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Overview

On Friday 22 June 2007, an 89-year-old woman veassterred from hospital to a rest
home following treatment for pneumonia, urinaryergton and a rapid and irregular
heart rate. She had developed a clot in her rightvehile she was in hospital.

Mrs A’s hospital discharge forms summarised herddomn and treatment at hospital
and listed her current medications.

The forms showed that Mrs A had been prescribedanway an anticoagulant, and
augmentin, an antibiotic, and indicated the amad@imiarfarin to be given to her.

However, over the weekend Mrs A did not receive farar, or augmentin, as
prescribed by the hospital doctors. She receiveteswearfarin on the Friday after she
was admitted to the rest home, and again on thedkye She received augmentin
from the Monday evening. Her daughter, Mrs B, mhisencerns about her mother’s
medication a number of times.

On Wednesday 27 June, Mrs A collapsed after safjea further stroke. When she
was urgently readmitted to hospital, she was atsmd to have pressure sores in her
sacral area. Mrs A died a few weeks later.

Complaint and investigation

On 4 July 2007 the Health and Disability CommissiofHDC) received a complaint
from a hospital geriatrician Dr C about the sersiagest home provided to Mrs A. Dr
C’s complaint was supported by Mrs B, who stated

“The family feel that the subsequent deterioratimil suffering of [Mrs A] is
attributed directly to the lack of care from [tHeg¢st Home who did not adhere
to their own policy of care .... in which medical fstand management badly
let [Mrs A] down.”

The following issues were subsequently identifiedifivestigation:

* The appropriateness of care provided by the Reshéito Mrs A from 22 to 27
June 2007.

* The appropriateness of care provided by Ms D to Mfsom 23 to 25 June 2007.

The investigation was delegated to the Deputy Casioner.
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The parties directly involved in the investigativare:

Mrs A Consumer

Mrs B Complainant

DrC Complainant/provider

Ms D Registered nurse/provider
Mr E Registered nurse/provider
Ms F Rest home manager/provider
Dr G Medical practitioner

DrH Medical practitioner

Ms | Registered nurse

Ms J Director of Nursing

Rest Home Company Provider/rest home owner

Information was obtained from:

Mrs B

DrC

Ms F

Ms J, Director of Nursing, the rest home company
Ms D

Independent expert advice was obtained from Msk&atherston, a registered nurse
with experience in aged care. Her report is attdasAppendix 1.

What Happened?

Public Hospital

On 9 May 2007, Mrs A was admitted to hospital weteumonia, urinary retention,
and a rapid and irregular heart rate. On 24 Mag,vg&s transferred to an assessment,
treatment, and rehabilitation ward. Mrs A was rexd by Dr C, who recorded that
she had short-term memory problems, suffered cevebcular disease (disorder of
the blood vessels of the brain) and ischaemic hiseiase (inadequate flow of blood
to the heart).

While on the ward, Mrs A developed a blood clohar right arm, and the clot was
surgically removed. Dr C considered there was aifsignt risk that Mrs A would
suffer a further blood clot or clots, and presdtiber warfarin to manage tHiddrs A
was also prescribed an antibiotic, augmentin. Dro@sidered it unsafe to discharge

! Warfarin is an anticoagulant that is used to preetots forming in the blood. The dose of warfarin
varies according to a patient’'s INR (coagulatiayels, which are regularly tested during the peabd
therapy. It is common practice for the prescriloenate the strength of the capsule to be used (buorg)
to then add specific instructions on how many tatdbould be given until the next INR test.
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Mrs A home, and that following her embolism it wvea&n more necessary that Mrs A
receive supported care in a rest home.

Before Mrs A left hospital, Dr C completed a disgeasummary. She noted that Mrs
A had undergone a thrombolectomy and had a posttyperchest infection. The first
page of this document listed Mrs A’s discharge roatiton, including 1mg warfarin to
be given daily. Dr C wanted to add an instructitierang the dose over the weekend
but she was unable to print out a computerisedtstemving this. She handwrote a
note at the bottom of the first page of the disggaaummary, instructing that the dose
should be 2/3mg alternate nights until Monday, whes A’s INR levels were to be
tested.

Dr C also printed out a computerised two-page hakprescription form which
accompanied the discharge summary. Warfarin wadagtemedication listed at the
bottom of the first page. This form stated “WARFARISODIUM TAB 1MG
MAREVAN”. Underneath this was the following insttian: “OD [oral drug]
according to INR currently 2mg/3mg alternate nighttest Monday”. The augmentin
was listed on the second page as well as Metamresktribed for bowel regularity.

22 June 2007
On Friday 22 June, Mrs A was transferred to almesgte offering hospital level care.
It is owned by a rest home company.

At the rest home, Nurse Manager Ms F and registarede Mr E discussed the
process for obtaining the medications Dr C had qilesd for Mrs A. The
Medications Manudlcurrent at this time required that all medicatidres carefully
checked and recorded on a Medication Orders Clyagt 6P or Medical Officer. It
described the administration and storage of medisit and the procedure when
errors occurred. It also required that any medioatirefused or withheld for any
reason must be documented.

Ms F was unfamiliar with the rest home admissiosteys, having only been
appointed as Nurse Manager the previous month.jétedescription included the
objective that she “ensure the delivery of appmtpriand effective care through
maintenance of excellent nursing standards andtalicare”. She was using Mrs A’s
admission as an opportunity to familiarise herggt the rest home’s procedures.

Mr E had worked at the rest home since 2003. Heeato fax the prescription form
to a pharmacy and to Dr G at a medical centre, eviidrs A’s usual medical
practitioner, Dr H, was based.

Mr E sent a series of faxes relating to Mrs A’s &#ion that afternoon. These asked
Dr G to chart the medications, and asked the pharna prepare the prescribed

? References to the rest home in this report incthdaest home company.
% Issued August 1999 and reviewed in September 2005.
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medication, advising that Dr G’s “script” would falv. Mr E sent only the first page
of Dr C’s prescription form to Dr G and the pharmaleaving out the page that
included the augmentin and Metamucil.

Mr E also sent a fax, and accompanying request,ftonthe medical laboratory to
advise of a new admission requiring INR testingisTiorm stated “INR lab to dose
please 2mg/3mg alternate days currently”.

Dr G stated that she was contacted by rest horffeostéhe afternoon of 22 June and
asked to prescribe medications for Mrs A, who wamewa admission. Dr G said that
she did not have the discharge notes from the tadsai that time. These were
requested and, when the summary was faxed to hegersu Dr G charted the

medications. Dr G said that she had no current tBdilts for Mrs A. The last INR

had been taken on 21 June at the hospital.

Dr G explained that she charted the warfarin Imthasswas the tablet strength that
had been prescribed. However, she would have esgbe¢be rest home to act on Dr
C’s specific instructions regarding how many tabket give, and to have ordered INR
testing for the Monday.

