of the lack of do@mtation relating to Mrs B’s admission,
nursing assessment and care plan. The MinistryeaiitH also identified that the lack of a
nursing assessment and care plan was a concerrstatetl that there should be no
distinction between short-stay and long-stay reggle this respect.

The admission policy in use at the time of Mrs Bidmission states that a nursing
assessment and care plan is to be developed vidthinours of admission, utilising the
short-term care plan format in the first instangthva more comprehensive care plan to be
developed after one to two weeks’ observation. &benission policy was for “new
residents” and describes activities that would @@mon for settling all residents, whether
staying short term or long term. The policy did midtinguish between short-stay and
long-stay residents.

The manager of the rest home, Mr G, and Mrs D,smdivime that at the time of Mrs B’s
admission the rest home did not carry out nurssgpssments on residents admitted for
respite care. However, | note that Mr G advised Ministry of Health that the same
policies, procedures and forms were followed foorsistay and long-stay residents.
Furthermore, it was understood by the rest home Mra B’s family hoped she would
settle into the home for the longer term.

While Mrs D cannot be held responsible for theut&lby the rest home to have a policy
that required short-term residents and/or residedisitted for respite care to be assessed,
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she is accountable as a registered nurse to mainéai professional standards. My nurse
advisor stated:

“The lack of documentation, which includes assesgm@anning and implementation
of the plan, progress notes and incident reportadgyell below the standard expected
by a Registered Nurse. Such standard of care magrsdered negligent ...”

In my view, the lack of nursing assessment contetbuo Mrs B’s deteriorating condition.
The lack of a documented care plan meant thattéfecaring for Mrs B could not respond
appropriately to her needs. | note that my nurseisad said that “with adequate
assessment and planning it should have been pessibéduce the risk of falls”. This was
endorsed by my general practitioner advisor, wlabest that “a fall risk policy was not
considered and certainly not documented”.

The Ministry of Health audit noted: “A lack of daoentation for the assessment and
treatment and care of a resident can compromisg¢ysamd well being for that resident.”

In my opinion, by failing to complete a nursing essment and care plan, Mrs D fell
significantly short of the standards expected mdgistered nurse and breached Rights 4(1),
4(2) and 4(4) of the Code.

Liaison with Dr C

There were no medical notes pertaining to Mrs Blabk to the rest home until Dr C’s
visit of 13 August. Until then, Mrs B’s medical dilremained at Dr C’s surgery. Mr G
advised me that he did not request Mrs B’s nows fbr C. However, Mrs D understood
that Mr G had requested them but that they weierfg time coming”.

The form “What to do when admitting a new resideffppendix 1) states: “Notify the
relevant surgery that the resident is admitted théoR/H and ask them if they can send the
medical notes to the R/H.” In my view, in orderglan Mrs B’s care, Mrs D needed her
medical notes. The responsibility lay with her Ine ffirst instance to ensure that Mrs B’s
medical records were requested, and to follow ugp wie doctor if the records were not
forthcoming. She took neither of these actions.

Mr G recalled that following Mrs B’s visit to Dr €’surgery on 11 August Mrs B’s family
handed him “a piece of paper” with some instruciamitten on it when they returned Mrs
B to the rest home. No other medical informatiorsvi@arthcoming. My nurse advisor
noted that it was the registered nurse’s respditgito follow up with the doctor following
this visit, to obtain medical information. Howevévirs D failed to do so. My general
practitioner advisor commented that the rest horn@ison with Dr C was inadequate. She
noted that Dr C’s visit on 13 August seemed to tmempted by Mrs B’s visit to his surgery
two days earlier and that the rest home “was distathis process”.

Between 13 and 17 August Mrs B’s condition detatied significantly, yet the progress
notes do not reflect this, and Mrs D did not ad\igeC. It was left to Mrs B’s daughter to
alert Dr C to her mother’s deterioration on 17 Asigu

In my opinion, by failing to ensure the rest honael himely access to Mrs B’s medical
notes, not following up after Mrs B’s visit to tdector on 11 August, and not acting on the
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signs of Mrs B’s deteriorating condition by alegiher doctor, Mrs D did not ensure safe
and adequate care. Accordingly, Mrs D breachedtRigfl) and 4(5) of the Code.

