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Dear Daniel

Please find below the response to your recent Freedom of Information enquiry from Weston Area Health NHS Trust.


Question 1:

How many open K041 formal complaints did you have as a Trust on the last calendar day of each month during 2015/2016 and 2016/2017 (to date)?

Due to the way the figures are recorded and subsequently reported, the complaints KO41 data is only able to be provided by quarter. I have amended the template accordingly:

	2015/2016
	Number of K041 complaints

	March 2015
	
	 

	April 2015
	Q1 - 7
	 

	May 2015
	
	 

	June 2015
	
	 

	July 2015
	Q2 - 10
	 

	August 2015
	
	 

	September 2015
	
	 

	October 2015
	Q3 - 14
	 

	November 2015
	
	 

	December 2016*
	
	 

	January 2016
	Q4 - 31
	 

	February 2016
	
	 

	March 2016
	
	 



*I will assume this date is a typo and have provided the figures to include Dec 2015.


	2016/2017
	Number of K041 complaints

	April 2016
	Q1 - 33

	May 2016
	

	June 2016
	

	July 2016
	Not yet available

	August 2016
	

	September 2016
	




Question 2:
How many open PALS / Informal concerns did you have as a Trust on the last calendar day of each month during 2015/2016 and 2016/2017 (to date)?

	2015/2016
	Number of open PALs / Concerns

	March 2015
	2

	April 2015
	7

	May 2015
	4

	June 2015
	3

	July 2015
	4

	August 2015
	1

	September 2015
	3

	October 2015
	3

	November 2015
	1

	December 2016*
	1

	January 2016
	4

	February 2016
	2

	March 2016
	0



*I will assume this date is a typo and have provided the figures for Dec 2015.


	2016/2017
	Number of open PALs / Concerns

	April 2016
	0

	May 2016
	0

	June 2016
	0

	July 2016
	0

	August 2016
	1

	September 2016
	Not yet available




Question 3:

Please find attached the last 2 Annual Complaints Reports.


I trust that your request has been satisfactorily answered, but I should advise you that you have the right to complain about this response by reference to the complaints procedure of the Weston Area Health NHS Trust, in which case you should write to me at this email address. 
 
If you remain dissatisfied with the decision of the Trust following your complaint, you may write to the Information Commissioner, whose address is:

Information Commissioner’s Office, Wycliffe House, Water Lane, Wilmslow, Cheshire SK9 5AF.

Yours sincerely,


Jo Ward

on behalf of Gillian Hoskins 
Associate Director of Governance and Patient Experience
Weston Area Health NHS Trust

gillian.hoskins@nhs.net
Telephone: 01934 647002



 

FOI REF: 2360

Dear Jane

Please find attached the response to your recent Freedom of Information enquiry from Weston Area Health NHS Trust.

We request the first 25 type-written letters of complaint that your Trust received after 1st October 2013. If your Trust contains more than one unit, we request that the letters are from across the units.


I trust that your request has been satisfactorily answered, but I should advise you that you have the right to complain about this response by reference to the complaints procedure of the Weston Area Health NHS Trust, in which case you should write to me at this email address. 
 
If you remain dissatisfied with the decision of the Trust following your complaint, you may write to the Information Commissioner, whose address is:

Information Commissioner’s Office, Wycliffe House, Water Lane, Wilmslow, Cheshire SK9 5AF.

Yours sincerely,



Jo Ward

on behalf of Gillian Hoskins 
Associate Director of Governance and Patient Experience
Weston Area Health NHS Trust

gillian.hoskins@nhs.net

Telephone: 01934 647002


www.waht.nhs.uk




image3.emf
Ref 2360.pdf


Ref 2360.pdf
Complaint of A&E Treatment Page 1 of |

Complaint of A&E Treatment

Senti 03 December 2013 12:13

Dear Sir/Madam

On or near to the 30" December 20111 had cause to visit the A&E department 2t SESEEREREETH
X Mhfollowing a bad fall whilst ice skating. | explained that had extreme pain to my back and rib area.

After examination and chest x ray, | was told that there was no apparent damage and the pain was probably
due to tissue damage and if needed to take some paracetamol. | reiterated that | was in extreme pain and |
had already taken paracetamol. 1 was than refuctantly prescribed some Ibuprofen,

. The extreme pain continue many weeks after the instance and | still getting discomfort today in August 2013 |

- sited G % L0 discuss the ongoing pain with my GP. After couple of consultations | was
referred toR R Wror a full abdominat vltra scan and chest x ray. The uftra scan
was clear, however, the x ray reveal that my rib cage was still recovering from a severe trauma and at least
four broken rib.

Because both my GP and 1 had concerned with the time it has taken for my recovery, my GP discussed
specifically my injury with one of the specialist at the radiology department at the GRS \Who inform my
GP that it was not unusual for injuries of this severity to take some considerable time to recover and he
would have expected some form of trauma management to have been put in place.

To say that the oversight of my injury was negligent would be an understated. If the ARE was busy at the
time, although it wouldn’t justify the poor diagnosis, it would g0 some way to explain the reason. However,
the A&E wasn't busy, in fact | never saw any other patients whilst | was being treated and the staff seemed
more interested in chatting between each other than attending my injury.

t am a big fan of the NHS and it staff, which | know in the main do a fantastic job, 50 it pains me {o have to
complain. However, this inattentive treatment and dereliction on responsibility is simply not acceptable.

"+ am sure you will have records and copies of my Xrays, t am sorry I don’t recall the specific date | attended
your ARE, but if not the 30/12/11 it was near to that date. Also in order to help find my records €
: S |f you require any more information than please let me know what you require.

Yours Sincerely






Weston General Hospital
Grange Road

Weston super Mare 77 T R R TS
BS23 4TQ Q?e?/f//f:ﬁ’

WPEEENER s adeno carcinoma in her left lung and spine and her consultant is @
W< the lung CNS nurse is SEEENGINEEED

I began to experience some discomfort and pain to the back of her [eft lung and
telephoned the Lung CNS for advice. She called TN hon Friday 22™ only to be
informed that she was not availabte until Tuesday 26", @i R ormatly warks 9am until
2pm on Fridays. “then rang the oncology unit for advtce and spoke to one of the duty
dactors,

Last week GHRIN

On Monday 25™ we were called by the ancology department and informed that§
has had her hours reduced and would therefore not be available on Fridays. This means that there is
no Lung CNS available Thursdays through Tuesday.

This decision to reduce the Lung CNS’s hours is DESPICABLE for the following reasons:

* The Lung CNS is the focal point of contact for advice on treatment, particularly the onset
of side effects.

« The Lung CNS provides a direct input to the cancer specialist, in (il B case, @

» Having this focal point of contact instils confidence in the cancer treatment programme.

. Haifing the lung CNS a paives confidence in the local NHS Trust.

When the Lung CNS is not available alf urgent queries are directed to the oncology department at
DIEEEIE® There is now a danger that because the single point of contact is not available [as
much as pre\ncusiy) these oncology departmenis are likely to have to take on more gueries from
cancer patient3. A task they neither have time nor staff to take on.

(R hours and

It is my persanal opinion that it has been wrong to reduce nurse GRREEERRITS
strongly request that consideration be given to reversing this decision.

There are a lot of cancer patients in Weston therefore it would be beneficial to all if the Lung CNS
could be available Monday through Friday at, for example, 4 hours each day?

Yours faithfully -






L)

T

L)

24" September 2013

Dear sir/madam

fam wriling to show my appreciation to the nurse in the admissions department in your
hospital. She was kind and caring. The nurse that | haddwas doing all kinds of different jobs
and was looking after patients at the same time. She made sure that | wasn’t sick and that
every time | went to the toilet she made sure that | didn’t have another seizure she would stand
outside the door just so she wasn't far away if anything happened. | would also like to make a
complaint about your accident and emergency department nurses on Saturday 7" September
2013 which t was admitted t0¢ @ after having 3 seizures due to my drink
possibly being spiked. | had asked one of the nurses if | could go to the toilet and | was ignored.

t was that desperate that GilEEERERER 1.2 ¢ 1o get me out of bed and take me himself so |
would urinate myself, | also asked for a drink of water to get rid of my hiccups which | was
refused because of being sick. When ! finally got rid of my hiccups | had a pain in my chest from
it and the nurses didn’t seem to want to know. In the morning | had two nurses come to me
and started pulling me by my arms and told one nurse she was hurting my arm which she didn't
listen and carried on pulling my arm. | was told that i was going home and that is why they was
dragging me out of bed, finally the doctor came along and told them that | was being admitted
for a CT scan and they left me after that. | think the accident and emergency department nurses
are dusgustmg ont how they treat patients [ would never recommend 80ing 10 G
would prefer to travel further to a different hospital.






with

24" November 2013

To Whom It May Concern:

Date 9™ September 2013

We are writing to express our concerns about a recent appointment we
attended with Gl We are experiencing difficulties at home as SN
behaviour has become more challenging over the last year. We felf it
was time for a review and we were hoping for some advice and possibie
assessments. The paediatrician we saw was very patronising towards us
all and some of questions and ‘assessments’ he used for } were
completely unprofessional and damaging. The concerns we have are as
follows.

CHRSE asked @D to add up a couple of maths equations on a
piece of scrap paper. @BBRCcouldn’t do the sums and he said
‘you're a bit dim aren't you
- which football team he supported SR said he
j He asked @@l to name some players ~
couldn't and he commented on this saying that 8 of his
age should know the players of a team they supported.

* He asked Gl where WHEEPwas — @9 didn't know and he
again‘told him he was dim ~ In fact he used the word dim a
number of times directly at 4@ and to us when describing him.

¢ He said that he didn’t agree that the ADHD diagnosis that

had been given was correct as it is not a lifelong condition. He said






the ADHD would have fizzled out’ by now and asé
presenting with difficulties it was Clearly not ADHD?

¢ We asked about an assessment for an autistic spectrum disorder,
he said he is definitely not autistic so jt was not something he
would consider,

* He said in his opinion SR had Oppositional Defiant Disorder.

e We asked about the possibility of increasing Gl medication as
he had grown a lot. We wondered if this may be a factor in
not being able to manage his behaviour so wall. He said it wasn't
worth bothering to look at the medication.

* He said @iiBneceded another EEG and he would arrange it but
we haven't heard anything.

* He said that we needed parenting classes and that he woulid
arrange them but we haven't heard about these,

e He also said he wouid arrange for a behaviour support team to
visit us at home but we again have not heard anything about this
either.

Bwas still

This was the first time RS hag met )and we were very
surprised and confused by his attitude and opinions.

&89 was upset by the visit and was asking repeatedly on the way back
to school that we did not tell anyone that the doctor had said he was
dim. He kept repeating ‘I'm not dim.......am J?’ This has had an effect on
his self-esteem and we have had to spend a lot of time reassuring him.

We would be gratefuf if you could laok into the way " ohducts
his appointments as it was very unprofessional and distressing for us all.
We would aiso like another appoiniment to see a different pediatrician so
we can reviewEREER It is also important that @ ftends an
appointment and that is 3 positive experience for his future emotional
wellbeing.

| lock forward to hearing from You, in writing in the very near future.

Yours faithfully






]
L )
Weston Area Health Trust
Grange Road
Uphill
Weston-super-Mare
BS23 47TQ

Dear GHilNNNED

Complaint: paor care following second discharge meeting

T e e Pfollowing a stroke on 22
September 2013. 1 have onlv pralse for the care she recewed in the W B and no
complaint about the YEEEEGEEEREENIEED, | was then transferred 10 SNSRI
which is the correct ward for her as she had had a stroke. The impression of the care she recewed is
that it was driven by various policies and protocols, but ance these had been met she was simply, in
her own words, not bothered with and that she was a 'bed blocker'.

She made some progress on GRS nd | have no complaint about her nursing care or the
occupational therapy she received on this ward. Her physiotherapy was limited, but she felt
bothered with and was making progress, albeit limited. By the time she moved to {llllon October
28th she could sit out of bed as long as she was hoisted squarely into the chair, and was managing to
do this for several hours and was able to sit out twice a day,

In the second Discharge meeting (October 15th), the senior physiotherapist, S RSNEEISER said that
they wouid try @@@Bwith a standing hoist on Monday, but the hest mobility SR could expect was
to stand with twoe carers. This we accept. However, she was not tried with this type of hoist and |
understand her physio was mainly managed in her bed after this meeting.

Also in this meeting, | stressed that@iSEMhad always begged that | wouldn't let her go into a home,
&58B was clearly depressed and her mood was very low, even talking of suicide. | expressed that not
being able to go home would not be in GRS hest interest yet | was told very clearly byg
that this was not possible because of R nability to move from side to side, therefore posing a
real risk of pressure sores developing. | said that | believed that there was something available that
could be used to prevent this occurring, yet nobody in this meeting mentioned the ToTo turning
system and RSN categorically told me there was not, and her only option was to go into 2 home.
Why did € specifically say there was no such equipment? Please can you send me a copy of
the minutes of the meeting?

‘ﬁ\l"\





The Care Manager, USSR said to me after the meeting, that she also believed there was
something available, and mentioned the ToTo. | did research and when | mentioned this to the staff
on the ward, 1 was told that this was available and they would order one providing @il oped with
a three day trial. This was common procedure and the nursing staff and Occupational Therapists
were clearly well aware of it. Why was this not mentioned in the meeting?

@B =5 transferred 1ot on October 25th and she was pleased to be there to begin
with. However, as the days passed she was getting visibly weaker and more and more despondent.
She was rarely sat in a chair and when the hursing staff eventually sat her out, she was left for hours
and very uncomfortable. She says nobody responded to her pleas to go back to bed, so it is not
surprising that she declined the offer to sit out the following day.

