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1. Executive Summary

Cranford Hospice provides palliative care services to both inpatients and clients in the community within the
Hawke's Bay region. The organi sati on fundraises witlinsthefoean di ng fr o1
community. Cranford Hospice is part of Presbyterian Support East Coast (PSEC).

Following an external review in mid-2007, restructuring of the organisation occurred and in 2008 new
management was appointed, with changes in internal systems and clinical methodologies. In January 2010 a
complaint was made to the Health and Disability Commissioner regarding the standard of clinical care at the
hospice. Media speculation regarding workforce issues at Cranford Hospice also occurred in 2009 and 2010.

TheCentr al Region’ s Techni c dAS) audittears aompteteGaereview of dirscal caremi t ed (
quality systems and change management processes at Cranford Hospice in February 2010.

Clinical care provided by Cranford Hospice medical staff aligns with accepted national guidelines for palliative
care. Prescribing and medical care is well documented, and no issues with sub-optimal medical care were
identified by the audit team in a review of 39 patient files.

The nursing staff are passionate about their roles. However, it was noted that the nursing team did not all have
the qualifications or competencies required to deliver a specialist palliative care service. Furthermore,
documentation used by nurses at Cranford Hospice does not align with what would be expected in a specialist
service. Inconsistent use of nursing plans and tools have the potential to impact on clinical care.

It was further identified that despite establishing a Clinical Practice Committee in 2008 to develop Cranford

Ho s pi c eclirscal guidelines and promote up-skilling of the workforce, the objectives of this Committee have
not been attained. Cranford Hospice is currently using the clinical guidelines of Mercy Hospice Auckland as an
interim measure.

Quality systems have only recently been established, and the Quality Manager role of 0.2FTE is under resourced
for an organisation of this size. Providing adequate resourcing for the quality programme would enable Cranford
Hospice to develop guidelines, tools and quality systems.

The key issue identified by the audit team during the site visit was the dysfunctional relationships between teams
at Cranford Hospice. The change management process, while planned and regularly reviewed, did not anticipate
or manage the level of cultural change required to adopt new management systems and methodologies. Issues
raised in 2008 by staff have not been resolved in 2010, which has resulted in a culture of blame and mistrust.
This has not yet impacted on patient care, but has the potential to do so, and is an area of risk that must be
addressed by the PSEC Board.

For Cranford Hospice to develop into an effective specialist service for palliative care, significant changes have to

occur. Higher levels of education for nursing staff need to be attained, and developmentof Cr anf or d Hospi ce
own guidelines must be completed if Cranford Hospice wants to become an innovative leader in palliative care.

The current dysfunction between teams prevents these necessary changes from taking place.

It is essential that the PSEC Board implement effective leadership that can guide staff towards a common goal,
and integrate the fragmented staff groups that have developed.

Staff interviewed acknowledged the personal impact the situation at Cranford Hospice has had on them over the
past two years. However, all staff identified that despite the issues that have arisen, patient care continues to be
their priority. It is a credit to the staff at Cranford Hospice that despite deteriorating staff relationships, patient
care was the driving concern of all staff interviewed.
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2.  Summary of Findings Operational Areas

Key for Table 1:

Risk Risk

High Medium

Low
Risk

Table 1: Summary of Findings, including Risk Rating1 for Breaches

Finding Breach of Breach of Breach of Risk Rating
Hawke’s Bay | H&DSS Good
DHB Practice
Contract

Clinical Care

6.1 Referrals to Cranford Hospice V V

6.2 Informed Consent V V V

6.3 Nursing Assessments V V

6.4 Nursing Care Plans V V

6.5 Nursing Guidelines V

6.6 IV Certification V V

6.7 Nursing Qualifications V V

Quality Management Systems

7.1 Clinical Guidelines V

7.2 Complaints Management V V V

7.3 Incident Management V V

7.4 Internal Audit Programme V V

1 RiskRatings are definedAppendix 1.
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Finding Breach of Breach of Breach of Risk Rating
Hawke’s Bay | H&DSS Good
DHB Practice
Contract

7.5 Feedback Surveys V
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3. Audit Process

3.1 Audit Scope

Hawke’' s Bay DHB r e tomithe idedith and DisahilppylCamimissioner (HDC) on 2
February 2010 relating to the standard of medical care provided to patients at Cranford Hospice. The
complaint was originally sent to the HDC on 19 January 2010.

The complaint also outlined issues with the change management process that had occurred in the past
two years.

The nature of the complaint required that the DHB investigate the allegations made, as it related to
patient safety and the standard of patient care.

In addition to an investigation of the complaint, the scope of the special audit included assessment of:
1 compliance with the DHB contractual requirements

1 service delivery, service quality, cultural and consumer requirements against recognised good
practice, where relevant

1 performance against the Health and Disability Services Standards (H&DSS), related Ministry of
Health guidelines, relevant sector guidelines and New Zealand legislation where relevant.

3.2 Audit Objectives

Specific objectives relating to this audit included:

321 Undertaking an independent investigation of the allegations contained within the complaint
to the Health and Disability Commissioner dated 19 January 2010.

3.2.2 Undertaking an independent assessment of feedback, complaints and quality
improvement systems within the organisation.

3.23 Undertaking a broad, independent review of current clinical practice at Cranford Hospice,
to assess the level of risk to patients. This included both medical and nursing practice.

3.24 Undertaking an independent review of matters which were impacting on the quality of care
to consumers of Cranford Hospice.

3.25 Undertaking an assessment of the capacity and capability of staff in both clinical and non
clinical roles at Cranford Hospice.

3.2.6 Undertaking an assessment of the impact of changes at Cranford Hospice from January
2008 onwards.

3.2.7 Offering a report to the DHB outlining the extent to which the DHB can have confidence in
the provider’s overall standard of care for patients and the effectiveness of operational
management practices at Cranford Hospice.

3.28 Offering advice on the nature and extent of remedial actions required by Cranford Hospice,
which will include a prioritised risk assessment of any required actions. This will extend to
commentary on any issues of capacity or capability of the provider to deliver specialised
services.

All objectives included assessment of adequacy and effectiveness of all components reviewed, which
included testing of systems, processes and procedures.

Commercial in Confidence Page 5 of 47
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3.3 Scope Limitations
The audit scope excluded:
T afull financial audit

1 review of business and financial management functions

3.4 Methodology

The audit process included the following:
1 review of documentation relevant to the scope of the audit
1 interviews with key people relevant to the scope of the audit, both in person and by phone
1 photocopying of records relevant to the scope of the audit
1 copying of electronic information relevant to the scope of the audit
1 receipt of documented statements from people associated with Cranford Hospice.

Interviews were held both on-site at Cranford Hospice, and at a meeting location off-site. A total of 35
individuals participated in providing information to the audit team.

Sampling of client files was utilised to assess clinical care. The sample included all files identified in the
complaint to the HDC in January 2010. In addition, a random sample of 25 additional client files for the
period 2008 — 2010 was taken by the audit team. In total 39 patient files were reviewed in detail. This
represents a statistically significant sample.

3.5 Audit Team

The audit team was comprised of five members. This included a Medical Specialist in Palliative Care and
a Nurse with extensive experience in Palliative Care.

3.6 Site Visits

The audit team visited Cranford Hospice from 20 — 24 February 2010.

Commercial in Confidence Page 6 of 47
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4. Background

Cranford Hospice is a palliative care service provider established in 1982. It is owned by Presbyterian
Support East Coast (PSEC). The Board of PSEC provides governance for Cranford Hospice.

The service covers the region including Napier, Hastings and environs including Wairoa, Takapau and
the Chatham lIslands.

The service has an eight bed inpatient unit in Hastings, and provides community based support for
people requiring palliative care in their home. Community support clients range from 130 to 160 people in
any given month. The staff includes an executive management team, pharmacy team, nursing and
medical teams, an administration team, a family support team, and volunteers. Excluding volunteers,
there are approximately 72 staff equivalent to 38.5 FTE.

An organisational chart is included in Figure 1.

The organisation underwent restructuring in late 2007, and the Executive Director, Medical Director and
Nursing Director roles were established. Previously the organisation had a predominantly flat
management structure, without a formal executive management team. A number of senior staff of
Cranford Hospice resigned during 2008, and changes occurred in medical practice and management
practice. The change management process is reviewed in Section 8 of this report.

Section 7 of this report reviews the quality management systems in place, and their effectiveness in
promoting and monitoring quality of service provision. This includes the Clinical Practice Committee,
complaints management, incident and accident monitoring, internal audits and consumer feedback
processes.

Section 6 of this report provides an overview of both medical and nursing care provided at Cranford
Hospice, including entry processes, prescribing practices, qualifications and competencies of clinical
staff.

Section 5 of this report provides an overview of the complaint to the HDC, and a summary of findings
based on the audit team’s site visit in February 2010.

Cranford Hospice is wel/l known throughout the Hawke’'s Bay
sponsorship, fundraising and volunteer resources to assist with provision of services. Hawk e’ s Bay DHB
provides approximately 70% of Cr anf or d iRcomnsepwitittiee’additional 30% from fundraising

activities.
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Figure 1. Organisational Chart Cranford Hospice as at February 2010

. Executive Direct I/ \
Cranford Hospice e | Human !
Staff : Resources |
|
(38.5 FTE) I |
Learning & Development Unit - | |
Executive PA
Nurse Educator (0.6 FTE) (0.6 FTE) | Fundraising |
LCP Facilitators (1 FTE) : | Team I
Admin Support (0.5 FTE) : [
|
\ /
N 7
PSEC Employees
Medical Director Admin/Quality Manager Nurslinog FD_Ii_Eector Art Therapist LeadOZh;rEacist
(0.5 FTE) (LOFTE) (LOFTE) (LOFTE) (08 FTE)
L Registered Nurses A
Medical Team Administration Team (2.5 FTE) Enrolled Nurses Past&nﬂ;ar:%o;;dg?g 6(?:T£:E;: TE) Pharmacist
(2.8 FTE) Household Team (2.8 FTE) Caregivers Social Worker | (0.8 FTE} (0.5 FTE)
Volunteer Coordinator (0.4 FTE) Palliative Care Coordinators Administration (0' 2 FTE) ’
(19.1 FTE) :
Medical Team Administration Team Nursing Team Family Support Team Pharmacy Team
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5. 2010 Complaint

On 19 January 2010 the Health and Disability Commissioner (HDC) was emailed a complaint relating to the
standard of care provided at Cranford Hospice (refer Appendix 2). On 29 January 2010, a copy of the complaint
was sent to Hawk eHDC, withaiystrubtibnB thdt the ntatteehad been referred to the DHB
pursuant to section 59(4) of the Health and Disability Commissioner Act 1994.