Management of urinary incontinence

Mrs B suffered from urinary incontinence after laarretic medication was increased. On
18 August the hospital noted that Mrs B was weagngincontinence pad and the next
morning her urine burns were described as “sevdré burns remained until her death
several days later.

| have received conflicting information about whée urine burns occurred. There is no
record in Mrs B’s notes of having urine burns. Breomplained of having a sore bottom
during the afternoon of 17 August. Mrs D advised tim®t she assumed the pain Mrs B
complained of stemmed from her fractured coccyx. @radvised me that when he
examined Mrs B on the evening of 17 August he putlewn her nappy and did not see
any signs of urine burns. However, later that nigistA saw that her mother’s bottom was
“red like sunburn”.

Mr G submitted that it was possible that the budeseloped while Mrs B was at the
hospital and that “dermatitis” could develop indatively short period of time. Mrs D
advised that incontinence pads were not used exgepéery mild incontinence, as the pad
held the urine close to the skin (causing abrasiMr) G stated that when the family
admitted Mrs B into hospital they requested a padieir mother.

Ms A recalled that when she saw her mother in el oticed there was a pad in her
underwear. Ms A’s aunt, who was also present, coatdrecall what incontinence product
Mrs B was wearing that morning but did recall aegaver placing a pad in Mrs B’s
underwear as they were getting her ready for halspamission.

| have been unable to establish at what point eanitinence pad was used on Mrs B, or
when it was removed at the hospital. My nurse axiweted that it was difficult to say

how long it would have taken for Mrs B’s perineum lbecome as burned as it was
observed to be on 19 August. It is possible fombuo develop if either the pad or the
patient is incorrectly positioned or moved, as sian be torn away. My advisor concluded:

“It is my opinion that [Mrs B] suffered from suclmanonia dermatitis during the latter
part of her stay in the rest home. This is conststeth her daughter’s account of [Mrs
B’s] ‘burnt bottom paihand her mother’s description aigony, agony, agony

On balance, | am inclined to accept the urine bwr&e present at least from the afternoon
of 17 August. | am concerned by the measures tleae wn place to manage Mrs B’s
incontinence. Although Mr G claims that the restrieoput in place two-hourly toileting
for Mrs B and gave her incontinence pants fromrtiséock, none of the preventative
methods he describes are documented. There isra@lea and no description of the type
of incontinence product used, despite the increabérs B’s frusemide.

Mr G also advised that residents sometimes linatrtimtake of fluid because they cannot
get to the toilet in time, and that their urine sequently becomes concentrated. In my
view, this is unacceptable. Given Mrs B’s increaséiuretic medication and her frailty,

her fluid intake and output should have been céiyefaonitored. There is no evidence that
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it was. This was the responsibility of the registenurse. In my opinion, therefore, Mrs D
breached Rights 4(1) and 4(4) of the Code.

Falls

Mrs B complained of having several falls at the tesme. She told her daughter of falling
in her room on 10 August. When Dr C reviewed Mrem13 August he thought she had
suffered a probable fractured coccyx as a resuthisffall. He also noticed a skin tear on
her lower left leg, which Mr G suggested may haapgened when she crossed one leg
over the other. Mr G also told Dr C that Mrs B hmen “found” sitting by her bed. On 14
August Mrs B again complained to her daughter efrigafallen and, on 15 August, Mr G
told Mrs B’s son that his mother had fallen frorahair. On 17 August Mrs D witnessed a
fall and recorded this in Mrs B’s notes. On 18 Asiglirs B sustained a skin tear
following an unwitnessed fall in her room.

The rest home denied that there were several &b submitted that they may have
occurred prior to her admission to the rest home QVadvised that he was aware of only
one fall occurring on 17 August although he was alware of Mrs B sustaining a skin tear
on 18 August.

| note that there is no record of Mrs B having rfiga present when she was admitted into
the rest home, yet Mrs B’s autopsy report statdsadimber of bruises were present on the
face and limbs which were consistent with havingrbeeceived as a result of a number of
falls.” | am satisfied that Mrs B did indeed havewanber of falls at the rest home.