Dr G advised that her practice has an after-halephone contact service which the
rest home was aware of and could have used to guedjcation or any problems Mrs
A experienced.

Dr C’s prescription for 1mg of warfarin was traribbed onto the rest home’s
‘Resident Medication Profile’, which was put on M&&s rest home file and signed
off by Dr G. It is unclear who did the transcriptjdout registered nurse Ms I filled in

an Anticoagulant Therapy Form, with the instructibvat Mrs A was to be given

warfarin “1mg as charted until INR Thursday”. Ne&thHorm showed the instruction to
give 2/3 mg of warfarin on alternate nights over Wieekend until Mrs A’s INR level

was tested. Nor did they indicate Dr C’s instructihat Mrs A’s INR should be

retested on the Monday. A medication administrateEcord (signing sheet) was also
put on Mrs A’s file. This listed all her medicat®mxcept the warfarin, augmentin,
and Metamucil.

A short-term care plan, also completed for Mrs A ammission, noted that she
mobilised with a walker, required only to be supssd in the shower, and that she
was continent. A registered nurse assessment dodunoted the site of Mrs A’s
embolectomy. However, neither document identifietietier she required any
ongoing clinical management or monitoring followirigis surgery. In particular,
matters highlighted in her hospital discharge sumrsach as her post-surgical chest
infection and the significance of her warfarin @y were not mentioned. Mrs A
scored well on a Norton Pressure Area Risk Assasisroempleted on her admission.
This indicated that she would be unlikely to depepressure sores and that pressure
area care was not required.
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Mrs A’s medications were received from the pharmatc§.30pm. She was given 1mg
of warfarin that night by Ms I.

Mrs B recalls that Ms | also gave her mother pheinytan anticonvulsant) that night,
and her mother said she needed food with this dviggl noted this. Mrs B said that
the hospital had advised them that Mrs A shouldehasr warfarin at “tea time” and
the phenytoin must not be given on an empty stomach

Mrs B also asked when her mother would be showered,was told by Ms | that it
would be on Saturday, Tuesday and Thursday “pm”.

23 June 2007

On the afternoon of Saturday 23 June, Ms D waglthg registered nurse. She was
responsible for medication administration, oversigif the 48 residents, and
supervising staff. Ms D registered as a comprelensirse with the Nursing Council
of New Zealand in 2003. She started work at thelresie in 2005.

Mrs B recalls having asked Ms | to check her mdsheredications, and the times
they were issued, as some medications were missidghe phenytoin had not been
given with food. Mrs B recalls her mother sayingttMs D told her, “You can have it

like this as everyone else does, and they don’tptaim”

Mrs B said that her mother insisted that the warfand phenytoin be separated
because she had been told that phenytoin imparsftitiency of the warfarin.

Ms D stated that when a patient on warfarin is &g to the rest home, the

admitting nurse checks with the patient’'s doctaswtihe required dose. Blood tests
are requested as soon as possible for INR resMhen the patient’s doctor receives
the INR result, he or she elects to give the warfar to have the laboratory advise the
rest home staff of the appropriate dose. This médion is faxed to the rest home. If
the instruction comes from the medical laborataryposts the original laboratory

forms to the rest home for their records.

Ms D advised that she withheld Mrs A’'s warfarinZzéhJune. She stated:

“I was unsure how much she should be given. It hadn written in her
discharge notes from the hospital a2rhg and | didn’t know whether to give
1 or 2mg. | didn’t give the dose as my professigndgement said that if
unsure, withhold the dose.

| should have queried this immediately with theoai-person, unfortunately |
did not. | was aware the doctor would be comingnnthe Monday [25 June]
to do his admitting assessment and had every iotemf speaking to the
doctor about the warfarin.”

Mrs B noted that her mother was not showered.
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24 June 2007

On Sunday 24 June Mrs B asked a caregiver to dssisinother with washing and
dressing. She was advised that her mother was giguefbr evening showers. When
she asked what days, she was told Tuesday, Thuasdb$unday.

Mrs B also checked again whether her mother wasivieg warfarin. The duty
registered nurse, Ms |, told her that a page appearbe missing from the medication
chart and said she would inform Ms F of this. Ire tfiorm for recording
communications with families, Ms | wrote: “[Mrs Bilas requested that [her mother]
is given a sandwich [with] her evening medicatiéiso we need to R/V [review]
[Mrs A’s] Med chart is supposed to be on Abs [aiotilos]. This will be RV Monday
25/6/07.”

That evening, Mrs A’s warfarin was again withheld Ms D because she remained
unsure about how much Mrs A should be given.

25 June 2007

Ms D was on duty again on the Monday afternoon. &hased Ms F that she had
withheld Mrs A’s warfarin for two days and asked kevice about the amount that
should be given. Ms F replied that Dr H would b#irg at the rest home at 5pm to
assess Mrs A and she could check this with him.tfAdms conversation was not
recorded.

At 5pm, Mrs B met with Ms F to discuss her mothetae. She said she was
concerned that her mother had not received theawasfaugmentin, or Metamucil
that had been prescribed. Mrs B had already askst home staff about the
medication on three occasions. She also complainadher mother had not been
showered since her admission to the rest home.

Mrs B recalls that Ms F initially assured her ttia “medications were correct as they
came in blister packs”. Mrs B reiterated that hether should have the medications.
She recalls that Ms F checked with Ms D and théoh lter that only one page of her
mother’s medications was on the file. The secorgepaas found and Ms F said it
would be faxed to the chemist. She undertook testigate what had happened.

Mrs B said she was told by Ms F and Ms D that tlefavin was not given “as the
instructions were not clear”.

Ms F reassured Mrs B that Mrs A’s showering “wob&ldone on Wednesday, Friday
and Monday”. Mrs B noted that “once again the degd changed”.

Ms F did not record the conversation.

Also at 5pm, Dr H, accompanied by Ms D, assessesl MrAs Dr H was writing up
his notes, Ms D told him that Mrs A had not hadfaan since her admission because
she did not know what dose to give. Dr H advised IM$o give Mrs A 4mg of
warfarin each evening until the results of her IW&e known.
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Dr H recorded, “Check up after discharge. Well corable, afebrile. No chest
symptoms. ... Started on warfarin 4mg today as reth@irged on it. INR on 28/6/07
[Thursday]. Lab to dose. Augmentin syrup to finighcourse.”

Ms F stated:

“Before leaving for the day, | asked RN [Ms D] wherfarin dose the doctor
had prescribed, she told me he had told her 4nfgeasas leaving. | told her
that she could not administer any medication withbfirst being prescribed,
that it was not acceptable for a doctor to tellusise to give a medication
without charting it; then left for the day makingetassumption that RN [Ms
D] would follow up the warfarin with the GP.”

At 5.30pm, Ms D gave Mrs A her first dose of augtiresince arriving at the rest
home.