Subsequent to the complaint being referred to the DHB, TAS was contracted to investigate the allegations made
in the complaint. TAS contacted the complainant to obtain the list of patients alluded to in the complaint. A list of
14 patient names and NHI numbers was provided to the audit team. The audit team reviewed the files of all
patients included in the list provided, in addition to a random sample of 25 other patients cared for by Cranford
Hospice during the period 2008 — 2010. The random sample included both inpatient and community clients of
Cranford Hospice.

The audit team, during their site visit in February 2010 and subsequent review of documentation, evaluated the
matters raised in the complaint to verify whether or not the issues could be upheld. An overview of the findings is
included in this section of the report. Comprehensive findings on clinical care, quality management systems and
change management are covered in Sections 6, 7 and 8 of this report.

Table 2: Summary of Complaint

Issue raised in Complaint Upheld Comment

Clinical management of patients U The review of patient files verified that medical care
below acceptable standards. Some provided was of an appropriate standard. However, in
patients in list provided are the the course of this investigation it was noted that
subject of written complaints. nursing procedures and documentation require

strengthening (refer Section 6 of this report).

All complaints for the period 2008 -2010 were
reviewed. Only one patient in the list provided had
lodged a complaint. The complaint was not about the
standard of care provided. The complaint related to
transfer of the patient from Cranford Hospice to an
aged care facility (refer Section 7 of this report).

Inadequate symptom control U Historical prescribing practices implemented by
(evidenced through lack of change in former medical staff (prior to 2009) did not align with
baseline doses of medication, and current accepted good practice.

number of subsequent doses

required)

However, the review of patient files verified that
prescribing practices in 2009/2010 were in alignment
with current accepted good practice (refer Section 6
of this report).

Commercial in Confidence Page 9 of 47




Issue raised in Complaint Upheld Comment

Families distressed by patient U In the period 2008-2010 there were four complaints
suffering about symptom management of patients at Cranford
Hospice (one related to care in 2003). Approximately
1160 patients were seen from 2008-2010. There
was evidence that four families were concerned
about symptom management. However, the audit
team were unable to verify this was a widespread
concern (refer Section 7 of this report).

Cranford Hospice refused admission U The names of the patients allegedly refused

to two patients in 2010 that required admission were not provided by the complainant.
hospice care. Complaints were Formal complaints from 2008 — 2010 were reviewed.
made about admission for these two There were no complaints relating to refused
patients. admission.

Nurses opinions are not heard/valued V There was anecdotal evidence of staff dissatisfaction

across Cranford Hospice, including management,
medical and nursing staff. Communication issues
were evident at all levels of the organisation, and not
limited to the nursing staff (refer Section 8 of this
report).

Conclusion

The focus of the complaint on the standard of medical care provided at Cranford Hospice could not be upheld.
Prescribing practices in 2009/2010 were in alignment with nationally recognised good practice. Medical notes
were of a high standard.

It was noted that clinical documentation relating to nursing care required strengthening. In addition, Cranford

Hospice has yet to develop its own set of clinical guidelines for staff, to ensure consistency of care. Currently, the
organi sation is wusing Mer cAbrobdersgvienwcoéclinical cate isgovered in Segtion6d e | i ne s .
of this report.

The allegations of complaints about standards of medical care, refusing admission and family distress could not
be upheld. A full review of complaints management is included in Section 7 of this report.

The audit team identified that there have been issues with communication and staff dissatisfaction during the
change management process, but this is not isolated to nursing staff and has affected all levels and departments
at Cranford Hospice. A full review of the change management process is included in Section 8 of this report.

This report contains a review of clinical, quality and change management processes at Cranford Hospice. The
summary of the complaint should be read in conjunction with the remainder of this report to provide a full
understanding of the processes in place, areas for improvement and ongoing issues at Cranford Hospice.
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6. Clinical Care

The clinical care provided to patients of Cranford Hospice was assessed through interviews with current
and past medical, pharmaceutical and nursing staff, and a review of patient files. The sample of patient
files included those identified in the complaint to the Health and Disability Commissioner in the January
2010 complaint (14 patients) and a random sample of 25 client files, which included both inpatient and
community based patients. Further documentation relating to clinical care was also reviewed to establish
the processes and procedures used.

Medical and Nursing Team Overview

Cranford Hospice provides both inpatient and community palliative care services.

At the time of the site visit, the medical team was comprised of one Medical Director and four doctors.
The medical team had a total of three doctors with specialist qualifications in palliative care. In addition,
a local GP is utilised as a locum to fill roster gaps when required.

The medical team is responsible for the treatment of patients in the inpatient unit, outpatient

consultations, and providing advice to GPs who are managing palliative care patients in the community.

In addition, the medical team provi des waeahthe¢ Hospital 0o Hawke’ s
Palliative Care Specialist is on leave.

At the time of the site visit the nursing team was split into inpatient and community teams. Oversight for
all nursing duties was provided by the Nursing Director.

The inpatient team consisted of 18 Registered Nurses, nine Enrolled Nurses and four caregivers, for the
eight bed unit. The community team consisted of 11 Palliative Care Coordinators (all Registered Nurses),
who provided care within designated geographical regions. The majority of nursing staff worked part
time.

Entry to Services

Entry to services was reviewed through interviews with staff, referrers and a review of relevant
documentation. This included a review of entry processes for the 39 patient files sampled.

Admission Procedures

Information on referral processes is an area identified by Cranford Hospice as requiring further
development. The Strategic Plan 2009-2011 includes an objective to develop referral guidelines in
consultation with referrers.

In December 2009 there was a meeting held at Cranford Hospice to discuss referral guidelines. The
group identified multiple referral letters in use by GPs and specialists to refer to the hospice. Cranford
Hospice identified this as an area to address, so that standardised referral information was provided from
all referrers. As at February 2010, the project to develop these guidelines had not achieved this
objective.

Referrers spoken to by the audit team indicated that there was a lack of clarity about how to refer to
Cranford Hospice, when to refer, and medical responsibilities, particularly when a patient moved between
community and inpatient care.

The audit team concluded that the review of referral guidelines by Cranford Hospice was timely and
would provide referrers with clearer guidelines on referral pathways for palliative care. The audit team
encourage Cranford Hospice to complete these guidelines as soon as practicable.

Cranford Hospice has an admission policy, a referrals policy and a standardised patient referral form for
accepting/declining patients once a referral is received. Cranford Hospice’ seferrals policy states that
referrals can only be made by a doctor, and assessment of suitability should be completed by a Cranford
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Hospice doctor. However, the DHB contract allows for self-referrals, nurse referrals and other health
professional referrals. The policy should be reviewed to include these referral pathways (refer
recommendation 6.1).

Decisions to admit to the inpatient unit are made by the doctor on duty in consultation with the lead nurse
on duty at Cranford Hospice. Decisions may be based on bed availability, capability to provide treatment
and care, and staffing resources.

The patient referral forms which should be completed at entry to service were reviewed for completeness.
It was noted that these forms may be completed by either the medical team or nursing team on
admission.

The referral policy states that acceptance or declined entry would be communicated to the referrer by
phone and in writing. There is a space on the patient referral form to accept or decline a patient, note the
type of care required, reasons for the decision, and the contact made with the referrer about this decision.
Of the 39 files reviewed, 15 patients did not have this section completed on their form.

The audit team requested a list of patients who had been declined entry in 2009/2010 as part of the
review. The referrals policy at Cranford Hospice states that a record of all declined referrals should be
kept in a specific folder. This information was provided to the audit team following the site visit. In
2009/2010 there were 14 referrals who were declined entry. The audit team could not establish trends in
declined patients, as this level of detail was not provided. However, it was noted that five of the fourteen
patients referrers did not receive a letter regarding their declined entry status (refer recommendation 6.1).

Informed Consent

Informed consent forms should also be completed at entry to service. The Cranford Hospice informed
consent forms are standardised and are required to be completed by the patient or their enduring power
of attorney. The informed consent form ensures that patients understand the treatment options provided
by Cranford Hospice and consent to care. The forms also have an area for the admitting staff member
(doctor or nurse) to sign to verify that a thorough explanation has been given regarding provision of
treatment and that patients and their families understand the consent process. Of the 39 files reviewed
six informed consent forms were not signed by either the admitting staff member or the patient/family, or
dated. This included a patient who entered the service the week of the audit.

Failure to gain informed consent is a breach ofthe Codeof Heal t h and Di sabiahd ty Consume
Cranford Hospice protocols, and should be addressed (refer recommendation 6.2).

Medical Care

The review of medical care was undertaken by an audit team member who is a Director of Palliative
Medicine based in Australia. They are also the Clinical Research Programme Leader for a Centre of
Palliative Care Research and Education and chair of a Trials Management Committee for a national
palliative care research network.

Files from Complaint

The audit team reviewed 14 files from the complaint in detail. The review evaluated medical team
prescribing, documentation of care, and decision making processes. Treatment protocols documented
were compared with current accepted good practice.

The audit team noted no concerns for medical treatment for 11 out of the 14 files. The three files which
were queried by the audit team related to the following issues:

1 communication issues between Cranford Hospice and the patient’s General Practitioner

1 different approaches being taken by two different doctors for the treatment of one patient. The
audit team were unable to determine the most effective course of treatment without examining
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the patient. The approaches reflected the differing prescribing protocols between historical
practice and prescribing under the new Medical Director.

1 one patient had excessive secretions over a prolonged duration. Medications prescribed were
not given on one occasion for this patient.

Overall, the audit team noted the complex and difficult nature of the cases in the sample of files. The
medi cal team faced opposing demands of patients
sedation/pain relief.

’

requests

The audit team could find no significant shortfalls nor cause for concern in the medical care of the
patients about whom the complaint had been lodged. Medical reviews of patients were frequent and
considered. The documentation by medical staff in the patient notes was comprehensive. The doses of
opioids and sedatives (midazolam and methotrimeprazine) used may be considered too conservative on
some occasions; the medical team might have used larger doses or converted to a longer acting
benzodiazepine e.g. clonazepam, before resorting to phenobarbitone for two patients. However, the
opposite applies to one case in which the range of doses of both morphine and benzodiazepine
(flunitrazepam) prescribed were at the upper end of the spectrum necessary to achieve symptom control.
The latter episode occurred in June 2008, and reflects the differing opinions on prescribing between
longstanding and new medical staff.

