
Paper 5.4

1

TRUST BOARD
24th February 2011

TITLE

Update on case (Mr W) reviewed by the Parliamentary &
Health Service Ombudsman (PHSO) and included in PHSO
Report; Care and Compassion? published 15 February 2011

EXECUTIVE
SUMMARY

This report summarises the concerns raised by the original
complaint and further outlined within the PHSO report relating to
withdrawal of treatment and care, specifically nutrition and
hydration together with inappropriate discharge and an update on
the Trust response.

BOARD ASSURANCE
(Risk) /
IMPLICATIONS

Assurance is given to the Trust Board that there are robust
mechanisms in place to monitor progress, impact and
effectiveness of the action plan developed to address the failings
identified by the PHSO.

STAKEHOLDER /
PATIENT IMPACT
AND VIEWS

Stakeholders and patients will be concerned that the poor care
described within the report is representative of the care experience
across the Trust. It is therefore essential that the Trust response is
well evidenced and results in tangible improvements to patient
experience.

EQUALITY AND
DIVERSITY ISSUES

Actions include ensuring patient are not discriminated against on
the basis of age.

LEGAL ISSUES Potential litigation.

The Trust Board is
asked to:

Note the update, consider the level of assurance given and advise
on any additional areas for action.

Submitted by: Suzanne Rankin Chief Nurse

Date: 17 February 2011

Decision: For approving.
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TRUST BOARD
24th February 2011

Update on case reviewed by the Parliamentary Health Service Ombudsman (PHSO)

1. Summary

Mr W was 79 years old and suffered from dementia, depression and was frail. He had recently
been widowed when he was admitted to St Peter’s Hospital with recurrent dehydration and
pneumonia in 2007.

Mr W was treated with intravenous fluids and antibiotics, which were stopped when his
infection resolved. Mr W ate and drank very little and his relative was advised by medical staff
that a further administration of intravenous fluids would not be appropriate as this would
‘prevent his leaving hospital’ and that ‘he can meet his needs orally’. Mr W’s daughter
disagreed as he frequently refused to eat and drink more than very small amounts. Feeding
him through a percutaneous endoscopic gastrostomy (PEG) tube was considered but ruled out
because of the high risk of death associated with PEG feeding of patients with advanced
dementia. The doctor said that Mr W was medically fit for discharge, but that he was frail and
prone to further infection and any further treatment should be palliative. He told Mr W’s
daughter that Mr W was ‘probably as good as he is going to get’.

Mr W was discharged to a care home on Christmas Eve. He weighed 6 st 7 lbs. The discharge
was not supported by appropriate communication with the family who felt unable to prevent it or
ensure that Mr W was accompanied during the transfer to the Care Home.

Three days later Mr W was admitted to a different hospital with breathing difficulties. He was
severely dehydrated and had pneumonia. That hospital treated Mr W’s pneumonia and fed him
through a PEG tube. His daughter told us that once the tube had been inserted and Mr W
received adequate nutrition and fluid, he had been ‘transformed’.

2. What the Ombudsman Found

The PHSO upheld the complaint brought by Mr Ws daughter regarding the care and treatment
of her father during his admission to the Trust.

 The Trust did not follow the discharge policy or national guidance which state that
patients should be fit for discharge. The policy notes that a patient’s fitness for
discharge does not necessarily indicate that it is safe to go ahead. Taking account of
Mr W’s very low weight, his inadequate nutrition and hydration and the development of
suspected C Difficile the Ombudsman concludes that it had not been safe to discharge
Mr W.

 The Trust did not meet Mr W’s nutritional and fluid intake needs and this continued until
his discharge. His medical fitness for discharge was not reviewed or addressed and no
plan was made to increase his nutrition and fluid intake, other than by simple
encouragement. This was wholly inadequate. His daughter’s repeatedly expressed
concerns about her father’s deterioration were not taken seriously or acted upon. This
lack of respect for her views caused her considerable unnecessary distress.