I spoke with the senior nurses on several occasions and expressed my concern that she was
deteriorating both emotionally and physically, and appeared to be getting minimal help with
rehabilitation. it is well recognised and accepted that in order to improve balance, muscle tone, the
body’s movement, co-ordination and function following a stroke, a patient needs to receive
intensive physiotherapy and rehabilitation. ii@clearly did not receive this, especially on GRS
@R which is why she eventually agreed to go to interim care; something she had fought against as
it was "a home" and she would not receive the intensive physiotherapy and accupational therapy
that is so critical in the initial weeks following a stroke.

She was discharged to interim care at{8R

gon November 9th, and here she is receiving
excellent care and feels valued and is making some progress again,

She is unaware of the Friends and Family Test but in response to the question "How likely are you to
recommend our ward/department to friends and family if they needed SIm:lar care or treatment?”
would have given théliililn '6’ (extremely likely to recommend), SRR

{extremely unlikely to recommend). [ would recommend this question is asked for all departments
and wards used by a patient.

lam saddened that | have had to express my and my family’s concerns in this way, but you need to

s and our experience. There may be adequate levels of nursing staff, and the
nurses may be kind, but all aspects of care need to be maintained for the entirety of the patient's
length of stay and not governed by "medically fit to discharge”, for it would appear that this is when
active care is withdrawn,

| await your response with interest,

Yours sincerely,

CC. Care Quality Commission
CC. Monitor






8" Novernber 2013

Dearg

The objective of this letter is to bring to your attention experiences both good and bad that e
Sy hove received during their recent lengthy stays in hospital. it is with regret that we have had
to witness the diversity of cara provided by the staff on different wards withintGER ;
' #. We feel that it is vital that you are aware of these issues so that they can be addressed, as
all we want, like you, is for the best possible care fog
to be cared for at your hospital.

4 and everyone else who needs

For simplicity | have set out below a summary of the issues that we want to bring to your attention.

B The staff were always available to answer any guestions
we had and would often volunteer updates to us upon our visiting. In view of§
{dementia)} we spent many hours in the ward and were able to witness first-hand how much care
and attention was given to all the patients on their ward. The staff obviously worked well as a team

( and the atmosphere was always positive and happy which we believe is a major factor in aiding the
{recovery of patients.

We do however have concerns about the care received by

gprior to the transfer to the

G had initiatly been taken to theWglpy ambulance on the night of Friday 30™ August. Following
their assessment o eeds, it was agreed with that should be

transferred back tol Bt night and it was confirmed by @that a bed was available, An
ambulance was therefore organised for her transfer.

Upon arrival at s B was wheeled on a trolley to the corridor fo await admission. The
ambulance crew went to check S in and were told that no beds were available and she would
have to wait in the corridor. Thanks to the assertive nature of the ambulance crew a bay was made
available for . This was after a wait of approximately 20 minutes, which is not acceptable not
only because BB was agitated due to her dementia but also because we had been informed a bed
was available on a ward to cater to her needs.






As @Ry was being wheeled into the bay we spoke to the sister and said that we wanted to make an
official complaint about the situation. We were told that the bed manager would come and speak to
us. This did not happen. We feit that Gl could not be left as she was very agitated. We were
aware that @ihad missed some of her medication in particular medication that would settle her
for the night.

As @ was busy that night the sister informed us that it would take some time for a doctor to see
SR to prescribe her medication and this would delay her recewmg it. Therefore, to assist matters
we collected Yl prescribed medication fronREIIDNED here she resides at 4.00 am. The
nursing staff assured us that this would enable them to see to@ p needs. Having done all we
could that night Elventually was able to have the medication required to allow her to sleep and
it was only then that we felt we were able to leave her. The time now was 6.00 am.

We returned to the hospital at 11 am when WEREhad just been transferred togREs S
our utter dismay the medication that we had arranged to collect in the early hours of the morning
has not been administered to her when required that morning and we therefore ence again found
her in an agitated state. We cannot understand how after being assured we could go home and she
would be in safe hands that we found out the staff on had been incompetent with

At the beginning of AugustgE@@was admitted to hospital following a referral from the GP. The
reasan for the admittance was concerning the healing of his hip which he had fractured on 18% June.
He had been dlscharged from B in mid July. Fo!lowmg the initial assessment upon his
admission in early August §ifwas transferred 0 thef #8:s he was deemed to require
physio to aid recover and mobility which had deteriorated since his discharge in mid July. We believe
the deterioration was due to the fact that no physio was received from the community upan his

discharge.
This is unfortunately now where the story does not make pleasant reading.

ad been on this ward in late 2012 we had reason at the time to raise cancerns both with
the nursing staff and through the hospital PALS service. The concern was regarding the placement of
sailed clothing in bags in the locker which had not been put through the sluice and without any
apparent protocol of making the relatives aware. This potentially could mean soiled clothing
remaining in a focker for several days. What is the point in having processes and procedures to
prevent Noro virus infection when staff place clothing with faeces in Jockers? We are constantly
reading that the virus is bought in by visitors when it is quite clearly possible that the staff may in
fact be transferring this to the community at large,

In hindsight we should have taken our concerns further but as you can imagine we were now from
needs were met during his recent admission.

experience wanting to make sure that

The first problem arose during the period of 17" — 19" August. Upon a visit to gilon the 17" it was
very clear to us that as rather confused and disorientated. From our experience with
immediately were concerned that he may have a urine infection. In view of the constant change in






staff on the ward we made two members of staff aware of @change and they agreed that they
would arrange a urine test.

On visiting the following day {18"™) dad had deteriorated further and was having frightening
haliucinations. The situation was again raised and we were assured a sample would be taken as it
had not been done when first requested.

Upon visiting the following day (19} we were distressed at the sight of @8 and immediately went
to check on the results. A sample had been taken the previous day and they were awaiting a doctor
to prescribe antibiotics. @ had now been left disorientated, confused and having hallucinations
for 3 days and no attempt had been made to rectify the situation. It was only after constant talking
te a nurse expressing how concerned we were, that a phone cafl was made for a doctor to see R
as s00n as possible. This eventually happened at 6pm. The doctor did a thorough examination and
immediately confirmed that antibiotics were needed as Qi did have a urine infection.

24" August -4iPhad a fail on the ward. We, however, were not made aware of this by the ward
staff. We found out by coincidence when talking to a member of staff, who happened to have been
working as bank on a different section of @ jvhen the incident occurred. Quote simply a
major falling.

6" September ~ There had already been a delay in @ Bischarge the day before because the
Doctor had not completed one form we were advised. He was however due to go home that day.

At 4.00 pm upon our arrival at hospital he had still not been discharged as the drugs were not
available even though pharmacy had received the medication order first thing. The transport could
not be ordered untii this was done. We therefore asked the nurse to chase this up and amazingiy the
medication arrived soon after.

Given the time of day we were now concerned whether there would be transport available and we
were reassured that they work until 8pm. Purely by chance we ware outside making a phone call and
took the oppartunity to speak to the transport crew being used to take discharged patients home. It
was now gone 5 and they told us they were due to clock off at 6 and certainly there was no scope to
do another tri;; for @S We had to relay this information back to the ward which meant that he was
then stuck in the hospital for another day.

As it had become clear that he would not be discharged that day @@ equested us to bring some
clean clothes for his discharge the following day as the ones he had worn that day were unsuitable.
Upen investigation in his locker we established that his trousers were soaked in urine having heen
placed on a clean shirt. We immediately questioned a nurse who informed us that she could not
find a bag when she had changedgiEnd that she was going to do so shortly and would put the
trousess through the sluice and place in an appropriate bag.

Upon our return to the hospital at 8.00am the following morning with clean clothes, we were
mortified to discover that the clothes had not been put through the sfuice as promised. | am sure
that the nurse would nat like to find herself in our situation.










Dear sir or madam,

[ am writing at you to express my disa.ppomtmcm 'mcl cisgust at the way
was treated in a recent stay at ke : ;
on We dncsda} the 25th of September "01 3 after a referral from his GP for him to
have a OF scan. My$ S 2 (aken into the GRERdepart-
ment and was treated by mendly and professional stall’ who were attentive and
Kept us updated on what was happening withg Jreatment. We were in-
formed by the @888doctor that he was required to stay [or a while for an intrave-
nous drip with pain relief’ and observations for this to take place he was to bhe
moved to th observation ward. An nurse gave j a form to com-
plete of ¢ Bimedical history, I asked the nurse il it may he worth going and
collecting BB mcdication that he needs to take on a daily basis, thc nurse
said he would plob'ﬂ)]\ ouly need his insulin pens as the rest of the medication
would be available on the ward. When I returned o was 1n-
formed that @ phad since been moved to the observation ward. When [

B [ was shocked and appalled to be told and - that
a nurse on the ward (who I can only describe as of cthnic origing Her English was
very poor and was very dilficult to understand] she was with another nurse who
had escorted him [rom ho was also difficult to understand, not that he
spuke 1o us at all only to the other stall member, did very little to assist ¢
in transferring beds, whilst he was still on the trolley, the nurse asked@
whether or no suffered with bed sores, she was told twice no, however
siie said she would check anyway, and without asking JCrMISSIon,
pulled his trousers down, in the middie of the ward, without cven pulling the cur-
tainis around to protect his modesty. phas had (wo strokes since 2000, the
last in 2007 which has left him with paralysis down his right hand side. unable to
he lefi alone to eat and has recently been registered partially sighted, He requires
assistance to move and is unable to walk [or any distance and requires an electric
wheel chair to get him around, and is also type two diabetic for which he requires
msulin, The nurse had Ieft him in a position in which he was uncomfortable, at no
point did she make an attempt to re position him, he was admitted with bad head
and neck pain and is unable duc to his partial paralysis te position himsell with






case having had the intravenous drip in his working arm . The nurse, who I am so
sorry [ cannot remember her name but I am sure you will be able to find this from
his hospital records chose to askg B questions relating 1o QS p mcdi-
cal history insteac! o U acting as if he was not there. She was told by ws
Ry hat }was quite capable of answering BObut she contin-
ued to ask§ B or his history; I would like to make the point that

1s physically disabled and not mentally. Iwould also like to point out (hat 90% of
the questions she was asking had alrcacdy been answered in the form that )
$had filled out withg Bin S and was now in the possession of the
nurse on the ward. As part of B aving diabetes it is essential that he takes
his insulin at set times of the day afier eating, having had a brief sandwich and no
insulin it was important that he took this as scon as possible after T returned to the
hospital with it as instructed by the nurse in The nurse on the ward ook this
off on me and said that he was not allowed it as it had not been prescribed by a
hospital docior The nurse then returned, handed him the insulin pen and said "oh
you may as well take it" dnd walked off. She was reminded about the other meds,
however she did not have any on the ward, the only medication she gave him was
a pamkiller. To top of (he experience at § SGERS e were asked by the
nurse to remove and take @ Wvheel chair home as it was in the way, thiy
chair is essential to what Fide independence @ #gacioes have left. We were not
asked in a polite manner either to remove the chair. ; Bbeing admitted into
hospital was  stressful and emotional night but to have witnessed the care and
treatment that Bhad been provided with hy this one particular nurse was
sickening and disrespectful and distressed both me and g urnecessarily.
Upon leaving the ward 1 was approached by a very friendly nurse who was also on
the ward and had carlier assisted g B i moving him into a more comfort-
able position after the ather nurse had fajled to do so. the nurse asked i we
wanted to leave the chair and if she could take it sand put it somewhere {or
" I declined as we had been asked to remove it and did not want to cause any
inconvenience,

The next morning when vas discharged and I went o see him he jn-
[ormed me that he was awoken from hig sleep in the middle of the night with the
feel of ancther needle being placed into his hand to move the wntravenous drip,
this was done without informing 88 of what was happening to him, this
was once again done by the same nurse from the mght before. By sticking a needle
in § ) arm with out giving him any notice or even asking for his permission
is i the eyes of the law au assaule. T also believe that the stafi’ on the ward tried 1o
takegg breakfast of him because (here was no one to watch him eat
(someone is required to sit with at all meal times as a consequence of his
stroke is that he is unable to swallow food with ease and often has cheking fits
which can lead to him passing out, again the nurses were made aware of this in hig
[orms and verbally also)

Ivery much understand that hospitals are becorning husier and that resources are
stretched beyond capacity but I am appalled by the treatment that g i has
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received on his stay and wish [or this to be investigated in full and loreg
and I to be contacted by the chiel executive of contact us with the fmd-
mgs, and will not let this rest until such is done. As an employee of

: R | very much understand the pressure and stretc 1€d re-
sources have on Lhc emergency services however the lack of human decency and
respect {or another person sheuld not stop anyone carrying out there job in the
correct manor. Having looked online at reports carried out and other ]Jdtlu"ll
complaints available online I am by no way now surprised tha® i

@ as a bad reputation of poor care and standards as T have mtncased Lhm

first hand, and am very sure that the local press would be very nuch interested in
hearing about Xperience.

I'rom looking at your complaints procedure on your website I can confirm that |
B permission to write this letter and a form of authority has been
completed and 1s enclosed.

The ward that taved on was the@

I'look forward te your carliest reply,

Yours sincerely,
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FW: PALS Comment Form from WAHT NHS.UK

r—eTETET

FW: PALS Comment Form from Sl

Sent: 22 November 2013 13:37

think this should be a formal compliant.

From: QR L
nt: 20 November 2013 16:0

o
Subject: PALS Comment Form from

This message was sent from an email address external to ey but gives the
appearance of being from an (HERTEEE T P address. The recipient should verify
the sender and content before acting upon information contained within.

