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Parties involved

Mrs A (dec) Consumer

Mr A Complainant/Consumer’s husband
DrB Surgeon

DrC General practitioner

DrD Anaesthetist

Ms E Registered Nurse

Ms F Registered Nurse

Lakes District Health Board Provider

Complaint

On 21 December 2006, the Commissioner received a complaint from Mr A about the
services provided to his late wife by Lakes District Health Board. The following issue
was identified for investigation:

The appropriateness of care provided to Mrs A by Lakes District Health Board
from 10 October 2005 to the day of her surgery a few weeks later.

An investigation was commenced on 5 June 2007.

Information reviewed:

Information was received from:

e MrA
e DrD
e DrB

e Rotorua District Coroner
e Lakes District Health Board

Independent expert advice was obtained from Dr Vaughan Laurenson and
Dr Patrick Alley.
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Information gathered during investigation

Background
On 9 September 2005, Mrs A (aged 55) was reviewed by surgeon Dr B in relation to a
mass in her right breast.

Dr B noted that Mrs A had an extensive medical history and was on a variety of
medications. The conditions listed included morbid obesity, asthma, obstructive sleep
apnoea and hypertension. Dr B said that although Mrs A was “generally well”, she had
“extreme dyspnoea,’ even at rest”.

Following further investigations, on 21 September 2005 the mass was confirmed as a
grade 1 infiltrating ductal carcinoma. Having decided to perform surgery, Dr B advised
Dr C, Mrs A’s general practitioner, that her obesity was “going to make anaesthesia
fraught with hazard”. Dr B decided it was more appropriate for surgery to occur in the
local public hospital (Rotorua Hospital), rather than a private hospital, so that Mrs A
could have access to a High Dependency Unit (HDU).?

On 26 September 2005, Mrs A was placed on the urgent waiting list at Rotorua
Hospital for a partial mastectomy and axillary clearance. Dr B documented that Mrs A
would require an anaesthetic assessment prior to surgery.

Cancelled surgery

On 27 October 2005, Mrs A was admitted for the planned surgery. It was recorded on
the preoperative assessment form that Mrs A was at a high risk of cardiovascular and
respiratory complications. This form was “red-flagged”, which meant that Mrs A was
to be transferred to an HDU bed following surgery. It is noted on the form that the
intended use of an HDU bed was discussed with Mrs A.

The clinical notes record that surgery was cancelled after consultation with the
anaesthetist because of changes on the chest X-ray (“hilar shadow) which required
further investigation. A CT scan of Mrs A’s chest was performed on the same day (27
October 2005), and she was discharged home.?

However, Lakes DHB subsequently advised that surgery was postponed because there
was no bed available in HDU that day:

“The need for HDU was flagged on the clinical file and actioned on the first time
[Mrs A] was booked for surgery [27 October 2005] to the extent that the surgery

! Dyspnoea: difficulty in breathing.
2 High Dependency Unit: a unit where there is a higher ratio of nursing staff to patients, with specially

trained staff, used for patients who require a higher level of clinical care. Rotorua Hospital has a
combined ICU/HDU four-bed unit.

® The letter to Dr C dated 5 December 2005 stated: “CT chest/abdo as part of preoperative work-up
was unremarkable ...”
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was cancelled due to the lack of a bed in the HDU. It is my understanding that this
information was not transferred to the second booking [a few weeks later].”

Surgery

A few weeks later, Mrs A was readmitted to Rotorua Hospital for the planned
operation. Dr B stated that he contacted HDU and checked that a bed was available
for Mrs A. Dr D stated that he also checked with Dr B that there was an HDU bed
available for Mrs A for her care after surgery.

In contrast, the Associate Director of Nursing stated that there was no record of HDU
expecting Mrs A to be admitted that day. She stated that a note would normally be
made in the HDU diary to warn staff of an admission such as Mrs A’s; on that date
there was no such entry in the diary. She also spoke to the Unit’s managers subsequent
to the incident, and they were unaware of the plan to admit Mrs A.*

Mrs A underwent a right-sided partial mastectomy and axillary clearance. The
operation took slightly over three hours, and was recorded as straightforward by the
surgeons in the operation note.

Post-anaesthetic care

At 12.52pm, anaesthetist Dr D completed a verbal handover of care to registered nurse
Ms E in the Post Anaesthetic Care Unit (PACU). Dr D stated that, after Mrs A’s
surgery commenced, the bed that he had been advised was available for her in HDU
“became occupied by another patient from within the hospital”.

Ms E recalls that there was no formal plan to transfer Mrs A to HDU, but “it was
being considered”. At 2pm, Ms E discussed Mrs A’s condition with Dr D. Ms E stated
that Dr D was “happy” with the clinical observations, and instructed Ms E to transfer
Mrs A to the ward, “stating that he would review her there in half an hour”. Having
considered Mrs A’s condition, Dr D decided that she could be transferred from PACU
to a ward. He stated:

“l was happy with [Mrs A’s] observations in the [PACU] in the afternoon and
decided to send her to the ward. | left clear instructions with the [PACU] nurse to
hand over to the ward staff the need for pulse oximetry monitoring, supplemental
oxygen and regular observations.”

The postoperative instructions documented by Dr D, state (in entirety):
“Morphine 0-20mg in PACU”.

Ms E’s clinical note relevant to instructions to ward staff states:

* The Associate Director of Nursing subsequently agreed that the HDU bed was not rebooked
following the initial cancellation of surgery on 27 October, and agreed that Mrs A “fell through the
cracks”.
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“As per clinical notes”.
The postoperative instructions documented in the clinical record state:

“Breathing exercises

Arm exercises
TEDs"/Clexane

Mobilise when able please.”

Dr B was not informed of the unavailability of the HDU bed, or that Mrs A was to be
transferred to an orthopaedic ward from PACU.°

Orthopaedic ward
As the surgical ward had no empty beds, Mrs A was transferred at 2.15pm to an
orthopaedic ward. Lakes DHB stated:

“[T]he Orthopaedic Unit is accustomed to accepting patients from theatre with
surgical procedures and ... does not provide a lesser standard of nursing care as
compared with the Surgical Unit.

Inherent in the transfer to the Orthopaedic Unit was an expectation that [Mrs A]
would be monitored with continuous pulse oximetry with relevant alarms. This did
not occur.”’

Registered nurse Ms F was responsible for Mrs A’s care on her arrival in the ward. Ms
F was busy that day owing to the number of high-dependency patients for whom she
was caring. A total of five nurses were on duty for the afternoon/evening shift, caring
for approximately 22 patients.

Lakes DHB advised that there was no specific care plan for Mrs A’s management
during her admission. In response to a request for a copy of the management plan,
Lakes DHB referred to the correspondence between Dr B and Dr C, and to
standardised postoperative plans for general postoperative patients and patients who
had had mastectomies performed. The general postoperative plan states that vital signs
should be recorded “half hourly until stable”.

Despite Mrs A’s obesity, she was nursed in a standard-sized hospital bed. Lakes DHB
stated:

® TED: elastic stockings worn to prevent deep vein thrombosis.

® Dr B stated that he subsequently found out that the bed meant for Mrs A was allocated to a patient
with a head injury who was being transferred to Rotorua Hospital by helicopter.

" Lakes DHB advised that the “oximeters used in the ward were portable ones and did not have alarms
fitted”. Pulse oximeters measure the amount of oxygen (oxygen saturation) in the blood. A reading of
95-100% would be considered normal.
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“A larger bed should have been arranged for [Mrs A] to be placed in on after her
operation and this was not done. Communication was inadequate and we
apologised that this had not been better managed for [Mrs A].”

Ms F recorded that Mrs A slept most of the afternoon. Late in the afternoon, Mrs A
became very hot, and was transferred to a single room.> Ms F required the assistance
of three of her nursing colleagues to change Mrs A’s bed linen.

Mr A recalls:

“[Mrs A] slept only fitfully in the afternoon. She was extremely hot, thirsty and
restless, at one stage throwing her night gown and oxygen mask off.

A family friend, who herself works in a hospital environment, was so concerned
about [Mrs A’s] distressed state that she visited [her] twice — late afternoon and
early evening and both times went looking for a nurse and had difficulty finding one
to come and check [her]. On one occasion she found that the fluid bag was empty.

A larger bed was required from the start. [Her] niece also visited her in the
afternoon and was told by a nurse to stand beside the bed to stop [her] from falling
out while the nurse went away to get someone else to help. The niece felt that if
[Mrs A] had moved at all, she would not have been able to stop her from falling to
the floor.”

At about 4pm, Ms F discussed Mrs A’s condition with Dr D, the anaesthetist. Ms F
stated:

“We discussed the medical problems of [Mrs A], which mainly focused on her sleep
apnoea. Since [that point] | was very alert in regard to her observations, | attached
the oximeter and blood pressure machine to her for frequent automatic
monitoring.”

Ms F said that, although recordings for Mrs A were charted two to three hourly, she
did monitor her more frequently.’ Mrs A’s blood pressure was measured using an
electronic device. As it had run out of recording paper, the machine continuously
emitted an audible “beep”, which Mrs A’s family and the other patients on the ward
found distressing. Ms F told them to ignore the alarm and that it was of no concern.

At 10pm, Ms F recorded Mrs A’s observations (blood pressure 100/65; 95% oxygen
saturation). At 10.30pm, Ms F recorded Mrs A’s oxygen saturation reading at 94%.

& Mr A stated that his wife was not transferred to a single room until “after 7.30pm”.

° Observations were performed at 3.45pm, 5.30pm, 8pm, 10pm and 10.30pm. The oxygen saturations
varied from 92% to 97%.
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Collapse and death

At 10.35pm, Mrs A was found by Ms F to have stopped breathing. Her oxygen
saturation reading was 58%, and a resuscitation procedure was commenced. However,
the procedure was unsuccessful and Mrs A was pronounced dead at 11.05pm.

Dr B was not informed of Mrs A’s condition until after she had died. He was
“shocked” to learn that she had not been transferred to HDU/ITU, and had gone
instead to an orthopaedic ward. Dr B advised that he would have expected to have
been told by HDU/ICU or Dr D about the change in plan for Mrs A’s postoperative
care.

Subsequent events
When Mr A arrived at Rotorua Hospital — having been called urgently at 11.10pm —
the hospital entrance was locked and no one was there to meet him.

Following the family’s arrival on the ward, they found the nursing staff to be unhelpful,
particularly in relation to questions asked about what steps to take next. Lakes DHB
explained:

“The nurses did not have a clear view of the Coroner’s process and training is
required to refresh staff on this process. There was no intention to be offhand or to
be offensive and we apologised if that occurred.”

Mrs A’s family complained that, when they attended Mrs A after her death, there were
“dead insects sprinkled over her sheets”. Lakes DHB stated:

“The trout flies are a real problem at this time of the year and ideally in preparation
for the Coroner’s post mortem staff would have made more effort to manage this.
Screens for the windows are being sourced and fitted to reduce the number of
insects, however this is an annual problem and it is difficult to eliminate them.”

The family members were also upset to find that an endotracheal tube, which had been
used during the unsuccessful resuscitation attempt, was still in place.

Following her death, Mrs A’s family requested a copy of her clinical record, and
received an unhelpful response from staff. Mr A stated in his complaint:

“l decided to obtain [Mrs A’s] clinical records. At first |1 was bluntly told ‘you can’t
have them’ for ten years. The office staff weren’t interested in explaining that you
could, in actual fact, have copies and | needed a solicitor’s letter to uplift them.”

Lakes DHB stated:

“We acknowledge that this is unsatisfactory and will work with the records
department to ensure they are more informative and helpful in the future.”
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On 30 November 2005, Mr A sent a letter to Rotorua Hospital expressing concerns
about his wife’s care and the subsequent dealings with the family, but no
acknowledgement was received until early January 2006. Senior medical and nursing
staff met with the family at Rotorua Hospital on 27 January 2006, and an apology was
offered for the deficiencies in care and communication. This was followed up by a
letter dated 14 February 2006. However, the family remained unhappy about what had
happened, and subsequently complained to the Health and Disability Commissioner,
prompting this investigation.