Mr G advised me that staff were aware of Mrs B&dny of falls but that it is difficult to
predict falls in the frail elderly. He stated: “Wave to allow freedom for the residents to
move about, as that is their right.” However, mysauadvisor commented that with
adequate assessment and planning it should bebfgosreduce the risk of falling.

Mr G advised that “minor incidents and accidentsfatly investigated, but not reported in
the Incident Book ... This avoids recording any ireeits that may not have occurred.” My
nurse advisor was critical of this practice. Shenownted:

“This would seem to imply that some reported inotdehave not happened. Without
investigation, how would this be determined?”

My general practitioner advisor commented thabatlthe “most minor of falls” should be
documented and the family told of them. Mrs B susi@ injuries from her falls (a
fractured coccyx, skin tears, bruising) yet onledall was recorded on an incident form
and one in the progress notes. On neither occagsna pain assessment undertaken, nor
(in the case of the unwitnessed falls) was a datseni of how the fall happened sought
from Mrs B. Although Mr G reportedly asked Mrs D &ssess Mrs B following the
unwitnessed fall on 9/10 August, Mrs D failed t@arl any observations. All the falls
should have been documented to enable a completigrgoiof Mrs B’s fall risk, so that
preventative measures could be put in place.

My general practitioner advisor commented that vimgiga pillow under a mattress is
“‘common practice” and “adequate under appropriateimstances” for some residents at
risk of falling. However, Mrs B’s fall risk was newr assessed in the first instance and
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appropriate preventative measures were not takeatd that some of her falls appear to
have occurred when Mrs B was mobilising.

Assessing a resident’s fall risk and putting présBve measures in place is the
responsibility of the registered nurse. Mrs D faite assess Mrs B’s fall risk, failed to put
preventative measures in place, and failed to violtbe rest home’s incident policy. In
these circumstances Mrs D breached Rights 4(13&f)dof the Code.

Documentation

Both my advisors were critical of the standard efcumentation undertaken by the
registered nurse, Mrs D, in the areas of assessiplmining, progress notes and incident
reporting. Mr G claimed that the rest home mairgdiffull and accurate patient records”

and that there had not been “any professional n€glieiring Mrs B’s admission. However,

Mrs D advised that she has changed her practice $ilnts B’s admission and now records
more full progress notes as well as completing galemns for respite residents, in

accordance with recent changes to the admissiacypol

My nurse advisor commented that there was no ew&aem the documentation of either
accountability or safe practice by the registeratses employed at the rest home. While
Mrs B’s confusion was recorded in her progresss)dier deteriorating medical condition,
urinary incontinence, fall risk and falls were nisty general practitioner advisor stated: “|
think the rest home’s documentation at all stagas sloppy or inadequate.”

| concur with my advisors. Mrs D’s standard of doewntation represents a serious
departure from the standard of practice expecte@ oégistered nurse. Accurate and
complete documentation is an essential componesiafef care. In my opinion, by not
recording full and accurate notes relating to Misdare and needs Mrs D breached Rights
4(1) and 4(2) of the Code.

Final comment

Mrs D stated that while she has amended her peaxticespect of documenting more full
progress notes, she would not otherwise alter éine given to Mrs B during her stay. In
my view Mrs D’s comment demonstrates a concerraagy bf insight into the standard of
her practice.

Opinion: Breach — Mrs E

Management of Mrs B’s care

Mrs E denied that she had any involvement in tis¢ leme beyond a financial interest as
an owner and co-director. However, Mrs E is a tegesl nurse with a current practising
certificate. The rest home documentation desctigess the matron and a registered nurse,
“responsible for the overall care of residents” sNE “popped in” every day and answered
any queries staff had relating to the care of exd] and provided registered nurse on-call
support after hours.
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Section 3(h) of the Health and Disability Commis®p Act 1994 (“the Act”) defines a
health care provider to include any registeredthepitofessional. As a registered nurse
with a current practising certificate, Mrs E fallathin this definition. However, even if
Mrs E had not been a registered nurse, she wowld fadlen within the definition of a
health care provider in section 3(k): “Any othergm who provides, or holds himself or
herself or itself out as providing, health serviteshe public or any section of the public,
whether or not any charge is made for these sexvViddrs E clearly held herself out as
providing a health service every time she visitee test home and gave advice to staff,
including Mr G, about residents’ health. Her rolasanot restricted to having a financial
interest.