At 9pm Ms D recorded in the nursing notes, “V/B [B} for admission. To give INR.
Lab test on Thursday 28/6/07.” This record app&alse incorrect, as it was Dr H and
not Dr G who saw Mrs A.

Ms D had entered in the anticoagulant therapy nagidic sheet, “4mg daily until INR
checked 28/6/07” but she crossed this out and waoteuntermanding order, “Not
given. Verbal from Dr.” No warfarin was given tor$/A.

That evening a caregiver noted that Mrs A refugetave a shower after dinner, so
she had a sponge bath. Mrs A had dinner in her foerause she was feeling cold.

26 June 2007
On Tuesday 26 June, Mrs B rang Dr H asking aboutrether’s warfarin. He told
her he had instructed the registered nurse toaserber mother’s warfarin to 4mgs.

Ms F asked Mr E to follow up on the warfarin orddvl E then transcribed Dr C's
original 22 June prescription instructions for Mxs warfarin dose. He filled in a

new Anticoagulant Therapy Form to instruct that tharfarin was to be given

“2mg-3mg alternate days.” This change was not recordethe nursing progress
notes. The notes show that Mrs A was washed ansteddo dress that morning but
Mrs A later informed the afternoon staff that slagl mot had a wash that day.

Mrs A was given 3mg of warfarin that night. It appe from the signature on the
records that the warfarin was given by Ms D. Mrsal&o received augmentin and
Metamucil.

27 June 2007
At 2.20pm on Wednesday 27 June, Mrs A was founthgséd on her bedroom floor
by a caregiver. A registered nurse was called sesssMrs A. The nurse recorded:
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“No complaints of pain when asked to move her limbacial cyanosis was
evident with slurred speech and a weakness notéldeolt side. ?Lt side CVA
[stroke]. Pulse found to be very weak. Put badiketd and daughter notified.”

Mr E also checked Mrs A, taking her pulse, bloodsgure and temperature. The
registered nurse telephoned Dr G’s surgery and ssage was left with the practice
nurse to advise Dr G of the situation. While thedfstvaited for Dr G, they monitored
Mrs A and completed an “Unwanted Event” form. Mr& Aevel of consciousness
fluctuated throughout this time.

At 3.15pm Dr G telephoned the rest home and adutsedegistered nurse to arrange
for Mrs A to be transported to hospital.

Mrs B recalls that when the ambulance arrived atrést home at 4pm they were
under the impression that Mrs A was a “simple ti@nt hospital, but upon doing
their own assessment called in senior paramedic bt

Mrs A was readmitted to hospital where it was fotimat she had suffered a stroke.

Pressure sores

At readmission, Mrs A was also found to have twespure sores, one on her lower
vertebrae and one on her buttock/sacral area. Huees were assessed and identified
as Grade 1 and®.

Mrs B was concerned that her mother was not shalveueing her time at the rest
home and that this contributed to the pressuresstmend at the hospital. Mrs B
believes the sores may have been discovered eitier mother had been showered
regularly.

The rest home nursing notes document that Mrs Awashed, and received sponge
baths and at least one shower in her five dayseatdst home. The notes also record
that Mrs A at times refused to be washed and, &uemn it was documented that she
had been washed, she could not recall this. Ms $ wmable to explain how Mrs A
had developed pressure sores and commented thatitsiag notes had no record of
any pressure problems.

The rest home’s Pressure Area Risk Policy statBe-dssess all residents’ skin
integrity and pressure area risk monthly or morteroff their medical, physical or
psychological condition changes.”

* The Braden Scale for Predicting Pressure Sore &iskssment indicated a total score of 8 out of 24.
This is considered to indicate a lower functiomaddl and, therefore, that Mrs A was at a highéx ois
forming pressure sores. Grade one sores genendiigate a change to skin integrity, grade two mefer
to breakdown of skin integrity and early formatimfrblistering.
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Mrs A’s death

Mrs A subsequently died in hospital. Dr C explairibdt when the blood clot was
surgically removed from Mrs A’s arm in June, thetos were aware that there was a
thrombosis sitting somewhere in her body, posdielyheart. This meant there was a
much higher risk that Mrs A would have further k&s. The warfarin therapy was
introduced to reduce and manage this possibilitye Tedical certificate gives the
cause of death as pneumonia following a strokereltvas no post mortem.

Follow-up actions and responses

On 29 June 2007, a Serious Event Investigation s@asmenced, authorised by the
rest home’s Director of Nursing, Ms J. The cauaatdrs for this incident were found
to be:

* Ambiguity in discharge documents

» Discharge documentation either not read or undedsy RNs
» Care Manager on annual leave

» Lack of clinical experience with RNs

» Lack of accountability with RNs

* New manager unfamiliar with processes in place.

On 4 July 2007, Ms F completed a retrospective “aimi@d Event” report detailing
this incident.

On 18 September 2007, Ms J advised that as a addhke investigation the following
action had been taken:

a. Medication administration processes and competsrazidited

b. Supervision of Registered Nurses’ medication adsiraiion practices on-
going

c. Clinical supervision by Nurse Educator given to Reged Nurses,
focussing on reflective practice, one day a weekdor weeks

d. All Registered Nurses strongly encouraged to takeatage of education
opportunity offered by [the rest home] with [thelirRary Health Care.
This is a 10 month, self-directed learning courSeveral Nurses are
planning to enrol

e. Further and on-going training and support of Nismager.”

Ms F
Ms F stated:

“In my own defence | accept that | was unfamiliatrmRest Home medication
procedures at the time and that as a first times&lianager, inexperience
played an important role. | have never made itlatha assume anything but
as an inexperienced Nurse Manager | was not onfamihar with the
processes but also the capacity of the RegisteueskeN.”
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Ms D
Ms D stated:

“I cannot explain why | did not complete [Mrs A'gfogress notes. | must
have been called away. | do not think | have ewdpre not completed or
signed notes.”

Ms D now realises that she should have been moestigning about the warfarin

prescription. She advised that since this incidethie process for warfarin

administration at the rest home has been revieWedefinite dose is now to be

obtained from the doctor on the day the patierddmitted. The dose is subject to
change after the INR test results are known. Aligmés on warfarin have their dose
and INR result in one folder which reduces admiaigin error. The dose is

determined by the medical laboratory or the doctor.

Since June 2007, the nurses at the rest home baveleted 17 hours of education on
reflection and critical thinking.

Ms D stated:

“I am very sad for [Mrs A] and her family and | widdike to express my deep
regret for any part | might have played in this saént. This unhappy event
has made me realize that | must not hold back amst guestion things when
unsure. This has been a very hard lesson.”

The rest home response

Ms J acknowledged that there were operational ssauth the management of the rest
home prior to the employment of Ms F in May 200fefle had been no manager for
several monttisand this had placed strain on the nursing staff.JMaid that Ms D
had taken on extra responsibilities and providesl kst home with good service
throughout the transition to Ms F’'s employment. Msoted that since this complaint
Ms D has undertaken a primary care nursing course.