Changes made by Lakes DHB
Lakes DHB advised that, as a result of a review of the events surrounding Mrs A’s
death, the following changes have been made:

e Suction upgrade so that all major post op patients must be nursed in a room
with continuous wall suction.

e New system to ensure ‘Red Flag Status’ for HDU admission remains on patient
information until surgery is completed.

e Upgrade of electrical points at each bed space to ensure adequate electrical
outlets are available to provide modern health care.

e The purchase of new continuous pulse oximeters.

e The emergency trolley is now situated in the hallway rather than in an unlocked
cupboard, for easier access.

e Approximately 95% of the staff in the unit have participated in an Advanced
Certificate of Life Support Education.

e Mock arrests to test equipment and staff competency.

e There is an identified senior nurse as coordinator for each shift. This nurse
carries a pager to enable easier communications with the hospital duty
managers.

e The duty managers have a responsibility to meet relatives at the door of the
hospital when they are called in an emergency.

e Window screens installed to reduce the occurrence of trout flies.”

Lakes DHB reviewed its clinical guidelines following this incident. Consequently, new
guidelines were developed for:

e Handover of patient from intraoperative care to post anaesthetic care unit
(Appendix 1)
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e Management of patient in PACU (Appendix 2)

e Patient transfer from PACU to unit (Appendix 3)

e Intravenous opioid administration

e Pre and postoperative nursing care — general (Appendix 4)
e Care of the deceased patient (Appendix 5).

Lakes DHB also advised that all surgical wards now have blood pressure and blood
oxygenation monitoring equipment available, all postoperative rooms are fitted with
wall suction, and there are guidelines for postoperative nursing care.

Detecting and responding to deteriorating patients
Mr A stated:

“My family would like to see something positive come out of this and request that
the Lakes District Health Board take a serious look at an observation system —
NEWS (North Shore Early Warning System) that has been successfully used on the
wards at North Shore Hospital. This system can quickly pick up any deterioration
in a patient and has follow up steps to ensure that the patient receives the
appropriate medical attention.

The system not only ensures the best care for the patient but also safeguards staff.

We feel strongly that there may have been a quite different outcome if [Mrs A] had
been monitored more effectively.”

Lakes DHB responded that it has now introduced an early warning system which is
modelled on the North Shore Early Warning System.

Independent advice to Commissioner

Anaesthetic advice
The following expert advice was obtained from Dr VVaughan Laurenson:

“l have been asked by the Commissioner to provide an opinion on case number
06/19538 regarding the late [Mrs A]. | have read and agree to follow the
Commissioner’s guidelines for Independent advisers.

I am a specialist anaesthetist in active clinical practice in a major metropolitan
centre. | qualified MBChB 1972, FFARACS 1981, and FANZCA 1992.

I have been asked by the Commissioner to provide expert advice on the following
Issues:
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[At this point Dr Laurenson sets out the information sent to him, and the questions
asked of him, which he repeats in the body of his report. These have been omitted for
the purpose of brevity.]

Summary of events

On 9 September 2005, [Mrs A] (aged 55) was reviewed by her surgeon, [Dr B], for
a persisting, asymptomatic mass in the tissue of her right breast. [Dr B] noted that
[Mrs A] had an extensive medical history with the most pressing condition being
morbid obesity. [Dr B] observed she had ‘extreme dyspnoea, even at rest’.

On 21 September 2005 the mass was confirmed as a carcinoma. [Dr B] noted that
[Mrs A’s] morbid obesity was ‘going to make anaesthesia fraught with hazard’, and
decided it was more appropriate for surgery to occur in the public hospital so that
[Mrs A] would have access to ICU (intensive care unit) facilities if required.

On 10 October 2005, [Mrs A] was preadmitted for surgery. At that clinic visit she
was assessed by her anaesthetist [Dr D]. He documented the problems of
hypertension, hypothyroidism, asthma, obstructive sleep apnoea and obesity. He
graded her as ASA Ill, commented on the need for HDU (high dependency unit)
availability and wrote ‘red flag’ on the top of the assessment sheet. According to
Lakes District Health Board (DHB) red flag is the start of the system that warns
that an HDU bed is required.

She was admitted for surgery on 27 October 2005. The clinical notes state that
surgery was cancelled after consultation with the anaesthetist because of changes
on the chest X-ray which required further investigation. A CT of her chest was
arranged and she was discharged home. (Note: the clinical notes are at odds with
the Lakes DHB response which stated ‘that surgery was cancelled due to the lack
of the bed in the HDU’.)

On the morning of [...], [Mrs A] underwent a right-side partial mastectomy and
axillary clearance at Rotorua Hospital. The operation took slightly over three
hours, and was recorded by the surgeon as straightforward. Lakes DHB note that,
before surgery commenced, both the surgeon and anaesthetist enquired as to the
availability of a HDU bed and were told one was available. However, during the
course of the operation this bed was taken for another admission.

At 12.52pm, anaesthetist [Dr D] handed over her care to staff nurse [Ms E] in the
Post Anaesthetic Care Unit (PACU). [Mrs A] did well, requiring only small
amounts of pain relief, and her respiratory and cardiovascular recordings in PACU
were as expected.
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At approximately 2pm, [Ms E] discussed [Mrs A’s] ongoing care with [Dr D]. [Ms
E] recalled that [Dr D] was aware that [Mrs A] was to be transferred to a ward. At
2.55pm [Mrs A] was transferred to an orthopaedic ward.

Registered nurse [Ms F] stated that the orthopaedic ward was busy that day and
her workload heavy due to the number of high dependency patients for whom she
was caring. [Dr D] reviewed [Mrs A] at about 1600 hrs. He was obviously satisfied
with their progress at that stage, but took the time and trouble to find [Ms F], her
nurse, and explain the potential problems to her.

Between 1700 and 1800, [Mrs A] was described as being very hot and nauseated,
so she was transferred to a single-room. At this time [Mrs A] apparently received
antiemetic (I am not able to ascertain which drug from the information provided,
but something was given at 1700hours). At about the same time [Mrs A] was
washed. [Ms F] states that although recordings for [Mrs A] were charted 2-3
hourly, she did monitor her more closely. [Mrs A’s] chart shows that her oxygen
saturation levels were stable (92-96%) until 10.30pm. At 10.35pm [Ms F] found
[Mrs A] lying on her side and her oxygen levels had dropped to 58%. [Mrs A]
stopped breathing soon after that and CPR commenced. The cardiac arrest team
arrived but their attempts to resuscitate her were futile and [Mrs A] was declared
dead at 2305.

Expert advice requested

Comment on the standard of care provided to [Mrs A] from 10 October to [the
day of her surgery].

[Mrs A] was seen by her anaesthetist preoperatively in the clinic environment in
which there was adequate time for assessment and discussion of the potential
clinical problems. The perioperative risk of obesity was identified and the red flag
process initiated, apparently to organise a HDU bed postoperatively. However
ASA 11l means that apart from her obesity [Dr D] did not think she was an
excessive risk.

[Mrs A] was scheduled for surgery on the 27" of October. Apparently the
preoperative chest X-ray showed some abnormality which required a CT to clarify
or exclude the problem. Surgery was postponed to allow this to happen. There is
nothing in the notes to support the Lakes DHB version of events. It is unfortunate
that this abnormality on the chest X-ray report was not been picked up before her
admission. This represents a low level systems error. The decision to postpone
semi-elective surgery to clarify any potential problem is, in my opinion, the correct
thing to do.

[A few weeks later] the surgeon and the anaesthetist proceeded with surgery in the
expectation and belief that a HDU bed would be available. [Mrs A] did very well in
PACU. Her progress was reviewed by the anaesthetist at about 1400 hrs and she
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was discharged to a ward. The anaesthetist reassessed her at 1600 hrs. He
apparently found no cause for concern.

In my opinion the perioperative period was appropriately managed by doctors and
nurses performing at an appropriate skill level. The anaesthetist was forced by
resource constraints to make the decision to let her go to the ward. This was done
after due consideration, and he reviewed her several hours later to ensure [Mrs A]
was progressing satisfactorily.

It is also my opinion that the decision to manage [Mrs A] on a ward instead of
HDU was appropriate given the assessments made of her clinical progress during
the day. The normal reason for HDC/ICU backup for a patient like this is the high
likelihood of respiratory problems. While the ability to do blood gases may have
been useful there is nothing in the notes to suggest that they would have been
indicated. Given the rapid deterioration (observations were completely normal at
2200 hrs), and the pathologist’s belief that [Mrs A’s] death was the result of a
cardiac event, it is unlikely that HDU environment would have made any
difference.

Comment on how the systems in place at Lakes DHB contributed to the standard
of care provided to [Mrs A].

The system for booking HDU/ICU beds appears to have failed. However it may
have been that the clinician who admitted the other case while [Mrs A] was being
operated on made a conscious triage decision. This is not clear from the
information provided. It is also not clear to me whether the notes/reports are
referring to a HDU bed or an ICU bed, or whether the terms have been used
interchangeably.

The system for organizing beds for postoperative patients appears to have failed.
Lakes DHB claimed that the red flag system failed to identify the need for a HDU
bed but it appears that they did not even have a bed in the surgical ward available
for [Mrs A].

I am not an expert in nursing matters, especially levels of competency and
caseloads for nursing staff. My comments on the nursing care are made from the
perception of an anaesthetist. The situation on the orthopaedic ward does not
appear to have been satisfactory, either from the point of view of the family or from
[Mrs A’s] nurse. [Mrs A] was of such a size that four nurses (there were only five
on the ward) were required to assist her onto a bed pan, wash her, and change her
bed linen. Those tasks would have taken some time. This and other comments from
[Ms F] raise doubts about the adequacy of nursing support on the ward for dealing
with [Mrs A].

The failure to supply/replace the paper in the automated blood pressure machine
which caused the alarm to continually sound was inappropriate. The nurses
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apparently ignored it because they knew what it was. However alarm noises right
beside the patient are very upsetting and certainly not conducive to recovery.
Failure to attend to this apparently minor matter represents substandard care. | am
unable to identify whether this problem was caused by supply problems (? was the
paper available) or whether the nurses were too busy to reload the paper.

The systems and structures for managing patients, relatives and staff after the death
of the patient seem to have failed.

It was not appropriate to leave the endotracheal tube in place after [Mrs A] was
declared dead. It would have been appropriate if her death had occurred at
induction of anaesthesia when the possibility of failure to correctly place the
endotracheal tube may have contributed to her death. However in this situation she
had already died and the tube was being placed in an attempt to resuscitate her.
Leaving the tube in place only unnecessarily traumatizes the family.

Failure to arrange for her family to access the hospital when they were called back
in was unnecessarily traumatic.

Failure to prevent insects having access to any postoperative surgical patient
represents substandard care. I can imagine this was very distressing for the family.

Management of [Mrs A] and her family after her death appears to have lacked
appropriate leadership. I am not aware of what procedures and protocols Lakes
DHB may have in place to deal with this situation. This breach of standards may
have been caused by a failure to implement protocols or a lack of protocols. From
[Ms F’s] comments it is obvious that the staff were traumatized by the events of the
evening.

Other comments

It should be noted that there is no report from the anaesthetist involved. While it
would have been interesting, | doubt it would alter the thrust of my report.

Comment has been made about the BP recordings. There is a major difference
between the intraoperative recordings and the postoperative recordings. This does
not concern me because [Dr D] was using anaesthetic agents to lower the BP,
which often has the effect of reducing blood loss. Also he was using intra-arterial
pressure which is more accurate than non-invasive blood pressure measurements
used in recovery.

Other matters which | have been asked to consider commenting on by the
Commissioner.

1. The treatment plan for the mastectomy was in the form of peri-operative
protocols.
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These concerned surgical matters and did not impact on the outcome of this
case.

2. The documentation and planning of patients requiring HDU care post-surgery.
Covered above.

3. The absence of a nursing care plan or management plan in [Mrs A’s] clinical
notes.

I am not the appropriate person to be commenting on nursing care plans.

4. Having not been admitted to HDU, what would be the appropriate plan for
[Mrs A’s] ongoing care?

Covered above.

5. Please comment on the appropriateness of the post-operative care, and the
clinical observations performed on the ward following transfer from PACU.

There were adequate observations done in the postoperative period. These
did not meet the Lakes DHB Pre and Post-Operative Nursing Care —
General — Guideline. The guideline 1 have been supplied with was dated
February 2006 after the date of the event. | do not know what guidelines
were in place at the time. [Ms F] states she was observing the saturation
more often than she was writing it down. It does not appear that failure to
record the observations has had any impact on the outcome.

6. The communication between clinical staff.
This appears to have been good.

7. Any other aspects of the care provided to [Mrs A] that you consider warrants
additional comment.

No.”

