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Appendix

Appendix Table 1: Mapping out examples within each theme.

Communication flaws Documentation gaps Policy-to-practice inconsistencies Staffing shortages and skill mix insufficiencies

Case 1: Mrs X needs the call bell to get attention. 
She has no other means of communicating that 
she needs something. The bell is found out of her 
reach many times. Consequently, she could not 
get to the toilet as often as she needed.

Case 3: Ms X’s family requested she is to be seen 
by a GP on day 2—this was not documented in the 
clinical notes by the nurse who administered pain 
relief (RN X). Day 3—the GP came to the home and 
left without seeing Ms X. The GP filled a prescription  
requested for her earlier, which included an 
increased dose of laxative. There was no note in 
the GP notebook that the family requested a visit.

Case 6: Policies in place and implemented but not 
carried out correctly. Nursing staff failed to escalate 
to the GP for a review. There were several instances 
when the GP should have been informed or a 
review requested. There were several instances 
when wound swabs should have been taken and 
were not.

Case 3: RN X observed a wound on Ms X’s lower 
leg and dressed it. It was 18 days since she’d last 
seen it herself. She documented in the progress 
notes it was “not improved nor significantly  
deteriorated”. She did not update the wound  
evaluation form due to her workload.

Case 7: The registered nurse did not escalate to 
the on-call manager, and did not seek medical 
advice when management of Mr X’s condition 
quickly became problematic.

Case 9: Misremembering conversations, when 
they took place, what was said, and to whom—
e.g., three people involved in an interaction about 
the condition of Mr A and his new hospital room 
have three very different recollections, such as 
Mrs B recalling an interaction with RN F who 
wasn’t on duty. 

Case 5: There were policies in place for starting 
charts, but they were not implemented. In the 
case of nutrition, the admission checklist and 
policy were inconsistent. Mr A should have 
had a mini nutritional assessment within 48 
hours but it took 1 week as per checklist. Not all 
aspects of care needs covered in care plans and 
assessments.

Case 5: While accepting four to six new residents 
per week, recruiting and orienting new staff, CM X 
states: “I was working as a caregiver, RN and  
trying to learn a new [clinical manager] role,  
without the mentorship I was promised.” 

Case 8: A caregiver wrote in Mrs X’s care notes that 
Mrs X was confused and not making sense. She 
documented that an RN was informed, verbally. 
None of the three RNs recall being given this 
information. No RN appears to have read the care 
notes. If they did, they took no action.

Case 6: Patient came in for respite/short-term 
care. The assessment care and discharge plan 
misses key information, e.g., no documented 
baseline observation, no management plan for 
pressure area risks or for maintaining skin integrity, 
poor care planning, details about wounds missing 
from wound care plan, notes in wrong place, 
missed from relevant care plans and reviews, 
ambiguous notation and lack of clarity over which 
wounds were being dressed when, with what and 
by whom. On two occasions there are notes of 
a worsening wound (not sure which wound) in 
which words like “necrotic” were crossed out.

Case 23: The pattern of non-compliance with the 
rest home’s policies on falls and incident reporting 
by staff is also very concerning. Particular issues 
were inconsistency of filling out the forms and 
informing the family.

Case 21: The facility manager and clinical nurse 
manager were on leave for 8 days and 9 days 
respectively of Mr X’s stay. The operator states 
neither had approval to be on leave during the 
holiday period. There was inadequate staffing 
and skillset over holidays when the client was in 
the rest home.
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Case 17: RN X was told by RN Y that they did not 
administer the once-a-day medication, clozapine, 
to Mrs X because they couldn’t find it. After RN 
Y’s shift finished, RN X found they had signed the 
medication chart confirming they did administer 
clozapine. RN X tried to call RN Y who was off-duty 
to clarify the situation. When they got no answer, 
they didn’t want to risk giving a second dose. 

Case 21: Mr B’s medical regimen was not 
reviewed. There was a discrepancy at admission 
between what was written in his prescription and 
what was written on the medication. This was not 
clarified at the time. When Mr B’s condition  
deteriorated (probably due to medication), a GP 
review was not requested (policy). When Mr B 
became unsteady and drowsy, medication was 
withheld. Documented in progress notes, not 
medication chart. 

Case 24: interRAI assessment started, much of it 
not completed because Mrs X was in hospital. It 
was not completed within 3 weeks of admission, 
contrary to best practice. Nor was it completed 
after 3 days of observation by staff members as 
per policy.

Case 15: Rest home did not have a clinical  
manager or consistent on-site leadership or  
management support.

Case 9: Concerned about Mr X’s weight loss, Ms X, 
the temporary manager, asked staff to weigh Mr X. 
They weighed him 2 days later: “His wedding ring 
was literally falling off his finger.”

Case 12: RN L wrote in the hospital communication 
diary for staff on the morning of 23 March to  
contact Dr D and hospice nurse for directions on 
how to manage Mrs A’s care. The entry was ticked 
off. However, there is no record Dr D and the  
hospice were contacted. RN C and Mrs B  
discussed Mrs A’s condition and a doctor review. 
There is no documentation between staff and Mrs 
B on this day. 

Case 11: Mrs A was not assessed upon admission 
as per policy. A care plan was not implemented 
upon admission as per policy. A care plan was not 
signed off by a RN. Between EN Ms I and CN M, 
Ms D, it appears no one formally assessed Mrs A 
(paragraph 42–43). Ms B describes the handling of 
her mother’s move to hospital-level care as “very 
casual”.

Case 14: RN X was on sick leave for a month and was 
not replaced. RN E took on her responsibilities. RN 
X’s role as registered nurse wasn’t filled. A senior 
staff member may have had more oversight of 
junior and casual staff and responded in a timelier 
fashion to clinical indicators.

Case 19: Staff–family—around lifestyle plan, move 
to dementia unit. Family and facility at odds. 
Family decisions affected the dementia unit’s 
ability to manage Mrs A. Family members at odds 
with each other. Family getting involved in  
medication, and the frequency and dosage of 
medication. Ineffective medication made it harder 
to manage Mrs A’s carers. Better communication 
with the family may have prevented some of the 
outcomes.

Case 18: Updates about Mrs B’s condition and 
care were put in the wrong documents—i.e., 
“handover sheets and communication books are 
not records of care”—which led to omissions, 
lack of continuity of care, failure to monitor and 
evaluate: e.g., information in EN/RN comms book 
about Mrs B’s food intake chart being commenced 
but doesn’t say why started or what the concerns 
are (entry lacks specificity).

Case 1: Inadequate admission, unclear  
documentation from the outset to assist staff in 
their care of Mrs X, e.g., how to handle her given 
her fractured arm, how to keep her arm stable, 
failure to undertake baseline pain assessment, no 
multidisciplinary input, failure to conduct formal  
nursing assessment, failure to seek medical 
review for urinary tract infection.

Case 2: RN X, RN Y, RN Z refer to large workload 
and staff stretched to limits, shortage of RNs, RNs 
working shifts while maintaining own workload 
and responsibilities, expected to take work calls 
on days off, unable to complete tasks to best of 
ability or respond as quickly as they would like 
when attending to other residents. There had 
been a reduction in staff when operator took over. 
RN C states no support from line manager, who is 
not an RN.

GP = general practitioner; RN = registered nurse; EN = enrolled nurse; CN = charge nurse.
Names were transcribed verbatim from the Health and Disability Commissioner complaints.
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