Ms J provided a copy of a 9 October 2007 Health Brsability Sector Standards
Audit, which found a high standard of care at test home and that staff education
was of a high quality.

In September 2007, in response to this compldietyést home developed a Warfarin
Administration Policy. It outlines the proceduregpected to be followed by
registered nursing staff to minimise the risk ofmmedication error occurring. It
includes a specific checklist of steps to follow feading and understanding
discharge/prescription documentation that includadarin therapy.

® The Ministry of Health HealthCERT report of 14 MNwmber 2007 identifies that there were six
managers in the previous three years prior toiticisient.
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Lastly, a letter was sent to all the GPs who prewdre to the rest home’s residents.
This clarified the rest home’s procedures for adstéming and charting medications,
and the GP’s role in admitting and reviewing restde The aim of this letter was to
standardise medication procedures, and ensureéhatst home’s registered nurses
are present when a GP clinically reviews a resident

Subsequent events

On 14 November 2007, the MOH (HealthCERT) conduetedinannounced site visit
on the rest home. The report noted that Ms F, withsupport of the management
team, had taken control of the facility and was piementing sound systems and
processes”. HealthCERT's report concluded that:

“The service acknowledged the issue without exteintervention, and has
proactively identified the issues and taken stepaddress the non-compliances.
... HealthCERT reviewed the identified correctivei@ts with the manager and
obtained corroborative evidence (e.g. physical eospn, review of
documentation). HealthCERT was satisfied that tireective actions identified by
the provider have been completed, or are in proddss provider is not required
to undertake any remedial action and HealthCERBidens the matter closed.”

Provisional responses

Two provisional opinions were issued in relatiorthis complaint. As a result of the
new information provided by the parties to thetfiopinion, it was found to be
necessary to issue a second opinion. The resptm#esse are summarised below:

Registered nurse Ms D’s response

Ms D accepted the provisional findings in my firsport and provided a letter of
apology for Mrs A’s family. Ms D stated that, folling this incident, she has
reviewed her practice and is now more reflectiveenwork. Ms D is engaged in on-
going education (the Nursing Practice Developmeagmme Primary Health Care)
to improve her levels of practice and competence.

Mrs B’s response

Mrs A's family acknowledged the improvements, tnagh and educational
programmes that have occurred since their motiuedgh. However, they believe the
rest home and individual staff members did not glewWrs A with appropriate care.
Mrs B remains convinced that her mother died premefit because serious errors
occurred, and were not picked up on in a timeljitas.

Mrs B is concerned that the rest home and the nonaeager have still not fully
understood that what occurred during Mrs A’s restdeat the rest home was a
dereliction of professional nursing care. Mrs B damgised that this happened despite
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her constantly raising issues with staff (and these manager). Further to this, she
believes the actions taken to address her coneeens insufficient to prevent her
mother from deteriorating and collapsing. This wagher compounded by what
appeared to be a delay in the rest home callingria@mbulance, when it was apparent
to Mrs B that her mother was already gravely ilksNB noted that her mother wanted
to live to celebrate an early ®®irthday function with her extended family. Thitsl d
not happen.

Mrs B further responded that “it defies belief” thdrs A’s pressure sores were
missed when she was apparently being either spongeshowered, and that no
explanation was given for their occurrence. Slatedt that the fact that obvious
pressure sores were missed would “bring into dotitdit showering actually took
place. Mrs B stated, “This was an incident boumtidppen given the failure of duty
of care of 3 nurses and the nursing manager.”

Rest home’s response

In response to my first provisional opinion, Nukdanager Ms F informed me that the
rest home has undergone four audits since the dintieis complaint. These include:
ISO 9001° Health and Disability Sector Standards, a Ministiyealth issues based
audit and a District Health Board audit. The remink met the requirements of these
audits and obtained a three-year certification.

All registered nursing staff have undergone furthaining through the “Nursing
Practice Development Programme”. Ms F has now cete@l12 months as manager
of the rest home and with the support of the OpmralManager and Director of
Nursing (Ms J) is more confident in her role andiehu

Ms F sent a letter of apology to Mrs A’s family tatg that she had considered
resigning from her position because of her errdrgudgment in what occurred.
However, she believes she and her staff have teflateeply on the incident and have
made constructive changes to individual practice thie systems in place at the rest
home. Ms F believes this has made her a bettergeana

Ms F subsequently clarified that while she agreedcomplete the admission
documents for Mrs A, it was the registered nurse&ponsibility to admit a resident,
not usually the Facility Manager. As a result béde events, she has adopted a
“critical thinking approach” with all the registefenurses at the rest home, and
“reflective thinking is now accepted practice”. Séad that this incident has caused
her many sleepless nights, and she has had “maunss laf soul searching” and
“reflected considerably and continue to do so”.

® The AS/INZS 9001:2000 is a Quality Management SygteMS) which requires a company to meet certaindsieds in order
to comply with the system. A Quality auditor Hasbe satisfied that the quality system manuahisecurate description of
business operations in line with the standardd@en in the QMS.
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Ms F stated that she has made various attemptsaionge a meeting with the family.
On one occasion, Mrs B was agreeable to a meetidgvas to contact Ms D with a
time and date that would suit all the family mensbier meet with management. This
has not eventuated. Ms F remains open to meetitigthe family, but believes that
any further overtures from her would be perceivedharassment. She stated that she
would like the family to “understand that the chasgt [the] rest home since the
incident have been vast and that the impact myak®shas made is ever lasting”.

The rest home’s response

Ms J said that, in general, the rest home accepedirst provisional report and its
findings but asked for some small changes to beemtadhe body of the report to
clarify some information and provide further coritéa events that occurred, and
highlight the changes that have taken place sulesgda the incident. | have, on the
whole, met this request.

Ms J acknowledges that this was a serious incidemnt,the rest home regrets the pain
these events have caused Mrs A’s family. The restehwould also like to meet with
the family to express this face-to-face. Ms J ndted although this investigation has
identified that the incident occurred because oh&n error, and the systems that were
in place were sound, this complaint has resultedystemic changes to all of the
company’s rest homes. Furthermore, the rest horok #&ffirmative action almost
immediately to address the issues raised in tmgptaint. Ms J said that the staff and
management deeply regret what occurred, at bottof@gsional and personal level,
and have co-operated fully and openly with the &tigation.

The rest home provided an apology for Mrs A’s famil

Code of Health and Disability Services Consumers’ights
The following Rights are applicable to this comptai
RIGHT 4
Right to Services of an Appropriate Standard

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

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

The Nursing Council of New Zealand’s “Competendusthe registered nurse scope
of practice” June 2005 are also relevant to thmmmaint. In particular:

Competency 1.1: Accepts responsibility for ensutimat his/her nursing practice and
conduct meet the standards of the professionaicatttand relevant legislated
requirements.