Surgical/systems advice
Independent expert advice was also obtained from Dr Pat Alley, who was asked to
consider the systemic issues raised by this case.

“My name is Patrick Geoffrey Alley. | am a vocationally registered general surgeon
employed by Waitemata District Health Board. Additionally I am the Director of
Clinical Training for that DHB.

| graduated M.B.Ch.B from the University of Otago in 1967. | gained Fellowship
of the Royal Australasian College of Surgeons by examination in 1973. After
postgraduate work in England | was appointed as Full Time Surgeon at Green
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Lane Hospital in 1977. In 1978 | joined the University Department of surgery in
1978 as Senior Lecturer in Surgery. | was appointed as Full Time Surgeon at North
Shore Hospital when it opened in 1984. | am a Clinical Associate Professor of
Surgery at the University of Auckland, have chaired the Auckland branch of the
Doctors Health Advisory Service for many years and have formal qualification in
Ethics which is utilised as a member of two institutional ethics committees. One is
at Waitemata DHB, the other at Mercy Ascot Hospital. | declare no conflict of
interest in this case.

I have been asked to comment on the standard of care provided to [Mrs A]
(hereafter referred to as ‘the patient”) from 10 October to [the day of her surgery],
with specific focus on the management of her care, the resources available, and the
systems in place to co-ordinate her care. In particular, for these stages:

a. Preoperative;
b. Perioperative;
C. Postoperative;
d. Overall.

Further comment specifically on the following matters has also been requested.

1. The preoperative planning for patients requiring HDU care in the
postoperative stage.

2. The absence of a management plan in this patient’s clinical notes.

3. The appropriateness of the post-operative care, and the clinical
observations performed on the ward following transfer from PACU.

4, Any other aspects of the care provided to the patient that warrant
additional comment.

Clinical Narrative

It is not necessary to reiterate all the detail of the clinical circumstances of the
admission, surgery and eventual death of the patient. There are however some
notable features that require emphasis. | have divided this into the sections
suggested in the request for commentary.

PREOPERATIVE CARE

1. The rationale for her surgery was clearly stated. The process whereby the
suspected diagnosis of carcinoma of the right breast was secured, the outlining of
the intended surgery and the discussions that this entailed are all satisfactorily done
and duly recorded. Her significant anaesthetic risk was delineated in a letter

14

H)’( 12 March 2008

Names have been removed (other than Rotorua Hospital/Lakes DHB) to protect privacy. ldentifying
letters are assigned in alphabetical order and bear no relationship to the person’s actual name.



Opinion 06HDC19538

written by [Dr B] to [Dr C] (the patient’s general practitioner dated 9 September
2005). In that letter [Dr B] commented ‘[Mrs A] was generally well except for
morbid obesity and extreme dyspnoea at rest’.

2. [Dr B] further commented in another letter to [Dr C] dated 21 September
2005 ‘there is a considerable problem of morbid obesity which is going to make
anaesthesia fraught with hazard’. Later in the same letter [Dr B] states “prior to
surgery | will make sure that [Mrs A] has a very good anaesthetic assessment ... |
will have to do [Mrs A] at the public hospital where we will be close to ICU
(Intensive Care Unit) back up facilities’.

3. On 26 September [Dr B] again wrote to [Dr C] reiterating the need for
good anaesthetic assessment. | note that the surgical consent form was signed by
[Dr B] as is appropriate given he was the practitioner going to embark on the
surgery. His subsequent operation note was detailed and clear.

4, On 11 October 2005 the patient had a pre-operative assessment. | assume
from the notes referred to me ... that this was filled out by a nurse and then
annotated with comments by [Dr D] the anaesthetist. In this assessment form
hypertension, hypothyroidism, asthma, obstructive sleep apnoea and obesity are all
again clearly identified as co-morbidities. The anticipated problem of respiratory
and cardiovascular complications are recorded by the anaesthetist. There is a
handwritten annotation ‘HDU availability’. 1 am not sure whether this is a
statement or a question, it is unsigned and undated. At the top of this page ... is
another undated, unsigned handwritten annotation ‘red flag *’, These appear to be
the only written indications of an alert that this patient would require post
operative care in a specialised environment.

5. The house surgeon admission notes added no new information to that
already described.

6. [The] quality and risk manager of the Lakes District Health Board wrote to
the Health and Disability Commissioner on 11 July 2007 ... In that letter she states
‘the surgery was cancelled due to the lack of a bed in the HDU’ (high dependency
unit). Perusal of the notes however indicates that the cancellation was not due to
lack of availability of beds rather that an abnormality on a routine preoperative
chest X-ray had been disclosed and that this required clarification by a CT scan.
[She] also states in that letter that the need for an HDU was flagged, presumably
referring to the annotation that I have mentioned already ... .

PERIOPERATIVE CARE

1. Events in PACU are well outlined in the submission of [Ms E], a registered
general nurse, who worked in that unit and who was responsible for her care after
her operation. When she arrived in PACU her blood pressure was labile and from
time to time quite high. Her oxygen saturations were acceptable between 92% and
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95%. Staff Nurse [Ms E] says that at 1400 hours she spoke with [Dr D], the
anaesthetist to discuss further orders regarding the patient’s care. She says that
[Dr D] asked that the patient be returned to the ward indicating that he would
review her there in half an hour. It seems that this review by [Dr D] did not occur.

2. At 1410 hours a nurse from an orthopaedic ward came to collect the
patient. This nurse was given a verbal and written report as to her previous
history. There is no comment from [her] as to potential placement of the patient in
an ICU or HDU. Perusal of the material provided does not reveal any comment
about the patient’s destination after her stay in PACU.

POST OPERATIVE CARE

1. ... [another] Staff Nurse [on the orthopaedic ward] has written in the
clinical record a succinct and clear account of her condition when she arrived on
the ward.

2. A submission from Staff Nurse [Ms F] outlines her involvement with the
patient. Between 1700 and 1800 hours the patient said that she was feeling hot
and she was transferred to a single room. In this room she was attached to a pulse
monitor to enable oxygen saturations to be recorded as well as her pulse however
this was not alarmed. It is assumed that nursing staff were with the patient at 2030
when it is commented that [Mr A] left his wife’s bedside.

3. The next time entry is at 2235 when the patient was found in extremis and
a cardiac arrest call was instituted. There is therefore a two hour period in this
patient’s care where no one is really sure whether she was seen or not by nursing
staff.

4. It has been described in other submissions that the suction in the side room
was not working properly and this compounded difficulties with the management
of her cardiac arrest.

OVERALL CARE

e Many health professionals involved with the care of this patient have made
detailed accounts of the patient’s co-morbidity. Almost all of these occurred pre-
operatively therefore there was abundant and clear indication that she presented a
more than considerable anaesthetic risk prior to her undergoing surgery.

e However informal the process was, with the somewhat random annotations
previously alluded to, the patient was repeatedly and clearly identified as having
greater than average risk of post operative complications. It is reasonable to
assume that such a patient would not necessarily need a ‘red flag’ to alert staff to
her situation. Her clinical circumstance would be so obvious as to demand that
higher level of care be offered. It is not the case that her present condition at any
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given postoperative point was the issue rather the potential for deterioration of the
airway in such patients with obstructive sleep apnoea.

e Contributory factors to a fatal outcome for this patient are all found in her
immediate post operative care. This is reminiscent of the congruence of errors
described by James Reason in which a series of events that are normally singly
correctible conjoin to produce a significant deleterious outcome. BMJ 2000;
320:768-770 (18 March).

e No ICU bed was apparently available. 1 can find no documentation that
describes this lack of availability. She was admitted to a busy orthopaedic ward.
The anaesthetist (presumably but not definitely) sanctioned this transfer. On
admission to the ward her status was satisfactory but during the early evening, due
to distress, she was placed in a side room effectively out of sight of the nurses
around her. Whilst she was monitored with a pulse oximeter this was not alarmed
so that when her saturations began to fall no nursing staff were aware of her
deterioration.

The role of the practitioners involved in the patient’s care is worthy of comment.

SURGEONS

The surgical care has been of a good standard. The letters indicate clearly the need
for surgery, the alerting of co-morbidity and the need for special post operative
care. Consent was properly obtained. | would however be concerned if the surgeon
had not been apprised of the absence of an ICU bed necessitating transfer of the
patient to a general ward. Whether he should have assured himself that her
placement was appropriate or merely relied on the advice of others to tell him what
the situation was in that regard is debatable. It would not be expected that a
surgeon would stop his operating list to determine the best placement for such a
patient. As with the anaesthetists however a post operative ward round may have
indicated to him that she was in an unsuitable post operative care environment. | do
not know if the surgeon was informed of the eventual placement of this patient.

ANAESTHETISTS

Further clarification from the anaesthetists about the patient’s care would be
valuable. I understand that [Dr D] is not available having now moved [overseas]. |
would like to know who ‘booked’ the ICU bed if he did not, when he was told that
such a bed was now not available and what his response to that was. It would also
be of interest to know what conversations were had by nursing staff with him in
respect of the disposition of the patient following her time in the post anaesthetic
care unit. | note also that he undertook to visit the patient post operatively in the
ward. There is no record that in fact he did so. He may well have been concerned
to find her in the care situation that she was when she eventually died.
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NURSES

At one level of direct nursing care the nursing staff seem to have generally done a
good job. | would commend the quality of the recordings done both in the post
anaesthetic care unit and when the patient was admitted first to the orthopaedic
ward. | do not know if the decision to transfer the patient to a general rather than
an ICU bed was made by a duty nurse manager or a medical specialist. The
decision to subsequently put the patient in a side room, while superficially justified
because of discomfort was unwise given the risk to the patient of an unattended
airway. | am very well aware that this episode must have been a painful and difficult
one for the nurses involved. | believe that the pathway to prevent a recurrence of
the problem is best defined by the nursing community at Lakes DHB. | also believe
there is real merit in that nursing community examining the relationship between the
many protocols and guidelines that currently exist and actual clinical nursing
practice.

SUMMARY

The major error in this case was the lack of appreciation of the potential post-
operative hazards posed by this patient. Regrettably these were repeatedly and fully
documented preoperatively by a variety of health professionals but nonetheless
their import was not recognised in the preoperative and postoperative periods of
her care. Given the extensive recording of the alerts, lack of appropriate action in
the knowledge of those alerts and the fatal outcome | would regard this as a severe
departure from standard practice.

RECOMMENDATIONS

The informal process described of alerting of patients with such significant pre-
operative co morbidities needs to be corrected. There needs to be a proper ‘default
pathway’ for patients who require such care after elective surgery.

e Elective surgical patients with significant problems deemed to required special
care postoperatively need a formal identification to that effect on their charts.

e The bed should be ‘booked’ by the anaesthetist.

e If abed in ICU is unavailable for such elective patients then the surgery should
be deferred.

e |If the ICU bed suddenly becomes unavailable because of an emergency
situation (as presumably happened in this patient’s case) with another patient
then the elective patient should remain in the post anaesthetic care unit until
such facility is available. Failing that, a special nurse should be employed to
care for the patient until such time as an ICU bed is available.

e If that is not possible they should be in a general surgical ward rather than an
orthopaedic ward and preferably one that is less busy.

e Whatever ward environment such patients are transferred to from PACU they
should be in 4 bedded room equipped with properly alarmed monitoring and
resuscitation devices.

¢ Single rooms in general wards should not be used for such high risk patients.”
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Response to provisional opinion

Lakes District Health Board
In response to the provisional opinion, Lakes DHB acknowledged “the breach in the
care provided to [Mrs A] under Rights 4(1), 4(2) and 4(5) of the Code of Rights”.

The DHB submitted:

“However untimely her death was it should be noted that the post-mortem report
acknowledges that her death was cardiac of nature and that due to her heart disease
[Mrs A] may have died at any time.”

Dr D

Dr D stated that he accepted the preliminary conclusions, “in particular [his] lack of
communication with [Dr B] regarding the transfer [of Mrs A] to the orthopaedic ward
from the post-anaesthetic care unit”.

Code of Health and Disability Services Consumers’ Rights

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

RIGHT 4
Right to Services of an Appropriate Standard

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

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

(5) Every consumer has the right to co-operation among providers to ensure quality
and continuity of services.
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Opinion: Breach — Lakes District Health Board

Introduction

The management of a patient in hospital requires the cooperation of a large team of
clinical and non-clinical staff. This team is responsible for ensuring that the care
provided to a patient is of an appropriate standard, from his or her first assessment
until discharge from hospital. To this end, a hospital must have adequate systems in
place to ensure that a patient’s care is assessed, planned and delivered appropriately.

