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Executive summary

In 2011, Mrs A (then aged 86 years) was admitted to a rest home from a public
hospital. Mrs A had been treated for a scalp laceration following a fall.

The rest home is a facility that provides long-term hospital-level care, short-term
respite care and palliative care. At the time of the events, staffing at the rest home
included a facility manager, Ms D, who had overall responsibility for services; a
clinical nurse manager, registered nurse RN E, who had responsibility for nursing
care; six registered nurses; and enrolled nurses/healthcare assistants.

On admission, a care plan and nursing assessment were completed. The care plan did
not record how to manage Mrs A’s diabetes, dietary needs, prolapses, dementia and
swallowing difficulties. Mrs A’s care plan was not kept updated.

Mrs A had a number of changes to her condition, including a suspected mini stroke, a
number of falls, swallowing difficulties and rapid weight loss. Mrs A’s changing
condition was not adequately monitored, assessed, managed or documented by rest
home staff, and her personal care and hygiene were not maintained to an acceptable
standard. Rest home staff also failed, on occasion, to complete incident forms or
follow up incidents adequately.

A few months later, Mrs A was transferred to another rest home at the request of her
daughters. After approximately a week, Mrs A was admitted to the public hospital.
Investigations at hospital indicated that she was hypothermic, and had urosepsis' and
acute renal failure secondary to infection. Mrs A died four days later.

Deputy Commissioner’s findings

RN E

RN E breached Right 4(1) of the Code of Health and Disability Services Consumers’
Rights (the Code)?> for providing suboptimal care to Mrs A with regard to care
planning, incident reporting, and her monitoring, assessment, documentation and
management of Mrs A’s changing condition. RN E also breached Right 4(2) of the
Code® for failing to comply with professional standards regarding documentation, and
Right 3 of the Code® for leaving Mrs A for an unreasonable length of time soiled or
wet from urine, which showed a lack of respect for her dignity.

Ms D

Ms D had overall responsibility for ensuring a quality service was provided to Mrs A.
Ms D did not provide care to Mrs A with reasonable care and skill by failing to ensure
that rest home staff completed incident forms and followed up incidents adequately.

L A urinary tract infection that has spread into the bloodstream.

2 Right 4(1) of the Code states: “Every consumer has the right to have services provided with
reasonable care and skill.”

3 Right 4(2) of the Code states: “Every consumer has the right to have services provided that comply
with legal, professional, ethical, and other relevant standards.”

* Right 3 of the Code states: “Every consumer has the right to have services provided in a manner that
respects the dignity and independence of the individual.”
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Ms D also did not ensure that Mrs A’s care plans were completed adequately and
remained updated when her condition changed, and did not ensure that Mrs A’s
clinical record and documentation were kept up to date. For these reasons, Ms D
breached Right 4(1) of the Code.

The Willows Rest Home Limited

The Willows Rest Home Limited breached Right 4(1) of the Code because it failed in
its responsibility to ensure that staff complied with policies and provided services of
an appropriate standard to Mrs A. The Willows Rest Home Limited breached Right
4(2) of the Code because its documentation was suboptimal. The Willows Rest Home
Limited also breached Right 4(5) of the Code® for failing to ensure that its staff
communicated effectively with one another and with other health professionals to
ensure that Mrs A received quality and continuity of services.

Adverse comment is made about RN G for her contribution to the poor care provided
to Mrs A.

Complaint and investigation

The Commissioner received a complaint from Ms B and Ms C about the services
provided by a rest home to their mother, Mrs A. The following issues were identified
for investigation:

e Whether The Willows Rest Home Limited provided Mrs A with an appropriate
standard of care between 20 Month1® and 18 Month4.

e Whether Registered Nurse RN E provided Mrs A with an appropriate standard of
care between 20 Month1 and 18 Month4.

On 14 March 2013, the investigation was extended to include the following issue:

e Whether Ms D provided Mrs A with an appropriate standard of care between 20
Month1 and 18 Month4.

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

The parties directly involved in the investigation were:

Mrs A (dec) Consumer

Ms B Complainant and consumer’s daughter
Ms C Complainant and consumer’s daughter

> Right 4(5) of the Code states: “Every consumer has the right to co-operation among providers to
ensure quality and continuity of services.”
® To ensure privacy, relevant months are referred to as Month1 — Month4.
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Ms D Facility Manager, the rest home

RN E Clinical Nurse Manager, the rest home
Dr F General practitioner

RN G Registered nurse

Also mentioned in this report are registered nurses RN I, RN H and RN J, and Dr K.