The identified sender is @

I_am_a: Carer/Relative

I_have_a: Concern

The_issue concerns: Quality of care

The_service_invelved is: and referal for appropriate care

Message: My § is a type 1 diabetic. 3 weeks ago he developed a
cut on his right fooct on 2 toe. He came into hospital A&E and was seen, had his
wound dressed and sent home on antibictics. When his prescribed antibiotiec course

ended after a weelk, the wound was getting worse and he came back into feeling
igll. He was prescribed more antibiotics and got some negative attitude from some
i the staff in He then was told by one doctor that he will have to admitted

for monitoring and further treatment.

Half an hour later he was told he would be discharged instead {apparently following
a registrar's decision, who had not seen $ that night. We were given
conflicting information about a Hot foot clinic and its appointment times.

The wound has got worse. We finally made it to the Hot foot eclinic and the tissue
viability staff there were brilliant and get (e e seen by § e 2
vascular consultant. He was appalled Lthat B Coe had been allowed to get to the
state it was in and immediately requested further test to assess the severity of his
infection, and an immediate admission into hospital.

Bed was not available at that time so we were told by the Tissue viability staff to
go home and return later that evening for admission as a bed was likely to be
avallable. We got back to hospital just at tpm yesterday on the 19th of November.
The triage nurse that saw ¢ ghile I was parking the car was a bit off with

and he felt he was not welcome.

25/11/2013






FW: PALS Comment Form from Page 2 of 2

When I saw the nurse, she made a flying comment about whether antibiotics were still
administered in the community. I was not sure what that was about. Maybe because I
am & nurse, she thought I knew something about it.

Bdoctor after about 3hrs of waiting for a2 bed in @EE. when she
came to examine § ® wound the pressed con his dressing, hurting him so much we
cringed. She then proceeded to pull the dressing off without taking much care to sese
if it was stuck to the wound or not.

We finally got to a bed at the SBES g 2t about 10.30pm. Since then,
. has seen a lot of medical doctors, all coming in to ask him to explain 'his
story' of how he got the bad toe.

Comments have been made to him that have made him feel unwelcome and disrespected.
He has spent all day in hospital today waiting to see the vascular team and
apparently is not at B today. @ is now feeling frustrated
at how he has been treated and we would like a simple plan to explain what is going
on with his care.

He has been told he might lose his toe, which is saddening for him but it is the
inconsistency in advice, care and information he is being given that is distressing
him and me. He is N

His would is being dressed and opened again at least 5 times in a space of 2 days.
Title:
Forename
Surname:
Address

Posteode:
Telephone:

25/11/2013






7™ October 2013

SADERCSRRIRERIE R nd the Social Services to inspect the home
ef“and to ensure adequate provislan was made ready for her prior to being
discharged from hospital

B. The failure of the District Nurse service to identify and take appropnate and timely
action with regard to the Infections in the foot and leg of GNE Ll

Background

A.Onthe 8% of February 2013 SRS - B8 fainted in the kitchen of her
home where she lives alone and in falling fractured her left femur. She was taken to
'- here on the 10" an operation was successfully performed 1o pin and
plate the fracture. She was returned to the G B0 begin recovery but under a
week later she suffered a massive bleed from a burst duodena[ ulcer and cardiac arrest, She
was resuscitated but remained seriously il with chest infections, pneumonta and a kidney
infection.
After approximately 1 month she was transferred to the@® B in 8o begin work to
enabie her to walk again, During this period she continued to have kidney and chest
infections but she began to make slow progress with mobility. | visited my mother daily and
during this period became alarmed to see that hoth of her legs were becoming increasingly
swollen. | frequently mentioned this concern and was assured that it was being monitorad.
However by the 7" or 8" week of her belng in hospitat an ulcer {which | had reported to the
staff} developed on her right leg so rapidiy that (RREGEIR had to be returned io a
nd an operation was needed to clean and debride the wound. It was suggested that
she might need to be transferred 1o g for a skin graft on the wound but in the

event, and in consideration of her age and recent medical history, it was decided 1o treat
the wound hy application of special creams etc.

9 where the wound was monitored by
the staff and again, occupational therapy began to work on her mobility, During this period
was frequently catheterised to monitor kidney function and was increasingly






incontinent. She began to make some progress in walking short distances with the aid of a
frame and her right leg was still bandaged and in need of specialist nursing care.

On or around the 10" of May | was informed that Social Services wished to attend the
property of GENENERand a date was given, The day they proposed was the day that | had
arranged for a carpenter to enter the property to alter the staircase prior to the installation
of a stairlift that{gERNNENED and | had decided might makeQSISSEENED ife more
comfortable. Obviously with that essential work taking place it would not be possible for the
team to make a full assessment and | asked that they propose a different day. No date was
given and on the 17* of May, with very little notice, and without Social
Services/Qccupational Therapy visiting her home, SRS

going to be able to function independently at home. | had previously res;:onded to a request
from OC to provide measurements of the height of her chair from the floor, the height of
her tollet, and the height of the mattress to the floor. This information had been provided.

o ot home she was unable to rise from her sofa without
considerabie support. That afternoon | arranged for a more suitabie chair 1o be brought to
her home.

| had previously been told, and her discharge notes stated that, she was “fully
Independent on stairs’.

ERRIB (1 ves alone in a house with a full staircase leading to the bathroom and the
bedmoms In view of the information provided by the hospital we had installed a straight
stair lift which lef#g pvith only two stairs at the top of the flight to negotiate, fuily
confident that if the hospital had assessed her to be capable of dealing with a whole flight of
stairs the top two would present no difficulty. This was not the case. She could not posstbly
have dealt with a flight of stairs and she had enormous difficulty in negotlating the two top
stairs. This continued throughout the whole of the time she was at home and became
increasingly more difficult as her position deteriorated.

- During the first three hours _of & return.to. her home both the District Nurse Service
§ rmﬁbers ofthe Start Team arrived a at her home. The Start team identified the need
for some grab rails at the top of the stairs, but these would not be in place for several days,

and ensured that she had two walking frames one for upstairs and one for downstairs. A
frame to ralse the height of the toilet seat was also provided. Prior to her fali in Feb ruary,
apart from heavy cleaning and needing assistance to get to the supermarket to do her
shopping 8 e vas Independent at home. She showered daily and dressed herseif and
saw to her own laundry needs on a regular basis. As a fiercely independent woman she
clung to her need for personal dignity. When asked on the afterncon of her discharge if she






needed help with washing herseif her immediate reply was that she was perfectly capable -
of dealing with that herself, As a result the support offered to her was minimal and {asted a
Tortnight only.

During this period | lived withGEEIERIENR s i quickly became apparent that for her 1o ook
after herself more aids needed to be provided, but exactly what was required only became
apparent to her and to me as difficulties presented themselves. For instance a walking
frame Is of great use to assist with walking, but iF EEEREE

couple of hours although she could walk to the kutchen and make a drink and prepare a
sandwich, she could not transfer those items back to her sitting room to enjoy them.
Identifying this need took time and then ordering the trolley and getting it delivered took
more time.

A mattress was provided to aid pressure but in the event this mattress raised the height of
her bed to such a degree that twice | called in to see her to find on the floor beside her bed
unable ta raise herself and having slid off the edge off the edge of the bed in trying to get
up. On reading the notes left by the community team it appears that this mattress was not
only the wrong helght but was not the mattress initially requested and it was no surprise
that she was already getting pressure sores on the back of her heels. Eventually the correct
mattress was supplied but this necessitated @ i moving from her own bedroom into a
single bed In her spare room — a move which she accepted in return for greater safety in
bed. This situation took over a month to resolve.

I have to express immense disappointment in the aftercare provision for g Had |
lived further away or not been in a position where | could work flexi time | shudder to think
what would have become of such an elderly and infirm person suddenly finding herself left
alone in a house to cope with inadequate resources.

B. After 2-weeks the Start team withdrew even the minima! care they had been providing
and thereafter she was in the care of the District Nurses who were visiting twice weekly to
attend to the haematoma on her right leg. During this period | requested a home visit from
her GP surgery S8 jone to ensure that they knew what had
happened to her and secand!y to be given reassurance that in the event of any medical
need the District Nurse Service wouid keep the GPs fully informed.

During Juneg ghowed some signs of dealing with her new situation but her
recovery was beginning to be interrupted by frequent bouts of urinary and chest infections
for which antiblotics were prescribed over the phone. During luly she became increasingly
confused and depressed; she was decidedly lass interested in family, current events or her
long held passion for sport. Although she always had the television on, she expressed no
interest or even awareness of what was actually on. She was sleeping badly and frequently






was getting up at 1 or 2 o’clock in the morning and coming downstairs to sit in her chair (her
neighbours reported this to me). At the same time both of her legs were becoming
Increasingly swollen with the skin on her left leg becoming alarmingly stretched, dry and
broken. Her right leg was often ‘weeping’ through the bandaging necessitating me to cali in
the District Nurses more frequently than the planned visits. On one occasion | had told &=
@R the previous evening that when the nurse came in the fallowing day she should ask
her to cream her left leg because it was now so dry, flaky and looking irritated. When | saw
her the next day she told me that the nurse had said that she could not do that because ‘she
Was a nurse not a carer’ and that she was there to change the bindings on her right leg.
Please bear in mind that in order to tend to the right leg the left leg was only inches away
from the nurse's face The effect of this summary dismissal of a perfectly visible need in a
patient, while no doubt having a technical distinction in terms of different roles, rendered
hnervous of expressing any need at all to the nurses who attended her.

% mobility became increasingly worse. Any time she had to
get up from her chair she shower signs of pain In movement. She became increasingly
incontinent because she could not raspond quickly enough and day by day her indifference
to her own weifare increased. She sald that she could not sleep in her bed for very long
hecause her legs caused her so much discomfort. Please note that she Is of that generation
that never admits to pain, so although it was quite clear that movement caused her extreme
pain, she only ever described it as an ache or discomfort. She also said that the only relief
she could get was by having her feet fiat to the floor. This led to a vicious circle that by not
elevating her legs they became more swollen. On more than one occasion { mentioned this
to the nurses if  happened to be there when they called. The response every time was the
same; they advised her to elevate her legs but to my knowledge never Inquired into the
reasons for her reluctance to do this.

During this period we were fortunate to meet S i S

me the beglnning this person recognised and acted 1o meet some of the care needs
that@g s <quired. For instance she saw the increased danger and difficuity (S
had in trying to get up from her chair and installed a more sultable chair with ift and titt
mechanisms. She also ensured that she had a personal alarm linked to an appropriate
service and subsequently up graded this to instailing sensors which in the event of
subsequent developments, | believe, saved myg B life. She also recognised
immediately the stairfift was not suitable tof pneeds and began, with high priority,
the process of ordering a lift that wouid transport § %o the very top of the stairs. {In
the event this this did not happen because § Bcircumstances rapidly changed).

By the end of July and early August @ § nealth deteriorated further. Both iegs were
swollen and both legs were ‘weeping’ with the result that they were both now bandaged
and in need of care. She was increasingly doubly incontinent and much of my time with her





was taken up with deep cleaning of carpets, clothes and bathreom. The nurses were being -
called in much more reguia rly, often on a dally hasis. About this time | began to notice the
discolouration of Rt oes on her right foot. | assumed that the nurses, visiting daily
would be aware of this and would take whatever action was nieeded but it was not until 11™
August that this situation is recorded in the notes from the District Nurse and following this
the toes on her right foot were bandaged so it was not possible for me to see what was
happening. The out of hours GP’s visit later that evening resulted in the following note in
the DN record 'no cause for concern” but ‘keep a close eye’, The house continued to be
permested by a smell which | thought must relate to EEEIncontinence and so
increased my attention to cleaning and scouring. During this period she was again treated
with antibiotics following an infection in the leg, and | was subsequently assured that this
infection was cleared once the course of antibiotics was finished. The constant prevalence
of the smell I th erefore assumed must be related to her incontinence. it is only now, having
been with {5 y inGEREAENES that | know only too well that what | was smelling was
the smell of putrefactian a smell i shall never be able to forget.

No further mention of the toes is made in the notes until the 22™ of August where they are
recorded as ‘right foot toes remain discoloured’. At this point daily visits were in place to
tend to & blegs. Please note that since the 11" of August | had not been able to see
her foot because of the bandaging).

by now was moving as little as possible, clearly in pain and most days was
confused and not able to participate in conversation or express any interest in anything
On the 26™ August the nurses’ notes reveal thelr wish to return to the twice weekly only
visits to attend to (RIS A nurse visiteds min the afterncon of the 27" August
and no concerns are mentioned in the report,

Late on the evening of 27™ August | was called out by the alarm system message service to

) She was found collapsed on the landing of her home and was taken by
& The doctor who attended her in ABE walked into

vas and immediately identified the smeli fromi@

bandaged Ieg as being the smell of infection. Initially the task of the A&E team was to

attempt to asceriain the reason foriiiiamamcollapse and so she was transferred to a

medical ward. From there, she was transfarred tof to the vascular team and

approximately a week later she had to have an emergency operation to remove the toes on

her right foot.

Had she not collapsed that night and been taken into hospital, when would the district
nurses have responded to the fact that her toes were now ‘dead’ and that the toes were
infected?





She is now back in { : o
she has been placed in the EREETISERINES. CITHER - < complex health Issues and
suffers frequent infections. She is tired distressed and escapes Into sleep for much of the
time. When visited {dally) she asks the same questions over and over again and shows little
interest in the world around her,

I am not apologising for the length of this communication for the sltuation demands that |
paint 2t least a brief picture of what has happened toguTREEENE: since February 2013. 1 will
however, reiterate the main concems that have made it an imperative to write and to state
I summary the issues to which | demand a satisfactory response

They are:

1. Asatisfactory explanation is given as to why @ jvas discharged
without due provision having been assessed and pravided prior to her
discharge

2. That a fullinvestigation is held and a satisfactory explanation is given asto
why a®@@ year patient who was being seen almost daily by District Nurses and
who had been seen by a GP only quite recently could possibly be identified as
having such a deeply rooted infection that only an emergency operation to
remove the toes on her foot could save her life.