Mrs E recalled that she saw Mrs B “from a distansebn after her admission. At that
stage Mrs E thought that Mrs B was a frail lookiady and commented to Mr G that Mrs
B should have been admitted to a private hosgtaker than a rest home. Mrs E stated that
she was aware of Mrs B’s urinary incontinence, istory of having one fall and her
confusion. Yet there is no evidence that she dsaliier concerns with Mrs D and Dr C,
or assisted with the planning of care. | agree withcomments of my advisor that it would
have been appropriate for Mrs E to follow up hamichl judgement that Mrs B was a very
“sick lady”.

As the matron for the rest home, Mrs E had an ahbg to ensure that Mrs B’s care was
adequate for her everyday needs and to initiatesessment when appropriate. She did not
do so. Although Mrs D reported to Mr G, Mrs E slibb&ve ensured that Mrs D’s practice
met the clinical standards expected of a registeuese. | have found that Mrs D’s practice
was deficient in the areas of assessment, plan@ingd,documentation. In my view, as
senior nursing clinician, Mrs E should have beearawf the deficient aspects of Mrs D’s
practice and taken steps to rectify them. Accorging my opinion Mrs E breached Right
4(1) of the Code.

Opinion: Breach — Mr G

Management of Mrs B’s care

As discussed above, under the Act a health canadamoincludes a person “who provides,
or holds himself ... out as providing, health sersite the public’. While Mr G does not
have any health professional qualifications, chgtaff report to him, he is the first point
of contact for all on-call queries, and he tookpmsibility for liaising with Dr C in respect

to Mrs B’s test results, weight and ongoing care.Q/also “minded” Mrs B when she was
in a wheelchair in the kitchen where he was work#grordingly, | am satisfied that Mr G

held himself out to be a health care provider.

Mr G said that in his role as manager he was resplenfor general staff management, the
running of the home and admissions. Both my adsiseere critical of the standard of
registered nursing care provided to Mrs B. At regstduring Mrs B’s 16-day admission
was a nursing assessment undertaken, care plamdated or risk assessment performed.
The incident policy was not followed and documeontabf care was substandard. As Mrs
D’s manager, Mr G was responsible for ensuringcsimplied with rest home policies and,
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in consultation with Mrs E, that her practice metfpssional standards. Most importantly,
Mr G had overall responsibility as manager to emdrs B received appropriate care in a
safe environment. He did not do so. Mr G also thtle ensure the rest home’s admission
policy was appropriate for respite patients.

Mr G informed the Ministry of Health that the rdgime experienced difficulty managing

the care of Mrs B because her family controlled hedical management. Accordingly he
“absolved himself” from that responsibility. Howeyéis comments were not accepted by
the Ministry of Health, which stated:

“Despite any difficulties encountered, it would bepected that the manager ensures
adequate assessments are undertaken at the tiraeredident’'s admission and as
required, and that appropriate documentation istasied in a timely manner.”

My general practitioner advisor was also critichMr G’s comments. She stated: “This
was his responsibility by regulation and he shdwdgle been communicating and working
with the family much more positively to support B’s] needs.” My nurse advisor also
commented on Mr G’s role, and stated that in heniop he “acted in a capacity outside
that which would be expected of a manager and magspropriate”, when he “kept an eye”
on Mrs B and advised her family about her neednfoontinence products.

| concur with my advisors. In my opinion, by naising more effectively with Mrs B'’s
family and general practitioner, and in failingdnsure that nursing care of an appropriate
standard was provided to Mrs B, Mr G breached Rigi1) and 4(5) of the Code.

Opinion: Breach — Mr and Mrs E, Licensees

Vicarious liability

Under section 72(1) of the Act employers are vaasly liable for any breaches of the
Code by employees. Under section 72(5) of the Ads ia defence for an employing
authority to prove that it took such steps as wesonably practicable to prevent the
employee from doing, or omitting to take, the actibat breached the Code.

Mrs D was employed as registered nurse, and Mr @Gasager, by Mr and Mrs E, the
licensees of the rest home. There is no evideratetlike licensees took appropriate steps to
prevent the breaches of the Code by Mrs D and MA¢€&ordingly, Mr and Mrs E, as
licensees/employers, are vicariously liable for bheaches of the Code by Mrs D and Mr
G.