 The doctor caring for Mr W was no longer actively treating him; the implication being
that he would develop another chest infection from which he would die. The tone of
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emails exchanged between a social worker and Trust staff suggested they regarded Mr
W’s daughter’s concerns as a nuisance, and as potentially preventing a bed being
freed over Christmas. This appeared to be their priority.

 The lack of treatment given to Mr W put his life at risk. His discharge and subsequent
treatment at a different hospital saved his life.

The full report can be read at:

http://www.ombudsman.org.uk/care-and-compassion/home

3. Trust Response

Development of Action Plan

A detailed action plan has been developed and was submitted to the Trust Board for approval in
August 2010. Once approved and finalised, the action plan was shared with the complainant the
Care Quality Commission, South East Coast Strategic Health Authority and the PHSO. The PHSO
has subsequently agreed that the action plan is appropriate in both content and delivery focus and
commended the comprehensive nature of the plan. Work to deliver the action plan and thus
improve the care of patients is focused in three key areas:

1. Improvement of and compliance with Discharge Policy.
2. Achieving safe and timely discharge.
3. Achieving a behavioural shift within the organisation that creates an enabling culture that
promotes patient centred decision making and action at all times and advocacy.

Key Achievements and Actions

1. Appointment of a specialist nutritional nurse to visit the wards regularly and review patients with
specific nutritional needs. Training staff is a clear role for the specialist nurse. Ward and clinical
areas approach to nutritional screening is now monitored and reported to Board monthly via the
Ward Quality Indicators. Where areas fail to achieve the 85% nutritional assessment (MUST)
compliance score, targeted support and development is put in place.

2. Improving the way we discharge patients and communicate between teams, for example:

 every patient is reviewed by a doctor on the day of discharge

 every patient has a clear care package so other medical teams (for example at the
weekend or bank holidays) can immediately understand their needs and medical history,
particularly if they are due to be discharged.

 a review of the discharge policy has been completed. The lead indicator Discharge
Checklist Compliance is now being reported to the Board monthly to indicate the level of
ward and clinical area compliance with the discharge policy

 rostering more junior doctors over the weekend and on bank holidays, giving additional
medical support at these critical times

 running communication sessions with staff helping them focus on how they can make a real
difference to a patient’s experience, and that of their family, by how they communicate,
listen and behave

 introducing a Trust-wide set of behaviours that are clear in our expectations from all staff –
these have been developed with staff to put patients first, and encourage greater individual
responsibility

 launched a ward sisters’ leadership programme and better nursing structure, which will
support senior nurses to advocate and be accountable for patient experience and safety.
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 active reporting and investigation of discharge related complaints and incidents to identify
and respond to learning to support improved practice

3. Work in development and for future implementation includes:

 introduction of Care Rounds which will prescribe the frequency and scope of patient checks
to be undertaken

 matron role refocused to “value and role model Essential Care giving and monitoring

 introduction of Peer to Peer Clinical Quality reviews to be conducted routinely across
Divisions

 ward level “Discharge Road Shows” to raise awareness and understanding of the impact of
poor discharge practice

 dedicated programmes of improvement work focused on the discharge and the giving of
best care to vulnerable adults, older people, those dementia, mental health problems
and/or a learning disability

 recognition that the ward teams multi-disciplinary teams should be the key focus for
improvement effort and implementation.

4. Work undertaken following publication of the PHSO Report to provide assurance to patients and
relatives currently receiving care in the Trust:

 engagement with the media to enable the Trust to firstly apologise unreservedly for the
poor care described in the report and secondly to reassure through discussion of the work
that is being done by the Trust to address the issues. A copy of the Media Press Release
is at Appendix 1

 circulation of the report to each and every staff member – clinical and non-clinical with a
message that all should read and reflect and use the report to provide both motivation and
narrative to their own improvement approach

 implementation of senior clinical team unannounced “essential care spot checks” within
wards and areas. These checks augment those already routinely undertaken by the
Executive Team, the Chief Nurse with the Infection Control Consultant Nurse and on a daily
basis by the Matrons.