3. That an assurance is given that &8 8 should her health and mability
improve significantly, will not be discharged from hospital without a
thorough review with Soclal Services and with me present to ensure that alt
of her health and physical needs will be met and are in place bafore she
comes home.

My disaﬁﬁaintment and lack of confidence in the quality of care thus far provided by the
discharge team in @R the GP service and the Community Team is profound and | request
a full and satisfactory response.

Yours sinceraly






WESTON AREAHEALTH HHS TRUST
OFFICE OF THE CHAIR & CHIEE EXECUTIVE

13 CCT 2003
RECEIVED

i Date- 17 -10-2013
Weston General Hospital

Grange Road

Uphill

Waeston-super-Mare

Dea

I am writing to you to express my concerns with the nursing care given 1o @
recent stay in your hospital.

was admitted on the afternoon of Saturday 12™ October with chest pains and discharged
' pon Tuesday 15" October. A matter of seven hours only, but it was
enough for her to.insist that she would never consent to be taken to 8§ o i

When she was discharged I went straight tof # to sce her but was waylaid by
members of the staff who I can only say were incensed by the condition in which she was returned
to them. (R was distressed, exhausted, her toe was bleeding and she was so severely dehydrated
that they feared a urinary infection. On top of that she had numerous bruises down one side of her
body.

The nurse-in-charge at#
to enquire about the bruises and was told that they bad possibly been caused by@
a bed with un-padded cot sides. They could not comment on the bleeding toe.

B was so concerned that she had rung the ward —
 being put into

i % 15 g B vears old. She is completely paralyzed down her left side but her brain is
Stﬂl actlve and functioning. She mumbles a bit but can easily hold a conversation and make her
wishes known. Owing to the fact that she regularly sees @B Soy
she enjoys life and is used to being cared for with dignity and compassxon To see her in a worse
state after having come out from hospital than when she was admitted is distressing for us all. And,
I think, a shameful indictment for the nursing profession.

I do not have any evidence as to exactly what happened whilst she was an in-patient but will relate
to you the facts that | know.

B was sent to GREESon Saturday afternoon — I sat with her until she was admitted to the
il:11d cannot fault the treatment she received when in (g However,
she was literally dumped in a bed and left. No proper *welcome’ to the

when taken up to the §§





ward, oo water provided whilst I was there. As after a while she said she was uncomfortable and
needed to be moved up the bed I approached a nurse to be told she would get there when she could.
A while later, after no nurse had come @i needed a bedpan. I approached a different nurse and
she came to see to gl I specifically asked this nurse if toiletries and a toothbrush could be

8 came in without anything. I went home at that stage.

g visiteougan on QRN

s When she told him that she was not very
happy with the care and had been left on a bedpan for too long.

3. On Tuesday [ visited @i88during which time she complained that her water kept being put out of
reach. At that time the glass was near her but she had no hope of reaching the water-jug. She also
complained that a nurse had roughly removed the padding between two of her deformed toes and
made her toe bleed. She also said she had no means of cleaning her teeth. Unfortunately the hospital
shop was closed so, unable to buy her a toothbrush, I approached a nurse and was assured they had
tooth brushes and paste on the ward.

BRI <he said she had not cleaned her teeth since her admittance
which had made her even more uncomfortable. Also when she amrived home it was discovered that
her handbag had not been sent with her.

When @il returned to GEERNEREERN

Surely in a modern technological society basic care is still of vital importance in our hospitals. I
would ask you to look at the procedures you have in place and ask yourself if they are adequate

when dealing with the vulnerable and the elderly. was a short visit, I dread to think
what might have happened had she had to stay any longer with you.

Yours sincerely,

cc, Quality Care Commission






Dear

I am writing to you, not to make a complaint, but to implore you to review your
procedures in treatmg patients w1th dementla

—— 1/7/13 WIth a broken hlp and discharged 12/9/13 She
spent most ofher time on' NS
She has been living at (RN i e
year. She suffers from dementla but hefore her hospltal stay was actlve, enjoyed
walking, activities at the Home, days out with her family ,had a good appetite.
Since her return she has been extremely agitated and anxnous, pleading for help,
B ; no longer knows@ BB and calming drugs
have had to be prescnbed She has also lost a huge amount of weight during her
I She will no longer eat or drink despite fantastic efforts

I believe her prolonged stay in hospltal the many medical procedures which
increasingly frightened her and the shocking manner in which she was sent
home have traumatized her and advanced her dementia to an extreme state,

I don't doubt that she received good medical care and we met some lovely caring
nurses and NA's ,during our visits, who I'm sure, would be sad to learn of the
outcome of her stay.

On the day she was due to be discharged, ] was assured that if it got too late in
the day, she wouldn't be sent home, yet she arrived back atf ®ac .15
pm in a terrible state of agitation, We all hoped that that the famxllar, calm and
caring surroundings would eventually help her seitle, but she never recovered.
Palhatlve care is now in place and she cannot survive many more days.

These are the questions I would like you to answer :

Firstly, why are the family and carers not involved in decisions on care and
treatment of someone who cannot comprehend? For example, if it was known
thatimeepmdiy was particolarly frightened at night, would she still have have
been both operated on and sent home very late in the evening? How can it be
right to operate and carry out medlcal procedures on someone who cannot give
consent without contacting$ :
As I became concerned fo mental condition, I did ask, duringa
phonecall, if there was a treatment plan meeting I could attend or speak to a
doctor, but that appeared out of the question.

Do the mental health team play any part in decisions on treatment?

Secondly, why is it so difficult to obtain information from the ward.? 1 appreciate
that the nurses are very busy but there were days when I tried to check on my
mother's welfare, and rang 15 times over 2 hours and never got a reply.






Thirdly, a person with dementia needs consistency and familiarity . Would it not
be possible for a small group of nurses to care for the patient, and gain trust,
rather than what seemed to be different staff every day?

A stay in hospital can be a very frightening experience for someone with
dementia. I believe special consideration needs to be given to someone who
cannot speak for themselves. I believe every effort should be made to discharge
the patient to familiar surroundings as soon as possible, and make use of the
services of the excellent district and community nurses.

It's too late for (SR but if changes were made that improved the care of the
B then some good can result.

nd | have copied

my letter to B
for @

Yours sincerely

L dued on he TV odober LOIR,

I pos'ljzd s ek H{inB_





Deariiiig

The following has come in by email to SR
received. Please see below the issue.

[ consent has been

The response date for this one is 31 October 2013, if there are any deiays in
responded, please keep me informed.

t'd like to complain about the recent service i received when visiting my@
f 3 on 27/09/13 approx mid morning.

s eceplionist was extremely rude by having a persanal conversation with
his col!eague about another member of staff whilst booking me in, which made me fee]
embarrassed and like a total inconvenience.

| was then triaged by a very polite member of staff, who dealt with my issue and told me the
procedure of what to expect next.

After suffering a severe fall down some wet stairs on holiday, I've suffered pain and swelling
in my arm since the fall so | thought i'd get it checked out in case there had been more
serious damage.

t was then seen by the most rudest doctor | have ever met. He asked me to explain what
had happened and to perform a series of hand movernents, | said | was in pain and just
wanted to check it wasn't broken. He then told me definitely not, and used hand gestures to
'shog' me away and told me to go home rather angrily, and walked off. | felt humiliated and
embarrassed for being such an inconvenience which is utterly unacceptable. { don't like to
waste time and rarely use the NHS unless absolutely necessary,

However |'do believe everybody should be treated with respect and common courtesy,
something | did not receive,

Regards






19" July 2013

to

deseribe my experienc
Friday 12" July 2013.

At just after 8 am | suffered a massive pain across my back which literalty took my
breath away, | was finding it extremely difficult to breath. | at first rang 111 but by the
time the operator answered and | gasped out response to his guestions | realised it
was more serious and ! was becoming faint and dizzy with ‘pins and needies’ down
my left arm, at my request he called the 999 services

At about 8.30 a First Responder arrived and did the initial check, unfortunately his
ECG machine was not working. From what he said it had been playing up for a faw

days.
An ambulance was called and arrived about 9.20am,

The First Responder had given me gas and air and the ambulance crew gave me
liquid merphin, but | was stlil In considerable pain and having difficulty to breath,
Having checked my heart with the ambulance ECG and confirmed it looked ok, it
was decided to take me toGEERE 1o have a final corfirmation that the heart was ok
and to get the problem with my back/breathing sorted, During the journey over the
ambulance crew took full medical notes with detalls of the pain, dizziness and
problems with breathing; | was still suffering with ‘pins and needles’.

When we-arrived at @ @ at about 10am, we had to wait in the corridor unti} the
ambulance crew cleared and cleaned a cublcal, They attached me to a bload
pressure monitor and left,

About 20.minutes later a nurse came to the door and asked my name — 1 told her,
and asked if the alarm on the blood monitor couid be tumed off as it was going
constantly and vibrating through my brain, | also asked for a drink. The nurse said
she couldn't do anything about the alarm and left,

Approximaiely a further 20 - 30 minutes later another nurse came in and tumed off
the alarm. Did another ECG, temperature and blood pressure check and asked for
details of what happened. | explained as best as | could, he did not appear to take
any notes other than the above readings. The nurse did not have any of the






ambulance notes. | was still in a lot of pain and still struggling to breath. 1 agaip
asked for a drink.

About 10 minutes later another nurse came to say they were moving me to A & E
Minor and could | walk, At this point [ admit | became very short with the nurse who
was trying to rush me. ! explained again that | was in a lot of pain and still feeling
dizzy and that | had no drink. She then went off to gel a wheelchair which was
brought back by the second nurse who said “ch you in pain it's the first you said” |
did point out that had he read the notes and listen when { was speaking he would
have known what was happening. | would say he did bring haif a plastic cup of
water, the first drink [ had had all day.

At 11.40 he left me in the waiting room of the Bbefore he left | asked
for pain killers as | was in pain, he said he would send a nurse with some; no one

hrought me any pain Xillers.

At 1.40pm | managed to get the attention of a passing nurse, explained | was in
considerable pain and that the pain killers | had been told would be brought had not
arrived. She asked my name went and checked at the desk. She returned straight
away and took me through to a cubicle just behind the desk, From the tone and
scraps of conversation there was some concern about the fact | had not been seen.
The Doclor came In twics 1o say he would be with mie soon.

About 2pm | saw the Doctor who asked abaut what happened in respect of my back,
t think he had problem understanding what | said. He did get me some pain killers to
take there and then. He wrote a prescription and was Kind encugh to ensure there
was someone with me o walk down fo the pharmacy as | was still suffering.

} finally left the hospital afier 3pm. At no point did anyone examine my back {0
establish the cause of the pain; the comment from the doctor was that the muscles
hrad gone into spasm.

! contacted my chiropractor and saw him on the following Tuesday, He did check out
my back and found that the rib cage connection to T6,77,T8 showed stress due fo
them being out of correct alignment. He has worked extensively on the back to retum
the connections back {o their correct position.

What | want to know is:-

Why are first responders belng sent out with faulty equipment?

if it had been a heart attack the delays in verfying and subsequently getting ta
hospital could have had serious outcome.

Why are ambulance crews expected to clear and clean A & E cubicies before being
able to deposit their patients’?

Why was no hospital staff there to take over from ambulance staff?





Why do not nursing staff at least read the notes compiled by the ambulance staff to
know for what reason patients have been admitted, even if they do then double
check the facts?

I appreciate that ASE staff is busy and a wait is Inevitable but wouldn't help patients
who are ofien scared to treat them ke adults and talk to them, not at them as the
second nurse did to me and fo listen?

Wiy did the nursing staff not provide water, especially in the current heat-wave?

Why was [ left in the walting room in pain, for so long?

| would appreciate if you would Investigate and respond. The BB has the
responsibility to commission services and ensuring that services are delivered to
reasonable standard, Following my experience of (RENIREGER| do not belisve
they are achieving a reasonable standard.

t would be happy fo discuss this further with you or any off
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Dear e b “

MRy ear ol  SSEEEER 25 been a patient A
since early August 2013,

B arrived with a skin tear on her left shin which was being treated. While visiting daily

I ward we noticed that if we touched (g8 leg, even by accident she would be
in great pain. This we put down to her skin tear and did not mention it to staff as we were

quite confident that all staff were dealing with it professionally.

on

Several times when visiting(Eil) has told us that staff have hurt her and she has been
crying with pain and due to her medical condition we simply cuddled her and told her that
no ona in hospital would hurt her.

happened to be visiting when the nursing staff arrived to change her
dressing. This was the first time he had seen ound and was shocked at how bad it

B nurse redressed the wound but it was a difficult process ag L
was in excruciating pain, crying, screaming and holding onto ¢ 8 hand. However he
took great care and time in finishing his work,

. immediately phoned me to telf me how awful the experience had been. Other
nursing.staff had put their head around the corner to see what was happening and the other
patients had all heard what was taking place.

We discussed this and decided something had to be done. Next day [ went in and
been moved to¥§ Bin the office and told her what had
happened and that we would lic SRR
done again. | stressed how distressing it had been for everyone especiallyg
was in a‘greement talking through what drugs would be given. Another nurse was in the

office at the time and she was also involved in the conversation. Both staff were aware of
how important this matter was to me as | was upset when telling them and 1 am sure they

i ard so | had a chat with¥

made written notes.





e B -
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On Monday afternoon D vas visiting and again they arrived to redrass §

Pwas harrified at the distress @@ was in and also felt that the treatment m?pu!d
have been done with more care. + &

SN
She asked another nurse who seemed to have some authority i[EERRE) notes said that pain
relief was to be given before the dressing was changed. She looked in her blue folder and
said it had not been given. She was extremely annoyed that this simple request that had
been previously asked for had not been carried out. EEEEENR then asked the nurse if this
could be noted and the nurse reassured her that it would be noted and carried out correctly
whep the wound was dressed next morning.