Independent expert advice was obtained from a registered nurse, Margaret O’Connor
(Appendix A).

Information gathered during investigation

Mrs A

On 8 Monthl, Mrs A (then aged 86 years) was admitted to a public hospital, where
she was treated for a scalp laceration as a result of a fall.

Mrs A’s discharge summary records that she had a history of cognitive decline
following a fall in 2007, with “4-6 weeks of increasing confusion and several minor
falls”, and a secondary diagnosis of “? Parkinson’s disease”. Her other medical
conditions included type Il diabetes, which was managed by diet. At the time of her
discharge, Mrs A was assessed as requiring hospital-level care.

On 20 Monthl, Mrs A was discharged from hospital and admitted to a rest home.

The rest home
The rest home is a facility owned and operated by The Willows Rest Home Limited.
The rest home provides long-term hospital-level care, short-term respite care and
palliative care.

Facility Manager — Ms D

Ms D, who is not a registered nurse, was employed as the Facility Manager at the rest
home from the mid 1990s. As Facility Manager, Ms D is responsible for the day-to-
day running of the facility. Ms D told HDC that she is “on the floor all day, every
day” and that she does “pretty much everything”.

Ms D stated that she is responsible for quality of care and ensuring that residents are
safe and well cared for, and that her staff are well trained to deliver safe care in a
timely manner. Ms D said that as she is not a nurse, the clinical care is delegated to
the registered nursing staff.

The Facility Manager’s job description described the purpose of the position as being
“to effectively manage the Rest home as a quality continuing care environment, and
viable business ...”. Other responsibilities of the Facility Manager detailed in the job
description include:
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a) ensuring the maintenance of safe, efficient and effective nursing practice;
b) planning and implementing ongoing care direction;
c) keeping all documentation up to date;

d) monitoring all accidents/incidents and ensuring accident forms are completed by
staff and followed up;

e) ensuring the safe delivery and administration of all medications;
f) organising training and orientation for new staff, and

g) effectively managing and implementing a relevant continuing education
programme for all staff.

Ms D said that she worked with RN E to do the care planning.

Clinical Nurse Manager — RN E

In 2011, the Clinical Nurse Manager at the rest home was RN E. She had been in this
position for a number of years. Her appointment to a managerial position was
approved by the Ministry of Health. Prior to training as a registered nurse, RN E had
worked as a healthcare assistant at the rest home for five years.

The rest home employed RN E to work Monday to Friday from 7am to 4pm. When on
duty, RN E was the registered nurse as well as the Clinical Nurse Manager. RN E
described the key requirements of her role as to oversee all nursing care, manage the
roster, and liaise with the Facility Manager.

In 2011, the rest home’s Facility Manager’s job description was identical to the job
description for the Clinical Nurse Manager. The rest home advised HDC that the
Facility Manager’s and Clinical Nurse Manager’s job descriptions were the same
because many of their responsibilities overlap and they work very closely together.

Nursing staff

The rest home also employed six registered nurses plus enrolled nurses/healthcare
assistants. The registered nurses were responsible for assessing, planning, and co-
ordinating residents’ care.

The purpose of the position as described in the registered nurse job description is “...
the provision of quality nursing care to clients in accordance with the philosophy and
objectives of [the rest home]”.

Amongst other things, the rest home’s registered nurse job description requires
registered nurses to:

a) effectively implement the philosophy and objectives for residential and nursing
care of the rest home in accordance with legislation and common law affecting
nursing practice;

b) maintain accurate and legally appropriate documentation of nursing care;
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c) maintain open and effective communication channels with staff, members of the
health team, residents and their relatives;

d) maintain effective working knowledge of the rest home’s policies and
procedures; and

e) contribute to the provision of quality nursing care to clients by the assessment of
health status, preparation and monitoring of care plans and provision of clinical
services in accordance with contemporary practice.

Initial assessment and care planning

On 20 Monthl, Mrs A was admitted to the rest home. She was accompanied by one of
her daughters, Ms B.