Competency 2.1: Provides planned nursing carehi®ae identified outcomes.

Opinion O Breach Rest home

Medication errors

Mrs A was transferred to the rest home on the adofdr C because she needed care
that included the administration of a number of ro&tibns. She had been treated for
a blood clot while in hospital and therefore it wiagportant for her to take the
anticoagulant warfarin, along with her antibiotilaother medications.

When Dr C discharged Mrs A, she wrote a two-pagehdirge summary that outlined
Mrs A’s immediate health conditions. The first paijgted Mrs A’s discharge
medication, which included 1mg warfarin. Dr C alsmndwrote a note at the bottom
of the page recording her specific instructions3f2¢ alternate nights” until Mrs A’s
INR levels were retested. Dr C indicated that tN® Itest should be done on the
Monday. Dr C’s specific instructions for the wanfadose and the INR test were also
typewritten on the first page of the accompanyimg-page prescription form.

In my view, Dr C’s instructions about Mrs A’s warifadose were clear and consistent
with common prescribing practice. Her handwrittestiuction was backed up by the
prescription form, which recorded that Mrs A wastgiven warfarin 2mg and 3mg

on alternate nights until further INR test resuliere known. Dr C instructed that

retesting be done on the Monday.

Despite this, Mrs A did not get her medicationgreesy had been prescribed by Dr C.
The most serious omission involved the warfarinjcwtwas withheld for over three

days. There was also a three-day delay in Mrs ARivety the augmentin, and it was
three days before she received any Metamucil. Eurtbore, her INR level was not

retested on the Monday and, although RN Ms | hddred this on the Anticoagulant
Form as “1mg as charted until INR Thursday”, themses no follow-up by registered

nursing staff to clarify this order.

In reviewing the information surrounding these dseit is evident that the discharge
instructions from Dr C were not correctly followby the rest home. The Medications
Manual describes the process expected for admimgtenedication. However, the
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rest home has not provided a satisfactory desenipif the process used by Ms F and
Mr E to manage the hospital discharge instructiand ensure that, as well as
receiving her prescribed medication, Mrs A was assessed and monitored for the
clinical problems she had on leaving hospital. terthat the rest home (as part of the
company’s continuous improvement process) has gulesdly developed a site
specific policy in relation to warfarin.

Furthermore, the new manager, Ms F, was less thamorgth into her three-month
orientation phase as manager and was unfamilidr thi¢ admission process. | note
that the internal sentinel event investigation tded the need for additional training
and support for Ms F. The rest home has also stastgrior to her appointment there
were operational difficulties at the rest home udohg several months without a
manager, and that HealthCERT identified that pteorthis, the rest home had six
managers in three years. This undoubtedly put press) nursing staff.

Ms F has clarified that it was the registered narsesponsibility, and not usually the

facility manager, to admit new residents. Howesgbe was keen to familiarise herself
with the admission processes. She assisted witadh@ssion documents for Mrs A,

and the nurse, Mr E, faxed the relevant documamtdt the GP and the pharmacy. It
was here that the first mistake occurred. Onlyfits#¢ page of the prescription form

was faxed to the pharmacy and Dr G. This meantttigamedical centre was unaware
of the augmentin and Metamucil, and therefore these not scripted and

administered over the following two days.

Dr G has explained that she charted the warfaoraing to the prescription amount
of 1mg, but expected rest home staff to understhat they should follow Dr C’s
instructions regarding the dose until the INR lsweikere retested. However, Dr C’s
instructions were not correctly interpreted andnsaibed onto the “Resident
Medication Profile” included in Mrs A’s notes by MsMrs A received only 1mg of
warfarin that evening, given by Ms I.

As my expert advisor, Jan Featherston, has noted, the rest home has also
identified, the prescribing errors were caused fegistered nursing staff at [the] rest
home not reading all of the discharge documentattboroughly or with
understanding”. Neither were any attempts maddaify the medication orders for
Mrs A on admission, nor over the weekend. IncongptiEicuments were faxed from
the rest home to Dr G and the pharmacy.

On Saturday 23 June, the situation was compoundezhws D, the duty nurse,
noted Dr C’s directions for administering warfaria Mrs A, but found them

confusing. Ms D decided to withhold the medicationil she could check it with Mrs
A’s doctor, who she knew would visit after the wee&t. Ms D did not document this
decision or seek clarification.

Mrs A’s daughter, Mrs B, was concerned about hetherts medication. She raised
this with rest home staff on the Friday when hethaowas admitted. She raised it
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again on the Saturday and Sunday; yet still Mrs id mbt receive the warfarin,
augmentin, or Metamucil as prescribed by Dr C.

On Monday 25 June, Ms F was advised both by MreadMs D that Mrs A had not
received an appropriate dosage of warfarin and mwee Saturday and Sunday. On
Ms F’s instruction, Ms D discussed Mrs A’s warfaprescription with the visiting
doctor, Dr H.

Dr H advised Ms D to start Mrs A on 4mgs of warfiatintii an INR test on the
Thursday, and documented this instruction. Howewdren Ms D told Ms F of the
order, Ms F believed this was a verbal instructomty and told her not to give the
warfarin until it was appropriately charted. Shepested Ms D to contact Dr H that
evening, but this did not happen until the followviday. Once again Mrs A did not
receive any warfarin, although following Ms F’'seniention she was started on her
augmentin.

The correct warfarin dose for Mrs A was finally ceded on Tuesday 26 June 2007.
Mr E went back to Dr C’s original 22 June dosaggrirctions and transcribed them
into a new Anticoagulant Therapy Form. There issnggestion that Mr E queried Dr
C’s instructions or raised any concerns about aunityigThis reinforces my view that
Dr C’s original instructions were clear but simplyerlooked by staff at the rest home.
I note, however, that even when Mr E did recorddbeect dose in the Anticoagulant
Therapy Form the change was not recorded in MranAising progress notes.

Documentation

It evident that, despite the fact that there wemerapriate forms available for staff to
record communications with residents’ family andrids, not all interactions between
Mrs B and rest home staff were recorded, and thacted on Mrs A’s care.

The documentation of important aspects of Mrs Aésecwas not done. Mrs B’s

conversations with Ms D on 23 June, and Ms F ord@%e, regarding her concern
about her mother’'s medication, were not recordesl.DMdid not record that she had
not given the warfarin on 23 and 24 June, despiteqairement in the Medications
Manual that withheld medication should be recorded the reasons given. On 24
June, Ms | recorded that Mrs A’s antibiotic had heen given and that her evening
medication should be given with food. However, simorded this information in the

family communication section of Mrs A’s file. Thiaformation was important and

should have been recorded in the nursing notesendtber staff would see it and take
action. When Ms D was directed by Ms F on 25 Junehieck with Dr H about his

directions for the administration of the warfarghe again did not document her
decisions.