' P

She then phoned to tel! me about this and could not believe that GIEEEEN

Bhad been

through this last week and that we had already made provision for thmgs to be done
differently.

- Bvas concerned and phoned the ward on Tuesday marning at approx 7.30 am and
spoke to the ward sister Once again she was reassured that the procedure would be carried
out correctly and was fold the names of the drugs o be used.

On Wednesday we had a meeting with the doctor to arrange @R ontinuing care and we
asked her to check that @ had been given the pain relief that morning. We were all
horrified and upset to be told that it had not been. it is totally unacceptable that this
request had been ignored yet again. Common sense tells you that if a patient is erying out
in pain then the most obvious thing to do is to stop and try another way.

We asked to speak to someone in charge on the ward and a2 Bl carme to talk to us.
He went through what had happened and was honest with the facts and his regret of the
incidents. He was aware that an apology was not going to make matters right and informed
us of the complaints procedure,

On Thursday | arrived to see in the evening and again met the g g mentioned
above. We chatted about § bday and he told me her leg had notyet been dressed but it
was due to be done that evening. At changeover time I was present and heard the
discussion between 3 members of staff about@ needing pain relief before this
procedure was carried out. As | was getting ready to leave one of the 3 abave nurses arrived
\bedside with her trolley and announced “1 am here to change @dressing.” |
asked her if she was aware that § aneeded pain relief before this was done and she
replied “Oht” and walked off to find her file. She later returned with a syringe of drugs 1o be
taken orally. Had | not been there it is obvious that this nurse would have began redressing
the wound without pain relief or checking in GigEibIue file.

On leaving the ward | spoke to one of the other nurses who had been at Bbedside and
asked her to check that proper pain refief was given and explained what had happened as





above. She was surprised as she had clearly remembered the conversation, saw me leaving
upset and said she would go and pass on my concerns immediately.

To have to be told 4 times and still not get medicines and procedures right is unbelievably
wrong. But surely fault is also with the staff who attempted to carry on with treatment

whe gy was in 5o much distress. You are in a caring profession and we trusted you with
the care of our very vulnerable and sick § B This is the hardest thing we have ever had
to do, the memories of those few days fill us with sadness and heartache at a very difficuit
time. We have been told that @ wound has been dressed approximately every other
day so | can’t bear to add up the number of times this may have happened. | also realise
that some day’s GEEEE leg may have been less painful as | noticed an improvement myself.
But at the moment this is not the case.

We would like you to treat our letter as a complaint and await a prompt reply.

Yours sincerely,

Should you need contact phone numbers they can be found in®






Patients Advice & Liaison Service

Weston General Hospital

Grange Road

Weston-super-Mare

BS23 4TQ 27" September 2013

Dear Sir

I am not 2 person that likes to make complaints regarding the Health Service, but | am afraid

the situation I am in wit
about her situation involving§

On the 30™ April 2013

B8 with a broken ankle.

My concemns are as follows:

]

Within a few days of admission, §

During the first week of QBB _
would like her ears checked as she was losmg her hearmg badly. I also asked when
she was re-admitted following a time in a Nursing Home and @ Nothing
was done.

B had a heart monitor fitted. When I visited

@on the day of the monitor being fitted, I saw blood on her night dress and

asked hr what had happened. She told me she had a pacemaker fitted. 1 was

concemed about not being notified, as@ had no idea what was happening
due to her deafness. The staff on the ward contacted cardiology to explain it was a
monitor and not a pacemaker I still feel I should have been informed

4 b she was put in a side ward. One day, during
B in a wheelchair and gwe her some

the ﬁne weather 1 asked if I could take @
fresh air in the hospital grounds. My request was granted and :
pleased to get out for an hour. Imagine her upset, and mine, when on the retum to her
side ward another patient was walking around her bed, and to make the situation
worse-there was a nurse actually sitting at a desk outside the door of @

ward, 1 did let the senior nurse know I was far from happy about the situation.






Ay pate we asked staff of progress, all we got as a
reply was that 1t was a change of shift and that they would find out and get back to us,
they never did. We always had to approach a doctor for information.

o  Whilc QIR was in the Nursing Home, T was informed of their concern regardmg

her insulin SR was not setting the correct dose. On the re-admission to SR
1 brought this to several members of staff’s attention, so as they were aware prior to

SEatrit dnschargc

° Durmg my gy ime in the Nursing Home, she was visited by a doctor, and was
told that the plaster on her ankle should have been removed the week prior. The
Nursing Home or I had no notification regardmg the removal of the plaster.

o AN went from the Nursing Home to (RESENESEND | was disgusted with the
treatment she was given there, ‘nd I were told that GEERERwas not taking
any food, and when I first saw“m“she looked so poorly I hardly
recognised her. It was due to QS and my concern, and a suggestion that if she
is not taking solids, should she not be on a drip, that the staff decided to call the duty
Doctor. The reason they had not done so before was because it was a weekend. I
could not accept thls excuse.

o [t followed by QREEEEER coing to A & E where 1 was shocked to find she never
lmew who I was. I feel the$
did.

o  Whenf Bwas re-admitted tofgEH
ward, and was told by a Doctor that there was two sets of notes for@§

e [ have already stated my concerns and complaints of G ) n“ re-
adm1sszon after A & E. T would now like to mentxon what happened on the evening
pwas discharged: I was called to collect CllBERPas she was being discharged.

On my arrival I asked the Doctor “what care plan has been set up” I was told “None

as“had stated that she had friends and family for support. The problem being,

e 9 and she was 100 embarrassed to ask
anyone to repeat anyﬂung satd to her. She did not realise what was being asked on
discharge @ i ust wanted to get her out for the weekend. When I challenged the
Doctor about a care plan and my concems regarding the insulin, as I have already
stated in this letter, the Doctor threw paperwork on the floor in a temper, I thought
that showed very little professionalism. The senior nurse did arrange for District
Nurses to visit, but I had to assist in the administering of the Insulin for a few days
before the District Nurses took over. I am not in the best of health myself and it later
proved that my caring for &g bon discharge had led to siress problems with
me, and I was advised by Doctors and Soctal Workers to “back off” a little.

¢ The medication given to (REEREGE G on discharge, was terrible. ‘

g and I had problems sorting it out on G cturn home, how they expected an

@y cat old to understand it all I will never know. Every box of tablets was open and

tablets already removed from the sachets inside. There was not enough of certain

important medication to last over the weekend after@ B

@ staff should have reacted a lot quicker than they

B from the A & E ‘phoned the






contact an emergency Doctor for a prescription, and then the medication @
needed was not available during the weekend so she had to go without,

°  SinceiiHEMY has been out of hospital I have been caring for her and having to
amange “Dosset Boxes™ and insuring she is taking her medication correctly. 1 have
also been taking her to the Health Centre regarding her ears, she has an ear infection

Whlch because of the length of time she has had the infection it is difficult to clear up.

N has been on drops, antibiotics and now a spray trying to clear the infection

since being out of hospxtal If only notice was taken of me in May when I first

mentioned it on M and even on her re-admission {EEEEES would not be
suffering as she is now.

As 1 have previously stated I am not one to complain about the Health Service. have always
put trust in all doctors and nurses, and respected them. My experience with (SSEDESEEE -
really upset me and I feel it should be brought to the attention of the Seniors at the hospltal

Yours sincerely






Weston General Hospital

Grange Road, - UPHILL
Woeston-super-Mare
BS23 4TQ

Date: 25" October,

)

FE R
LR fﬂj

RE: X-ray Service and resuits formulation dispute

I am writing to inform you about a matter that occurred during my Xray appointment
on the 20" September, 2013 at 06:40PM. However due to my misunderstanding | was there
one hour earlier sc | was happily taken earlier as the Department was not busy at all. { the
time of the Xray was around 5:45 - 5:50pm }.

I was invited inside the Xray room bya§ilil B who rushed me through the

whole process, despite my calm protests of taking it stowly. The reason for the X ray was
made very clear on requesting it: Painful knees, thus | WAS IN PAIN at the time of having
the Xray taken. [ then was asked to lie down on the bed. { would have expected that the

Radiography operator to lay hygienic paper on the bed, or at least over the filthy piflow. Not

to mention that the bed was absolutely filthy, with dirt and human hair on the pillow,

emanating strong smell. To protectf fhad 1o keep my head suspended off the pillow

whilst the X ray was done, The ultimate matter that reaily was unacceptable and upset me
greatly, was that | wasn't given a protection shield during the X ray was taken, despite
myself mentioning [ should have a shield, | was told: “No, you don’t need it! It isnt a big
deall”,

W}}i!e radiation found in radiographies procedures are minor, one matter is to be
mentioned : when radiation is used, the healthcare professionals are to consider that the
benefits of taking an X ray will outweigh any risk involved. In my instance, not just have

underestimated the risk but also the benefits were actually turned into a psycoemotional

damage that will long affect me.





Once the two position Xray were taken, | kindly asked the aperator if | may have g -
look at the films as 1 also know how to read them. | was asked to leave and check the results
with my Dr/GP within the next few days or up to one week as only the qualified

Radiologist/Radiographer should check the Xray before the resuits will be sent out.

Contrary, | have make a phone call few days after and spoken to the X ray reception
wha confirmed X ray CAN be quickly seen after taken, However the official results can only
be published after a qualified Radiographer will have them checked {This was actually the
fact, as previously had X ray taken and this latter option was also given at the time of taking
the X ray).

The reason of this letter jsn’t to challenge whether | should have beel allowed to see
the Xray films for a few moments at the time they were taken but the way the whole visit
was carried out and how | was treated but also the conditions | was welcomed when the X
ray was carried out. :

To accentuate the matter even further, the results weren'f ready {(weren't sent!} within
few days, not even 7. My GP received the results on the 12th day after the X ray was done.

Moreover, the notes left b

from that day on.: On both knees notes were left as follows:
@ “XRKnee Rt.: There is no joint effusion. The bones and joint show age-related
changes and there are no suspicious features”.
® “XR Knee Rt.: There is no joint effusion. The bones and joint show age-refated
chahg’es and there are no suspicious features”.
Given my agé nand my past health without any type of issues {for the past 15 years} the
term “age-related” came as a depressive forced and inappropriate to my age and my health
and, ultimately not even to my situation as no joint effusion was noted, Having spoken to
my GP/DR he also that the term was g bit forced and inappropriate to my age and overall

health, to which | satisfactory subscribe.

I must inform you that, the “news” abou ...aging as well as the knee pain
brought me the end of my young life which | wanted to believe ! fived. The terms have
caused me excessive concerns of what efse will be next, as 1 am getting old. Age related

term is reasonably explained as what it sounds like: Getting old! With the appropriate





respect to her position and competence, the only message | would have forg

is: 1 didn’t used to feel QLD prior to your “findings”. However once the report was given to
me, | became gradually worried, and started to research what could go wrong with my body
not just my knees.

| started to worry more and more, and now am at the stage of desperation whether |
reed to take rapid, prompt action to avoid the hassle of....being old and all the possible
“age-refated” issues may appear in the near future.  used to be a strong person with faith

both in myself and others, Felt strong and happy.

g have

Following the X ray and specifically the way the situation was put forward by 8
depressed me to a level of desperation and obsession about what would go Wrong next
although deep down in my subconscious [ want to believe there is nothing wrong with my
health so early into my age...! itis with deep disappointment and distress that | have to
inform you | had to cut my'-shifts at work due to depression and now have got to a level of
being obsessed with my.. .."ageing” issue.

Although Scientifically and Biologically, the human body, starts producing less

Collagen after thet However, the suspected issue | might develop if Joint
effusion would have been present, would have been osteoarthritis which is most commonly

a disease of the elderly. More than 30% of women have sotne degree of osteoarthritis by the

age of 65, thus should have never had to be referred to my case/situation.
Generally the risk factors for osteoarthritis include: prior joint trauma, obasity, and a

sedentary 'Iifestyle. Alsa the genetically caused, however none of the above would appiy to

B which never had ANY health issues nor any type of
degenerative connective tissue or diseases, thus none of the causes/factors would apply to
myself as none of the above factors were part of my life. Neither genetically nor developed
in time.

Regardless it would have been a case of “age-related” matter, approach a patient’s

condition holistically and to promote their overall wellbeing, ! feel that Medical staff should

refrain from making statements of such extent especially thivears of age is not
considered within the “old age”, Ultimately, nane of the degenerative connective tissue is
RELATED to ageing. Besides, the@@years of age ISNT'T or shouldn’t be considered an

ageing period in someone’s life, therefore wouldn't be recommended to ever be related to





any individual’s physical or physiological deterioration,

First of all, the disappointment, when | was at the X ray department and the miserable
conditions of the settings while the X ray was taken, along with the assistant’s attitude and
rush, followed by the disappointingly late resuits with the depressive comments left,
following the X ray films evaluation, have jointly contributed to my continuous depression,
low mood and unable to perform my daily tasks as usual. | started to take regular
anti-depressants which have helped me to relax and, in a way, had been able to write this

letter (hence the elapsed time since X-ray was done and this formal compflaint letter),

| wouid expect X ray department to investigate ALL then mentioned matters as thoroughly as
possible and take it very seriously as this matter have caused me serious depressive issues
that totally are contrary to what type of person | was {Active, happy, hopeful and extremely
optimist}. Now | have started to think of everything but being happy. Everything that aging
brings. m Oniyﬁbut you made me feel close to retirement. These facts may come as a
ridicule to your judgement, however they have caused me severe depression that | never
suffered from and | have little or no hope 1 will ever overcomne the stage of being convinced

thatfam...OLD 1

I would expect an acknowledgement letter of this complaint within the next 5 working days
and, to allow a reasonabie time to investigate the matter, | would expect a final response

within thé next 50 calendar days from the date of this letter.