Mrs A did not receive care of an appropriate standard at Rotorua Hospital. Although
her breast cancer surgery proceeded without incident, postoperative care was deficient
in several respects, and her postoperative care was poorly planned and delivered. |
accept the view of my independent expert, anaesthetist Dr Vaughan Laurenson, that it
is unlikely that an HDU environment would have made any difference to the sad
outcome for Mrs A, but that does not excuse the care failings. The situation was
compounded by the shameful way that Mrs A’s family was treated in the immediate
aftermath of her death.

For the reasons given below, in my opinion Lakes District Health Board breached
Rights 4(1), 4(2) and 4(5) of the Code of Health and Disability Services Consumers’
Rights (the Code), by failing to meet the standards expected of a public hospital.

Chest X-ray

Mrs A was originally scheduled for surgery on 27 October 2005. There is some
conflict in the evidence from Lakes DHB about why this surgery was cancelled —
either because no HDU bed was available, or because an abnormality on her chest X-
ray required further investigation. | endorse Dr Laurenson’s view that the X-ray
abnormality should have been identified at an earlier stage, and that this was a “low
level systems error”.

HDU bed

Mrs A was identified by the surgeon and anaesthetist as requiring an HDU bed
following surgery because of her significant medical problems. However, when her
surgery finally took place, although there was (according to Lakes DHB) an HDU bed
available at the start of the procedure, none was available when she was finally ready
for transfer from PACU.

Mrs A was reviewed in PACU by the anaesthetist and a decision made to transfer her
to an orthopaedic ward, since even a regular surgical bed was not available. Dr
Laurenson advised that this transfer was appropriate, “given the assessments made of
her clinical progress during the day”.

I note, however, that there is some conflict in Lakes DHB’s explanation of why Mrs A
was not transferred to an HDU bed. On one hand it advised that Mrs A’s need for an
HDU bed “was not transferred to the second booking” following the cancellation of 27
October 2005; on the other hand, | have been informed that both the surgeon and
anaesthetist enquired as to the availability of an HDU bed immediately prior to surgery.
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The Associate Director of Nursing for Lakes DHB stated that HDU had no record of
Mrs A’s intended admission, and the management of HDU were unaware of the
intention to transfer Mrs A postoperatively. Ms E, the nurse in PACU, stated that there
was no formal plan to transfer Mrs A, and it was simply being considered. | also note
that there is no mention in any clinical record of a plan (or even a consideration) to
transfer Mrs A to HDU. In any event, although | accept that Mrs A was not
inappropriately transferred to a ward from PACU, there was clearly some confusion in
Lakes DHB about the system of booking an HDU bed. Dr Laurenson advised, “The
system for booking HDU beds appears to have failed.” In my view, there is no
question that that system did fail.

I endorse the view, accepted by the Associate Director of Nursing for Lakes DHB that
Mrs A fell through the cracks in the system. This was an unsatisfactory state of affairs
that jeopardised patient safety. It is also worthy of note that Dr B was not informed of
the change of plan to transfer Mrs A to a ward, and was shocked to find out after her
death that this had occurred. It is thus also clear that the anaesthetist failed to keep Dr
B fully informed. The transfer was against the intentions of both the surgeon and the
patient. Dr D should have discussed the proposed transfer with Dr B as soon as he
became aware that there was no HDU bed available.

Management of care on ward
After Mrs A was transferred to the orthopaedic ward, some of the systems to ensure
an appropriate standard of care broke down.

From her admission to the ward from PACU, Mrs A was nursed in a standard-sized
hospital bed, which was unsuitable given her size. Lakes DHB accepts that a larger bed
should have been available, but the “communication was inadequate”.

A properly functioning District Health Board should have systems in place to ensure
that a hospital patient who requires non-standard equipment has that equipment
available. Mrs A was not an emergency admission; she was admitted for planned (albeit
urgent) surgery. Her requirement for a larger bed should have been identified at her
initial assessment, and appropriate actions taken to ensure that such a bed was
available.

Mrs A was also nursed in a side-room, which appeared inconsistent with the need to
observe her closely for postoperative complications. | note Dr Alley’s advice that
single rooms “should not be used for such high risk patients”.

Mrs A had a number of comorbidities that necessitated special care, in particular her
weight, breathing difficulties and hypertension. Yet no individualised nursing care plan
was written. Although Lakes DHB has, since these events, introduced a more
extensive postoperative protocol (see Appendix 4), at the time of Mrs A’s admission
the only guidance for staff was to perform half-hourly clinical observations until the
patient was “stable”. No parameters for “stable” were provided, and there was no
advice about what clinical observations were appropriate.
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Lakes DHB also advised that it had been an “expectation that Mrs A would be
monitored with continuous pulse oximetry with relevant alarms”. It is unacceptable
that this “expectation” is not documented in any of Mrs A’s records. Clinical
instructions of such significance should be specifically documented.

As noted in the Capital and Coast DHB inquiry report:*°

“A proper plan would have set out the frequency and type of clinical observations
required, and what actions should be taken if the observations altered significantly.”

Although Dr D stated that he gave “clear instructions” to Ms E for Mrs A’s care on
the ward (“the need for pulse oximetry monitoring, supplemental oxygen and regular
observations”), these instructions were not documented. In my opinion, Dr D should
have documented his instructions.

An individualised management plan should have been developed, to take into account
Mrs A’s particular needs. This plan would have included clear instructions on type and
frequency of clinical observations.

Staffing

Five nurses were on duty to care for 22 patients on the orthopaedic ward. Although
this may be an adequate staffing level at a normal time, the time of Mrs A’s admission
was not a normal shift. Mrs A should have been nursed in HDU. She was highly
dependent on the nursing staff to monitor her and assist with her care. | note that her
allocated nurse required the assistance of three colleagues to assist with changing Mrs
A’s bed linen, and Mrs A’s niece was asked to stand by the bed to stop Mrs A from
falling from the bed while the nurse went for assistance. Another visitor recalls not
being able to find a nurse on two separate occasions when she was concerned about
Mrs A’s condition. | share my experts’ doubts about the adequacy of nursing support
on the ward.

Even if Mrs A’s initial clinical observations meant that it was appropriate for her to be
transferred to a ward (rather than HDU) from PACU, it should have been anticipated
that Mrs A was a patient who would require additional nursing support, and Lakes
DHB should have responded to this situation accordingly.

Equipment

Blood pressure monitoring equipment attached to Mrs A when she was on the ward
continually emitted a “beep” because it had run out of recording paper. This would
have deprived the nursing staff of an important alert to any deterioration in Mrs A’s
condition. | note that Ms F recorded only one set of observations (at 3.45pm) during
Mrs A’s first three hours on the ward because of her workload. This is an
inappropriate standard of care for a postoperative patient with significant risk factors,
on a surgical ward.

19 Opinion 05HDC11908 (22 March 2007), page 100.
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The continuous beeping must have been disturbing for Mrs A and her family, let alone
other patients on the ward. Nor would Ms F’s advice to ignore the alarm have been
reassuring. It seems inconceivable that such a situation could occur in a modern public
hospital in 2005.

As noted above, Lakes DHB also advised that it had been an “expectation that Mrs A
would be monitored with continuous pulse oximetry with relevant alarms”. | have
already commented on the failure of this instruction to be documented, but I note that
the equipment available to nursing staff at that time did not include pulse oximeters
with alarms. Again, this is inadequate. If a patient has been identified as requiring such
equipment, it should have been provided. (I note that, according to Lakes DHB,
appropriate equipment is now available.)

Summary

The numerous failings in the care provided to Mrs A were caused by poor planning of
a scheduled operation for a patient with significant risk factors. An appropriately sized
bed was not provided, and nursing staff were ill-supported to care for her in a non-
HDU setting. There was no individualised plan designed to assist staff to manage Mrs
A’s specific needs, and the equipment used to monitor and record vital clinical
observations was either not working correctly, or was not available. | also note that the
anaesthetist failed to discuss with, or inform, the surgeon of Mrs A’s intended transfer
to a general ward.

I endorse the following comment of Dr Pat Alley, who advised me on the systems
issues in this case:

“The major error in this case was the lack of appreciation of the potential post-
operative hazards posed by this patient. Regrettably these were repeatedly and fully
documented preoperatively by a variety of health professionals but nonetheless
their import was not recognised in the preoperative and postoperative periods of
her care. Given the extensive recording of the alerts, lack of appropriate action in
the knowledge of those alerts and the fatal outcome | would regard this as a severe
departure from standard practice.”

Mrs A did not receive postoperative care of an appropriate standard, and clinical staff
did not properly co-ordinate their care. Lakes DHB failed Mrs A and her family. In
these circumstances, Lakes DHB breached Rights 4(1), 4(2) and 4(5) of the Code.
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Other concerns

Trout flies

When Mrs A’s family arrived on the ward after the traumatic news of her death, they
were greeted by “dead insects sprinkled over the sheets”. | am amazed that in a facility
like Rotorua Hospital this problem cannot be satisfactorily rectified. | am not reassured
by the response from Lakes DHB that *“screens for the windows are being sourced and
fitted to reduce the number of insects” (my emphasis).

Communication with family

When Mr A arrived at the hospital — having been called urgently at 11.10pm — the
entrance was locked and no one was there to meet him. When he found his sister-in-
law at his deceased wife’s bedside, he found an endotracheal tube still in place.

At a time when accurate and sympathetic responses would have been of the greatest
importance, the family did not receive the help they needed. Nursing staff failed to
answer simple questions from grieving family members.

Lakes DHB has advised that the nursing staff “did not have a clear view of the
Coroner’s process”, and that training has been put in place to deal with this. | note that
Lakes DHB has made changes to its systems whereby there is now an “identified senior
nurse coordinator for each shift”. It is surprising that this was not in place at the time
— Mrs A cannot have been the first patient to die unexpectedly at Rotorua Hospital.

When Mr A asked for a copy of his wife’s clinical record after her death, he was told
that he would have to wait for ten years. This was both inaccurate and unhelpful.
Lakes DHB states that it “will work with the records department to ensure they are
more informative and helpful in the future”. It is lamentable that staff in the records
department gave such inaccurate advice.

| also note that Mr A did not receive a written acknowledgement of his letter of
complaint dated 30 November 2005 until early January 2006. This was a further failure
by Lakes DHB.

The poor communication with Mrs A’s family after her death was naturally very
distressing to them. It showed a lack of compassion and a disregard of the duty that
hospital staff owe to the family of a recently deceased patient.

As | stated in my Capital and Coast inquiry report:**

“All too often, families are left in the dark after a patient is harmed or dies
unexpectedly during a hospital admission. Hospital management and clinicians owe
families a duty of candour in such circumstances — to openly discuss and honestly
disclose what has happened, and to apologise for any shortcomings in care.”

1 05HDC11908 (22 March 2007).
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I note that in another recent case involving the unexpected death of a patient at
Rotorua Hospital in January 2006, | found that communication with the family was
inadequate. Clearly, hospital staff need more training and support in this sensitive area.

Non-referral to Director of Proceedings

Having found that Lakes DHB breached the Code of Health and Disability Services
Consumers’ Rights, | am required to consider whether it should be referred to the
Director of Proceedings to decide whether further proceedings are warranted.

Lakes DHB submission
Lakes DHB submitted that it should not be referred to the Director of Proceedings:

“You have proposed that Lakes DHB be referred to the Director of Proceedings
for the purpose of deciding whether any proceedings should be initiated against the
DHB. It is Lakes DHB’s submission that this is not a matter for which the DHB
ought to be referred to the Director of Proceedings, and you are requested to
reconsider this proposal. In summary, the DHB states:

(a) It is accepted that Lakes DHB has fallen short in the care provided to [Mrs A],
and that a breach finding is warranted. Lakes DHB accepts that a Ministry of
Health audit of the changes implemented by Lakes DHB is appropriate;

(b) With there being a comprehensive and publicly available investigation report
following your investigation, and recognising Lakes DHB’s acknowledgement
above, it is not in the public interest for the case to be the subject of further
investigation and possible proceedings before the Human Rights Review
Tribunal; and

(c) A further investigation and the possible initiation of proceedings would in fact
be contrary to the public interest in that it would have a significant impact on
Lakes DHB’s commitment, and ongoing ability, to deliver the best possible
services to the community. Proceedings would redirect valuable resources away
from the delivery of health services, and would have a significant adverse
impact on morale at the DHB.”