Ms B told HDC that RN G gave her Mrs A’s Care Plan’ to fill in. Ms B completed
some of the forms and gave them back to RN G. Ms B said that she did not complete
all of the admission forms, as she thought that some of the forms were for the staff to
fill out. Ms B also provided the rest home with a specific meal regimen. RN E agrees
that Ms B did complete some parts of the Care Plan and filled in a menu but did not
complete all the forms. The Care Plan was signed by RN E.

The rest home’s Resident Nutrition and Hydration Policy states that a special diet
must be recorded in the client’s Care Plan. There is no record of Mrs A’s diet in her
Care Plan, or that she was diabetic.

That same day, RN E completed a Nursing Assessment. RN E recorded that Mrs A
was a moderate risk for falls, became very frothy in the mouth, and had slurred speech
at times. The Nursing Assessment also records that she suffered from pain in her back
and legs from osteoarthritis.® A Pressure Risk Assessment was completed and records
that she was “at risk”.

RN E also completed a further separate Falls Risk Assessment, on which she recorded
that Mrs A was a high risk for falls.

The progress notes from admission document that Mrs A was slightly confused but
was well and settled. RN G recorded Mrs A’s baseline observations at 2.15pm.° Her
respiration rate is recorded as 24 breaths per minute (BPM), blood pressure
120/78mmHg, and weight 62kg.'° Her pulse is recorded as 132 beats per minute
(bpm).** Despite her high pulse rate, there is no record of Mrs A’s pulse being

" The document titled “Care Plan” is dated 26 Month1, but the last page is dated 20 Monthl. At the
bottom of the last page, RN E signed the Care Plan and recorded the date as 20 Month1. The Care Plan
is four pages long and details Mrs A’s problems, goals and staff interventions.

8 Degenerative joint disease.

" Mrs A’s temperature and oxygen saturation were not recorded.

10 Normal measurements for the average healthy adult are: blood pressure 110-130/70-90mmHg; pulse
60-80bpm at rest; respirations 12-18BPM; temperature 36.3-37.3°C. For the elderly, the normal
measurement for temperature is usually slightly lower: 35.8-37.3°C.

1A pulse rate of more than 100bpm is known as tachycardia. In some cases, tachycardia may cause no
symptoms or complications. However, tachycardia can seriously disrupt normal heart function, increase
the risk of stroke, or cause sudden cardiac arrest or death.
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assessed or monitored further. Her general practitioner (GP) was not informed of her
high pulse.

On 21 Monthl, the rest home’s GP, Dr F, assessed Mrs A. Dr F told HDC that it is his
usual practice to see new clients within three days of their admission to the rest home.
As part of his assessment, he ordered a blood test and mid-stream urine test (MSU).
He recorded that Mrs A weighed 62.4kg, her blood pressure was 120/70mmHg, and
that she was severely demented.

On 26 Monthl, RN E completed an Initial Nursing Care Plan.*> She recorded
information about Mrs A’s mobility, communication, grooming, eating and drinking,
skin, independence, pain and continence. In relation to eating and drinking, RN E
noted that there were times when Mrs A would refuse to eat and would spit out her
food. It is also noted that she held spit/sputum®® in her mouth if she did not have
tissues to spit into.

With regard to continence, RN E noted in Mrs A’s Initial Nursing Care Plan that Mrs
A was prone to constipation and incontinence if she was not toileted regularly. In
addition, RN E recorded that Mrs A was prone to diarrhoea because she had a rectal
prolapse and took laxatives.

There was some confusion as to whether Mrs A had a rectal or vaginal prolapse. Mrs
A’s family told HDC that she had a vagial prolapse. In contrast, the rest home told
HDC that she had a rectal prolapse. Dr F advised HDC that Mrs A had a vaginal
prolapse kept in place with a pessary,’* and a rectal prolapse that was managed by the
rest home as part of her bowel management.

The rest home’s policy on care plans states: “The registered nurse is responsible and
accountable for directing the care of residents ensuring that the plan and care as
developed is followed.” The policy requires progress notes to be updated with any
changes to the care plan. The policy also requires each care plan to be evaluated,
reviewed, and amended either when clinically indicated by a change in the resident’s
condition or at least every six months, whichever comes first.

Mrs A’s Care Plan was not updated during her three-month stay at the rest home.
However, a “Daily Care Review” chart, which recorded Mrs A’s hygiene, bowel
motions, urine output, diet, fluid intake, and behaviour, was completed.