Mr and Mrs E submitted that there needs to be aigiom for “the management of the

home against the family of the residents and heailtiessionals who are unwilling to

cooperate and provide the necessary informatidartfable the rest home to provide good
care of the residents”. | draw their attentiontause 3 of the Code, which states:
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“(1) A provider is not in breach of this Code ifetlprovider has taken reasonable
actions in the circumstances to give effect torigbts, and comply with the duties, in
this Code.

(2) The onus is on the provider to prove thatbdgtkt reasonable actions.

(3) For the purposes of this clause, ‘the circumsta’ means all the relevant
constraints, including the consumer’s clinical gimstances and the provider’'s
resource constraints.”

In all the circumstances, | am satisfied that stadihagement at the rest home, and Mr and
Mrs E as licensees, have not established that thek reasonable actions in the
circumstances in caring for Mrs B.

Other comment

Assault

My investigation has not substantiated Mrs B’sgdlion of being assaulted by a caregiver
at the rest home.

Actions taken

Mrs D and Mr G, and Mr and Mrs E have provided ag@s to Mrs B’s family for their
breaches of the Code.

Further actions

» A copy of this report, drawing attention to Mrssstandard of documentation, will be
sent to the Nursing Council of New Zealand.

* A copy of this report will also be forwarded tetMedical Council of New Zealand
and the Ministry of Health Licensing Office.

» A copy of this report, with details identifyingetparties removed, will be placed on the
Health and Disabilty Commissioner websiteyww.hdc.org.nz for educational
purposes.
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Appendix 1
‘ Revision: A - [ RESIDENT ADMISSION
, DATE:- 14" AUGUST 1999 PAGE- 1 -OF 1
t QAN6.0DOC.DOC

6.0 What to do when admitting a new resident

- Fill out the appropriate pages of section 7.1 (pages 1.2,3, 17,19,20) (RN only 4-9)

- Write in residents register

- Treatment book (list any dressing, eye drops, inhalers etc)

- Report book

- Breakfast list (what do they like for breakfast, how tea etc) Make kitchen aware of this new resident.

- Take necessary recordings

- Give following info: - Complaints form
- Code of residents rights

- Make up a doctors notes file in office.

- Order necessary drugs and complete medication box.

- Fill out a drug sheet and signing list for medication.

- Introduce the resident to staff and other residents.
- Inform the resident about the bell system.

- Inform the resident about the meal times.

- If GP is not rest home Doctor are they changing over to him?
- Notify the relevant surgery that the resident is admitted into the R/H and ask

them if they can send the medical notes to the R/H.
- Any hospital or specialist appointments coming up?
- If Nurse Manager is not in. complete: -Residents care subsidy form

-Appointment of agent form
and file in appropriate place
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Appendix 2
Re\dsion:-.;\ Admission Pack
DATE:- 14" AUGUST 1999 Page 101
QANT.IDOC.DOC
RESIDENT ADMISSION CHECH LIST
RESIDENT NAME ADMISSION DATE
CHECK e DATE YIN

Have admission pack ready. Resident with their family/whanau is welcome and
Presented with welcome pack which has all information in it about the resthome
| and different forms and location of resident information book
| Ask permission to have resident’s name on bedroom(Explain that it is required for sa
 Reasons)
Assist resident to unpack and answer any queries. Name clothing
Form to be completed by on admission day (QAN7.1 and QANZ3.1) by resident or the
Next of kin or agent e.g. admission form, medical report Information release consen
| Form et. _ ..
Introduce to all facilities e.g. Call bell system dinning room, lounges etc., general rou
| e.g. mealtime medical administration system, recreational program, complaint
| process, doctor service, podiatrist, emergency evac. process, hairdressing etc.
| Introduce to staff and other residents |
Inform kitchen staff and add to breakfast list. Add food likes and dislikes and special
Add to shower list
Order necessary medication
Inform all staff verbally and through communication book
Assess any immediate care. Check for dressing. If any found add to treatment book
| RN and medical staff will provide a medical review of each new residents within 48 h
| of admission. The medical status will be reviewed one week after admission, then |
every three month or when necessary 4'
Resident contract and all necessary admission documents completed fully and filed |
New residents and their risk of developmg pressure area will be assessed against |
Norton scale. The results are to be documented and necessary measures taken to
minimise the risk.
Resident proﬁle assessment and care plan will be documented within 24 hours (defi
within three days) of the admission. Review one week after admission and then ever|
| three months or when necessary. To be checked and signed for monthly. Redone an
and when necessary.
Inform GP of admittance s
An individualized recreational therapy program will be developed within two weeks of
Admission and then reviewed every three months e
In case of death do relative wish to be informed any time day or night? Yes/No = [
_D_eath Inform relatives, doctor, after death certificate signed, inform undertaker
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Appendix 3