Each of these points is now considered in further detail.

12 06HDC08129 (17 September 2007).
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Acceptance that Lakes DHB has fallen short

Lakes DHB accepts that it has fallen short in the care provided to Mrs A. Lakes
DHB accepts that a finding that Right 4 of the Code has been breached is
warranted.

Lakes DHB has apologised to Mr A, and will do so again following conclusion of
your investigation.

Lakes DHB has taken extensive steps to implement changes following the events
surrounding Mrs A’s care. These are referred to in [the] report. Lakes DHB is
entirely supportive of the suggestion that the Ministry of Health audits the DHB to
ensure that the changes have in fact been made. There is no objection to this
recommendation in your report.

Further investigation is not in the public interest

It is Lakes DHB’s position that there is no public interest in proceedings being
instituted in the present case, and in particular there is no public health or public
safety reason for further consideration of such proceedings. In support of this
submission, Lakes DHB notes the following:

(a) As is clear from this letter, Lakes DHB accepts that it has fallen short in the
care provided to [Mrs A], and that a finding of a breach of Right 4 of the Code
Is warranted;

(b) Your office has undertaken an extensive and comprehensive investigation which
has resulted in a significant report that will be beneficial, not only to Lakes
DHB, but to all DHBs and indeed the sector generally. It is noted that you
intend to provide a copy of the final report to all DHBs, and to place the report
on your website for educational purposes. It is submitted that there can be no
doubt that the health sector and the public at large will have every opportunity
to be adequately informed about the circumstances of the treatment of [Mrs A],
and to learn from Lakes DHB’s failings;

(c) Taking the above two points together, it is difficult to see any justification for
initiating proceedings that could be based on any educational ground, or on any
basis that proceedings would somehow set standards for the sector. These
(laudable) objectives are readily achieved through the release of the final report.
HDC reports do of course carry considerable weight in terms of medico-legal
precedents. There is nothing to be gained from any further analysis of this case
by a tribunal that may be less well equipped than your office to comment on
appropriate standards of health providers in New Zealand;

(d) On the basis that there will be a final finding that Lakes DHB was in breach of
the Code, the remedy available under section 54(1)(a) of the Act (being a
declaration that the action of the provider is in breach of the Code) is now a

26

H)’( 12 March 2008

Names have been removed (other than Rotorua Hospital/Lakes DHB) to protect privacy. ldentifying
letters are assigned in alphabetical order and bear no relationship to the person’s actual name.



Opinion 06HDC19538

moot point. It is submitted that it could not possibly be said to be in the public
interest to justify the considerable further expenditure of public funds, both
within your office and within the DHB, in a proceeding to seek a declaration of
a breach of the Code in these circumstances;

(e) The only other remedy potentially relevant under section 54(1) [of the] Act is
the award of damages. This is not the place to discuss damages. However, if
[Mrs A’s] family have incurred any expenditure or suffered other loss, it may be
there can be some sensible discussion around reimbursement. It is not necessary
for the matter to require the continued investigation and consideration of
proceedings in order to address such issues.

Further investigation would be contrary to the public interest

... Lakes DHB submits that any referral to the Director of Proceedings for the
consideration of initiating proceedings is not only not in the public interest, but it is
in fact contrary to the public interest.

In considering whether the DHB ought to be referred to the Director of
Proceedings for the possible initiation of proceedings, the purpose of the HDC Act,
and the strategies and objectives that must be taken into account when conducting
investigations under the HDC Act, are relevant. The following points are
emphasised:

(a) The purpose of the HDC Act is to protect and promote the rights of health
consumers (section 6). If this objective can be achieved through the release of
your final report, without initiating a further and costly process, that ought to
be preferred;

(b) The obligation to take into account the broader impact of ongoing
investigations on health consumers generally, and the community at large, is
emphasised by the requirement in section 7 [of the] Act to take into account the
objectives for district health boards as set out in section 22(1) New Zealand
Public Health and Disability Act 2000 (‘NZPHD Act’), so far as such
objectives are applicable. It is submitted that the following objectives in section
22(1) [of the] NZPHD Act are directly applicable to the way in which the
Commissioner must undertake and complete the investigatory functions
generally, and how reports are prepared:

e Improving, promoting and protecting the health of people and
communities (section 22(1)(a));

e Promoting effective care for those in need of health services (section
22(1)(c)); and

e Exhibiting a sense of social responsibility by having regard to the
interests of health consumers (section 22(1)(9)).
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Lakes DHB submits that the final report, when disseminated as proposed, will go
as far as it is necessary to go in terms of achieving the Commissioner’s statutory
objectives, including the objectives in the NZPHD Act. Any further investigation
and initiation of proceedings will be contrary to the statutory objectives referred to
above, in that:

(a) nothing more will be achieved over and above what has already been achieved;
and can be achieved quite independently from the initiation of proceedings;

(b) the initiation of proceedings will have a significant detrimental impact on Lakes
DHB and its employees, with the almost inevitably high profile of such
proceedings impacting on the morale of the organisation and the ability to
attract staff, all to the detriment of the community at large; and

(c) significant resources, both financial and human, will need to be expended to
respond to any proceedings. It is submitted that the public would be far better
served by using such resources in striving to provide high quality services to the
community, including purchasing new equipment, implementing systems for the
analysis of adverse events, and so on.

It is submitted that the public interest is best served by allowing Lakes DHB to
move forward and concentrate on the delivery of quality health services to the
people of the region.

It is noted that in your 2006/07 annual report you referred to cases in that year
referred to the Director of Proceedings to consider further proceedings ‘because of
major shortcomings in care or unethical practice’ (page 1). Lakes DHB submits
that it could not possibly be said that, for all its shortcomings, that there were
‘major shortcomings in care’ or ‘unethical practice’ in the present case. Taking
this and the points referred to above into account, it is submitted that it is not in the
public interest to refer the matter to the Director of Proceedings.”

Decision not to refer Lakes DHB to Director of Proceedings

I do not accept Lakes DHB’s submission that “it could not possibly be said that there
were ‘major shortcomings in care’ ... in the present case”. Although the surgery
proceeded without incident, the lack of planning led to numerous failings in the
postoperative care for Mrs A. There were major shortcomings from the time Mrs A left
the Post Anaesthetic Care Unit until her death on the orthopaedic ward 11 hours later.

There is some force in the submission that further proceedings will be costly and will
impact detrimentally on the staff of Lakes DHB. Of course, that will often be the case
when a district health board faces the ultimate legal accountability — proceedings by
the Director of Proceedings before the Human Rights Review Tribunal.
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As | stated in the Capital and Coast inquiry report:*

“Public identification in a Commissioner’s Opinion that criticises a district health
board’s systems and finds it in breach of the Code will in most cases suffice as a
means of accountability.”

Mrs A’s case is clearly a borderline case for referral. It is all too easy for a district
health board to state that it should be allowed “to move forward and concentrate on
the delivery of quality health services to the people of the region”. Nevertheless, |
accept that the public criticisms of Lakes DHB in this report and the finding that the
DHB breached the Code is a sufficient form of accountability. 1 am satisfied that a
thorough audit of Lakes DHB’s hospital systems by the Ministry of Health will ensure
that the necessary changes have indeed been made, to protect future patients. In all the
circumstances, | do not consider that the public interest warrants a referral of Lakes
DHB to the Director of Proceedings.

Recommendation

| note that Lakes DHB has extensively reviewed various hospital systems and staff
guidelines in the light of this case.

I recommend that the Ministry of Health undertake a thorough audit of Lakes DHB to
ensure that various changes stated to have been made have in fact been made, and
report its findings to me by 31 August 2008.

Follow-up actions

e A copy of this report will be sent to the Minister of Health and the Director-
General of Health.

e A copy of this report, identifying Lakes DHB and Rotorua Hospital, but with
details identifying all other parties removed, will be sent to the Quality
Improvement Committee, Quality Health New Zealand, the Royal Australasian
College of Surgeons, the Australian and New Zealand College of Anaesthetists,
and all district health boards, and will be placed on the Health and Disability
Commissioner website, www.hdc.org.nz, for educational purposes.

3 05HDC11908 (22 March 2007).
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Appendix 1

SURCICAL BEAYICESTHEATHE SUITE GUIDELINE
: Crocument Lacaron Treste | PACLU

DocumentMNe: | 117828

This & a corfrpled document.  The ciecronic verson of Tis documnent & he mos? R g gdete ard m the cass of
CErTEE e SECTOAC WOrSOn prevAis oesr any Drried vomkon. This Sooume s o hernel wae only & ey ol
bve moemmed o relen upon by 17 pan es o arvy R PERS WedEscey BT

TITLE: Handover Of Patient from Intraocperative Care to Post
Anaesthetic Care Unit Guideline

1 Statement’Purpose/Des eription
To ensure st PACU rurse receives a delalled verbal and writien handover of
medical history, intraoperatve and immediate post operative care informatian
trom {&) Anaesthetist, (&) Circulaling Murse or Anaesthelc Nurse, in order o
proveide oplimum post aperalive care o the patent.

2. Scope

AR Lekes Dislrict Maalth Board PACU stafthaatte multidisciplinary team.

31 Definitions
PACU Posl Anpesthetic Cara Unit

4. Procedure/Management

41 Patienl will be accompanied by Anaesthetlst and Circufating
Nurse/Anaesthets Nurse 1o PAGU.

4.2  Anassihatist Transler:

. Name, age and history of patiert.
- Surgical procedure and complications.
¥ Type ol anassthesis adminiclared + Intra-op Anslgesia,
. Preoparative and Intrecperative wital signs - Significant svents.
- Estimated bioed loss,
- Intraope rative fluid intake and output — Fluid Balancs.
o Anaesthatic drugs and aliergies.
- Orders lor analgesia during recovery and any special instruclions.

Frion oy RN |~ -~ i bt

e Igsiae Clate | ﬁlllﬂllpﬂ.. AT e Page * of B
| Jrm D008 | i A58 s
ew . Ty — —-—
J
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SURGICAL SEAVICES THEATRE SUITE GUIDELINE
Docuredt Localipn Thesin F.i.Gi__I

4.3 Transfer Nurse:

Introduction of patiant.

Wound closure and covering.

Frasence of draing, packing, dressings and cathelere,

Any eulfural considerations for the PACU Nurse 1o be swars of and
implemant. Body pans relurmed with patient.

Special instructions for post aperative care follow up.

FatlenTs cogniive state, and aled! pre-op.

E Equipment Used
NiA

6. Points to Note

NEA

7 Related Documentation

= Intracperative Record,
+ Anagsthesia Record,
¢ |V Fluids Record.

» Medication Ghart,

a References
A
Prepared by: Staff Nursa, PACY
Staff Nursa PACU
Authorised by Clinical Nurse Leader, Theatre Suite
A e iy | SO | Doomena iy ]
. [ T——T 1:;:; mu— :m---dﬂmm Faged ol i |
T :
()
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Appendix 2

SURGICAL SERVCES THEATRE GUITE GUIDELINE
Decurant Lecabon: Thealn/Phy

Document No: | 56218 |
Trie & & oorveoled documant. Tha shoteans: version of the decument I The mosl up io daie ard r e case of conlicl

[ mhaCiICNAC WARSER [Raeils cver By prriad wBEEn THE decumert is For misenal ass by GRS ey rob be soocsEsd
o rebed wpen by X partes for ony DuIpos s aoseres

TITLE: Management of Patient in PACU Guideline

1l

Statement/P urpose/Description

To ansure safe and immad.ate pas! operatve care of the patlent in PACU until the
palient is hully consclous, pain Is controlled and the condition is statls bafare
Tansfor to the ward.