Other Files Sampled

The audit team reviewed an additional 25 files and verified that in the majority of cases there was no
concern regarding the medical treatment provided. However, there were five patients who were
prescribed flunitrazepam in the community setting, without sufficient medical review or oversight on a
regular basis. The use of this unlicensed drug without sufficient oversight could result in inappropriate
sedation of patients.

These incidents related specifically to the standard community prescribing practice prior to 2009. The
unlicensed drug flunitrazepam was regularly prescribed in high doses in the absence of regular specialist
medical review. Doses averaged 4-48mg/24 hours (equivalent to approximately 10-120mg midazolam/24
hours). One community patient was prescribed doses of flunitrazepam of 6-72mg/24 hours (equivalent to
approximately 15-180mg midazolam/24 hours).

The audit team noted that the historical prescribing practice was established to allow the Palliative Care
Coordinators (Cranford Hospice Registered Nurses) and General Practitioners the opportunity to vary
dose requirements according to patient need within the range, without requiring new prescriptions.

The practice was changed in 2009/2010 by the Medical Director. Midazolam has been used at more
generally accepted dose ranges (10-40mg/24 hours) when sedation is required. This recent practice is
more in keeping with the benchmarked standards of other hospice units in New Zealand?.

Prescribing Practices

Cranford Hospice has always had a reputation for strong pharmacy support and for the use of
medications not commonly used in other units e.g. flunitrazepam and methylprednisolone. This is
illustrated both in records of inpatients and community based clients prior to 2009.

Standard practice for community patients prior to 2009 included the prescription of flunitrazepam 4-
48mg/24hours (equivalent to approximately 10-120mg midazolam/24hours). These prescriptions were
produced by Cranford Hospice and counter-signed by GPs.

Similarly, flunitrazepam was prescribed for inpatients at Cranford Hospice for sedation prior to 2009. The
nursing staff (particularly those who have never worked anywhere else but Cranford Hospice) had

2 (Ensor B, Middlemiss. T 0 The use of sedative medication in the final 24 hou
2009 PCA conference.).
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become used to this practice, and therefore might consider or perceive that a death was not considered a
good death unless the patient was sedated. Therefore, the practice of the new doctors (employed in
2008/2009), who use more conservative doses of opioids and sedatives, may be seen as suboptimal to
long term Cranford Hospice clinical staff.

An audit of sedative use presented at the 2009 Palliative Care Australia conference, identified that the
use of flunitrazepam above all other benzodiazepines was unique to Cranford Hospice (with the
exception of low volume use at one other unit). The use of flunitrazepam was established at Cranford
Hospice prior to 2008.

However, a recent article, published in the Internal Journal of Medicine3, shows that the doses of opioids
used at Cranford Hospice in 2009 -2010 aligned with national standards.

It is possible that there may have been a degree of over-compensation by new medical staff (2008-2010)
because of concern over previous practice, which explains why the doses of both opioids and sedatives
in some patients, on some occasions, seem relatively conservative.

Summary

The audit team verified that there were frequent detailed assessments of prescribing by medical staff in
the Cranford Hospice notes with justification of dose conversions, and use of breakthrough doses.
Medical assessment was regular, thorough and considered. Documentation in the notes by medical staff
was of a high standard. Considerable thought went into the need for breakthrough doses.

The cases presented for review were all complex and difficult, requiring the input of a specialist medical
team. Pain and other symptoms were often difficult to control. These patients had relentlessly progressive
disease and ever increasing symptom burdens. The solution in these cases is never easy and the
symptoms are always changing. The focus was on reducing pain and agitation.

The medical care provided by the current medical team aligns with accepted good practice and is
comparable to medical care provided at other hospice services in New Zealand.

Nursing Care

The assessment of nursing care was undertaken by a member of the audit team who is a Registered
Nurse with a special interest in palliative care. The audit team member is currently a lecturer in palliative
care in New Zealand.

The audit team reviewed 14 patient files listed in the complaint and an additional random sample of 25
patient files.

Nursing Assessments

The nursing assessment form in use at Cranford Hospice is comprehensive and includes information
aboutap at i medicdl reeds, nursing needs, family interactions, cultural requirements, patient and
family concerns, patient wishes and understanding of their illness. The assessment is undertaken at
entry to the service to provide an overview of a patient's needs for the nursing team. Several variations
of the form were identified in patient notes, relating to changes in templates over time.

However, of the 39 files reviewed, eight did not have a nursing assessment completed. Those
assessments that were completed varied from a high standard to a poor standard of documentation.
Certain areas of forms were not consistently completed, such as cultural requirements. It was noted that
there was no requirement on the form to include the designation of the staff member completing the form.
The audit team were unable to ascertain whether forms were completed by medical staff, nursing staff or
caregivers. In some instances, the name of the person completing the assessment was illegible. The

3 Ensor B, Middlemiss T. Benchmarking opioids in the last 24 hours of life. IMJ 2010, in press

Commercial in Confidence Page 14 of 47




New Zealand Health Records Standard NZS 8153:2002 requires all health records to include the name
and designation of the person completing the record.

As the nursing assessment form is used to inform Cranford Hospice nursing staffofapat i ent ' s
background, needs and concerns, it is imperative to complete the form correctly and fully. Without this
information, essential aspects of a patient’s requirements may be missed (refer recommendation 6.3).

Nursing Care Plans

The DHB contract requires the hospice to develop a plan of care in conjunction with the patient and family
following a multidisciplinary team (MDT) assessment of need. It was noted that inpatients had nursing
assessments and medical assessments. However, Cranford Hospice does not have a documented,
detailed nursing care plan template in use. Progress notes are used to record patient cares, concerns,
symptoms, treatment and to communicate nursing issues with other staff.

Nursing care plans would ensure that all members of the nursing team are working towards the same
goals for each patient, with progress clearly recorded for each aspect of care.

As many nursing staff at Cranford Hospice work part time, it is essential to have a plan of care that can
be referred to by all staff, separate to progress notes. The care plan can also function as an effective
communication tool, and assist in pre-emptive management of issues that arise. It is recommended that
Cranford Hospice develop nursing care plans, and educate staff on the use of plans to better coordinate
and streamline patient care (refer recommendation 6.4).

Nursing Guidelines

It was identified that while the organisation is using Mercy Hospice clinical guidelines and has some
nursing tools, these are not always followed. This presents the risk that symptoms are not managed in a
timely manner; for example, bowel management. Constipation is a common symptom in palliative care
and vigilant assessment of bowels is required to prevent complications and distress for patients. A
hospice would be expected to have a clinical pathway for constipation, bowel charts for monitoring and
the Bristol Stool Chart to clarify descriptions. While Cranford Hospice has stool charts and bowel charts
for bowel management of patients, these were not evident in any patient file reviewed. The Bristol Stool
Chart was evident on a wall in the nursing office, however, nursing staff advised it was not used. Nursing
staff also advised that there were no guidelines for constipation; however these were displayed on the
wall of the clinic room. Cranford Hospice has adequate tools for management of bowel care, but has not
been effective in using them for patient care.

The audit team also reviewed wound management documentation. Cranford Hospice has a standardised
wound management plan in addition to an ongoing wound assessment and treatment form, in use since
2006. The review of 39 patient files identified that a wound assessment form was used for two patients in
the sample. However, for one of the patients, the form was incomplete, providing no guidance for staff on
wound management. It is expected that clear directions are provided to staff on management of the
wound, and dressing requirements. Without these descriptors, there is a risk that the wound is not
consistently dressed by nursing staff and may not heal in a timely manner.

Cranford Hospice also identified that pain assessment charts and the Braeden Scale for Predicting
Pressure Risk are not routinely used by nursing staff. It was of particular concern that pain assessments
are not documented by nursing staff, as this is a common symptom in end of life care.

Inconsistent use of standardised charts, forms and tools by nursing staff has resulted in a lack of
documentation in these areas of clinical care. Inconsistent application of these procedures may also
mean some staff are reactive in their nursing care, rather than proactively addressing symptoms and
managing patient care through standardised protocols (refer recommendation 6.5).
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Liverpool Care Pathway

Of the 39 patient files reviewed, 15 files demonstrated the use of the Liverpool Care Pathway for the
Dying (LCP). The LCP is a new tool being rolled out across New Zealand in palliative care. The aim of
the pathway is to effectively manage the last days of life.

As patients at Cranford Hospice may be receiving ongoing care in the community, symptom management
or respite care within the inpatient unit, or end of life care, only 15 patients within the sample of 39 were
under the LCP, relating to care for the last days of life.

The LCP was implemented at Cranford Hospice in 2005. The audit team were advised that the LCP had
not been implemented in the community, and was still in the process of being implemented in secondary
care and aged care facilities by Cranford Hospice in 2010.

The audit team were satisfied that the LCP was being used effectively, and documentation completed
appropriately for patients receiving LCP care. The level of documentation and care planning for patients
on the LCP was of a higher standard than general nursing notes for patients not on the pathway.

IV Certification

The Cranford Hospice intravenous therapy administration policy requires all Registered Nurses (RNs) to
be certified in the use of intravenous (IV) therapy. This allows intravenous medications to be delivered to
patients under the care of Cranford Hospice.

At the time of the audit, no RNs had IV certification at Cranford Hospice. This was verified by the Nursing
Director. Should a patient require 1V antibiotics and a doctor not be available, the District Nursing team is
required to start an intravenous line.

It would be expected that a specialist palliative care service with an inpatient unit would have staff with IV

certification to ensure that patients receive timely interventions. The current level of competency in this

area is contrary to Cranford Hos p sutably skilledworkforpeqreféerci es, and
recommendation 6.6).

Nursing Education

To run an effective, efficient service with the aim of being a specialist palliative care service, staff need to
be qualified in this specialty area. Training records were provided to the audit team for all nursing staff.
However, the education records were incomplete, as Cranford Hospice relies on staff to provide the
human resources department with evidence of training undertaken. Only 67% of the current nursing
team had education records available for the audit team to review.

At the time of the site visit, the audit team were able to verify that five RNs had post graduate certificates
in palliative care. Following the site visit, evidence of a further five RNs with post graduate training was
provided. This equates to 33% of the nursing team at Cranford Hospice. There is financial assistance
available through the Clinical Training Agency (CTA) to enable nurses to undertake post graduate
education in palliative care via programmes running in Auckland, Wellington and Christchurch. It was
noted that at least two staff were completing higher training through this avenue in 2010. This should be
an area of focus in the future, with proactive support of existing RNs to attain this qualification, or
recruitment of appropriately qualified staff (refer recommendation 6.7).