Ongoing assessment and monitoring

20 Month1-11 Month2
From 20-24 Monthl, it appears from the progress notes that Mrs A settled well and
there were no concerns.

12 The Initial Nursing Care Plan is a one-page document listing Mrs A’s needs, goals and interventions.
13 A mixture of saliva and mucous coughed up fromthe respiratory tract.
14 A medical device used to hold the prolapse in place.
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On 24 Monthl, a healthcare assistant recorded that she treated Mrs A’s rectal prolapse
with a cold compress. On 26 Monthl, it is recorded that the prolapse was “pushed
back in by [RN G]”. Similar notes were also made on 2 and 11 Month2.

. On 27 Monthl, it is recorded in the progress notes that Mrs A was tearful and short of

breath. Her oxygen saturation was 99% and her pulse was 8lbpm. Mrs A was
assessed by the registered nurse on duty, who noted that Mrs A was asymptomatic and
that no oxygen was required. On 29 Monthl, Dr F reviewed Mrs A and recorded that
she was stable.

There are no concerns recorded in the progress notes from 1-3 Month2. There are no
progress notes from 4-9 Month2.

First fall, 11 Month2
The rest home’s Falls Policy states: “All falls are reported and investigated ensuring
that appropriate assessments are completed and management plans put in place.”

On 11 Month2, at 4.20pm, Mrs A fell while trying to stand up. The fall was witnessed
by RN G. RN G recorded that Mrs A’s observations were stable and no abnormalities
were detected, but did not record her observations.

RN G and RN | completed an incident report. Dr F was not asked to review Mrs A.
The incident report records: “Daughter informed while at the facility”, which is
consistent with the progress notes entry: “Daughter informed”. The rest home told
HDC that Mrs A’s family were informed about the incident at 5pm. In contrast, Ms C,
one of Mrs A’s daughters, told HDC that she was not told about this fall.

RN E told HDC that Mrs A was observed for a period of 24 hours after the fall. It is
recorded in Mrs A’s progress notes for that day that she was “monitored @ night”.
RN E said that, in hindsight, Mrs A’s observations should have been taken again after
the fall but were not.

12-22 Month2
There are no progress notes for 12 Month2.

On 13 Month2, Dr F reviewed Mrs A and no changes were reported.
There are no progress notes for 14—19 Month2 or 21-22 Month2.

TIA,* 23 Month2

On 23 Month2, the progress notes record that Mrs A was sleeping throughout the
morning but was able to be roused when her name was called. RN E stated that she
took Mrs A’s temperature, pulse, oxygen saturation and blood pressure at 10.30am.
RN E queried whether Mrs A had suffered a TIA. She then called Dr F and reported

15 Transient Ischaemic Attack (TIA) is a transient episode of neurological dysfunction caused by loss of
blood flow to the brain. TIA is also known as a mini stroke.
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Mrs A’s observations.'® Dr F told HDC that from what had been described by RN E,
he thought that Mrs A was not acutely unwell, but told RN E that he would go to the
rest home to review her.

Mrs A’s family were not informed of the change in Mrs A’s condition until 4.30pm
when Ms C arrived at the rest home to visit her mother. The rest home told HDC that
RN E apologised to Ms C for the oversight and for not informing her sooner.

Due to surgery commitments, Dr F was not able to review Mrs A until 8.30pm. The
time of the visit was recorded in his GP notes and in Mrs A’s progress notes. In
contrast, Ms C told HDC that she was with her mother until 10.30pm, and that Dr F
would have assessed her sometime after that.

Dr F stated that Mrs A was asleep when he arrived, and would not open her eyes for
him. He recorded in Mrs A’s progress notes that she seemed comfortable, but was
mildly dehydrated. He queried whether Mrs A had experienced a TIA. In his notes
under “action”, Dr F documented ‘“wait and see”. Dr F asked the nursing staff to look
after Mrs A in bed with all cares, and said that he would review her in two or three
days’ time. Dr F told HDC that there is little else that can be done in response to a
TIA. Although he would sometimes suggest aspirin, he did not feel this was safe for
Mrs A because of her head injuries suffered prior to admission.

RN G told HDC that she phoned Ms C while Dr F was still at the rest home so that he
could speak to her about Mrs A’s review. RN G did not manage to contact Ms C, and
noted in the progress notes that she was not able to leave a message as there was no
voicemail. RN H recorded in the progress notes that she updated Ms C the following
morning when she came in to visit her mother.