Scope
Lakes District Health Board PACLY Theatrs Nurses

Cafinitions

ABCD hmay&tﬂﬂﬁng Circulation, Drugs
CHL Clinical Murse Leades

coAD Chronic Obsiructive Airway Disssss
I IntravEnous

LR Laryngadl mask airway

LoOC Level of consciousnass

PaCU Posi Anaesthatic CGare Unit

PCA Palient conirol aneesthesia

Procedure/Manag ement
= FRecelve handover from enaesthetis! and ciroulating nurse.
* All patents must be continuously and salely monitarad until the satient regains
consoiouaness and their condition i stabla,
4.1  Manage the ABCD of the Primary Survey:
AIRWAY

» Immedistaly maintain pationt airway and adoguate reapialony exchange,

Laicon Dt at s linsrg Wy Wooknl T nnapement of | Ducierms Saurie- 5050

£ 3/ Theoie St « FACLI il RACLI
Aurho nsed by Iemis [rare Ravigw Ouli RaATori o | Fagm 1S
AEnny 207 dunuary P08 Watsar_ ¥ I

i dda By
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SURGICAL SERVICEESTHEATRE SUITE GLIDELINE
Do_-nu'nan‘ Location: Thasbre/Piii

= Adminigter Qxygen:
a)  Adulte & tresminuts
by Ghildren 4=8 litres/minuis

N8 Diffarant rate for nassl prongs and masks

2 litres per nasal prongs (max 4 litres)
6 lifres por Hudson mask (not Jess that 5 Nieres for adults)

= I patient has LMA or cesophageal airway in situ, obsernve for when they
can be salely removed.

= Observe for signs of airway obstruction end apply approprale chin lifjaw
thrust 1achmgus,

BREATHING

4) Breathing — depth, rate, rhythm and respiration with intersasta|
diaphragmatic effor,

b} Colour —skin, lips and nail beds.

] Aftach pulse aximatry and record.

CIRCULATION

&) Pulses = apical and radial

b} Peripheral perfusion — Capillary filing of lingars and toes.
€) Blood prassurs manitaring

d) Gardiac monitoring IF reguested / indicaled

CONSCIOUSNESS LEVEL
Dstermine LOC;

0 -Calm and co-operalive

1 - Easy o rouse

2 - \Vory sedated (falls asleep during convassation)
3 = Unmousabls

DRUGS
Ensure patient Is prescribed sufficient pain refisf, and any specific drugs as
may be requasted,

5. Eguipment Usad
Pulse Omamaetry

Mon Imvasive Blood Pressura Monitoring
Cardiae Monitoring

Lo e Dl i Ml 1 Baowedd | mmunmpﬁeﬂl [ e————
fisrgiew Csevess | Theat's Subs - PACLI gl PAELI
Rattoamed by T | Pirmene e Iluhannu | Pagea o 5
Lo ey EET | daruEny 2000 it ]
=TT
@
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SURGIGAL SERVICESTHEATRE SUITE GUIDELINE
Dacisrarl Locatan: Tnutg.w.w

Themomeler
IV tharapy / pump | PCA
Suction and oxygen adjuncls,

6.  Points to Note
81  Airway/ Breathing

= It patien! has obstru<tive airways and is receiving axygen, he'she should
be monitored for 3igns of hyperventilation, condusion or bacoming serni
comalasea

= Il partial ainvay obstruction occurs, it may ba the result of muscle
ralaxarts, foraign body, narcolics, mucus sccumulation o the pasition of
e patient an the bed,

& Whean tha patlent's longue Lalls towards the back of the throat and
obsiructs the airvay, the head can be hyper axtended and the chin
brought forward, also position patient (starally on bed o facitats
Breathing. Insed airway as |s necessary

s Dbsanve for signs of non-revarsal.

6.2 Circulation

= PACU nurse needs to be astule 1o the signs of palient anxisty,
arrhyinmias, shock, lafl wantrieular fallure, pulmanary smbalism and
systemic embalism.

& Wital signs to b monilored ewery 510 minuies and comparad to perf-
operative and inlra-operative readings, If large variations exist, the
anatsihelis! and surgeon should be notified mmediaiely.

« Patients ahaild be obsarved for shock. Shock Indicales the inabiliy of
the ciroulslory system o meet oxypen demands of the body.

+ Commaon pos! spérative causes of shock are:

Vasomotor collapse caused by deep anaesthasia ar overdose o
naroolics.

a] Hypovolemia caused by sxcessive loss of blood or plasmia,
b) Toxasmia dus to bactedal infection.

63 LO.GC

= Palient’s lewal of cansciousness shouid be assessed every 510 minutes
whila in PACL.

= During emergence from genorsl anaesthesia, the patient will reac! io
painful stimuli or o matonrefiex activity.

- e
{u.umm: h#u_ﬂ mmm TOCURER Nl ber 25000 ]
e oy [ Fecaw Doa ALt Fago el &
<SEEny T i nanry Voo 8
Wrocegnad byt
D
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SURAGICAL SEAVICES THEATRE SUITE GUIDEL INE
Dopumant Logaiion. TheslePACY

When patsent is semi-conscious, he'ahe may respond bo verbal sEmul,
bul drifs off to sleep easily, halshe respands o commands slovdy.

Tha conscious patiant will be drowsy, but swake, alert and orlestated o
fime, place and persan,

64 Pulse Oximetry

Shows trends in the patisnts scygonalion and haips dates staizs of
hypowia guickly,

FACU nurss must ba abls to interpret the dala farm the manitoring
equipment in relation 10 Pre-cp stats and medical conditions, e COAD

6.5 Assessment of Dressings, Drains and Casfing Materials

Post aparative dressings nded 1o be checked avery 10-15 minules for
type of drainage (if any), the amount, the colour Bnd consistlency.
glr:llngl may be “mappediouliined” and fime documented on PACU

Surgical drains, such as Medinorm, should be connected 1o the
appiopriale drainage apperatus and checked for patency and excessive
Ioss noled and surgeon advised, every 15 minutes from immediate post
eperalive perod uniil discharged from PAGY, All assessments of
dreseings and matarials aucrated inlo drainage spparatus should be
dooumanted for amount, coour and consisiency,

Orthopaedic procedures should be assessed every 10-15 minutes for
sigrs of circulalory impainmeant,

Golour, warmth, movement and sensation of extremites ol imb involved.
Clindzal manlfestations of circulalong impairmment, mlﬁng,dﬁrqm
raturm of colour after pressure hac boen spplied to the axpoeod o 24al
portien of the exiremity — capillary refill. Patient's skin may “esl cold”
and eyanotiz in calour.

If circulatory impainmeant is imminent, the Surgeon should be notified
imenediatety.

If ood Is noled saeping thraugh the castor dressing, the boundaries o
be idantified and the time noled, so that excessive bisading can be
rinadily delermined.

8& Pain Management

s PCA pump ar litration (hrough 1V ine when a PCA 8 unavallable.
e May be ghven suboutansously.

= Rectal suppositores.,

& Oural tharapy.

= Wound infiraton,

_}:Em-m = ,I_ mﬂqu—ﬂ o | Dmaurart Fomimr, 0t 15
ATEE By Tasan Clads fimrrw Taim (TR Fags 4 0 &
Ty 2007 J..wu-.nm veron i

Pinda Lo Iy -
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SURDICAL SERVICES THEATHE SUITE GUIDELINE
DOocumend Location: Thaatn/DASL

« Intratfecal.
# Epidural
= Stemid injection.
T, Related Documentation
+  PACU chan (CRS/CRQ03)
* Filuld balance chan (CRG/OR. o)
+  Drug Chan (CAGEI001)
a. References
v Australia and New Zealand Caollege of Anaesthetists (2000)

Recommendalions for the pos-anGesiesia Necovery racm.
ANICA Professional document, PS4

Rotrieved November 2, 2004 from il Avww. anca. edu. 26 s ocses- 2000, pdf

« Emcare (2002} Post anaesthellc care und nursing course
National Patient Simutalion Centra - Capital & Coast District Healih Boand,
Wellingion.

» Forunato, NH. (9" od)(2000). Bary B Kohn's oporating soom lechriqua,
Mosby: 51 Louis.

+ Hatligld A& Tronson, M (37 ed.). (2001). The complete recavery roam book.
Onford: Naw York.

+ Trauma Nursing Core Courss- Provider manual, (5™ ed). (2000). Emergency
Murses Saction ol NZNO.

Authorised by: Glinical Nurse Leader, Theatre Suite

o hirmiim wagmerd i | (it Kiroe 5031
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Appendix 3

BURGICAL SERVICESTHEATAE SUIME GUIDELINE
Dewcvarmrk Localion: Thislim SoibaPACL)

Decument No: | 117788

Thia i & conloiled dossnenl. The skecirons verson of e docomerd & the ost o o date ord in fee case of
corfiicl the sloctronie weson peosals ovar any panied sersior:. This doe uman is e Fiemal ues ooy are ey rol
B srvaisas o riled upan by 57 aares b ary parpoes shaldosver

TITLE:  Patient Transfer from PACU to Unit Guideline

1 StatementiPurpose/Descnption
Patient has reached o level of rocovery, where Sose PUNBIngG supanision s ne
longar racassary s pationl 4 abia 1o be transtadred 1o the approprisle Unil.

. SLepT
All Lakes District Haalth Board PACU and Unst nursing staff.

=3 Definitions
BSL Biood Sugar Levels
BP Biood Pressura
w Intrevenous
HR Respiratory Rate
PONV Post Operative Nauaes & Vamrting
PACU Post Ansesthetic Care Linit
PCA Patient Controlied Analpesia

a4, Procedurs /Managemant
41 Assasement of sarly recovery imvolves [he measurement ol physiological
parameters such as TP, BP, RA and basic appraisal of alarinass.

42 Assess

& Stable vitzl cigna (BP, Pulse, Temparsture »36°C, Sz0., RR, and
Bioad Sugars), wih manajament aorders documanted  whats
rECessEry.
Recovered protective reflaxes (abla to cough).
Able 10 obey commands (lift head, hand grasp. elc).
Mlinimal rausea and vomiling (PONY guidalings).
Has manageabls pain, with post cpsative aralpesia chared, and
PCA / epidural Is situ where ordersd,

NB: When rssessing palient's stalfe, be aware of patient's pre-
operafive state'vitels efc.

Lk (it o1 B i Ry Wrdfa| Trorscet Ottt Nostnber £17 7801

GemacesThemwe Suse DACL BAGL s Lok Poe aperines
Tmaresd by Tenus Dive: Fwenw D2 Fanoreed =T
b SHOCE emum 20U derammn d

- = & @

Frmara.

12 March 2008 H)'C 37

Names have been removed (other than Rotorua Hospital/Lakes DHB) to protect privacy. ldentifying
letters are assigned in alphabetical order and bear no relationship to the person’s actual name.



Health and Disability Commissioner

SURGICAL SERWCES THEATRE SUITE GUIDELINE
Dasurrare Leditte: Theilne STl

43 It unsue of fitness for diecharge, refer Patient Discharge Guidelines
{Appendix &)

44 Check wound, drains {patency and drainaga)

48 Check post operative documentation which may include:
IV fluids

Analgesia

Anfibiotics

Discharge advice

Wound cars

Advice ra: aating and drinking

Patient Conlrolled Anagesia ferm

PCA Trazeability fom

5. Equipment Used
[ IEY

B. Points to Note

6.1 See indivicual prolocols and guidelines regarding specialised care, La.
PCA, epidurals, elc

6.2 If Unil Nurse is unhappy with the patient's condiion, A ic to be discussod
with PAGU staff, andior referred to aliending Anaesthetist
7. Related Documentation

7.1  Anassthetic / PACU Record Form, which may include post operative
inetructions

T2 Fluid Balancs Chart.

7.3  Preseripiion Sheet, which may include anfi-smefics, analgesia, anlibiotics,
axygen and [V fluids,

T4  Patient Controlled Analgesia Form,

B References

s
| Lk (hinct = opir Poard ey W iRl TransE Documen harsber 111 60 ]
| Sorices Theatm SuikeFRCU FACL) LT Pt oo |
Bar maais Ci Peasion Daic Pr—— Pagrio &
«Jure Z006 dyw T Warbon 23
|
-
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BURGICAL SERVICESTHEATRE SUITE GUIDELINE
Decument Locelion: Thess SuePacl

Prepared by: Statf Nursa, PACL
Stafl Nurss, PAGU
Authorised by: Climical Nurse Leader, Theaire Suite
Labss Dwaes Amalts P Hay W nmsjm) Toppesien |' Fnsrvaraert Mumber 177700 e
fupanl Servrny Tenalm S AG L PéCA o Umil Posl ope e |
Ao oy fon e Blate- Pussema Diarn | A =] Page Sol 4
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| 1 |
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Appendix 4

LAMES DISTRICT HEALTH BOARD/EURGICAL SERVAEESR
Documen Losien. SU, QU PU

Document Na: | 105775

This & & comimiled geouménl  The elesronio wertion o i cocumen is the most up o dete snd © the oese of
corficl T slactronic vemson prevais ower any primed semon Ths Socumen & 50 imemal use only @ iy ol
b= accemsed o reisd upan oy 3 parkias o ey purposs Weemoeves

TITLE: Pre and Post-Operative Nursing Care -

1 Statemant/PurpneaDeccription
To manage pre and post-operalive nursing care appropriately,

2 Scope

Al Lakes District Health Board nursing staff.