Many thanks for your consideration

Yours sincere
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ECEIVED

To Whom It May Con 2

I had surgery on my ngllt hip at @

25" September.

I am happy with the surgery but things that occurred during my time at
the hosp1ta1 upset me.

SRR came with me to the hospital and we were seated in the w 'tmg
room for theatre receiving. I got called out of the room and saw $8
(not sure of her name) she drew an arrow on my leg to show where Iny
operation was to be. Then she said I would be having a local anaesthetic
and would be going home later that day. I told her that I was having a
general anaestheuc and was staying in. I went back to the waiting room

I was nervous about the surgery as this was my first stay in hospital since
1 was born. G $said not to worry and we could ask my consultant
when we saw him.

I got called out again and was told G could come as well. We went in
to a room and met BB Doctor who checked my notes over and was
asking questions about my problems and dlscussed my medical history to
ensure my notes were accurate. GHEENGEGR Lo was 1y surgeon stuck
his head round the door and briefly mtmduced himself.

On the way back to the waiting room I saw the nurse who was helping me
and asked her what was happening because I had been told I was not
staying in after my surgery. She told me that on thelr records 1 was
staying overnight and was booked onto@l Bt she said that
when I saw the anaesthetist I should ask what was happenmg I was
getting very stressed now as although I did not want to stay in hospital we
had brought my things with us for my stay and I thought that it was a
waste of time.

dcame in to the waltmg room and reintroduced himself and he
gave me a questionnaire to fill in before my surgery. While I was filling
in the paperwork I got called out again and this time I saw the anaesthetist
and he told me I was definitely having a general anaesthetic and would be
staying in overnight at the very least.

When 1 got back to the waiting roonN .
and had to wait while I finished filling it in.






After he left the nurse arrived and told me to g0 mto the toilet and put a
gown and my dressing gown and slippers on. (NP helped me as I
was in pain and having trouble bending.
The nurse came to fetch my things to transfer to the ward and the theatre
nurse came to collect me. Wiilland I hugged and I went with IR
- was toId I would be a couple of hours and would then be on
SRERRSNRE W hen SBE went up to the ward later she was told I was
gomg to S“W a5 full.
When I was settled on VETENNEIRIRER came in to see me as she had been
Sitting in the waiting room for a whxle
I was feeling groggy and a bit nauseous but was glad it was all over.
and I joked about me being onGRENENEHEE s 2id we could we
could not afford it.

I was introduced to my nurse and @R explained that I had liquid
paracetamol with me as I cannot swallow tablets. The nurse said that was
fine and put this in my notes. Later on afte/g@E@#@left I needed pain relief
and the nurse bought me tablets. I told her I could not swallow them and
it was in my notes. She said I wounld have to have an injection instead and
also some painkiiler ¢ould go in my drip.

I woke in the night because the tap in my bathroom had come on. I called
the nurse and told her and when she checked she said someone must have
turned it on. As I could not get out of bed on my own I knew it wasn’t
me. The next moming I was told I would be going home so I rang R
to tell her. She said she had been told to come during visiting as I had to
see the doctor first.

@i rrived and we were told that the doctor had signed my
paperwork and after I get my medication I could go. I was & bit surprised
that I did not see a doctor as I wanted to ask what had been done to my
hip. { asked one of the nurses who came in and she said she would
get my file and a diagram to try and explain because she was not an
orthopaedic nurse so was not 100% sure what had been done. She gave us
a brief description which was more than we knew before.

A nurse bought in a bottle of hqmd ibuprofen and told me I could take it
home as I should have been given it the night before. By now I was
desperate to go home and getting upset with the waiting, Eventually my
medication arrived and I was told I could go. On the way down the
corridor I got called back to see if my cannula had been removed which it
had. Finally T could go home. I was surprised not to be offered anything
to eld my walking such as crutches or walking sticks but lackily due to
my @@ having osteoarthritis she had a spare walking stick I could use.
I just want someone to know how distressing I found things.
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On Jan 16" 201 2RI Vent into Weston General Hospital for a routine hip replacement,
We were informed that the operation had gone well during our visit that same evenmg,“
@8 vas obviously groggy from the anaesthetic and had been given morphine for his pain.

We were happy that everything had gone weli and that he would make a full recovery.

; B and® called his ward on the Tuesday morning, around 8 am, to see if he'd had a
good night. We were informed he had but they wanted to talk to us, sog8
in to see a doctor at around midday on the 17,

B and | went

As soon as we walked in and saw him we could see something was wrong. His face had
dropped dramatically on his left side, his eye and mouth looked very iow. He was still very
groggy and had difficulty in speaking to tell us what was wrong. We waited for a doctor to
appear and eventually one did.

He informed us he believed Spsehad suffered a stroke. He did not confirm this and or

give us any information. We were obviously shocked and distressed at this news. He told us
it was a minor stroke and that he should make a reasonabie recovery. The doctor could not

tell us at what point he had suffered the stroke possibly during the night if not during the
operation. -

We are constantly made aware that if you catch a stroke within three hours, it's often
possible to administer a drug which aids a fuil recovery, no fasting effects. This clearly didn't
happen as s still trying to recover 18 manths later. | don’t believe anyone noticed
him having his stroke until hours and hours later. it makes me guestion the level of care
during the night, where was it?

We were not well informed during his stay in hospital; it took 4 weeks to move him to the
specialist stroke ward due to a virus within the hospital. This is reafly an unacceptable
amount of time for specialist care to be given. All evidence shows that i stroke’s survivors
are given the required level of care and physiotherapy within two weeks a good recovery
can be made. 4 weeks really is unacceptable, he was never given the best chance. Once
there he made some impravement but when released from hospital he was unable to talk
proper{y, walk or eat properly He has, through his own determlnatton and with the help

| firmly believe if sameone had even noticed his stroke within a reasonable timescale and
given him the best available care during his stay he would of made a full and complete
recovery.





31% July 2012 _slipped on top stalr from standing position.

Was taken to Gl . B

I was told I had brokcn my tlbla and fibula.

I was taken to theatre on 01/08/2012 to have a nail from my knee to my ankle and 3

SCIEWS.

When I came round in recovery, the surgeon came to me to tell me that [ had a further

brake to ankle, which he had to put two screws in, he was unable to tell me whether

the nail broke it or it whether it had been broken when I fell and was missed the day
before.

While in hospital I told the doctors and nurse that my back hurt.

On the 02/08/2012 QN EIHc-me round the ward, and commented on the position

of my foot, he said was I a ballerina? I replied what do you think. The size of me
answered that question. He said this as the foot had been set in the wrong position.

I then spent 5 days in hospital I can only say how fantastic the nurses where and my
care was excellent.

Each Week I had to gO 1o [ 0 have plaster Oﬁ and fOOt
reset and raised to try and get it to the posmon it should have been to.

Week seven; I went to secld = B8 and he told us to start
putting weight on it gradually over next six wecks I had no support or any bandage
fitted, and he just left room. We were not sure what to do and §§ % asked the
question (was it ok to leave), we were told by a nurse we could leave,

That evening my foot swelled, we rang NHS direct and was told fo return to hospital
by going through A&E. They x-rayed it and told us she had to send x-rays to another
hospital to be looked at, as she did not read x-rays. That took 4 hours.

We where told to rest it for few weeks until the swelling went down
All this time I kept telling the doctors my back was really bad S5
because I was on crutches.

In August I was under going test on my bowels, as I have erratic IBS which means |
have diarrhoea or constipation which means I soiled myself from time to time, or
having to push my poo out manually as an able person it was hard enough, but with
bad leg and back has been even worse especially when I had to push from the virgina

to release pressure otherwise it would stop me from passing urine, which has caused

be to have had quite a few water infections since then

On 13/09/2012 we went up 0GR g0 our holiday home, and woke

up Saturday morning in so much pain we had to go to¥

felt T bad constipation and sent me away with laxatives. I had to go back on Sunday

due to not feeling any beiter, and was given some pain killers and pessaties.

On the trip home I was in so much pain I had to call NHS direct. They made me an

appointment with a doctor in% ho gave more painkillers and told me to visit

the doétor next day, where my doctor then referred me for MRI scan, which was done

on 27/11/12, by this time the doctor thought I had I may have a slipped disc.

» clinic complaining about my back and knee, and how

e said it was

painful my leg was. I was told again! That the nail was to long and screws where to
big. He said my back was bad due to the way I was walking on my crutches. He didn’t
seerm mterested in my back.

I saw the physm on 31/8/12. They were reallynot happy with my leg or knee as they
thought there was more damage to knee, so was not happy to carry on with tae physio
exercises, and referred me back td






1 had appointment with CREREREEENon 20/12/12 for follow appointment, and was
hoping to get one sooner but was s told he would not see me til then. He had not been,
informed about what the physio said. I had copy of letier with me, but he found his
copy in my hospital file as we were talking. He said again the nail was too long and
screws where to big.
He felt that I should go ’oack to physm
I made an appointment at¢ENNGGNERIRon 24/12/12 to discuss what Qi
said on 20/12/12 my physio was stﬂl not happy to n'eat me so made further
appointment with her boss on 18/01/2013 with(EEREENR I showed my letter from
doctor about my back as well as all information on my leg, he said he thought that I
should not do physio on knee and told me not to have any physio on back until I saw
specialist.
| had an answer phone message from the doctor’s surgery (RIS
CEEES on 24/12/12, which did not pick up for a few days.
My doctor then gave me a prmt out of the findings from MRI (which are enclosed) so
1 could take tofNNGNENEIRn January but he said it was not his department and he still
commented that nail and screws still too Jong. He wanted me to wait another 3 months
before putting me on list to have them removed. He made me appoiniment for
14/03/2013 and basically ignored my problem w1th back.
I went back to miy doctor who -eferred me (o
My appointment withi jagon 14/03/13 was cancelied unnl 28/03/13 When he
told me he would then put me on list to just take the screws out, not happy but what
else could I do. He knew this back in January and he could have done that
appointment over phone.
At this stage I told them I had a holiday booked for June 2013. The holiday was
booked the ewous year, due to having had to cancel our August 2012 holiday

s §8sa1d 1 was unfit to travel after my accident, and 1 should be back
on my feet in 5 ~6 months time,
swthen left me with a nurse who said it would take at lease18 weeks for
operatlon, which would have taken us to end of august 2013. 1 had a phone call from
the access team tG say I could not fly which is when [ told them I was goingon a
cruise fromCHERNENEEND She explained that they would add 2 weeks on my waiting
list as I was taken 8 hohday/even though they knew it would not be put in for
operation ill September.
At this time I had been to§§ fo be told worse case scenario. When you fell
against stair you must of knock disc out of your spine and that is now pinching the
spinal cord. I needed spinal operation, which means 1 have to go on a 12-month
waiting list. If T was diagnosed August 2012, T would of had my operation done by
now.
Shll really unhappy with knee and leg I made myself an appointment to sec GRS
ST 09/05/13 to say 1 was getting worse and also to try and find out where [ was
on list,
He called his nurse and asked her to look into it, she came back to say, I was on Hst
but not high enough to be given a date.
In may I had a left side spinal block done at the &5 % :
they felt I had been through enough and just to try and make me more comfortable
the injection helped as did the holiday, even though I could not walk very far but the
2supplied wheelchair and suppert though out holiday. Two weeks after the
hohday I went back to work for 2 hours a day for a few days.






In august 1 called VERENEES o

appointment, it could be the end of Septembcr Called again beginning of September
to be told it may be October. By this time I was getting very upset and stressed. I then
SR o ask for something in writing to say what was wrong and when they
where gmng to operate on me.

Because I was so worked up all that on the Thursday night 1 felt very ill and took
myself off to bed early when I woke on Friday the 13" T had lost the feeling down my
right side of my body including the inside of mouth. I saw locum doctor who thought
1 had & fit, as I do have epilepsy. My doctor contacted a neurology department who
sent me to stroke clinic






Weston Area Health Trust

Grange Road

Uphilt

Weston-super-Mare

BS23 4TQ 8" October 2013

Dear Sir or Madam,

| am writing to you to formally compiam about the treatment I received in Weston
General Hospital in Ward CEN o N the evening and
night of the 2"/3™ October 2013

| was admitted fo this ward via A&E on the evening/morning of 29 & 30" September
and admitted with serious right hand upper quadrant chest pain. This has been
diagnosed as Liver Metastasis via CT Scan and Biopsy procedures.

On ihe evening in question a Bank Nurse who was told me she was fro hand
another Agency Nursing Assistant, who said she came originally fromig
carried out the night shift.

Initially in the evening both of the staff seemed pleasant and caring.

Following the [ast observations g@medication was provided; a single Simvastatin
40mg. | then requested some pain relief (Panadot and Tramadoi} and a sleeping
tablet (Zopiclone) that had been made available to me on the previous two nights
without any problem or issues.





ClRERnnalnd® stated that there were no Zopiclone available in the Ward
Medtclne Cabmet and that she would obtain this tablet fom the supply already
prepared for my discharge in the Patients Medication Cabinet.

At this pomt the nurse checked the name boards above the bed and called mellil®
T SHBRTONNES as the patient in the bed to my right-hand-side) | stated my
name was—and she said she was confused by the way the names were
displayed on the posts in this tempaorary overflow ward.

The nurse then went to the Patients Medication Cabinet and seemed confused over
the green bags and the names attached and took almost 20 minutes to prepare the
tablet issue to myself andRTNg

On receipt of my tablets | noted that the there were two Paracetomol, two Tramadal
and a tablet | did not recognise. The previous Zopiclones were a purple or mauve
colour. At this point | obvicusly questioned the tablets that | had received.

The nurse stated it was a different brand and dosage and was as prescibed for me.
This information was also relayed to\GEHEND as a verification that we were both
getting the comect prescribed tablets.