The Nursing Director has developed a training plan for 2010 that is primarily aimed at other health
providers who want to attend workshops on palliative care facilitated at the hospice. Nursing staff have
been invited to these education sessions, and have also been requested to deliver training sessions to
nursing colleagues if they have recently received education on a topic of interest.
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Summary Nursing Care

Based on the review of patient files undertaken by the audit team, the documentation of nursing care was
not at the expected standard. With the exception of documents for the Liverpool Care Pathway,
templates, forms and tools that are in use were not always completed, and nursing care plans were
absent from patient files.

Only a third of nurses at Cranford Hospice have post graduate education in palliative care, and many
have worked in this facility for a long period of time, without experiencing current accepted good practice
at other facilities. There is a possibility that nursing practices at Cranford Hospice have not kept up to
date with current accepted good practice, in relation to planning, documenting and communicating
nursing interventions.

The failure to use tools and forms that allow nursing staff to be proactive in patient care results in reactive
nursing management, and failure to monitor and identify common symptoms in palliative care. This
could impact on the quality of care provided to patients.

The nursing staff interviewed during the audit were passionate about their roles, and the care and
attention they provided to patients at Cranford Hospice is well regarded in the community. However, the
nursing staff would benefit from utilising standardised tools. This would provide clearer communication
for all staff involved in the care of patients, and reduce some of the communication barriers currently in
place.

Specialist Service

The Strategic Plan for Cranford Hospice 2009-2011 descri bes the service as a *“
specialistpal | i ati ve care service". The four kaegeliverpj ecti ves
of a specialist service.

A specialist service for palliative care requires highly trained staff, extensive linkages and the ability to
manage complex cases, compared with a general palliative care service.

The audit team reviewed provision of services at Cranford Hospice against the definition of a Specialist
Service in The New Zealand Palliative Care Strategy“, to assess whether the organisation met the criteria
for a specialist service under this definition.

The audit team identified the following areas which did not meet the criteria:

1 “amajority (over 60% ) of their registered nursing staff with a recognised palliative care
qualification and the rest working towards completed palliative care qualifications”. Only
33% of Registered Nurses at Cranford Hospice have a post graduate qualification in palliative
care. Two nurses were completing further education in palliative care in 2010.

1 “two or more full time equivalent doctors with a recognised palliative care specialist
qgual i f i aVhitetheservice has three doctors with these qualifications, they do not equate
to 2 FTE or more rostered clinical time at Cranford Hospice

T Aundertaking national work on quality i mprovement
evidenced-based referral and best-practice guidelines, developing outcome/performance
indicators and undertaking benchmarking activities)o .While Cranford Hospice has
participated in activities led by other hospices in New Zealand, they have not led this type of
project themselves in the past two years.

4The New Zealand Palliativar€ Strategy, Ministry of Health, 2001
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The audit team also utilised the Specialist Palliative Care definition outlined in Gap Analysis of Specialist
Palliative Care in New Zealand®. This definition requires clinicians to have undergone specific training
and/or accreditation in palliative care or medicine, work in an expert interdisciplinary team of palliative
care health professionals, and work in services that meet standards developed nationally.

Cranford Hospice more closely aligns with this definition of a specialist service. However, the lack of
Registered Nurses with qualifications in palliative care may still impact on the service meeting specialist

level services under this definition.

Furthermore, the audit team reviewed staffing levels outlined in Palliative Care Service Provision in
Australia: A Planning Guide®. Staffing levels in Australia per 100,000 population would be similar to those
required in New Zealand, and the Planning Guide provides an indicator of appropriate staffing levels.

Table 3: Staffing Levels identified for a Specialist Service (Australian Planning Guide) versus
those in place at Cranford Hospice as at February 2010

Staffing levels (Australian Planning Guide)

Staffing Levels (Cranford Hospice)

1.5 FTE Medical Specialists per 100,000
population

1.2 FTE Medical Specialists per 100,000
population

0.75 Clinical Nurse Consultants per 100,000

0.66 FTE per 100,000 population

population
(based on Nursing Director role)

Significant proportion of registered nurses in all
settings should have postgraduate training in
palliative care

10 out of 30 nursing staff have post graduate
gualifications in Palliative Care (33%)

Cranford Hospice does not yet meet the levels of specialists or nurses with post graduate education in
palliative care to align with the staffing levels identified in the Australian Planning Guide for specialist
palliative care services.

While Cranford Hospice has defined their objectives in the Strategic Plan 2009 — 2011 to be a leading
specialist palliative care service, at the time of the audit, the organisation did not meet the staffing
requirements to define itself as a specialist service. In particular it lacked sufficient numbers of palliative
care trained nurses, and sufficient FTE of specialist doctors.

The issues identified in this section of the report relating to documentation, clinical tools, IV certification
and training levels of staff indicate that Cranford Hospice does not yet have the skill base and processes
required to run an effective specialist palliative care service.

5 Gap Analysis of Specialist Palliative Care in New Zealand, Ministry of Health, December 2009

6 Palliative Care Service Provision in AustralRlankingGuide, 24 Edition, Palliative Care Australia
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
6.1 Referrals to Cranford Hospice

Referral policies at Cranford Hospice do not | DHB Contract Ensure that the patient referral form is completed for Low Medical Director June 2010
align with DHB contractual requirements in Cl7,C41 each patient, particularly when entry is declined.

relation to who can refer to palliative care Nursing Director

services. Individual Patient Referral Forms, H&DSS 3.1.1, The register of declined entries should be monitored on

to identify whether a referral was accepted 3.1.3,3.14, a regular basis for trends.

or declined, were not completed for each 3.2.1,3.2.2

Provide training for staff on completion of referral

patient. Not all patients who were declined }
documentation.

entry had a letter sent to their referrer

informi h f this fact. . .
informing them of this fact Review the Referral Policy to allow for self-referral,

nurse referral and referrals from other health
professionals.

The standardised forms should be
completed in full to record all decisions

n h rvi n ion ken. . . . .
aboutentry to the service and actions take Continue to review referral information for external

health practitioners to ensure referral pathways and

Without completion of documentation, the e
responsibilities are clear.

process for accepting or declining patients is
not transparent and may be called into
question.

The audit team noted that Cranford Hospice
is in the process of reviewing all referral
documentation, including referral forms and
information provided to referrers.
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

as required for all patients reviewed by the
audit team.

Standardised forms are available to record
decisions, and verify that information has
been appropriately disseminated and
understood.

As staff have not captured this information in
some instances, there is a risk that informed
consent was not gained from patients.

This could result in a breach of the Code of
Health and Disability Services Consu me r s
Rights.

and Disability
Services
Consumers
Rights

DHB Contract
C20

H&DSS 1.1.1,
1.10.4,1.10.5

Ensure that informed consent forms are completed by
both patients and staff members for every patient.

Review compliance with the informed consent policy on
a regular basis.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
6.2 Informed Consent
Informed consent forms were not completed | Code of Health | Provide training to staff on informed consent. Medium Medical and Nursing Immediately

Team
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

by Cranford Hospice staff.

The nursing assessment forms should
identify p at i mseeds and concerns and
direct staff in the treatment of patients.

Records have not consistently been
documented in alignment with NZS 8153:
2002 Health Records.

When forms are incomplete, essential
information may be missed, preventing the
organisation from delivering high quality,
holistic care.

Health Records

H&DSS 2.9.9,
3.4.2

All areas on the form should be discussed and
documented.

The full name and designation of the staff member
completing the form should be documented.

Ensure all staff receive education on health records
standards and recording of information in alignment
with standards and legislation.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
6.3 Nursing Assessments

The nursing assessments on entry to the NZS Ensure that all nursing assessment forms are fully Medium Nursing Staff Immediately
service were completed to varying degrees 8153:2002 documented for every patient on entry to the service.
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

plans to document each aspect of a patient’s
care.

Nursing care plans are essential to ensure
that all staff are working towards the same
goals, have an understanding of treatment
required for each patient. Care plans can
effectively communicate issues and
progress between staff.

It is difficult to gain an overviewofap at i €
status using daily progress notes. There is

a risk that essential information is missed
when reviewing a pati
progress notes.

This is a particular risk at Cranford Hospice
given the number of part time nursing staff.

C38,
COPLO0001.3

H&DSS 3.3.2,
3.3.4,351,
3.5.2,353

Cranford Hospice.

Ensure that staff receive training on how to use the
care plan, update the care plan and use the plan to
communicate to the multidisciplinary team.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
6.4 Nursing Care Plans
Cranford Hospice does not use nursing care | DHB Contract Develop a comprehensive nursing care plan for Medium Nursing Director June 2010
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe

6.5 Nursing Guidelines

While Cranford Hospice has in place H&DSS 1.8.1 Ensure that staff are aware of the standardised tools Medium Nursing Director July 2010
standardised clinical guidelines (from Mercy and forms to be used for nursing care.

Hospice) and nursing tools for management Medical Director

of common issues such as bowel Train nursing staff on the use of forms and guidelines.

management and wound management,

these are not routinely used by nursing staff. Monitor use of the standardised forms.

All patients with bowel issues, or wound
management requirements should have fully
documented care plans to address these
issues. Documentation of fall risks,
pressure areas and pain assessments
should also be completed.

Without adequate documentation, there is
the risk that nursing care is inconsistent
between staff members, or does not align
with current accepted good practice. Key
information may not be documented to
ensure that the MDT is informed of changes
to a patient’s status
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
6.6 Intravenous Certification

None of the RNs at Cranford Hospice had IV | DHB Contract Develop a training plan to ensure that RNs are IV Medium Nursing Director August 2010
certification at the time of the site visit. Ci12.2 certified.

Cranf or d IH@sepouscTieeragy H&DSS 2.7.2, Monitor IV certification to ensure nurses remain

Administration Policy requires all RNsto be | 2.8.1 certified and competent.

IV certified, to ensure that patients requiring
intravenous treatment can receive treatment
in a safe and timely manner.

Without IV certified nursing staff, Cranford
Hospice is reliant on district nurses to start
an intravenous line in the absence of a
doctor. This may result in delays in
treatment for patients.
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Detailed Findings & Recommendations — Clinical Care

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Hospice have a post graduate certificate in
palliative care. In order to function as a
specialist service, the majority of nursing
staff should have this level of qualification.

Having a nursing team with education and
training in good practice in palliative care will
ensure that patients receive nursing care
that aligns with a specialist service.