3 Definitions
epP Blood pressure
FBC Fluid Balance Char
D Indwelling catheier
NF Imtra venous fiuid
MBI Nl by mouth
NGT Masogasine tuba
PACU Pos! Anaesthetic Care Lind
PRM As requirad
caH 8 hourly
RR Fespiration Rate
SPOy Pulse Oximetry
TED Stockings Thremboembodic compreasion stockings
TPR Temperare Pulse Respiration
TG4H 4 hourly lemperaiure

General - Guideline

1. Routine admission observations'weight/urinalyses,
4, AdmiEsion assessment complatad.
3. Explanstion of surgery.
4, Qrigmation to the unit
5 Clip approprists snes
E_Measure patient for anti-thromboembolic (TED) stockings.
u..,.-n-nmm-um DiteCiivalt Paumzar 1657 7E
W Mg cEee
Fimis e dhoraed Voo |"‘-n1llfl
Fidsiary FOCW 2
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LAKES DISTRICT HEALTH BOARDNSURGICAL BERVICES
Bogurmeni Logion: 84 OU PU

=~

Commense discharga pi.mring as appropnhats

Relerrals to

sppropriate auxiliary services, i e ostomy/'Socal Worker'Oocupational
Languag e Digtician,

Therapy/P

O 11

4.2 Postoperative Ma

olc.
. Wound dirain;

h o pa

hysiatherapy Speech
All invastigation repors avallable in noles/with patient.
Maintain MBM & hours prior 16 procadurs.

nagemant
Colleg! stable patient from PACLU and returm to unit,
Initial TPR, BP, SPO2 and wound check, then hal-haudy for 2 hours,
one-hourly for 2 hours, rwo-hourly. then four-hourly_ i stable
IVF as charted, continue fluld balance chart while on IVF, IDC, draing

i. Redivaz, mainten suclon, mark on bolile and record dralnage on
FBC 0800 hours each day.
il. Other wound drains, record on FEC, drainage Q&H, L.e. 0800, 1500
and 2400 hours.

iil. NB: Change wound bag every 72 haurs using asaple tachnigus.
NGT: on frea drainage, aspirate G4H and PRN record on FBC.
IDC: NB: Quiput should be >30mis/hr, pin to bed below level of
bladder. Do not leave o ke on fioor. Record oulput &t least GEH, | &

o v

0800, 1800 and 2400 hours on FEC, unless requested io check more

regulry,

7. Analgesia lo be given regulary as charied.

If ret sufficient, conlact

dactor o chart more analgesis or mome regularly, Record effect of
analgesia, documant pain scare on TPR charl  Record R on dug
chart # analgesia refused Document in clinical notes why analgesia

rofusod.

&, Encourage deep breathing and leg exercises io all post-opscaiive
patienta Refsrral o phyesiotherapy as approprists.

8. TED slockings lo remain on unlil patient s fully mobifsed.

10. Documeanl patients pagsing of flatus/bowel motions.,

11. Commenca progressive dist on surgeon’s instrucions.

4 Equipment Used

» TPHR charl

= Dynamap

= 5POy

» TED siockings and measuring taps

«  Thesmomatar

= FBC chart
umnmm.;h _u-rr L Wiey Wicesin) Poe ndFioel | Diacumen] Manier. 3DETTS
ﬂ.n Tasast DoiE ET ui-—q'r-n-':_Tl‘mnf:

Fatiuary Jis Fuibrumry 20008 i

=2
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LAKES DSTRICT HEALTH BOARDISURGICAL SERVICE
Diocument Locaten: L, OU, P

6. Polnts 1o Nota

Mia
1. Related Documentation

Internal refermal form.,

Coammunity haalth referral.

Fluid Balance Chart

All patisnt essesameant, care planning, discharge documentation.
8 Referancas

MiA,
Prepared by: , Clinieal Nurse Leader, Surgical Unit
Authonsed by: Associate Director of Nursing, Surgical Services
Lskas [emn et Fin AR Bnam Koy Ulor i) Pow mad Peml | Dol Mumiber 105778
B iaa! ! Evm el L nid care
il el L S ke Dwm, [ R T R T ]

6| Fubvuary 3304 2 |

BT
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Appendix 5

CLIMICA| GENERAL

Document Na: | ]

™S & & conroleg cooumant  Tha @acironc werson of e dooamsa B e MeF up 19 deole o n e cepe ol
sonficl e slediroric wermion prevels over By DHnIEd wersion, This documen| § for inipmal uss only @0d may ngl
b acceswed or radad upan by I paries for any pUrpost whaisosver.

TITLE: Deceased Pationt —= Care of
1. Statemont/Purpose /Doscription "

anﬁmﬂmmmam @ delivery, Insluding nursas/micdwives,
medical stafi, social 'rn:rk,ﬂ, Hunga Manaaki, Te Oranga, atiendants, Chaplain
and others @5 m.. ' b

':'-_Tupaplhu . Maai déceasad perasn

i, %mm
Mhrm-ﬂ-ﬂl‘wjmm“m supporied and involved

whers tha death of 8 pafient is expected of unexpecied.

in @ddition, when & Macei patient is involved staff should immediately notify
supporn staff (Hunga Manaaki)

TupapakuiDeceased Person (Mandatory)

« Whare possible, do not [aave tha body unattended followang death. It is
acknewledged 1his is generally not possible in @ Coroner's Case.

: :-n-u [R ST -y sy W s Mhﬁ-
Aheatan by L Fimru [ Vi Fmge 1 0l 11
Wy 2047 Mizy 2008 Four
-1
)
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CLIMNICAL GENERAL
Procadure Protocsl snd Guckine Manual

* Be guided by whanaw on the cultural and spirival praclices for them at this
tma

* Have waler vailable for spirilual cleansing if requested.

« Awvnid removal/eutting of tipSpaku hair unisss absolutely necessary, and only
in consuliation with the whanau.

L EmmmmmpmmpmﬂmmlpMImabrmm
tuku | te waine” befors the lpapeku s removed, wnmnﬁml
poel martem.

* Always transport the tOpdpaku feel first
* A karakia should be performad in the afea the p
possible after the Wpdpaky s removed, Fr

iz not epirltually cleansed until an

= Do not take food or drink into the room. .1-**

= Arrangemenis are made for the 3 Foom (o be avai
whanauTamily. '
5. Procedure/Management R fﬁj 4

£.1 Coroner Cases, Putﬂomlndhrmq
8.1.1 Hﬂum-ppemmm;mﬂ"hggnm H-bg.;mhdmﬂtﬂqwr
8§12 In Ih%ﬂﬂm h ¢

Whlﬂ@ﬂur

gl Eurwmlir.h

; B
512, mu-mfm:&m’-‘ for
ATy patient’s death meeis the criteda for
. ,‘. L‘m (Caoroner's Act 1888)
-'--'._r" about the referral to the Caranes
. r by compleling an Autopsy Form,

513% wﬂnmhkmﬂm«mmMﬂ
-tbul.ltthyihrrilbln- Coroner.

514 Tm*wnprlﬂﬂmmm staff or Medical Officer sasist the
Fﬂﬂhmﬁ!ﬁqﬂ.'ﬂhﬁ:ﬁudnﬂd-!ﬂrnﬁm'hm.ﬂdm
slalements as requesied.

515  The Nursa/Midwile prepares the body for transfer as per the instructions
on the Autopsy farm.

E1€  The lollowing cases mus! be reporied o the Coroner by the Medical
Officer after discussion with 1he Consultant in change of the case or the

mmmmmu % GP:
Lanas Duirkd Meslm Bawd Koy Fiordng [Iommrem Mamte
Hgrrey o i
Authoreed by Tsuee Do Foewicw Duals WwETHIN Fagel of 11

Vidy 2007 Widy TN Faur
R
@
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CLINICAL GENERAL
Procegurs, P ronogdl Bn g Guds ne Manua

s Parsons brought 1o hospital and found lo be dead on arval

*  Pearsons dying in the Emergency Dapartment

+ Al cases whers injuries, recent or remote, Ehat may haus basn the
Cause O an accessory cause of death (including bums, tetanus and
patient falls).

* Cases of poisoning or suspacied posoning,
. Gmudﬂuﬂh%wnﬁ:ﬂumuhﬂﬂmﬂnu
immadistaly after. Daathe asassialed with ansfusions

angesthesia, major or minor Surgery andicas
dedayed for some dayve but = dua directiylo soma procedure or

consultant in charge of
0 has had no material
ddﬂdmntl'mallmndhr

tUuﬂlquipnm

'Nﬁ‘l‘qﬂlj mmmmuwmmu
2 act the Duty Manager after hours or the Clinical Nurse

ﬁrmulmmmmwmmdhm.
cut of removed from the patient during treatrment in

*  Felalive | bo el with the deceased patent withoul supervision until

* The Police escort the deceased to the mortuary.

¢  Childran are on oocasions cared for with famdy |, in the chapal , prior to post
marlem.. The dacsion far this bo oceur needs {o be made by the consulland in
charge of the case.

*  Funeral Directore arriving &t the ambulance bay with & deceasad person from
the community may request a medical officer 1o go out and pronounce life
edinct. The madical officar (s responsible for the papenwork requined,

+ Deceased patients who have been in ED for thres (3) hours or more must be
admined 1e EL under 1he appropriate spe-dally

fimrd Fmy Torn
Mame o Seoe
e by e Claie Fewiewe Cule Ve Puge Jool 11
By J0DT iy IR Four

T
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CLINIGAL GENERAL
Freceours Pretocn | snd Godsime Warual

T. Deceased Paticnt in Wards
71 Immediate Motification

= The Registered Mursa/Midwife responsible for the patient at the time of deatn,
is raspanaible far cars of the decaasadninipaky

*  The NumsaMidwifie contacts the dodior (o certify thatihe patient i dead:
. Buvuwnhmidm-ﬂaﬁumdth ¥, the Heuse Suigeon

*  The Nurse/Midwifte contacts the CNLICML 1o notify of the
death

= |f he case is unexpectad or the dicated » nesd to
h-rnhrrnd,hnﬂdlﬂinﬂwr or the
relevant consutant “in an |
documented in the nates, *' the Duty

7.2 MNext of Kin Notification -t :

g-pairumld-ulduhd-uthuiﬂ-.-du&pdnﬁu
& family should be called io the Unit prior to transfer
- unmmnﬁmmmmmmmmm
mm‘hnﬂmwhﬁmﬂhﬂ then the Hoapital Chapsl or
Wmmhmﬂﬁmtlmmm
-'.;wunmﬂdl
Midwife facililales appropriate spiritual support for the family by
aplain or ather religious/spiritual regpresentative.
mmwhmﬂmmmmm
MWMNT-EW

7.3 Documentation and Medical Staff Certification of Death

T.31 The Madical Oficer is callad ta:
¢+  Tocenify and pronounce death. and o document this in fe clinical
recard

o Complste the Daath Cerificate and Cremation Cenificate (f it (s
infended that the deceased s 1o be cremaled)

m?ﬁumkﬂ Wy Vet i) Dotumant Hantse
| Autherises iy Ehg Al Fevies Dae: Veran Fapmd ol 11
tily 207 My 1029 Four
By
J
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CLIMCAL DEMERAL
[Proesdum Frmen 3ne uRning LS

732 The NurseMlidwile ansires that the documentalion is complets. The
Mursa/Micwife must record in the clinical mcord and on the PaBent
Managament System (PFS computer system) the lime and dale of death.

The Medical Officer [usunlly House Surgeon) who hes allended e
daceasedupanaky during the last slages of finess has a stalutory
nﬂwhmﬂmenmmmm

The Death Canifitate should be kgible, accum)
ful. Itshould be Essed withou! delay as
mnhhhmﬂmrmtﬁmnmmn r

Direciors will not pick up the d untll it is sormpleted.
The Dealh Notficafion form is comy ate and e groan

mpyhhﬂ.ﬁdu.m“ sephonst The white

copy is to acoompany the coecaised tupapal R el Chapel
or Funeral home

= That the "Cars afler D ddhl'lﬁlhmubr
Pattway s compleled, o BT
Tranaferring of Decoased « b
61 The Kurse/Midwife work J e Oranga, Chaplain and
the family io identify the --f_:.: proparaton of the body
oriof 1o transfer - This may icude the deceasediupapaky gang directly
m:mwmsmm AT Mhﬁm-ﬁmmmm

mﬂmﬂm-mmm

: body for transfer, in accordance with the

rihihrll, {use & sheet). Ensure identification
.“-iﬂ.‘mx. -fm o Moruary, Chapsi of the undsrtak e
directly from the Ward/Unit.