After not being able te sleep all night (This can be checked by the patient occupying
the bed on my left hand side as we communicated all night with hand signals) |
reguested a cup of tea from the nurse at approximately S5am. At this point she asked
me why | was not asleep, | then again queried the sleeping tablet i had  been
given. The Patients Medical Cupboard was opened by the nurse and all the
green sealed bags were thrown onto a table. The nurse showed me an open bag and
said this was my medication which she had opened previously and that one pill had
been removed The bag was labelled@ e | Said my naime was

v R and she then produced a bag w:th my name on it, which was
sealed! She then proceeded to open this bag and examine the contents. No answer
was forthcommg so | sat and drank my tea.

On the same nlght both the nurses left all the lights and computers switched on
meaning the ward was brighter than daylight. We asked for them to be switched off
but they said had no idea where the light switches were. At approximately 4am |
searched around the ward and managed to find some light swithches which improved
the situation.

“ !
o B urse wore heavy clumpy shoes all night and sounded very much
ke a cart norse. | did request she wore shoes which were more fitting for night work
an she said she will buy some Hush Puppiesi!!

At aproximately 6.30am thed B Nurse commenced her OBS round and when
carrying out  OBS on the patient to my ieft hand side | said | had not slept and she






told me to “SHUT UP" At this point | did tell the nurse that | was told only that day |
had a terminal, incurable cancer and hadn't been expecting this type of carelli!

QREEER < \=pt soundly ali night and had to be woken on several occasions in the
moming (he could not wake up) He stated to me that he had never had such a good
night sleep and thought that he had been given my sleeping tablet by mistake — |
agreed.

Gl told me that when he had his blood pressure checked, on waking, it was
very fow and that he didn’t know why?

| believe that both\EER S : g eceived incorrect medication on the
evening of the 2™ October 2013 and understand that if this had happened to more
invovled patient medication could have had much a more serious outcombe.

| would be pleased if you would camry out a full investigation into my formal complaint
- and provide me with a respanse in accordance with your Complaints Procedure.

I look forward to receiving your reply and | understand that | will be kept informed of
progress.

Please feel free to contact me at any time if you do require any additional assistance
or information.

Yours sincerely.






\ - 9 Movember 2013

B o5 admitted following a fall which resulted in her requiring an emergency partial hip
replacement. She spent 2 weeks on Cheddar, Steephoime and Uphill Wards where she received
generally good care and appeared to have everything she needed. § goal. 120 seemingly good
progress. She was then transferred to the Rehabilitation Unit {Rowan ward) before being

discharged 3 days later.

REERY s asked us to CONVEY her thanks to the staff who she said were generally hetpful and
gave her care. However we wish to express concerns ahout what happened during her stay.

Firstly, whengis s initially transferred from A and E to the ward and prior to her

operation, she was asked on arrival whether she could swallow tabiets for pain relief, When she said

‘only with difficuity’ rhe nurse said there were no soluble tablets and @was provided with

some broken down paracetamol which she found difficult to manage.

Qur major concerns however lie
Ward) and lack of discharge planning. We regard it as very fortuitous that§
the time of her transfer to Rowan ward as it very quickly became clear that the facilities were
insufficient fori@ S ceds . On arrival at the Unit, when the nurse who accompanied
R sked which room had been aliocated, her nurse colleague on duty took hardly any notice
except to say that she was aware thati B was being moved but that she was going on her

lunch break and then walked away. Fortunately a staff nurse directed us to the allocated bed but
we had been made to feel that we were in the way and it was not a very dignified start to the

Bwas present at

transfer for

B immediately expressed concern that there was no chair for§ ® to sit on by the
bed, When she asked why this was she was informed that the ward didn't have enough chairs and
fha wasn't the only one without one. An office chair was produced {with arms) and 2
pillows were placed on it. This was clearly not acceptabie given thatCEits pand was
recovering from a hip operation and in a lot of pain G R informed the staff that this was not
acceptabie but there seerned little they could do SGEaNes p clearly felt very vulnerable and was

very uncomfartable trying to sit on this chair






There was a double wardrobe by the side of the bed. The only way@ g could get into this
was by moving her chair and bed table out of the way. How was she supposed to do this? Also
there were no hangers in the wardrobe so the oniy place she could put her clothes was on the top
shelf at the top or on the floor of the wardrobe. When asked about this staff told us that hangers
were not provided - so what was the point of the wardrobe?

The small chest of drawers by the other side of the bed had oniy tweo functioning drawers as the
bottom drawer had ne mechanism to open it. The area of space around the bed was cramped and it
was very difficult forgu e o move around the bed with her frame. In fact, on arrival, she had
to stand whil cEEEEEER ricd to arrange the area in the most functional way possibie. All this was
very distressing particularly as(iEB Lo
RS v ithout QRN isit until | returned from heliday some two days later.

SIRWEGR Contacted the unit by telephone to discuss the issue of the chair. The Staff Nurse agreed it
was an unacceptable situation and said she would see what she could do. On calling the following
day she was told that a proper chair had still not been provided and that the only option was to see
if another patient would swop - hardly a suitable suggestion as surely all the patients needed a
proper chairt On asking to speak to someone in higher authority was informed that there
wasn't anybody as the manager had left and was not being replaced until Novembaer., However, she
was told that the auditor had visited the ward that morning and had noticed the lack of chairs and
reported the issue to Matron.

Fallowing this g

acontacted the PALS Team who got back to her the next day. They seemed
shacked at the situation and said they would visit the Unit to see how things were, Fortunately, by
the time they calied back B had been supplied with a brand new chair. Later that dayis
@received a call from the Sister of the Unit to discuss her concerns.

We feel it was not appropriate to move nto an ill resourced Unit and that her dignity
was compromised by the lack of facilities and cram ped space. it was obvious that the staff were
having to work with a lack of resources and the Sister informed QSRR that the Unit had only been
set up temporarily initially for 3 months hefore moving back inte the main hospital which appears
why everything seemed 'cobbied together' and not resourced properly. The Unit was dark and
uninviting and felt overcrowded. In our opinion this transfer set
seemed less positive and less confident than she had been on the ward.

recovery back as she

@has aiso asked us to specifically highlight a couple of issues relating to the toilet
arrangements on Rowan. She said she found it particulariy difficuit to flush the toilet because the
handle was placed behind the toilet requiring her to lean over. She aiso pointed out that the bin for
the paper towels was operated by a foot pedal requiring her to stand on one leg to operate it. Both
of these manoeuvres seem unnecessarily risky for someone who requires rehabilitation and
together are another example of inappropriate resources that appear to he compromise health and
safety.

We therefore regard it as fortunate that @was discharged home after only 3 days but we
wonder what she gained from anly 2 days rehabilitation particularly as, when her transfer was
proposed, a period of 2 weeks on the unit was mentioned. It seems more likely to us that the

ad to return to her home in CREREEEhat night leaving =
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transfer was made because her bed on the ward was required for someone else rather than partof a

pian to enhancey

it also of great concern to us that there appeared to be little proper discharge planning.§
was visited on the wards and on Rowan Unit for exercises by the physiotherapist and §EEzsE
assisted the O.T. with measuring the chair and bed height at home whilsteg @ was stilf on the
ward. Fortunately she was able to put risers on the chair and a raised toilet seat in the bathroom -
both pieces of equipment held over from a previous operation. Af no time was it suggested that gEil
: B home be visited to see what other support aids might be needed. She was not asked how
she would be able to cook for herself or make a cup of tea given that she was being discharged with

a walking frame requiring the use both hands at all times.

1 was told that hospital transport would be arranged on the day of discharge to take {8
home in the morning as | was unable to coliect her until later in the afterncon due to work
commitments. However, when this had still not happened by 3 pm and we were told by staff on
duty that they were still waiting for a prescription, we were compelled to say we would transport
as far from

her ourseives in aur car. This was traumatic for all concerned given that
mohbile and we do not have the required skills to cope with moving a very dlsable
were offered no assistance whatscever in transporting her and her possessions from the unit into

the car in the pouring rain Bhad waited ali day and found this distressing and was made

to feel a nuisance to hen she was at her most vulnerable

‘When we arrived back at her home we discovered that she would be unable to transport foed and
drink from the kitchen and we were forced to leave her over night with just water to drink knowing
she would have to stand in the kitchen to eat her breakfast. How is this a dignified and caring

= \We were extremely fortunate that the Mobility Centre in§

situation forgg e
B to purchase at her own

to visit that day (a Saturday) and defiver a suitable trolley for@
expense.

The hospital’s assessment of whether I could cope at hope on her own comprised only of
a statement the ‘she was mobile’. This mobility, with two hands on a walking frame, does not
facilitate many other essential life activities when removing a hand from the frame is so difficuit.

B had been home for nearly 2 weeks she received a visit from the cormmunity

Physiotherapist. @ Bsaid he expressed surprise that she had not been given any information
or instructiens on what she should and should not do to aid her recovery when she left the hospital.
In our opinian this is unacceptable and in fact, could potentiatly have seriously compromise

Please also find aitached a copy of the letiar was sent regarding her rehabilitation
appointment. | have highlighted the reference to whom she will be seen by as it does not make
sense and does not seem an acceptable way to refer to what | can only assume is a member of the

medical staff.

We have since attended two out patients appointmenis, one for rehabilitation and one regarding
the surgery to her hip. As§ s only in the very early stages of recovery two of us were
needed to ensure her safety in and out of the car and into the hospital. On neither occasion were we

3





with the doctor for longer than a few minutes. Neither examined her hip and neither asked to
actually see her walk. in my opinion these checks could have been made by her GP in her home
reducing anxiety for all concerned.

With regard to our second appointment when we arrived to find the front entrance 1o the hospital
closed | would describe the pravision for patients arriving for their appointments as woefully
inadequate. There was a total lack of information and assistance outside the hospital where it was
reguired as people arrived. Certainiy in our case this resulted in us transportingg RS0 the
opposite end of the hospital to where her appointment was actually due to take place. Staff were
sympathetic and made it clear that they had received numerous complaints but they seemed
unable or unwilling to take any action to remedy the situation. One simply suggested we should pop
in and complain to PALS. Please note that we were certainly not the only cnes wandering the
corridars, pushing a heavy wheelchair, unable to find out where we should be gaing.

}am sorry that this has turned cut to he a long letter but ! would like to formally request that our
concerns are locked into and look forward to receiving your response.

Yours sincerely,

Py





6" November 2013
Patient Advice and Liaison Services
Weston General Hospital

Grange Rd

Weston-super-Mare

Somerset

BS23 4TQ

To whom it may concern

I am wnimg to formally complain on behalf o frbout the way

g death was handled whilst in your care, recentiy

U e was admitted to MAU, Weston General Hospital on Friday
1 1™ October 2013, he was suffering from clostridium difficile colitus and was
seriously dehydrated.

Band his team appeared to try really hard, from what ] saw, to treat
but as he had vascular dementia, he did not make treatment very easy for them.

On Wednesday 16 October 2013 @l and 1 talked with the
who advised us that wasn’t allowing them to treat him properly. He wasn’t
significantly improving and the measures which would need to be taken to ensure
increased medication and nourishment would be intrusive and therefore he probably
wouldn’t allow them. He could even do serious damage to himself if he was to
attempt to remove the apparatus which would be placed within him. So a decision was
needed to be made to either start this treatment or to go to palliative care. We were
advised to discuss this with the rest ofgg Jto decide the best course of action,

Consequently, it was agreed to go to palliative care. I was further advised by a Doctor
' that he would be made comfortable and they could give him four differcat
drugs to ensure he would feel no pain. She also said he could stay where he was in the
hospital as it would probably be only days before he died. She did say that it was
difficult to be precise in such matters. [ fold her I understood that but insisted that |
didn’t want him to be alone when he died. I also Said that I could be contacted
anytime; night or day, to ensure that ] and & s-ould be there with
him when the time caime. She agreed, our wishes would be noted.






back. This was a surprise io me as I had not heard from the hospital myseif and hadﬁfmp,
been reassured the previous day that he could stay where he was. I challenged this: -
when I mﬂed“ater the same day and was told by the duty nurse thésthey «
Were gomg to fast track him back to the home as he could take up to six weeks to die.
This was m complete contrast to what had been sgeeed and discussed the day before.
Also (SRR condition did not back up this gegament, [ am no expert but he didn’t
look to me hke he would survive that long Although I was upset by this change of
stance by the hospital, both I and {gEEERyho accompanied me, felt we had no
choice but to accept this, it seemed to us that freeing up the bed was the top priority.
As it was, the home needed notice to accommodate this, so it never actually happened
but it was the way we were misinformed in the first place that upset us,

B a2in on Saturday 19™ October 2013, withg

stated and I quote “We do not do thmgs like that here, he won’t be on his own!” |

repeated my,insistenceythat I and G ST wanted to be there too and that we could
be contactecf anytime, but [ was concemed hat we might not be given enough notice.
He informed me that, atid I quote again, “There are usually signs and sometimes
stitfening, so we WILL ring you!” I found this reassuring to some degree.

oo R
On Monday 21 October Z013 I rang to see how @i was at around 10.30am.

“élhe lady-1 spoke to-gpid the Doctors were on their rounds and she couldn’t find
anyone to talk with me, so could I ring back in an hour or two. I then rang back
around 1.00pm to be told GEREEED had passed away 10 minutes earlier. Considering
the trouble I had gone too to stay close to what was happening, this was a terrible and

*very upsatting shock to me. % &

I spoke to the nurse who washed him earlier that mommg and he saxd his condition
was unchanged from the day before. I also spoke to thJEs T

complain about the way that no one had noticed his deter:oranon from 11, OOam until
his death two hours later. [ feel that no one checked on him during this time and
consequently neither I qu B were given the opportunity to be there with him
at the end, despite the many assurances I had previously received from your staff,
Her “explanation” was that he was in a side room, which clearly is totally
unacceptable and no explanation at all. She then asked and I quote again “Who did
you tell you wanted to be with him?” I was absolutely stunned by this response. When
I further asked why no one had rang to tell me of his death in the time between him
passing away and me ringing the hospital, she was unable to give me an answer.