The current nursing team does not have the
level of qualifications that align with a
specialist service, and this is reflected in the
level of documentation and care planning
observed through the patient file review.

While the nursing team has many years of
experience in palliative care, there is a
disconnect between the level of experience
and the level of documentation that reflects
good nursing practice.

C12.3

H&DSS 2.7.5,
281

qualifications for nursing staff.

Ensure that CTA funding is able to be accessed and
used to support nursing staff to up skill.

Consider recruitment of qualified nursing personnel.

Ensure that all training records are up to date for all
staff.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
6.7 Nursing Qualifications
Only ten (33%) of the RNs at Cranford DHB Contract Develop a nurse training plan for post graduate Medium Nursing Director July 2010

Commercial in Confidence

Page 25 of 47



7. Quality Management Systems

Quality Management Systems were assessed through interviews with staff at Cranford Hospice and a
review of relevant documentation.

Cranford Hospice has a Quality Manager role which is approximately 0.2 FTE. The Quality Manager is
part of the executive management team at Cranford Hospice and the Quality Team of Presbyterian
Support East Coast. The incumbent has been in this role since July 2008.

The key focus of the Quality Manager has been the review and development of policies to support
practices in place at Cranford Hospice. At the time of the site visit, a full set of policies had not been
reviewed to reflect current practice. It was noted that medication management policies had been fully
developed and implemented, utilising an external consultant, in 2009.

The Quality Programme includes feedback surveys, internal audits, complaints management and a

Clinical Practice Committee. The Qual ity Manager has utilised input from
Bay hospital and Hospice New Zealand to develop the quality programme. However, at the time of the

site visit, the programme had not yet fully developed to ensure that quality was reflected in all aspects of

service provision, linked to risk management, and regularly monitored.

The audit team noted that in 2009 a Learning and Development Unit was established at Cranford Hospice
to provide oversight to a number of quality programmes. This included the LCP programme, community
education, hospice staff development and taking over the Clinical Practice Committee programme. This
provides a more coordinated approach to tracking individual quality projects.

The hospice plans to undertake Quality Health New Zealand accreditation in the future. However, a
significant amount of work needs to be undertaken before Cranford Hospice has a comprehensive quality
system in place.

Each of the five key aspects of the quality programme was reviewed by the audit team.

Clinical Practice Committee

In June 2008 there was a review of symptom management at Cranford Hospice led by the Medical
Director due to concerns raised by staff about symptom control. The review included a case study of six
patients. Outcomes of the review included:

1 doctors needed more standardisation in treatment protocols

1 rationale for medications should be recorded in patient notes and verbally communicated to
nursing staff to aid understanding

1  workshops on palliative sedation should be undertaken to educate staff on current good practice
1 resolution was required regarding the use of midazolam and flunitrazepam

1 medical treatment had been reactive, with peaks and troughs in pain management in the cases
reviewed.

The result of the review was the establishment of the Clinical Practice Committee. The Committee was
established in July 2008 to develop and monitor clinical practice at the hospice. Members of the
Committee included the Executive Director, Pharmacy staff, Nursing staff, the Medical Director and the
Quality Manager.

Terms of reference were established, with the Committee intending to meet on a monthly basis. A
Working Party for Symptom Management End of Life was established to develop guidelines for end of life
symptom control in alignment with good practice.
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In July 2008 the group also identified the importance of education at Cranford Hospice. The intention
was to provide monthly in-service education, develop a policy on education, ensure all nurses,
pharmacists and doctors had post graduate qualifications, and that palliative care coordinators had
symptom control clinical assessment training.

However, a review of minutes of meetings during 2008 and 2009 verified that while the Committee was
established with the intention of developing strong clinical and education processes, outcomes were not
achieved for all objectives.

In September 2008 Mercy Hospice Auckland agreed to allow Cranford Hospice to use their clinical
guidelines as an interim measure while Cranford Hospice developed their own set of guidelines.

By the time of the audit site visit in February 2010, few Cranford Hospice clinical guidelines had been
finalised. Those completed included guidelines on nausea and vomiting (August 2008), terminal
restlessness (November 2008) and constipation (March 2009). In total there were over 30 guidelines
from Mercy Hospice Auckland still in use by Cranford Hospice in February 2010. Minutes indicated that
working party meetings to develop guidelines had not occurred due to staff time constraints.

It was noted that the Committee had made progress in some areas. Education sessions were held in
February 2009 on sedation and symptom management. A total of eight sessions were held with
approximately 55 participants attending. The rationale for medications used was recorded in patient
notes, as verified throughtheau di t t eemiews.s f i | e

In addition, the Nursing Director had begun to develop in house education programmes for nursing staff.
However, intentions to ensure all staff had post graduate qualifications had not been developed into a
staff development programme.

Following the site visit, the audit team were advised that the Clinical Practice Committee had been
absorbed into the Learning and Development Unit at Cranford Hospice. There was evidence of reporting
in December 2009 which identified that clinical guidelines were to be reviewed in 2010, with the top six
priorities to be completed by June 2010.

While Cranford Hospice has provided updates on medication usage to staff, the development of clinical
guidelines and a programme to ensure that staff undertake post graduate qualifications have not been
driven forward. This has not promoted clinical excellence within the staff group (refer recommendation
7.1).

Complaints Management

The audit team reviewed the complaints folder at Cranford Hospice to establish the process used to
manage complaints and whether any complaints had been made relating to patients listed in the external
complaint to the Health and Disability Commissioner in January 2010.

All complaints recorded in the complaints folder from January 2008 to February 2010 were reviewed.
The sample size was 20 complaints.

Cranford Hospice has a complaints policy which aligns with the Code of Health and Disability Services
C o n s u nmRAghts (HDC Code). The process undertaken for each complaint was evaluated against both
the Cranford Hospice policy and the HDC Code.

Of the 20 complaints reviewed, five were resolved within five working days to the satisfaction of all
parties. For the remaining complaints, the audit team established that Cranford Hospice complied with
their own policy and national guidelines in relation to investigation of complaints and actions taken to
address issues. However, the following were noted as non-compliances:
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1 timeframes were not consistently met for advising complainants of outcomes of internal
investigations. Delays of up to seven months were recorded.

9 letters to complainants did not advise of how to take the matter further if they were unhappy with
the outcome.

The audit team were also advised by a family member of a patient that a formal complaint was lodged by
them in late 2009. However, this complaint was not recorded in the complaints register. The audit team
were unable to verify that the complaint was lodged or how it was managed.

The nature of the complaints in the sample were evaluated to establish trends. Five out of 20 complaints
related to inappropriate staff comments. Four out of 20 complaints related to care or symptom control
(one related to a patient seen in 2003). Three complaints related to concerns over media coverage of
Cranford Hospice, while other complaints related to isolated incidents.

There was evidence of one complaint to Cranford Hospice relating to a patient in the HDC complaint
outlined in Section 5 of this report. This complaint did not relate to symptom management or declining
entry to services (as alleged in the HDC complaint), but to the discharge process and movement of the
patient to an aged care facility.

The four complaints about symptom control were valid, and all were thoroughly investigated by Cranford
Hospice, issues identified, actions taken and outcomes communicated to complainants.

The audit team concluded that the complaints process at Cranford Hospice was sound regarding

resolving issues quickly when possible, and undertaking thorough investigations. However, timely

communication with complainants shouldb e i mproved to comply with internal
rights (refer recommendation 7.2).

Incidents and Accidents

Incidents and accidents are monitored and recorded by Cranford Hospice in three categories; medication,
patient, and staff incidents.

The audit team reviewed the last 25 incidents for medication, the last 25 incidents for patients, and all 19
incidents for staff in 2009-2010 (sample size 69 incidents).

Medication incidents are recorded on individual forms and collated onto a medication incident register.
Forms include areas for identifying causes and actions taken as a result of the incident. Each incident is
rated as a high, medium or low risk. A review of 25 incidents identified that while all forms included
completed areas on identified causes and actions taken, nine forms were missing a risk rating. The risk
ratings are part of the quality analysis process for medication incidents and should be completed for each
event.

Patient incidents are also recorded on individual forms and a patient incident register. The majority of
patient incidents in the sample were falls. 24 of the 25 forms were completed correctly with all issues
identified and risks rated and addressed. One incident had no outcome documented. The incident was
serious and included investigation by an external party. This should be followed up as a matter of
urgency. The audit team noted that Cranford Hospice followed up this incident in April 2010 following the
release of the TAS draft audit report, however, the outcome from the incident was not recorded.

Staff incidents were also reviewed. A similar process is in place as those for medication and patient
incidents. The majority of staff incidents were sprains and strains. Two incidents in the sample of 19 had
no investigation completed. This should be fully documented to ensure that risks are mitigated.

The audit team concluded that the system for recording incidents was robust. Volumes and nature of
incidents are reported to the Health and Safety Committee, causes are normally identified and issues
addressed. There was evidence that when a systemic problem is identified, actions are taken to mitigate
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the risk and educate staff. However, not all forms are completed in their entirety, and there is a lack of
follow up to ensure that the quality improvement cycle relating to incidents is completed in all instances.

It is recommended that resources are made available to ensure that incidents are followed up and that
analysis is undertaken to ensure processes are continuously improved (refer recommendation 7.3).

Internal Audits

The Quality Manager is in charge of the internal audit programme at Cranford Hospice. The purpose of
an internal audit programme is to monitor effectiveness of controls, to ensure that risks are mitigated and
that services delivered are of a high quality.

The current programme consists of checklists which are completed at specified timeframes for each area
of service provision:

Monthly Audits: infections, falls, incidents, accidents, complaints
Three Monthly Audits: care planning, restraint
Six Monthly Audits: clinical records, laundry services, cleaning services, emergencies,

fire drills, privacy, in-service education, waste management
Annual Audits: patient rights, hazards, satisfaction surveys.

The audit team reviewed completed audits for the period July — December 2009 against their scheduled
dates for completion. The audit team identified that of the 33 internal audits reviewed; only six occurred
within the month due. Three audits had no evidence of completion and the remaining 24 occurred in
January 2010, between one and six months late.

The content of the internal audits was also reviewed. Each audit was one page with a checklist
approach. The working papers did not identify which files were reviewed to obtain audit results, therefore
the audit team were unable to independently review the process to gain assurance about the findings of
those audits.

It was noted that the issues identified by the TAS audit team relating to complaints, incidents, nursing
care plans and patient documentation were not identified through the internal audit system. In addition,
there was no evidence of whether issues identified were brought to the attention of the Quality Manager
in alignment with the internal audit policy.