Mwmuhﬂn&mﬁ

MHNMHUWp%IMMh
m;@u possible Al stall ghal carey sul thie procsdure in an

m Tespoctiul and dignified manner.

0 o
83 nummn deceasedipipaky direcily to relatives from the Hoapdal
Rolatives

may reques! io lakecollect the deceasad person with or
without the services of 8 Funeral Director, The Health Burisi
Regulations (1045) state that "4l bodes afier death should be
remaved from the place of death only in a sullable receplacie”. These
ara narmally svallsble though 8 Funaral Director. Tha deceased
person shall a1 all imes be reated with respect and dignity,
Bodies may be roleased to relalives under the following conditions:
- The case dods not isguiré Comnes inveatigalion of an aulopsy

- The Medical Otficer in has completed the Death Canificale

Wiue CeE Fiarwam Lk e T T AL
Viey 207 pany Frur
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CLINICAL GENERAL
Prooedume Prooo end Sudeine Mewusl

= The relatives are advisad to prasent the Dealh Ceartificata 1o
ragister the death st the Court-house. The relafives must
underziand it is 2 legal requirement that they must register the
death within seven (T) days.

8, Deceased Patient in Theatre Sulte
+ Pationl nol to ba removed fram Theatre until Palics

-Fni:uhbnnnhﬁtﬂhyﬂmwhchimum
* Protecol re Coroner's case as cutlined in g A

* Pelice raquest for documentation form must be
* Ensure Thealre s blessed hrlpﬂrﬂpfrdi'pﬂmnel

weeks, weighs 400gms ar

1. lmum'

L
1)

L 'rh-hm: lwmhmmgmumunqmm-mur
® . three s afler pregnancy as a resull of accident or disease, or the
Mﬂnm%ﬂﬁﬂdhhﬁmmmm
epithelioma or hydafiditorm mobe.
- I.u-llhqu.iuminu The atlending Medical Officer is reguired to notify
£ the Incal Madical Officer of Haaith of any such death,
- .lm aths are invesiigated by the Matemal Mortakty Commitios

12.  Termination nJI' Fﬂgmn:r

& Teminakon of Pregnancy (TOP) has to be camied out in a haspital which is
regisiered o underake the procedure. Rotornss Hospital i designated 1o
carry out TOPs,

= \Whanavar any therapeutie aborbon or other operation that could lead 1o or
effect an abortion or subsequen! unnaturel miscarrage is performed, &
recand of the opemtion and reason for it showld be made and delails (without
the patient’s namsa) forwarded i the Chiel Executies Officer, who then

ﬁmm Bawd ey Wordla Tieamomomni Warmber
Multomad iy | s Cwe Ruwiaw Dis. TR T kk
Wy ZIT iy 2008 F st
()
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CLINICAL BEMNERAL
Procerire, Proincol and Gudeine Idanal

forwards fo the Director Genergl This needs to ooour within one month of
tha TOP being cemied out (refer Hospital Amendmeant Act 1875)

13, Care of the Deceased/Tlplpaku Property and Valuables
1211 The NurseMidwife assambles the deceaseditiipdpaku property

8)
1312 ﬂin.umd.lnﬂl-rr!ﬂhhp_&:yd&ﬂfﬂhmwh
ﬂ'ﬁm“ﬂ nless requested by the
ml‘.ltl_.i:l- IfIMIE miust be with tha

AW' uner!] lecting the deceasad perean and
ﬂdl‘lm ﬂ“':
1313 !quﬂﬁm*ﬂ{@hhﬁuﬂnwLﬂuﬂHl

2Tl s. The Nursa/Midwife contacts Hunga Manaaki or
i IChtp!mhr:mmeﬂ Refer to Clause 4 of th= document.

ﬁnﬁmﬂﬂpﬁh Ilthfnmﬁup-nhd Communicable Infections or
Motifiable Dil—l-'

q

Hlﬂ!.l fable diseases requiring additional fransmission-basad farms of
l!mﬂidwwl reguire continuation of precautions afier death, eg

There are some instances when diseases defined undes [he Health [Infochous
and Melifisble Diseases) Regulations 1985 (Section A) as “Notifiable’. May
requre precautions afier death. These precautions may inchude the
deceasedftiplpaku being placed in a seakad coffin or body bag prior fo leaving
the ward. Body bags sre svailable from the Duly Manager?) or Funersl Director.

Examples of when this may be required include: Cholam, Creutzfaldt Jakeb
D= ease (refer to — CJD - Patient Management Disinfection and Steniisation

Lrvem Cvpror Fom e B d [y . T L
he Cap: Feyew [ drEne Paga T o 11
Ry 2007 Ry 206 Far
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CLINICAL GENERAL
Procedure. Frodocol and Gudeing Kanual

Protecel (EDMS £ 40203), Dengue Fever, Legionslla Disease, meningococcal
_il_ilmumm.l 24 hour antibiotic treatment) or infectious Puimonary

NE: Somea of these condions do not require 1he patient to ba iscleied before
daath but pracautions are taken after death. Refer to the Medical
Officer of Health for instructions mnlm'gm

Matifieatian
h._
TMTHW Pradiifionar carfifying the dﬂi‘h
Mmdnmhﬂmﬂnwﬁ-ﬁhm i of Haalth;
*  Inform the Medical Officer of Health of the
*  Document nofification of the death _Mmlm‘%ﬁlmdmy
furthar requiramants in he decs Gpdpaku clinical and
communicate these 10 the stafl imvolved with thede u.
oy FABT

Mﬂufnwlhﬂhﬂhe&dm

ﬂlﬁ about any pn-nluhm

- = r
J- J:I-\.- .

16. m,‘!‘ ],m--f Tissue T
g E
_.-%mmwﬂmmmmnmmm:m
mmmwz If s the funeral direcior, family’whanau must be

notified as soon thal thesw Is body lissue to ba returned and
nks for its relum. Refer Retreval of Body Tisswe by the Cliant or
;Enusmtam
16. Eqﬂpmlnu_.l_:ld
M.

17. Related Documentation

Motification of Next of Kin Patient Management Guideting (can™ Tind one! 1)
Tikanaa (document — in progress)

Autopsy Form
Care of the Dying Pathsay (Dociument 820703)
Death Cenilicate (Document 8 )
T nbarms Limhiact Fmsi®r Noweg Ty Voordle; oo U= GE
Flame of Smnioe ks
‘miue Crale Fearaarm Clarm R o TE ] led 1
Py 0001 Ly 0 Frur
@
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CLINCGAL OENERAL
Erasmedore, Crmieenl s sl nd LT

Cremabon Certificate (Docsmenl #

Theaire Palice reques! for documentation form (Doc#.............)
Statement of dentification fomm

Creutzleld! Jakob Disease (CJ0) - Patent Management Disinfecton and
Sterilisation Profocol (EDMS # 40203)

Motifiable Diseases Proiocol (EDMS #40228)

Retrieval of Body Tissue by the Client or Family (EDMS #39168)

5. Rafersnces p 4
The Coroner's Act 1988 A%,
Health Bunial Regulations 1946 . L3
Hatpdnl Amendment Act 1875
Health (Infectious and Natifiable nm«nagm:tm maﬁ“‘-"
A "‘1"
e s -
Authorised by: &b A
. ™ ™
. o Y ..'Ji":-'. W - !
€ Medigs) Director .
L st DAY Fis S5 B Wy Wiorriln) Bocmerd Humber
M o Sy timis
B Anormed oy wiLe Cale Fowew Dan WL Fags 0ol 11 |
Alliny 35T My 2008 Por
“Famm by |
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CLINICAL GENERAL
Procedures. Prolocal snd Guosine Marua

APPENDIX 1

CORONER INVOLVEMENT
Ay DEATHS TO BE REPORTED TO THE CORONER

Deaths which must be referred by medical practitioners through the Police to
meCummfnrlhntrdnmmuhMmhﬂlﬂhqumhmhuhddnutm
in the Coroner's Act 1988 Section 4. Thal section fequires that the foiowing
m*m&mmhmﬂﬂmnﬁﬂ}rﬂ:h
4) Ewery death that appears [0 have been: . = &
i} Without known cause; or ~ iy
ilp Suicide; or iy ':rly
iii) Usnvatural or violant A0 3
4 -
W&amhnlhﬂﬂnnﬂnﬁgmcm ing o
substance injury dies at any mm.ﬂnlﬂﬁdﬂﬂhﬂllmdh
lineee baing confirmad mmﬂanlgm the death must be
reported to the Coroner, 35

b) Ewvery deathin m!ﬂmnﬂdm h“ﬂm. doctor's certificale
twcmm; :lﬂl*nnmw Bm.lﬁrl or equialant),

5, A iy

ﬂ] EMM ._’ -'h-.
]“’ifmmmmw‘ concemed was undergoing a
medical tu-minimqen upcuunn o procedure or some similar
.- operafionor
{il] - That appears 10 have mnhrm.ﬂl-uimy-udmp*mmd
procedure. of
il Thateccurmed while the person was affecied by an anaesthelic: or
(W] That o have been the resutt of the administration 1o the
) dl.nlnlldhl!ﬂr.
- -L
) th-dnh&hprﬂmwhiminmmmimwnmmmm
unﬁr%ﬂdm.ﬂhhﬂmﬂﬂru’m#ﬂ1m

€] The death of any child or young person in a residence estabiished under
Saction 354 of the Children, Yeung Persons and Their Families Act 1589,

T} The death of any child or young person while that child or young parsen is
in the cusitody or care of an [iwi, social sarvice or 8 cullural social service]
ar the Dweclor of a Child and Family Support Service,

@) The deamh ol any special or committed patient [within the meaning of the
Mental Heallh Act 1992] in a hospitsl;

fiame al

e T T Fay ol [ ——

wies Dalm Timvmey: Cunln [T hl Page 0 of 1
gy 1007 May 200% Foux
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GLINMGAL GENERAL
Fyndieturs . Preloss| s Gudaire Manual

n) The death of any inmata fwithin the meaning of the Penal instéutions Astl
19354]

} The desth of any person in the custody of the Police: [(ia) The death of

any persan in the cusiody of @ security officer (within the meaning of the
Fenal Inetitutions Act 1954

Iv  The death of any person in such wwnmmi?d an enaciment othar
than this act requires the halding nf:nrm_u_ﬁ_;:

= Hthdwb!uhwhiﬂ'w-dﬁmmw the Medical
Pmdbmmrm-tmuutﬁwﬂnrm 5.

oy

*  Any death the Corones fnr fﬂhnmmbamwuahh
CQuality and Risk Manager n!‘[ mm{F&GﬁthlﬂHﬂ
insurers. The incident form shi hﬁ’ﬂhhmmmﬁnu
ﬂ'n-ldumgngnmng,. or by imunwmmmummw
the Medical Practitioner. &

h

8 CORONER'S AUTMORIY e,

Dmtmwnmhw © the Coroner by the Police, the bady
ramains under the Gmum‘:nuﬂwﬂyunﬁmmmhrﬁummm
! bnd;- hwbrhﬂmr

C) Eﬁ] Hﬂﬂ] En EHHIMTI{HI IN COROMER CASES

. Trﬂi-ﬁmuﬁhr MWMCWHMWWMIMHH&H
.luﬁud (Coroner's Act 1868, No.111. Section ) for cases
contained in Section 4 of the Act

=  Sometimes the Medical Practitionsr for the patient will be aware of probiems
thal need to be elucidaled by 2 posl morlem examination in the “reed 1o
establish the cause of death and contributing factors”. In such cases they
should atale clearly o the Polica/Coroner's rapresentatives, that s post
morem S desirable and for what reason. A form is carried by the Police for

such a purpose
'umrmilﬁimn Wy Wandia) | D] Firrbr
Aurteoen e by bikum Cudbe Femme | inte Wersin, ot
{ ey 20OT My Z00S Fout e
Lm?
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