| Revision: A Admission Pack
DATE:- 14" AUGUST 1999 Page 1 of |
QANTIDOC. DO

Admittance checklist Resident Name Date:

Tick box when completed. Ask permission to Assist resident to
Have admission pack ready. Resident with their have residents’ unpack and
family/whanau is welcomed and presented with name cn bedroom answer any

welcome pack which has all information in it about the door. queries. Name

rest home and the different forms ie. complaints form, U clothing.
residents rights, conditions etc. | |_

Offer refreshments to resident and relatives. [

Introduction to all facilities: Room, call bell
systemn, toilet and shower facilities, lounge
and dining room area, general routine ie.

Forms to be completed (QANT.1) on
admission day: Admission form

Resident medical data form ; e e § Introduce to
; ; mealtimes, medication administration
rm. & 2 ¥
Information release consent form system, recreation program, hairdressing rset;g:rﬂg

services, complaints procedure, doctor
service, podiatrist, emergency evacuation, |_|

resuscitation policy.

Wirite up medication chart. =

Inform kitchen staff and
add to breakfast list. |
Add food likes and Write up Order any Inform staff through |
dislikes to list and any shower/bath necessary communication channels.
dietary requirements list. medication. | (communication book).
O ] B O |
Assess any immediate Medical staff will provide a medical Complete care subsidy form
care. Check for review of each new resident within 48 and appointment of agent
dressings. If any found hours of admission. The medical form. (Administration folder)
write in treatment book status will be reviewed one week after =
u admission, then every three months or L
| when necessary. j

3 SETE g | | Resident profile, assessment and care
New residents and their risk of developing pressure areas will plan will be documented within 24 hours

be assessed against the Norton scale. The results of which (definitely within three days) of the
will be documented and the necessary measures to minimise R iStori b el et et e
the risk will be implemented and documented in the care admission then every three months or

1 when necessary. {Ask permission to have

plan. copy of careplan in wardrobe.)
To be checked and signed for monthly,
An individualised recreational therapy ]
program will be developed for each new redone annually or when necessary.
resident within two weeks of admission
and then reviewed every three months or Inform GP of
as necessary. = admittance :|
Inform Social Welfare and
; - organise final paper work,
Incase o deai Do rlaves wah o | | DeS or s, Doctr 5
i i d r night? ol
et stanEAITe ARRde inform undertaker.
O
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Appendix 4
| Revision: A Admission Pack
DATE:- 14" AUGUST 1999 Page 23 of 23
QANTIDOC.DOC
Name:- Room #

COMPLETE ON ADMISSION AND EVERY 3 TO 4 MONTHS

Room # Date: - Date:
NAME:- = S
HEALTH ASSESSMENT Record

specific problems and ability to perform
tasks in following areas
PARTICIPATION IN SOCIAL ACTIVITY
Consider involvement in activities inside
and outside the home

| EATING

| Consider condition of teeth/denture and
mouth. Assistance required to eat and
drink. Consider likes and dislikes,
special diets.

Ability to clean own teeth

BREATHING

- Consider known health problems
TOILETING

Consider continence of urine and faeces
during day/night and assistance
required.

BATHING/SHOWERING

Consider condition of skin.

Preferences.

Assistance required

DRESSING ;
Consider ability to self dress completely
and assistance required

MOVING ABOUT

Consider assistance required for
mobility.

HEARING AND SPEECH

Consider level of hearing and hearing
e aid.