The existing internal audit system is not highly developed. However, the nature of the system would be
able to identify gaps in processes if completed with due diligence and in a timely manner. As the majority
of internal audits were undertaken in January 2010, there would be limited information provided to
management during July — December 2009 regarding the effectiveness of controls or issues identified.
This would prevent corrective actions being undertaken in a timely manner. As no working papers are
included in the audit tools, the TAS audit team were unable to verify whether documentation had been
accurately reviewed and therefore are not able to offer the DHB any assurance about the internal audit
process.

Furthermore, the lack of reporting to the Quality Manager on issues arising would prevent risks being
mitigated.

It is recommended that the existing internal audit system be reviewed, and adequate resources provided
to ensure that it can be completed in a timely manner and that robust internal audit processes are used to
obtain results (refer recommendation 7.4).
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Consumer Feedback Surveys

Patient and next of kin written surveys are completed on an annual basis. The surveys cover key areas
of service provision and whether needs were met.

The 2009 surveys completed by patients and next of kin were consistently positive. Approximately 30
people responded to each survey.

The audit team noted that the response rate to the surveys, compared with the overall client number was
low. The survey respondents self-selected after receiving surveys by post. A response rate of 30 from
an average of 500 clients per year is only 6% of the patient population. This may not provide Cranford
Hospice with a statistically significant sample, hence these results could be inaccurate.

Cranford Hospice should consider options for increasing response rates to surveys in the future to
capture a more significant sample. In addition, reporting on the results of surveys should include
comments from respondents, as this was lacking in the current reporting format (refer recommendation
7.5).
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Detailed Findings & Recommendations — Quality Management Systems

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
7.1 Clinical Guidelines

The Clinical Practice Committee has not H&DSS Fully resource the development of Cranford Hospice Medium Medical Director December
developed a full set of Cranford Hospice 2.3.3 clinical guidelines. This may include both human 2010

clinical guidelines as partofthegr ou p’ resources and financial resources.

objective from July 2008.
Develop standardised clinical guidelines for Cranford

Clinical guidelines provide standardised Hospice.
treatment protocols for medical, pharmacy
and nursing staff for common symptoms in Train all staff on using clinical guidelines.

palliative care. They should reflect current

good practice. Continue to provide evidence based workshops on current

good practice.
The organisation has been using Mercy
Hospice Auckland guidelines as an interim
measure since September 2008.

Resources for developing guidelines were
inadequate to ensure Cranford Hospice
guidelines were developed in a timely
manner.
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Detailed Findings & Recommendations — Quality Management Systems

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
7.2 Complaints Management

Cranford Hospice is not complying with its Code of Implement a rigorous monitoring process to ensure that all | Low Executive Director September
own policies or the HDC Code when Health and | communication with complainants occurs in a timely 2010.
managing complaints. This relates to timely | Disability manner.

communication with complainants and Services

ensuring that complainants know how to
take the complaint further if dissatisfied.

Guidelines for complaints management have
been documented by the HDC to ensure
that all consumers of health services are
able to voice concerns and have issues
remedied.

Cranford Hospice complaint management
practice should align with the HDC Code
guidelines.

Failure to follow these guidelines may result
in a breach of consurn
in further dissatisfaction from consumers of
the service.

Consum
Rights

DHB
Contract
C26

H&DSS
1131

Delegate responsibility for follow up on complaints to
ensure that all communications are documented and meet
expected timeframes.

Ensure that all letters to complainants advise them of their
rights and how to take a complaint further if they are not
satisfied with the outcome.

Audit the complaints process on a quarterly basis to
ensure that all aspects of complaints management have
been completed in alignment with Cranford Hospice Policy,
DHB contractual requirements and the HDC Code.
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Detailed Findings & Recommendations — Quality Management Systems

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Staff should document each aspect of an
incident to provide a logical pathway for
identifying and mitigating risks.

Failure to document each aspect, analyse
the risk, or complete an investigation
compromises the integrity of the quality
improvement process.

Cranford Hospice has not adequately
monitored incidents to ensure that each one
is completed and closed.

Monitor trends over time.

Continue to report results to the health and safety
committee.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
7.3 Incident Management
The method used at Cranford Hospice for DHB Review the existing incident management process. Medium Executive Director August 2010
recording incidents is sound. However, Contract
forms are not always fully completed and C35 Delegate staff responsibility for follow up of incidents.
investigations are not always fully ) ) ) )
documented. H&DSS Ensure all forms are completed in entirety, including
2.3.6,2.4.3 | analysis of risk and outcomes of investigations.
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Detailed Findings & Recommendations — Quality Management Systems

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
7.4 Internal Audit Programme
The internal audit programme has not been DHB Review the existing internal audit programme. Medium Quality Manager September
completed within designated timeframes. Contract 2010
Issues identified by the TAS audit team were | C11 Develop audit tools that reference source documentation
not identified in internal audits, and there is so that audits are able to be checked for accuracy.
no evidence of reporting from the internal H&DSS _ o
audit programme to management. 2.31, 2.36, Ensure that the timetable for audits is adhered to.
2.3.7,2.3.38, ) ) )
The internal audit programme should 239 Provide adequate resources for completion of the audit

provide management with assurance over programme.

controls in place for service provision. It
should occur in a timely manner to address
risks as they arise.

Develop a reporting framework to ensure that results are
communicated to management in an appropriate format.

Failure to complete the programme in a
timely manner, with due diligence, results in
outcomes being questionable.

Without reporting results to management
there is a missed opportunity to remedy and
mitigate risks.
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Detailed Findings & Recommendations — Quality Management Systems

This section details the improvement opportunities identified during the course of the audit. Recommendations have been made and each has been prioritised.

Audit Findings Source Recommended Action Plan Risk Responsibility Timeframe
7.5 Feedback Surveys

Written surveys are undertaken on an DHB Review the survey process for families / next of kin. Low Executive Director October 2010
annual basis to receive feedback from Contract

patients and next of kin. However, the C24 Develop formats that may encourage a higher response

response rate to the surveys is low
compared with the client population.

The current response rate is only 6% of the
client population, so may not accurately
reflect the views of the population group.

Surveys should provide an accurate
representation of «cl
service improvements. The current
response rate may not provide Cranford
Hospice with the information needed to
improve on current practices.

The format of the survey and sampling
techniques employed have not provided
Cranford Hospice with a statistically
significant response rate.

rate.

Ensure that reporting on responses includes comments
made, and compare responses over time.
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8. Change Management

Background

This section provides an overview of the changes in structure and leadership at Cranford Hospice from
2007 until the end of 2009. The section is largely descriptive and draws from a number of reviews
commissioned by the Presbyterian Support East Coast (PSEC) Board, internal documents and interviews
with PSEC management and Cranford Hospice senior management. The section also takes into
consideration documents tendered to the audit team from past Cranford Hospice staff and interviews with
past and present staff.

The section examines:

the identification of the need for change

review of the original management structure
planning for change

adequacy of consultation

implementation of new management structures
review of management changes

impact of changes

audi t t e a mandcofciugiodsi n g
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A timeline of events is included in Figure 2.

Identification of Need for Change

In mid 2007, the CEO of PSEC identified the need to review the clinical, strategic and management
leadership functions at Cranford Hospice. The need for a review was driven by both internal and external
factors affecting Cranford Hospice at the time.

Externally, there was continuing change in the development of palliative care such as vocational
recognition as a medical specialty by the New Zealand Medical Council in 2001, the development and
implementation of the New Zealand Palliative Care Strategy in 2001, and the establishment of a palliative
care service at the Hawke’'s Bay Hospital

Internally, Cranford Hospice had a shortage of doctors which had impacted on management and clinical
leadership. Cranford Hospice had been led by a Medical Director who oversaw both the operations of the
Hospice and undertook clinical duties. However, with a shortage of doctors the Medical Director was
required to fill the medical roster and was not able to focus on operational and strategic functions.
Therefore, in 2005 a separate operatonsmanager ' s r ol e was created.

The staffing shortages were well known both within Cranford Hospice and in the wider community.

Internal 'y, weekly “crisis situation” team meetings were
meetings to provide staff with an update on recruitment and temporary resourcing. Externally, local

papers reported on a “doct oQd’ scrriesciefigiistamne ntthe Hospi ce
In July 2007, the CEO of PSEC, commissioned consultants Harper Devine Ltd to undertake a review of

the management, leadership functions and structure of Cranford Hospice. The review sought to ensure

that Cranfor d skilssmpxiamd @pploiately“aligiee and sized senior roles to support its

role in developing palliative care within the region
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Review of Management Structure

The Harper Devine review sought input from Cranford Hospice staff, external service providers, those
involved in funding and planning of palliative care services, and other key stakeholders.

The review identified a range of issues including a lack of nursing leadership, unsustainable demands on
the Medical Director, confusion over the roles of the Medical Director and Operations Manager (both of
whom reported to the PSEC CEO), and a lack of collaboration and team work within the senior leadership
team.

The way forward proposed by the review report was a change in organisational structure, with three

suggested options for the management structure of Cranford Hospice. The report considered that any

one of the three options would improve the existing structure. The report indicated a preference for

Option 1; a “triumvirate” (Nurse Leader, Medi cal Team | ea
Director of Cranford Hospice Palliative Care Services.

The report also noted that a heavy emphasis be placed on improving the culture, team work and
communication skills within the service over the following 6-12 months, regardless of the structure
chosen. Furthermore, the report noted that PSEC recognise there was a tension between a strong
Cranford Hospice brand and a feeling of uniqueness, and being part of the range of institutions and
services run by the PSEC.

The report was delivered to the CEO of PSEC in August 2007.

Planning for Change

The CEO of PSEC considered the Harper Devine Report and presented a proposal for restructuring

management functions, based on the review report, to the PSEC Board
proposed approach was a variation of one of the options from the review (Option 3), but it drew on ideas

from all three options.

The CEO’'s proposal wwaaldsee dltears regott to a mewlyestablisheld position of
Director Cranford Hospice Palliative Care. These teams were to be lead by a Nursing Leader, Medical
Leader, Administration Leader, Pharmacy Leader, Family Support Leader and Education Coordinator.

The major proposed changes to roles and responsibilities included:

1 establishing a position of Director Cranford Hospice Palliative Care which would incorporate
parts of the existing Medical Director and Operations Manager roles

1 disestablishment of the Medical Director position to be replaced with a Medical Leader role
focused on clinical quality and medical team development

1 disestablishment of the Principle Nurse position to be replaced with a Nursing Leader role
focused on clinical quality and nursing team development

1 disestablishment of the Operations Manager role with elements taken on by the proposed
Director role, and Human Resources and budgeting/finance responsibilities to be carried out
centrally by PSEC.