4. Monitoring Effectiveness of Action Plan

1. Progress of the action plan will be monitored at the monthly Nursing and Midwifery Committee
Meetings and the Complaints Monitoring Group.

2. The effectiveness of the action plan will be monitored monthly through several key indicators
which include:

 themes in complaints and PALS concerns relating to discharge
 incidents
 Ward Quality Indicators; particularly nutritional screening compliance and discharge

checklist compliance
 Causes for concerns and safeguarding alerts
 Net Promoter Score (monitors patient expérience)
 Patient survey and Your Feedback.

3. In addition to the Board has agreed that an external Peer Review be sought to review the
effectiveness of the action plan and the level at which best practice in these areas have been
embedded across the organisation.
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5. Conclusion

It is clear that the care Mr W received whilst in the care of the Trust did not meet the high
standards rightly expected by our patients and stakeholders and the Trust has been open in its
acknowledgement of this.

This is a seminal moment for the Trust and now more than ever the Trust must demonstrate that
the learning has been understood and actions to improve fully embraced. The Trust must ensure
that commitments and action plans are meaningful and enthusiastically embedded.

Strong clinical and professional leadership is required together with the moral courage across the
organisation to challenge poor practice, hold practitioners to account and fully advocate for our
patients.

The Board will be provided with an update on progress in April 2011.



Paper 5.4

Attachment 1

In response to Health Ombudsman report

Chief Nurse at the Trust, Suzanne Rankin, responds: “On behalf of the Trust, I would like to apologise
unreservedly to Mrs Catton and her father for the poor care they experienced at Ashford and St Peter’s.
When people come to hospital they need to feel confident they will be well looked after which clearly
didn’t happen on this occasion and is, quite simply, inexcusable. We are committed to providing the very
best patient care and this case is a long way from the high standards we set ourselves.
Unfortunately we can’t change what has already taken place, but what we can and have been doing, is
to make sure something like this does not happen again. We have made many changes in our hospitals
since 2007, and have been working closely with the Health Ombudsman to draw up a decisive action
plan of improvements. I would like to reassure Mrs Catton, our patients and the general public that the
quality of care we provide is continuously reviewed and monitored by our Executive Team and the
Board.”

Examples of changes that have been put in place throughout the organisation include:
 Appointing a specialist nutritional nurse to visit the wards regularly and review patients with

specific nutritional needs. Part of the remit is to train staff on the importance of nutrition,
particularly on how to help more vulnerable patients who have complex needs. Recent audits
show this is making a difference.

 Improving the way we discharge patients and communicate between teams, for example:
o every patient is reviewed by a doctor on the day of discharge
o every patient has a clear care package so other medical teams (for example at the

weekend or bank holidays) can immediately understand their needs and medical history,
particularly if they are due to be discharged.

 Rostering more junior doctors over the weekend and on bank holidays, giving additional medical
support at these critical times.

 Running communication sessions with staff helping them focus on how they can make a real
difference to a patient’s experience, and that of their family, by how they communicate and listen.

 Introducing a Trust-wide set of behaviours that are clear in our expectations from all staff – these
have been developed with staff to put patients first, and encourage greater individual
responsibility.

 A ward sisters’ leadership programme and better nursing structure, which will support senior
nurses to have more accountability and responsibility for patient experience.

Suzanne continues: “We have invited an independent review of these actions, and hope that Mrs Catton
allows us to meet with her so we can share our progress in full. We deeply regret the fact that Mrs
Catton didn’t feel heard when she was raising concerns about her father. Improving the way our staff
communicate and listen to patients and their families is fundamental to providing high quality care and
will play a key role in all our work going forward.”

ENDS

NOTES FOR EDITORS

Media enquiries to the Trust Press Office on 01932-722163