Mrs A’s observations were taken at 10pm!’ and again at 12.30am' the following

morning. At 10pm her temperature and pulse were both below average. Her
respiration rate was not recorded. By 12.30am, her temperature had risen to just below
average, her pulse was still low, and her respiration rate was again not recorded.

The rest home’s Resident Nutrition and Hydration Policy states: “[I]f there is a
problem with fluid intake a fluid balance chart will be introduced.” The rest home told
HDC that staff encouraged Mrs A to drink fluids. However, following Mrs A’s
suspected TIA and Dr F’s observation that she was mildly dehydrated, a fluid chart
was not started.

Second fall, 24 Month2

On 24 Month2, Mrs A had an unwitnessed fall. It is recorded in the progress notes
that a nurse aide found Mrs A on the floor at 4.20pm, and that she was put into bed
with the bed rails up. Dr F was not called to review her. Mrs A was recorded as

16 Temperature 36.2°C, pulse 84bpm, blood pressure 140/98mmHg, respirations 22BPM, and oxygen
saturation 96%.

1 Temperature 34.6°C, pulse 52bpm, blood pressure 140/90mmHg, and oxygen saturation 90%.

18 Temperature 35.7°C, pulse 50bpm, blood pressure 140/93mmHg, and oxygen saturation 99%.
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having slurred speech and being quite restless. An incident form was completed but
does not record whether the family was informed.

25-26 Month2

On 25 Month2, no concerns were reported but RN G recorded in the progress notes
that Mrs A was sleeping on and off during the day. A urine dipstick test'® was
performed. Mrs A’s temperature, blood pressure, respiration rate and pulse were also
recorded on a multi-purpose chart.2’ Her temperature was slightly below average.

On 26 Month2, Dr F reviewed Mrs A and recorded in the progress notes that she
“seem[ed] better, brighter, more alert”. In his GP notes he recorded: “Check renal
function, MSU.”?! Dr F placed a request for a full blood count, renal function check,
and an MSU into the laboratory folder at the rest home. Laboratory staff visit the rest
home weekly to undertake any testing that is required. Dr F told HDC that it is the
laboratory’s responsibility to ensure that the tests are conducted. RN E told HDC that
the nursing staff had difficulty obtaining a urine sample from Mrs A. RN E
acknowledged that the nursing staff should have kept trying. On 8 Month3, the
laboratory sent Dr F a message to say that the test had not been completed. Dr F
acknowledged that he should have followed up with the rest home as to why the MSU
had not been completed.

A diet profile was also completed for Mrs A on 26 Month2, recording that she needed
a soft, puréed diet. Itis unclear who completed the diet profile.

Ms C told HDC that she does not think her mother’s diet was followed, as she often
found her with chicken on the bone, or whole pieces of steak. Ms C also stated that
Mrs A was never given fruit. Ms B also said that she saw her mother with sugar, cakes
and cream on a number of occasions. RN E told HDC that she does not think this is
correct, as the rest home does not usually have chicken on the bone or whole pieces of
steak. RN E also said that Mrs A had fresh fruit every day.

Ms C further complained that Mrs A was not given enough fluid, and did not have
access to water when she needed it. RN E told HDC that Mrs A tolerated fluids well,
was given them regularly, and also had drinks available to her in her fridge. RN E
acknowledged that Mrs A’s fluid intake was not recorded.

27 Month2-15 Month3
There are no progress notes for 27 Month2.

On 28 Month2, Mrs A was observed to be eating little, but was drinking. RN J
documented that Mrs A was uncomfortable and had a tender abdomen. Mrs A’s

19 A basic diagnostic tool used to determine pathological changes in a patient’s urine. The results of the
dipstick test showed a trace of protein and glucose.

20 Temperature 35.7°C, blood pressure 130/88mmHg, respirations 20BPM, and pulse 60bpm.

21 Mid-stream urine test.
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bowels had not opened, so RN J gave her an enema.?> Mrs A’s blood pressure, pulse
and weight were recorded on a blood pressure record sheet.??

It is recorded in the progress notes on 29 Month2 that Mrs A had a loose bowel
motion and that her abdomen was very soft. There are no progress notes for 30
Month2.