EYE SIGHT: Consider vision and use of
aids

MENTAL HEALTH:

Consider orientation to life. Are there
problems forgetfulness, confusion and
depression.

SPECIAL TREATMENTS

List medication and treatment for
illness/health

WEIGHT

{Should be carried out monthly)

SIGNATURE:
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Appendix 5

Revision: A CARE PLANS
. DATE:- 14" AUGUST 1999 PAGE- 1 -OF 3
| QANI2.0DOC.DOC

12.0 CARE PLANS

Individualised Residents Care plans are essential to the provision of client centred care.

They allow for continuity of care, by-pass constant repetition of verbal instruction and facilitate
communication between staff. Care plans are the holistic assessment and documentation of a resident’s
problem, the objectives and the staff intervention/care to solve/treat the problem and evaluation of the
same. Resident, family, whanau, agent and GP involvement is encouraged.

POLICY:

To provide each resident with a suitable care plan which will cater for all personal needs and
requirements. To plan care in an orderly manner.

OBJECTIVE:

Care Plans are written to assist staff to give the best quality care possible and ensure a cohesiveness of the
care given. In plain language, easily understood by staff, the Care Plan states the problem, objective and
care to be given, the same care by everybody, it gives the staff documentation at hand for them to refer to
at all times. They do not have to remember all the care but need to know where to find it easily if they are
unsure.

The objective is the residents expected outcome following specific intervention planned in response to the
identified problems.

Objectives must be: resident centred identify the desired outcome

PROCEDURE:

A problem is an identified resident deficiency or potential deficiency. A nursing diagnosis is a concise
statement of an actual or potential problem and its cause, which requires nursing intervention to be
resolved,

On admission a nursing assessment is filled in together with resident/relative/agent.

A short term careplan is developed. Following 1-2 weeks of observation a more definite care plan is filled
in after feedback from nursing-staff. All care plans are kept in CARE PLAN folder for each individually
resident. The care plans are re-checked monthly and signed off or when necessary changed/updated using
the care-plan monthly evaluation sheet (section 7).

Nursing staff is always expected to inform management if they feel that a care plan is not up to date or
they feel the residents need of care has changed. At least once a year a care-plan in-
service/meeting/survey is held to create a maximum of staff involvement

INTERVENTIONS:

Mursing interventions or care are specific directives planned in response to a resident problem with a
specific goal or objective in mind. Nursing action should be clear concisely stated specific orders. ldentify
who is to do what and when.

Advise is asked, if appropriate and necessary. from outside disciplines, ie. Care Team, Stoma nurse,
Dialysis nurse, GP, Physio, OT etc., to come 1o the best possible directive.
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" Revision: A CARE PLANS

DATE:- 14" AUGUST 1999 PAGE-2-0OF 3
QAN12.0DOC.DOC

.....

EVALUATION:
Is the measurement of success in meeting an objective. If necessary the nursing plan is modified.

DOCUMENT CONTROL.:

On admission an assessment is done together with resident and relative and form filled in. Problem page
(section 7.0) is filled in for specific problems. Section 7.0 (progress note} is updated daily. A monthly
evaluation form is used for follow-ups. Fill out appropriate form from section 7 if conditions change, or
when status quo.

SHORT TERM CARE PLANS

(QAN 12 Page 3)

These are stated in report book, message book and treatment book and transferred to progress notes.
Intervention is on a day to day basis.

They are discontinued as problems are solved on a daily basis.

RESPONSIBILITY/AUTHORITY

The Nursing Manager or her designate is responsible for reviewing and updating care-plans.
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Appendix 6
Revision: A CARE PLANS
DATE:- 14" AUGUST 1999 PAGE- 3 -OF 3

QAN12.0DOC.DOC

SHORT TERM CAREPLAN

Name: __Room No:_ Doctor: D.O.A

Current health status:

Activity of daily living | Resident Abilities and | Personal Preferences Care and Support
Dlpnisgions - Lo . Deeds .

Hygiene and Dressing

Mobility and Risk of
falls

Pressure area care |

Communication, Sight
& Hearing

Diet & Fluid
requirements

Social & Recreational
needs

Special needs and
Instructions.

Date Commenced: RN Signature: Review date:
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