The CEO had a clear rationale for proposing a flatter structure than was recommended in the Harper
Devine Report. The CEO advised the audit team that the flatter structure was recognition that there may
be resistance to change and a flatter structure may be more inclusive.

On 4 September 2007 the PSEC CEO wrote to all Cranford Hospice staff and representatives inviting
written feedback on the proposal by 17 September 2007. The CEO noted that he would consider
feedback and announce final decisions on 28 September 2007.

Organisational charts of Cranford Hospice staffing structures before and after the restructure are included
in Figure 3.
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Adequacy of Consultation

The Employment Relations Act 2000 specifically requires employers to consult with employees and their
representatives in good faith before implementing any redundancy decisions or any proposal which might
impact employees.

The contractual arrangements for nursing and medical staff through the respective Multi Employer
Collective Agreement (MECA) also require employers to consult on proposed changes. The Hospice
Palliative Care Doctors Collective Agreement requires:

Before the employer undertakes any review which might impact on the delivery or quality of clinical
services, it shall consult and seek the endorsement of the employees covered by this agreement as to the
purpose, extent, process and terms of reference of such review and will give due regard to their advice.

The Terms of Reference for the review were provided to doctors and their representatives just prior to the
general distribution of the terms of reference to all Cranford Hospice staff. Documents provided to the
audit team indicate that the Cranford Hospice doctors were not consulted fully on the terms of reference
of the Harper Devine review and this caused the Medical Director (2007) concern. PSEC management
considered that as the review did not focus on the delivery or quality of clinical care there was not a
requirement for consultation on the terms of reference. This narrow view of the scope of the review
caused unnecessary tension between the Medical Director (2007) and PSEC management.

In conclusion the evidence supported that PSEC management acted in good faith by consulting with staff,
and informing staff representatives, on the proposal to restructure the organisation. Furthermore, staff
provided input to the Harper Devine review and had the opportunity to provide formal feedback on the
proposal for restructuring.

Implementation of Management Structures

After receiving and considering feedback from staff and their representatives the PSEC CEO formalised
the restructure of Cranford Hospice in November 2007. The new structure was generally in line with the
proposal put to staff.

The existing Medical Director was offered the role of Medical Leader under the new structure. However,

this offer was turned down due t o t Iprepoddediuctura.TheDi r ect or ' s
Operations Manager also turned down a new position offered as part of the restructure, and subsequently

left Cranford Hospice in late 2007.

To establish the new structure PSEC needed to recruit a new Executive Director, Nurse Leader and
Medical Leader.

The new Executive Director was formerly the Clinical Services Director at Arohanui Hospice in
Palmerston North. The new Medical Leader had recently qualified as a palliative care specialist, had 22
years experience as a GP, and had trained and worked in a number of New Zealand Hospitals and
Hospices. The new Medical Leader started at Cranford Hospice in March 2008.

The new Nurse Leader was a nurse practitioner from the United Kingdom with experience in change
management. However, due to immigration and certification requirements, there was a delay of nearly 12
months before the Nurse Leader commenced work at Cranford Hospice in November of 2008.

Because of the different start dates for the Medical Leader and Nurse Leader, the new Executive Director
was left without key senior management team members to help lead the change management process.
In late January 2008, the Executive Director established an interim senior management team that
included the principal nurse, a doctor, PSEC Human Resources Manager, and an administration staff
member. Cranford Hospice staff were informed at their regular team meeting that the interim senior
management team would meet weekly to discuss change management, caseload management and key
development areas. At the 29 January 2008 staff meeting, the Executive Director informed the staff that
the senior management team wanted to work collaboratively to make decisions.
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The audit team reviewed a range of internal documents including staff meeting minutes, clinical practice

meeting minutes and staff memos. The audit team found that the PSEC CEO had made considered

structural changes to Cranford Hospice based on review and consultation with staff. The PSEC CEO had

recruited a well qualified seniormanagement team that was new to the Hawke'’'s
provided access to additional PSEC staff resources, such as the PSEC Human Resources Manager, to

assist Cranford Hospice staff in the restructuring process.

Review of Management Changes

The Executive Director commenced employment at Cranford Hospice in January 2008. A key task of the
Executive Director was to implement the new structural changes, and to also address team work and
communication issues that had been raised in the Harper Devine Report.

In March 2008 a survey of Cranford Hospice staff was conducted by PSEC to seek feedback on the
impact of changes put in place in November 2007. There was a 50% response rate to the survey with 24
responses received. The survey highlighted significant dissatisfaction with the level of support available
to Cranford Hospice staff through the November 2007 to January 2008 period and generally negative
responses to the impact of the changes on how the Cranford Hospice team works. The Executive
Director’s covsuvaeyregortnoted:e on t he

iln many ways Cranford has now moved on from this period
inevitable part of any service development, there is much to be learnt from reflecting on these results that
will be helpful, now and into the futureo.

The results were presented to a Cranford Hospice staff meeting in June 2008. At this meeting some staff
indicated they felt th a with the current pressure they were not able to perform their roles and patient
symptom control was being compromisedo.

The audit team consider the survey results were a clear indication that Cranford Hospice staff were not
committed to the changes that had been put in place over the previous five months.

The new management structure impacted on how services were delivered and the roles and
responsibilities of existing staff. The audit team concluded that one of the most significant impacts on
Cranfor d Hospice's staff was the change in the role of pharrt

In May 2008, Cranford Hospice was resourced with four pharmacists making up 2.3FTE. In comparison,
only two other New Zealand hospices employed pharmacists at this time, both were part time positions.
The pharmacists’ r o fime and a mumizteof teelr fonet®ons werevire response to a
shortage of doctors at Cranford Hospice, rather than core pharmacist roles.

The establishment of a fully resourced medical team, headed by a new Medical Leader and a move from
a multidisciplinary approach to an interdisciplinary team approach created tension between pharmacists
and medical staff in March and April 2008. Documents reviewed by the audit team highlighted that the
pharmacists felt left out of decision making and that their role had been devalued.

There were a number of meetings between management, pharmacists and the Medical Team Leader. In
early May 2008 all parties agreed to a review of the pharmacy roles. The review saw consultation with
pharmacists on the terms of reference, input into the review along with other stakeholders, and feedback
on a proposed reconfiguration and structure proposed by the PSEC CEO in August 2008. The
pharmacists were offered a range of support throughout the process and a weekly meeting was held with
the Executive Director.

In August/September 2008 two of the pharmacists resigned. The PSEC Board was contacted by a
number of concerned parties regarding the outcome of the review. As a result the PSEC Board engaged
a Human Resources consultant to conduct a review of the process used to review and restructure the
pharmacy services. The review focused on human resource management issues and did not address
clinical matters.

The consepoantte the PSEC Board i n @&légakcomtractualand08 concl ude
standard process requirements upon an employer when restructuring were met and mostly exceeded at
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all times throughout this process” . The main cr i ti cthelengttooftimethee pr ocess was
restructuring process took. This was due to “over consul
constructive engagement.

At the same time as the consultant’ s phar macy review the PSEC Board also ini
clinical care at Cranford Hospice to assure itself that patient safety was not being compromised. The

PSEC Board engaged an independent consultant to undertake a clinical review of Cranford Hospice. The

consultant was a Medical Director at another New Zealand hospice.

The c¢ on sDetemzEpen2008 eeport to the Board did not provide a definitive conclusion on clinical
care at Cranford Hospice. The report indicated that Cranford Hospice was doing no worse than other
palliative care services, that there will always be room for improvement and that many improvements
were already occurring. As the report did not provide any recommendations for improvement or concrete
conclusions the Board decided not to release the report more widely.

The decision not to release the report led to a number of staff and other stakeholders considering that the

PSEC Board was attempting to hide the findings and conclusions of the report. The audit team consider

this report to be a good summary of Cranford Hospice as at the end of 2008. However, the audit team

understands the Boar d’ s de diedoitolack af aonclusioos regadingthes e t he repor
standard of clinical care.

In December 2008 an independently facilitated workshop was held with Cranford Hospice nursing and

medical staff. A report produced by the workshop facilitator indicated high levels of staff dissatisfaction

but a strong sense of history and pride in Cranford Hospi
included the facilit at bindicatorawhiehlsyowed a needffor lrgerti ness heal t
improvement in employee satisfaction, communication, leadership, teamwork and initiative taking. The

workshop was an attempt to address some of the tensions created by the outcomes of the pharmacy

review. It is not clear what action Cranford Hospice took after receiving the facilitators report.

Cranford Hospice management noted that some staff have strong allegiances with two former Cranford
Hospice directors. Cranford Hospice management believe that implementation of change has been
hampered given these strong, historical ties which they consider limited the effectiveness of workshops
and forums designed to encourage and manage change.

Impact of Changes on Staff and Management

The audit team examined internal documents and interviewed PSEC and Cranford Hospice management
and staff with regard to the impact of change on staff and management. This section does not cover
clinical impacts but seeks to describe significant impacts on the operations of Cranford Hospice.

Throughout 2009 there was ongoing deterioration in the working relationships between management and
nursing staff. The subject matter covered in staff meetings (as per staff meeting minutes) and the tone of
other correspondence indicated tension in staff relations. The audit team noted, through interviews with
staff, that a series of minor staffing and property matters had escalated into significant challenges for
management. One of these matters resulted in a personal grievance being brought against the Executive
Director in mid 2009. The personal grievance was settled through mediation with all parties agreeing to
move on positively.

In late 2009, a Nurses'’ Forum was held to address any i ss
forum highlighted that significant issues relating to trust, communication, and effective working

relationships were still a major concern to many of the nursing staff. These issues, which should have

been addressed earlier, were still hampering relationships with management.

The audit team noted that confidential patient information and internal documents were leaked to external
sources in late 2009 and 2010. This is indicative of a level of dissatisfaction and dysfunction between
management and some staff, and has led to increased local media scrutiny of Cranford Hospice. One of
the implications of this is reduced community trust and respect for Cranford Hospice. There is also
concern that this negative public image has impacted on recent fundraising activities.
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As a way of addressing these relationship issues, PSEC has taken steps to provide improved HR support
and advice to Cranford Hospice staff and management. The PSEC Human Resources Manager now
works from Cranford Hospice one day a week along with being a member of the Cranford Hospice
leadership team.