Ms Featherston advised that a lack of verbal anttemrcommunication contributed
to the errors in Mrs A’s care, as did a failure thye registered nurses to take
responsibility for the administration of medicatoon their shift.

Conclusion
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As Ms Featherston advised, “a series of errordisgpat the admission procedure
caused the multiple drug errors which led to Mradk receiving the correctly charted
drugs”.

| accept that various actions by individual nursex] the inexperience and actions of
the new manager, contributed to these events,nbutyi view the rest home (and the
rest home company) must share responsibility fes¢hevents. There were a number
of failings with respect to communication, prestdp, and administration of
medications at different levels and by differemifisShembers. The systems in place at
the rest home clearly required further scrutiny] bam satisfied that a series of audits
has addressed this. However, it is a fundamentplirement that a rest home will
administer prescribed medications in a safe andistant manner to an elderly patient
who has been discharged from hospital. The resiehoanl systems available in June
2007 to meet this requirement, but in this instahde not do so.

By failing to ensure that Mrs A received servicesvided with reasonable care, the
rest home breached Right 4(1) of the Code of Heahld Disability Services
Consumers’ Rights (the Code).

Opinion — Breach Ms D

All of the events that led to Mrs A failing to réee her warfarin and other
medications as prescribed are of concern, but catemparticularly stands out: Ms
D’s decision to withhold the warfarin over the weel without documenting this as
she was required to do, or seeking medical advidectarification.

Furthermore, while Ms D appropriately informed MsoF this on the Monday
afternoon, she again withheld the warfarin thahnigfter failing to correctly interpret
and relay to Ms F information about Dr H’s instioos.

As my independent nurse expert, Jan Featherstasest] Ms D’s failure to seek
support when she was unable to understand the atexficorders was “poor nursing
judgement”. She commented, “Nurses must questionursure of certain
medications”.

Ms Featherston stated:

“To withhold a charted medication for the givensea that the nurse does not
understand the charting — is poor professional gnalgnt and in my opinion
does not meet Nursing Council requirements. | belithat RN [Ms D’s]
actions would be viewed as [moderately serioudjdaypeers.”

| am very concerned that Ms D felt unable to cangither a doctor or a senior
member of the nursing staff to discuss her concabwut the prescription of the
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warfarin. She had been a registered nurse for gaosyat the time of these events and
should have known the importance of warfarin fargrdas who have had a blood clot.

Ms D has admitted her errors of judgement, statag she should have followed up
on the warfarin prescription, but she has not erpthwhy she did not do so. She had
a responsibility to her patients to use her pradesd judgement and consult when she
needed to. This is even more important in the cardéweekend shifts when as the
supervising nurse she needed to be particularly &desituations when she should
seek medical advice to ensure vulnerable residsoriinued to receive appropriate
care. Having recognised that she did not underdtandedication instructions, it was
not good enough simply to wait for almost threesday

Ms D did not provide Mrs A with services with reasble care and skill and she
failed to meet the standard expected of a regtetese. She also failed to comply
with the rest home’s own policy for documentinghiigéld medications. Therefore Ms
D breached Rights 4(1) and 4(2) of the Code.

Adverse comment — Ms F

I acknowledge that in June 2007 Ms F had complé&ted than one month of her
orientation into the position of Nurse Manager, avak unfamiliar with admission

procedures. However, her job description showed sha was responsible for the
appropriate and effective care of patients andntlaéntenance of excellent nursing
standards. Ms F was also already an experiencéstaegyl nurse, with hospital-based
experience. She should have been on the alerinfofrad flag” issues that required
particular monitoring or care.

First, there were a number of “red flags” with Mks She was discharged to the rest
home with identified clinical problems, one of whiaequired her to receive
antibiotics for a post-surgical chest infectionc&@wdly, Mrs A had undergone surgery
to her arm to remove a blood clot and required avarftherapy to minimise the risk
of further clots. This was indicated in the disggadocumentation that accompanied
Mrs A from hospital. Nonetheless, as an experienoaxse involved in Mrs A’s
admission, Ms F did not record this informatioraimnvay that would have alerted her
nursing staff to Mrs A’s need for careful monitayim case of further blood clots,
strokes, or increased infection.

Medication errors

Mrs B questioned her mother’'s medications on 222$hdune. On 24 June, she raised
this matter again with registered nurse Ms |, wlacorded the query in the clinical
record. Ms | requested that Mrs A’s medication thae reviewed as she was
supposed to be on antibiotics.
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On 25 June, Ms F was alerted on two occasions, isyBvand Ms D, to the likelihood

that Mrs A was not receiving the medications asgnbed. She instructed Ms D, a
relatively junior nurse who had already admittedttshe did not understand the
prescribing doctor’'s administration instructions,follow this up. When Ms D came

to Ms F again after having spoken to Mrs A’s do@nod was still unclear as to what
medication she was to give, Ms F should have bésh ta the fact that this matter
needed her attention.

Although Mrs B and registered nurses Ms | and Msad raised concerns about Mrs
A’s medication administration, there is no evidetitat Ms F ever directly checked
this herself. This resulted in Mrs A not having fiest dose of augmentin (which Dr

C had prescribed on 22 June and directed to be ghvee times daily) until 5.30pm

on 25 June, three days after admission. Additignalie did not receive further

warfarin, or the Metamucil as Dr C had prescrihedil 26 June.

Although | accept that Ms F has significantly iresed her confidence and ability in
managing the rest home, | remain concerned by wbaitirred at the time of this
incident. In my view, Ms F missed important sighattMrs A was not receiving her
medications correctly. Ms F did not react proadyiveelying simply on nursing staff
whose ability she did not yet know.

Ms F has accepted responsibility for her part esthevents, apologised to Mrs A’s
family, and reviewed her practice. However, giviea serious nature of these events, |
intend to refer Ms F to the Nursing Council of N&saland for consideration of
whether a review of her competence is warranted.

Adverse comment — Mr E

Admission documents

Mr E registered as a nurse in 1997 and had work#dteaest home since 2003. At the
time of this incident he was an experienced regast@urse and expected to meet the
standards required of him by his professional body.

Mr E, to his credit, took responsibility for guidjrhis new Manager, Ms F, through
the rest home admissions process when it would aldrnhave been his sole
responsibility as the registered nurse. Howevedadimg so, it appears that a number
of errors occurred. | note that the rest homesdnnvestigation identified as a causal
factor the fact that the registered nurses didappear to have read or understood the
discharge documentation that accompanied Mrs AhénNursing Council of New
Zealand’'s “Competencies for the registered nursmpescof practice” June 2005,
competency 2.1 requires that registered nursesda@ianned nursing care to achieve
identified outcomes. Mrs A required monitoring fearfarin therapy, which included
follow-up INR tests, and she had been dischargedntibiotics following surgery. |
would have expected Mr E, as an experienced nuwmsehave identified these
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requirements from the discharge documentation armgemented this in the short-
term care plan. | particularly note that on 26 JMy E was able to transcribe Dr C’s
instructions for Mrs A’s warfarin on to the Antiagpalant Therapy Form.