On 31 Month2, Mrs A complained of backache, and a pain chart was commenced.
There is no place for staff to sign the chart, and it is not cross-referenced in the
progress notes. Panadol was administered to manage Mrs A’s backache, and the pain
chart was completed until 6 Month3.

On 3 Month3, Dr F reviewed Mrs A and noted that she was still very demented. He
explained that the reason he recorded this was that he thought she had dementia but
had not really improved since her admission.

On 8 Month3, Dr F received the results of the blood tests he had ordered on 26
Month2. Mrs A’s results showed decreased haemoglobin and an increase in neutrophil
count.?* RN G wrote in Mrs A’s progress notes: “Bloods Taken — urine spec[imen]
to be collected.”

On 11 Month3, Dr F reviewed Mrs A and noted that she was ‘stable with no
deterioration”.

On 14 Month3, a urine dipstick test was done. Mrs A’s blood pressure and pulse were
also recorded on a multi-purpose chart.?®

There are no progress notes for 4, 67, 9, 11-13 or 17 Month3.

Third fall, 18 Month3

On 18 Month3, Mrs A fell again. RN J recorded the fall in the progress notes. No
injury was reported. An incident report was not filled out, and the family was not
contacted. Mrs A’s blood pressure, pulse and weight were recorded on a blood
pressure record sheet.?®

There are no progress notes for 19, 21, 23, 25-26, or 29 Month3 and 2, or 4-7
Month4.

Weight loss

Mrs A’s weight on admission is recorded as 62kg. On 28 Month2, Mrs A is recorded
as still weighing 62kg. However, by 18 Month3, Mrs A was recorded as weighing
58Kkg.

22 The introduction of liquid into the rectum to evacuate the bowels.

23 Blood pressure 120/80mmHg, pulse 81bpm and weight 62kgs.

24 The measure of neutrophils (a type of white blood cell that fights against infection) present in the
blood.

25 The dipstick result showed traces of leukocytes (white blood cells) and protein. Blood pressure
130/80mmHg and pulse 68bpm.

26 Blood pressure 120/70mmHg, pulse 95bpm and weight 58.6kg.
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On 27 Month3, it is recorded in the progress notes that Mrs A was eating very little.
Ms C told HDC that she did not think Mrs A was being fed enough, and that RN G
told her that it did not matter if Mrs A did not eat, so long as she had fluids. RN G
told HDC:

“In the evening (tea time), [Mrs A] was not very interested in food. I would have
mentioned to [Ms C] that | always checked that a good meal had been eaten at
lunch time. Therefore, | did not push the evening meal but always made sure she
had plenty of fluids.”

Ms C also told HDC that she saw RN G “shovel[l]ing food down [Mrs A’s] throat”.

The rest home’s policy titled “Assisting residents to eat” states that when a resident
suddenly starts to lose weight, the reasons for the weight loss should be investigated.
It also states: “Nutritional support is provided for our residents who are malnourished
and who are unable to maintain body weight with a normal balanced diet ...” In
addition, the rest home’s Resident Nutrition and Hydration Policy states: “If the
resident has problems swallowing, fluids will be thickened.”

RN E told HDC that Mrs A was started on Sustagen?’ “probably mid-[Month4]” but
that this was not recorded in her Care Plan or progress notes.

A dietitian or speech language therapist was not consulted to assess the reasons for
Mrs A’s weight loss and whether swallowing difficulties could be the cause. RN E
told HDC that she did not feel that Mrs A needed a referral to a language therapist or
dietitian, as her problem was with phlegm in her mouth. RN E acknowledged that, in
hindsight, she should have referred Mrs A to a dietitian.

8 Month4-16 Month4

On 8 Month4, Dr F was asked to review Mrs A as she was reported to be having a
problem with excessive saliva and sticky mucous in her mouth. Dr F also recorded
that Mrs A was constipated and her weight was 58kg. He anticipated that if her issues
with swallowing improved, this would remedy “the weight situation”.

Dr F recorded in the progress notes that Mrs A had oral thrush, and prescribed
Daktarin gel to be taken four times per day for one week.?® The administration record
shows that a number of doses of Daktarin gel were missed or not recorded.?®

Dr F did not order an MSU, as he assumed Mrs A’s urine was being tested regularly
by dipstick at the rest home. He ordered blood tests, which showed a mild elevation of