Conclusions

1. The restructuring that commenced in 2007 was compl ete
under the Employment Relations Act 2000. Additional consultation with the hospice doctors on
the terms of reference of the Harper Devine review may have reduced some tensions between
the Medical Director and PSEC management at the start of the review.

2. Issues identified during the Harper Devine review, relating to a lack of communication and
strained working relationships, were not adequately addressed by the new management team.

3. The absence of a new nurse leader for nearly 12 months after the restructure was a significant
obstacle to effective change given the composition of nursing staff (long serving nurses, many
with limited experience in other hospices or operating environments).

4. The Human Resources support from PSEC may have been limited given the responsibilities of
the PSEC Human Resources Manager for all PSEC operations. This has been recognised by
PSEC with the PSEC Human Resources Manager now on site at Cranford Hospice one day a
week. However, more input and Human Resources support at the onset of the change process
would have been beneficial to the new management team.

5. Staff received confused messages r egar di ng Cr aewfoteasda speciaispderdre ' s
compared with t its history as a community hospice. Ma n a g e me n atiors of a specialist
service were not matched by the appropriate level of staff development and training.

6. Staff survey results in March 2008 highlighted significant staff dissatisfaction with changes.
However, the Executive Director’s covering note to th
been dealt with. Ongoing dissatisfaction was still a significant, live issue for many staff, at the
time of this audit.

7. The existing working environment is unsustainable, and has the potential to significantly impact
on patient care. The damage to the working relationship between some nursing staff and
management is irreconcilable given the loss of trust. A damaged and damaging culture has
emerged in which any change, even minor, is now treated with suspicion and contempt.
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Figure 2: Timeline of Events

Jul Sep
Harper Devine Commissioned  Restructure Proposal sent to staff for comment Nov

Restructure commences

Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
1/01/2007 Jun Aug 31/12/2007
PSEC identified need for review Harper Devine Report Released Dec
Operations Manager resigns
Dec
Jan May S Pharmacy review report released,
Executive Director Commences Mar Pharmacy Review Commences ep Nov facilitated staff workshop

Jun Two pharmacists resign
Doctor resigns (medical director 2007)

New Medical Director Commences Nursing Director Commences

Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
1/01/2008 31/12/2008
Mar Jun
Staff Survey Staff Survey Results Presented Dec

Clinical Care Report (not released)

Feb Mar Apr May Jun Jul Au Sep Oct Nov Dec
1/01/2009 31/12/2009
Aug Sep
Personal Grievance ~ NZNO, nursing staff and Dec
Lodged Cranford management meeting Nurses Forum Held
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Figure 3: Cranford Hospice Staffing Structure pre-2008 and post-2008
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Executive PA
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Medical Director Admin/Quality Manager Nursing Director Att Therapist Lead Pharmacist
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Registered Nurses
Medical Team Administration Team (2.5 FTE) Enrolled Nurses Past;l:sls(;a;eﬁ;o’radlin;tg G(II)—:I'EE)FTE) Pharmacist
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Volunteer Coordinator (0.4 FTE) Palliative Care Coordinators Administration (0' 2 FTE) )
(19.1FTE) :
Medical Team Administration Team Nursing Team Family Support Team Pharmacy Team
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9. The Way Forward

The audit team concluded that the status quo at Cranford Hospice is not a viable option. While the
standard of care to patients has not been detrimentally impacted by the dysfunction resulting from the
change management process to date, there is significant potential for this to occur.

Communication issues between teams, a dissatisfied workforce and the inability of the management team
to manage the situation in the past 12 months, must be addressed, as a matter of the highest priority.

The existing personnel have verified that the trust and teamwork essential to this working environment
has been lost between the teams. It was noted that while operational groups (management, nursing,
medical, family support, pharmacy) are working closely together within each group, there were
communication and trust barriers between teams. This has the potential to impact on patient care and
safety in the following ways:

9 failure to raise clinical concerns with the interdisciplinary team

1 disagreement with methodologies used, resulting in failure to follow other teams’
instructions or appropriate clinical pathways

1 inability to hold constructive discussions on clinical management and issues
1 loss of workforce due to workplace stress.
The risks identified for Cranford Hospice are significant and need to be addressed as a matter of urgency.

While the audit team cannot provide absolute guidance on how to address these issues, the PSEC Board
should consider the following:

1. The current executive management team have not effectively managed the change process and
resistance encountered at Cranford Hospice. While the team have relevant qualifications to lead
the staff group, the effectiveness of the group to manage the change process has been limited.
The team is suited to management of a workforce where existing systems are implemented and
accepted. Therefore, in the short term, PSEC Board should consider leadership that has proven
expertise in change management.

2. Alarge proportion of the Cranford Hospice staff are part time. This does not promote continuity
of care for patients. The PSEC Board should consider having core staff in each team who can
work full time roles to provide continuity for team members who only work minimal hours.

3. There are a number of staff who are resistant to change, or who have become disillusioned with
Cranford Hospice. The organisation requires all staff to be engaged in new developments. The
PSEC Board should ensure that moving forward, only staff who are willing to embrace new
frameworks, systems and methodologies should be part of the Cranford Hospice team. The
PSEC Board may find that changes within Cranford Hospice staff may resolve issues with
resistance in some areas.

4. The nursing workforce, while experienced, has limited postgraduate qualifications in palliative
care. For Cranford Hospice to become an effective specialist palliative care service, the nursing
workforce should have a high skill level. The PSEC Board should consider how the organisation
can obtain a nursing workforce with the relevant qualifications, through both training and
recruitment.

5. The medical team is working within nationally accepted guidelines for prescribing and treatment
in palliative care. However, the organisation is using Mercy Hospice Auckland clinical guidelines
and has not fully developed their own guidelines for Cranford Hospice care pathways. This was
intended as an interim measure in 2008, but has continued due to a lack of time and resource to
complete the guidelines. These should be developed in 2010.
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6. The nursing team does not use the care plans, forms and tools developed to adequately
document nursing care. Nurses should be using standardised documentation to communicate
and plan care for patients of Cranford Hospice.

7. The Quality Manager role is 0.2 FTE, which is under-resourced for an organisation of this size.
Quality programmes are not yet fully developed, and quality systems have not been effectively
implemented. The PSEC Board should consider increasing the resourcing for quality
management, and utilising an experienced Quality Manager to drive the clinical and nursing
guideline implementation programme.

The audit team also identified that a number of staff have reported significant workplace stress due
to the events that have occurred over the past two years. It is important that PSEC acknowledge the
culture of fear and blame that has eventuated at all levels within the hospice.

Additionally, PSEC need to re-engage with staff within all teams relating to the vision and philosophy
of Cranford Hospice, to regain a collective commitment by staff. It is recommended that this is
undertaken by a person independent of PSEC and Cranford Hospice, to allow free and frank
discussions. The audit team noted that Cranford Hospice has undertaken facilitated workshops in
December 2009 and February 2010 with an aim to move forward. Continuing this process would be
beneficial for the staff group.

The audit team recognise that the existing staff cannot function together, and as this situation has not
been resolved over the past two years, it is unlikely that the same staff can resolve their differences
in 2010 and continue to be employed by Cranford Hospice. Therefore, PSEC Board will have to
make difficult decisions about future staffing of Cranford Hospice at all levels.

In addition to recommendations for Cranford Hospice, the audit team recognise the importance of the
DHB in development of palliative care services in the region. Ha wk e 'y ®HBBhaed to make
informed decisions regarding the ongoing provision of services at Cranford Hospice. While the audit
team can offer the DHB assurance surrounding the medical treatment provided to patients, the audit
team cannot offer the DHB any assurance on the organisational performance of this contracted
provider.

The resourcing required to develop Cranford Hospice from the service it is now, to a fully functioning

specialist service is not insubstantial. As the DHB is the main funder of Cranford Hospice, the DHB

should consider the impact of developing the Hospice on funding resources now and in the future. In

this sense the audit team would anticipate PSECand Hawke * s Bay DHB needing to work c
together to develop effective and durable solutions to the issues identified in this report.
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Appendix 1

Risk Rating Definitions

Hig h Risk The impact and likelihood of the event occurring may result in:

1 significant instances of contractual non-compliance and/or inability to
deliver against the contract

1 intervention required by senior management and the Board to resolve
service delivery and quality issues

1 serious risk to client/patient safety

1 financial loss impact of more than 10% of funding.
Medium Risk The impact and likelihood of the event occurring may result in:
q some instances of contractual non-compliance

i service delivery and quality impacts which require input from the provider

practice management team

i moderate risk to clients/patients safety
i financial loss impact of 5% - 10% of funding.
Low Risk The impact and likelihood of the event occurring may result in:
1 isolated instances of contractual non-compliance
i management of service delivery and service quality issues by team
leaders
i minor risk to clients/patients safety
q financial loss of less than 5%.
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Special Audit Final Report

Cranford Hospice—-Hawk e’ s Bay

Appendix 2

Copy of Complaint sent to Health & Disability Commissioner
January 2010

ir:: [—]mnici iiiil

L

19/01/2010 03:08 pm.

Dear (R

Thank you for helping us to help ourselves
I have had further discussions with current staff, they have provided me with a list of 15
patients, | | have names NHI nos dates of death ets, do you need that detail?whose
management has, in their experiznced oplnion been way below standard, some of these
are already the subject of written complaints, mostly the families are too traumatised to deal
with a cornplaint at this time.

These cases span 2008-2010. the pre-re-structure staff recognised the inadequata
symptem control in 2008 and at their request, a Clinical Practice Committee was set up to
deal with coneerns around poor deaths, a study was carried out which confirmed the
problems. The nurses have attempted to discuss the issuss many times, made
recommendations, ele they still fesl not heard, things are still unsatisfactory.

Cne of the easy markers fo look at, is the number of stat doses given, which may indicate a
rapidly changing situation, and aften indicates inadeguate symptom cantrol. Usually, stats
are given to achieve control and then baseline meds adjusted appropriately, if this is done
competenty, further siats are seldom necessary. The marked differences between old and
new regimes, include the number of pts in strife, the duration of their suffsring, the distress
of their families, the number of stats given and the lack of changes in baseline doses. The
nurses claim that the pts they have listed are the tip of the icebery.

Some of these complaints { 2 o far this year) invelve refusing admission to patients wharn
the tlaarln.fpractlne nurse/GP had assessed as needing admission, when thera were beds
available.

Does this give you enough clarity araund the issues that need addressing to enatauu ta

have a "real" discussin with IR | are both prepared to meet with [RIT that
is thought to be useful.

thank you
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