Given the serious nature of these events, and BIp&ft in them, | intend to refer Mr
E to the Nursing Council of New Zealand for consadien of whether a review of his
competence is warranted.

Other Comment — The rest home

Showers

Mrs B was concerned that her mother was not beaghed. She asked the staff about
this more than once and was given different infdromaabout the days when her
mother was due to be showered. Her mother toldha¢ishe had not been showered.

It appears that Mrs A was on the evening showeahsl refused to have a shower on
occasion. This is documented, as is the fact thetsas sponged instead. The nursing
notes record that Mrs A was at times confused alidstaff she had not had a shower
or a wash when she had.

My advisor, Ms Featherston, advised that the dlinitotes indicate that Mrs A’s

personal cares were appropriate. That said, it dggsear that there was some
confusion among nursing and care staff as to whes Mwas due to be showered,
and it is easy to see how it could have been ovkeld. | also acknowledge Mrs B’s

point that pressure sores may not have been seler ifother was not properly
washed. | suggest that the rest home review thierays place for recording such

information and make appropriate changes to entwae everyone knows when

residents’ showers are scheduled.

Pressure sores

Although | accept that Mrs A developed pressuresan the five days she resided at
the rest home, | am not persuaded that this wasadnegligence. Mrs A was mobile
on her admission to the rest home, and she undée@vdiorton Pressure Area Risk
Assessment, which did not indicate that she was #teaisk of developing pressure
sores. | am also satisfied that the rest home Ipadiey in place to re-assess residents
for pressure area risk when there is a significahange in the resident’s
circumstances. That said, it is also clear thaBitaglen Scale assessment conducted at
the hospital, following Mrs A’s readmission thereyealed pressure sores and Mrs A
was assessed as being significantly at risk of ldpusy further pressure sores.
Pressure sores can develop quickly, particularly iesident whose health deteriorates
suddenly. However, the rest home should reflech&ron Mrs B’s concern that her
mother’s pressure sores were not identified while was under the care of the rest
home, and whether closer monitoring was required.
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Recommendations

The rest home, Ms D and Ms F have reflected cdyefui these events. A new
warfarin policy has been introduced; various systefimanges have been made; and
additional staff training and education have beamied out. The rest home is also
working with local doctors to ensure that residesats reviewed more quickly, and
medication orders are clear. Ms D is undergoingh@rrtraining, and Ms F has been
provided with greater support.

Apologies have been provided for Mrs A’s family.

Follow-up actions

* A copy this report will be sent to the Nursing Coilirof New Zealand, with a
recommendation that it consider a review of Ms R&s F's and Mr E’s
competence.

» A copy of this report, with details identifying tiparties removed, except the name
of the rest home, will be sent to HealthCert aredDistrict Health Board.

* A copy of this report, with details identifying thparties removed, will be sent to
New Zealand Healthcare Providers, the AssociatioResidential Care Homes,
and the New Zealand Nurses Organisation, and plamedhe Health and
Disability Commissioner website, www.hdc.org.far educational purposes.
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Appendix 1

Independent advice to the Commissioner

The following expert advice was obtained from Ms Baatherston:

“I have been asked to provide an opinion to the @awsioner ... and that | have read

and agree to follow the Commissioner’'s Guidelir@diidependent Advisors.

[At this point Ms Featherston provides a list oé thupporting information and this
has been omitted for the sake of brevity.]

Complaint

The appropriateness of care provided by [the] Riesbhe to [Mrs A] from 22 to
27 June 2007.

Expert Advice Required

1. Please comment generally on the standard of caowiged to [Mrs A] at
[the] rest home from 22 to 27 June 2007

2. Please comment on the management of [Mrs A’s] raédit by the
registered nurses at [the] rest home, and includiogumentation.

Background:

[Mrs A] has been admitted to [the public] Hospital the 24 May 2007. She had
multiple medical problems, these have been lissed a

« Cerebrovascular disease.

+ Post CVA epilepsy.

+ Ischaemic heart disease.

 Atrial fibrillation.

+ Severe aortic stenosis.

« Recent embolus to right arm.

« Significant cognitive impairment.
Following her admission she was assessed as meguest home care and was
subsequently discharged to [the] Rest Home on2h#&uge 2007.
[Mrs A] had a supportive family.

On admission nursing staff carried out an initsdessment. Documents which
support this are:

Resident Admission Form ( ... ) outlined the genémnédrmation required in
relation to next of kin etc.
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A short term care plan was undertaken ( ... ) thisfas tick sheet in which
staff ticked to show what activities of daily ligriMrs A] could do by herself
and what cares she needed supervision with.

Both forms are signed and dated
Resident Dietary information form ( ... ) lists distanformation.

Registered Nurse Assessment form ( ... ) this fougepassessment covers
issues such as:

« Communication — Mental status

+ Mobility — Bathing and dressing

+ Sleep patterns

+ Nutrition

« Skin integrity

+ Elimination

« Assessment of pressure risk using ‘Norton Scale’
« Pain and discomfort

« Respiratory cardiovascular

+ Falls risk assessment

Base line recordings are listed. This form is staed dated.
Subsequent nursing documentation is listed in thising progress notes.
The entries start on the 22 June 2007, followingiadion.

3. Please comment generally on the standard of caowiged to [Mrs A] at
[the] Rest Home from the 22 to 27 June 20077

The admission appears to be a routine admission.

The documentation received from [the DHB] includes:

Discharge Summary, clinical notes and managememurdentation and
prescription.

This is very typical of what an aged care faciitguld expect to receive from a
public facility. There is usually also a verbal bawer from a registered nurse in
the discharging ward to the registered nurse irageecare facility.

On admission to [the] Rest Home a number of forraeeveompleted.

The front sheet of the clinical notes is adminitsbra information. The next

page is a short term care plan which outlines gl information required.

Other information collected includes dietary infaton, registered nurses
assessment. Also included in this information ageasments which identify
Falls Risk as well as Pressure Area Risk Assessment
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Staff have documented in the clinical notes thats[M] was admitted and that
that scripts had been faxed to [Dr G] as well aaptacy, Admission agreement
had been given to the family.

The admission documentation is very typical of wiva¢ would expect to find
in a Rest Home. What is completed is signed anelddaith the designation of
the person completing this information.

Personal Cares:

Staff identified on admission that [Mrs A] needegbervision with bathing and
showering and dressing. The term ‘supervision’ omldicate that [Mrs A]
was able to accomplish these tasks on her ownaviitaff member close by to
ensure she did not fall or that if needed staffenctose by.

She was reported to be continent with both bladddrbowels — which would

indicate she did not need assistance, althoughlisheear a pad for accidents.
The clinical notes have a tick box on the sideamfhepage which would indicate
that when cares are given then the care staff wiitkdo document that a care
had been achieved or given.

The notes indicate that [Mrs A] had a sponge onntieening of the 23 June.

The notes also show that she had a sponge on tirengof the 24 June. There
is an added note on the 24 June in which [Mrs A&jghter has asked staff to
ensure that [Mrs A] has assistance with her wasanydressing.

The notes go on to say that ‘Is on PM showersasdlistance’.

On the afternoon shift the notes indicate that [Mfsefused a shower and care
staff fully sponged her.

On the 26 June, [Mrs A] was washed and assistett wiessing. Staff
documented in the clinical notes that [Mrs A] appéaconfused stating that she
‘did not have a wash’.

On the 27 June, [Mrs A] was showered. The notegatel that she said it was
her ‘first shower since being here (but she hasdtlaelrs)'.

In reviewing the clinical notes in relation to [M#ss] personal cares | am of
the opinion that adequate cares were given andénas were documented. The
clinical notes are very typical of what would besén any [the] Rest Home.

Communication and Medications:

Documentation that was received by [the] Rest Homadmission appeared to
be:

Drug script — 2 pages.
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Patient Discharge summary

The patient discharge form had a hand written tmtay that the warfarin had
been expanded to 2mg/3mg alternate nights untilddgs INR test.

As [Ms F] stated ( ... ) she had been in her positwra short time and was not
fully aware of the admission process so chose o tjae experience by
admitting [Mrs A]. She asked RN [Mr E] what procet®uld be followed in
relation to medications and requesting medicatfom® pharmacy. RN [Mr E]
offered to complete this part of the admission psscfor her. When faxing the
script and information part of the script was nentsthrough to the GP and
subsequently [Mrs A] did not receive medicationt thas required.

It is my opinion that this error occurred becausevo issues.

1. The original drug script was sent without a writtaaer by [Dr C] on the
discharge summary to increase the warfarin to 2mg/8lternate days.

2. Staff at [the] Rest Home did not send the copyathlpages of the script as
well as the copy of the discharge summary to [Drwljch would have
alerted her as to the increase in the warfarin.

It is unclear who wrote the drug chart up with thedications listed. Was it the
nurse who then faxed this to the GP to sign? Or ivéise GP [Dr G] who
copied the drugs from the drug script — the oneefihgt was faxed.

The chemist then dispensed the medications ashperesident’'s medications
profile. This sheet had the warfarin dose as 1mg.

Nurse [Ms I] administered warfarin 1mg on the engnof the 22 June.

No Augmentin or Metamucil was administered, as e¢hesre not on the
resident’s medication profile.

It is my opinion that the original prescribing egavere caused by:

1. Registered Nursing staff at [the] Rest Home notliregaall of the discharge
documentation thoroughly, or with understanding.

2. If staff did not fully understand the orders, thenone followed this up with
the original prescriber [Dr C].

3. Staff not faxing a full set of documentation todftiRest Home GP.

The next error was caused by RN [Ms D] not givihg tvarfarin on the 23 or
24 June. The reason she has given is that sheotlighderstand what the order
was and hence did not administer any.
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She did not document this nor did she seek supporn any other
Medical Officer, RN or the Nurse Manager. Her attis, in my opinion, poor
nursing judgement. To withhold a charted medicatarthe given reason: that
the nurse does not understand the charting, is padessional judgement and,
in my opinion, does not meet Nursing Council regunents.

| believe that RN [Ms D’s] actions would be viewad moderate by peers. A
Registered Nurse has a duty of care and includes:

‘Uses professional judgement, including assessisiglt, to assess the client’s
health status and to administer prescribed meditand/or consult with the
prescribing practitioner and/or to refer clienbtber health professionals.’

From: Competencies for Entry to the Register of @ahensive Nurses: The
Nursing Council of New Zealand 2002.

The next issue in communication was the event onddg the 25 June, when
the GP had advised RN [Ms D] to administer 4mg affarin. RN [Ms D] did
not check what the doctor had written in the mddicaes, and it appears that
she only viewed the drug medication sheet. She thentioned this to her
manager, and [Ms F] advised RN [Ms D] not to adstan this as it was not
charted.

[Ms F] stated that she was under the assumptidntiieaRN would follow up
on the order and contact the GP. This did not bagmd [Mrs A’s] medication
was not given.

On the 25 June, when [Dr H] visited, to admit [MYl | am unsure if a nurse
accompanied the doctor, and there is only one entrhe integrated notes
stating that [Mrs A] was visited by [Dr G].

The entry read:

‘V/IB [Dr G] for admission, to have INR Lab test dinursday 28.6.07." This
entry is incorrect and is not signed nor is a design documented.

[Dr H] had written on a page of Medical notes:
‘Started on warfarin 4mg today as not discharged,dNR on 28/6/07".

The nursing staff obviously did not read this endrywere not aware of this
when RN [Ms D] asked Manager [Ms F] what she shalddas the doctor had
only given a verbal order. The correct action wobéle been for the RN to
have read the Doctor’'s medical notes and if nat sniicontact him to clarify the
order.

It is my opinion that a number of errors occurresk do a lack of verbal and
written communication and that registered staff [didkt] take responsibility for
the administration of medications on their shiftirses must question if unsure
of certain medications.

Fall:
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Opinion/07HDC11952

[Mrs A] fell in her room at 2.10 pm on the 27 June.

The clinical notes state that staff found her at fibot of the bed with her left
arm under her. Notes state that there were no @ntplof pain when she was
asked to move her limbs. Facial cyanosis was eviéh slurred speech and a
weakness noted on her left side. Her pulse wasweak.

Base line recordings were done at 2.30pm. Her BB3Z — 90 Temp 35.6.
The GP was notified via the practice nurse.

At 3.30pm GP advised to send to [hospital], Famire with [Mrs A] when
she was admitted via ambulance.

Clinical notes indicate that at 4pm: ‘In [hospitd§ughters are with her’.

The family in their statement state ( ... ) that [Milswas visited in [the] Rest
Home by the ‘[the] Rest Home Doctor’. | could fimd evidence of a Doctor
visiting [Mrs A] on the 27 June.

[Dr G] states that [the] Rest Home contacted her@mnher advice was to send
[Mrs A] to the public hospital urgently.

Emergency Department documentation notes the tiraeriwal at 4.35pm.

The senior staff of [the] Rest Home conducted aestigation of [Mrs A’s] fall
and the drug errors.

Conclusion

It is my opinion that a series of errors startib¢gh@ admission procedure caused
the multiple drug errors which led to [Mrs A] n&ceiving the correctly charted
drugs.”
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