On behalf of ¢ would summarige by saying that we feel that the
way we have been mislead, misinformed and the casual way that communication has
been handled by your staff is totally unacceptable. As discerning relatives we feel we
were very-poorly treated and only gwen information when we asked specific
questions. We felt you let (SRS down too as he obviously died alone despite our
concerns. We find it hard to beheve that this complies with your code of conduct for
patient care and liaison with patient’s families.






It was hard enough to come to terms with CEEENGEE® imminent death without being
so badly let down by the people caring for him in his final days. We wish to make it -
clear that we are not holding the hospital responsible for his death but really feel our
repeated requests to be given the opportunity to be with him at his final moment
wasn’t taken very seriously. We are finding it very hard to come to terms as to why
medical staff wonld give such a request such low priority.

We don’t feel that{akEig o-ERREED s been served very well by the hospital
and would like a proper mvest1gat.zon into why you fatled to comply with such a
reasonable request for him to not die alone,

We look forward to hearing from you, with an apology and a proper explanation as to
what happened.

Yours Faithfully
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FW: Correspondence re Gynaecology operation

Sent: 04 November 2013 0B:49
To: o

Attachments: hospitat letter 1,jpg (252 KB) ; hespital letter 2.jpg (301 K8)

Weston Super Mare
BS23 4T1TQ

Sent.OBNovember D134
Sub]ect Correspondence re aec operation

I received a lstter dated 30th September advising me to come in for a Gynaecology operation on 16th
October. This was following on from a meeting with G pwhere it was agreed this would be
done under a local anaesthetic.
I ater received a telephone calt advising that the date had been changed to 25th October and received a letter
confirming this dated 4th October.
This second letter stated that I should have nothing to eat after midnight and could have up to 200mls of water
before 6.30am, I am aware that this is the case when you undergo a general and was therefore confused as |
had been led to believe 1 was having a local and could not therefore understand why this second letter was
different to the original.
I telephoned the hospital on several occasions and was each time transfered from gynaecoloical secretaries to
- Joking clerks, with no one wanting to take ownership of the call to let me know exactly what procedure | was
going to have,
Eventualty, after apedkmg to a gynaecolgical secretary for a third time, I was told that she would find out
whether indeed it was a local or general and get back to me 'in & few minutes’. No call back was received.
It was very difficult for me to make this call due to working hours and so at this point I gave up and turned up
for the operation having not eaten since 7pm the previous evening.
On arrival [ checked in and explained the procedure. The clerk who booked mie in said several mistakes of this
nature have been made and apologised, stating that I was indeed booked for a local. When I spoke to
: &8 on the ward she also apologised and said that a number of mistakes had been made and that this has
been raised in various meetings attended by herself. It is obvious that despite this there is a communication
breakdown sotnewhere in the system and this is simply not good enough.
My operation was the last on the list that morning, and this meant that 1 was not therefore able to eat or drink
until 1.30pm. This was purely down to a mistake.
Whilst this may seem like no big deal to those processing the paperwork, it is a very big deal to patients. From
the time 1 received the letter | suffered the anxiety of worrying about going under a general anaesthetic and no
one was able or willing to help me with this. Going into hospital is not a pleasant experience, one which was
made worse for me by the lack of care and diligence by some members of staff,
I look forward to receiving a full explanation as to why no one felt able to help me. | would also like to know
why this problem that has been ongoing and why it has not been resolved. I would also like some assurance as

hitps://web.nhs.net/OWA/Tae=Item&t=IPM Note&id=RgAAAABoup7gSqMVRY5DIM... 04/11/2013
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to what is being done to ensure that your patients do not have to suffer any further anxiety and lack of care.
! have attached copies of the letters | received, which I hope will help in your investigations.

hitps://web.nhs.net/OW A/?ae=Ttem&t=IPM Note&id=RgAAAABoup7g9gMVRYSDIM... 04/11/2013





Weston Area Health Trust
Grange Road

Uphill
Weston-super-Mare
North Somerset

BS23 4TQ

30th Qctober 2013

y . pwho is the joy of my life, he is extremely medically
complex and profoundly disabled - we have just been discharged from Bristol
Children’s Hospital our forth inpatient admission within 3 months.

I have highlighted and numbered in bold concerns that | wish you to address;

1} I'wish to bring to your attention issues that [ believe to be Poor practice and
Safeguardmg concerns which could ultimately end in the premature death of

Z} 1 have significant concerns ahout§ body shape distortion in terms of
Care Planning and Training not being met by {North Somerset Health and
Sacial Care) - Therefore Drove Road Commumty Therapy Team, Carers and

Protect and Restore 8
great risk.

Having read a recent report - The Confidential Inquiry into the premature deaths
of peaple with Learning Disabilities, 1 now wish to try again to gain the attention
of all acting parties, so that§ Bhealth needs might be suitably met.

3) It is my belief that there are serious omissions from the current Thornbury
Nursing Services Care Plan for @@ dated March 2013;

4) It is my belief that there is a failure by Drove Road Community Team to
address his postural care needs according to current NICE Guidelines and
5} a failure to recognise his pain and distress using nationally accredited
assessments threaten his life,






Reports completed by Postural Care Skills in April 2010 and September 2012
using nationally recognised and validated measures of body symmetry identified
that G0 dy shape has been subject to predictable and avoidable

deterioration as a direct consequence of inappropriate positioning.

6) I believe that the argument made by the Drove Road Community Team
that distortion of @il body shape is an inevitable consequence of his
acquired brain injury has been discredited by improved outcomes
achieved in other areas by appropriate postural care.
www.mencap.org.uk/posturalcare -

7) I believe that that it is clearly reported that EBER current Wheelchair
and Static seating do not meet his needs.

The impact on SRt increased body shape distortion will reduce the internal
capacity of thorax and abdomen, crush internal organs and result in premature

death. Despite this obvious risk to @ ife the Care Plan does not feature a
section devoted to the subject or any strategies to provide appropriate care or

monitor his condition in this respect.

What would 1 like you to do for 8

1} I believe that it is critical that we imbed, embrace and put into practice the
Every Child Matters Outcomes Framework and National Service Framework in
supporting

Every Child Matters Outcomes Framework

Outcome: Be Healthy

Aim: Physically Healthy, Mentally and Emotionally Healthy, Healthy
Lifestyle.

and .

National Service Framework for Children, Young People and Maternity
Services:

Standard 8 - Children and young people who are disabled or who have
complex health needs, receive co-ordinated, high quality child and family-
centred services which are based on assessed needs, which promote social
inclusion and where possible, enable them and their families to live
ordinary lives.

2) Within the content of my letter I have listed 7 major concerns that I believe to
be a combination of safeguarding and poor practice - | would like you please to
address each point by way of investigation and communicate your findings to all
parties.

3} The agreement that | signed Friday 31st May 2013 clearly states that the Local
Authority considers me to be responsible for ostural Care. This being
the case -






a} I need training before | can be giving advice and guidance to team of carers.
b) I wish to be respected as an equal partner by Drove Road Children’s
Community Team as ] believe that | possess expert knowledge regarding my
adorable Gilih

c¢] | am requesting that funding is to be made available please for much needed
"Life Saving Training' for us as a team to be able to 'Protect and Restore

Body Shape’. 1 have a scheduled a provisional date for this- Monday 25th
November 2013.

Such is the concern that ] have for my child's life - 1 have asked Postural Care to
measure -so we can get update information on the severity ol- body
shape. (My concern for {§iif§regarding his severe body shape distortion dates
back to their original assessment in April 2010)

I plan to have a best interests meeting within the next few weeks. I am working
towards the date of Wednesday 20% November 2013. [ would very much

appreciate your response to my requests before that time.

Look forward to hearing from you in due course.

Y incerel

Attachments;

- - ReSponse to tralnlng delivered by &
AR on 315t July 2013

- Postural Care Repoz ts dated April 2010 & September 2012

- Living Local Postural Care

- Why does Postural Care work in§

- Postural Care CIC Teamn Reference

- Whe rand Seatmg Assessment






Far the attention of the PALS office
Weston General Hospital

Grange Rd,

Weston-super-Mare,

Samerset BS23 4TQ,

Monday the 28™ of October 2013

RE: Serious iIncompetence

To whom it ray concern,

I am writing to you in connection with a SERIOUS allegation which was made against @ggwhich
allegedly took place at Weston hospital day-case unit on Thursday the 17th of October 2013,

I have already sought legal advice concerning this matter.

However before putting their suggestions in to action or involving them further, as well as
informing the local and national media. | thought it only fair to give both Weston hospital and the
sacial services the opportunity to respond to their present lackadaisical complaint procedures as
weil as HOPEFULLY dismissing those individuals who have lied and acted so inappropriately, and in
such an unforgivable manner.

For this ré8%6n thissame letter of complaint will be sent to both the hospital and the social
services.

i will give you a full account of the outcome of this allegation from my perspective in just a
moment. However, first [ will to make it clear exactly why | am making this complaint.

| promise you that | am not being vindictive in any way.

Rather what@an
any other INNOCENT PERSON. To put his present conditian into perspective for you GREIREE:
VERY DISTURBED by the social workers visit. He is now referring to the short time since this
incident as the worst period in his life. | am putting it mildly when | say that | strongly feel you
have SERIOUS COMMUNICATION PROBLEMS that need immediately addressing so such
unacceptable malpractice is not repeated.

have needlessly been put through should not be endured by

As you can imagine | will be extremely interested in your reply to this OFFICIAL COMPLAINT.

Having had the opportunity to see the written allegations that were made against @@provided by
the social services department | must say that | am disgusted.

At no time during this visit did | strike or hit{( ST,





In fact, at any time during our lives together have t ever hit, siapped or struck him in anysdidy; a5

o R0 s Tl W ow 1’{
For that reason 1 find this complete fabrication-of abuse nothing short of an act of slandér ands 3
totally intolerable from those in such trusted and sensitive positions.

My manor of interacting with (i has a 50 vear history and initially learned from him as
understandably we share the same manor and attitude. We also share a well-developed sense of
humour and a unigue way of interacting and bantering with each other.

The very fact that these complaints were later withdrew by the two nurses involved when they
were requested to make these statements official and legal only highlights them as individuals of
POOR INTEGRITY and OBVIOUS LIARS who are and not fit to hold their present positions.

Having read the complaints many times please notice that they are VERY similar possibly
highlighting the fact that they discussed and coached each other before writing there reports, or
perhaps even sat down and wrote them out together. They took just two aspects from the short
time we spent together, inflated them and turned them into something really NASTY with the
potential to damage and destroy people’s lives.

Their complaint mentioned nothing of:

is both hapoy and in a well looked after condition.

BENEBRN® 25 pleased to see@when | arrived and just as happy to leave with(@
I am there for R 1 nd taking a FULL and keen interest in his welfare.

After leaving the ward we went directly to the hospital canteen to feed him.
That | requested that | also should be informed of future correspondents from the hospital so:

e {would be in attendance for his pre op upon his next visit
e | could monitor and control the drugs which he had been requested NOT to take

i such detail had been included it would have make me seem much less of the monster than these
out of context letters of complaint.

My main complaints regarding the handling of this situation are this:

e That staff can freely make such SERIQUS COMPLAINTS and then latter withdraw them.
That tHe hospital allowed these UNSUBSTANTIATED complaints to be forwarded to both
the police and the social services before establishing their TRUTH and VALIDITY.

¢ The social services started to take action upon these FALSE ALLEGATIONS before
substantiating such claims.

Obviously the story of the soclal services will be very different from mine and they will try to
Justify their actions, so { won’t waste my time with details. Personally, { feel that they must short
of cases and laoking for work when 3 of them need to turn up at the same time. One concerhed
health visitor would not have panicked # Bin the same way as this small team of insensitive
social thugs; and would have been able to report back on his condition without distress or going
TOTALLY OVER THE TOP!






Just take it from me that they weren't very nice!

They arrived with VERY DEFIMITE preconceived ideas and a YOU ARE A COMPLETE SHITT OF A

@R TTITUDE, which was fully reflected in the way they condescended to me. They also had a
plan that | was only fatter informed of. They tried their very hardest to get —to go into a
home and only his stubbornness stopped them from taking him there and then.

No one bothered to explain the FULL allegations which were made againsi@iliuntil after the event

Lo IR presumably the leader of this team) called to apologise for the mistake.
She then went on to excuses herself as being part of this injustice. Instead she biamed the hospital
as being TOTALLY RESPONSIBLE and also encouraging me to pursue the matter further possibly as
a way of taking pressure of her.

Right now | feel sort of dirty and really bad about myself as well as not sleeping at night even a
week after the event. WORSE STiLL, (RSN tinues to cry on a regular basis and ask “WHY
are they doing this to me?” He doesn' ¢ understand and even when | explain to him the reasons
why, he has forgotten everything again ten minutes later and is deeply distressed once again. How
tong this will continue for | do not know {perhaps to the end of his life?) and you are collectively
to blame! “Please don't let them put me in a home he keeps pleading!” Can you imagine how he
feels? 1 DOUBT IT!

I thought {perhaps wrongly) that the oath of doctors and those in positions of social responsibility
are to first and foremost do NO HARNMH

Well my GOD, between you are responsible for doing a lot of harm!

-1 have already mentioned that without a satisfactory response and the knowledge that
appropriate action has been taken [ WILL take this matter a LOT FURTHER.

The local press [ know would just love this story.
f just want to make sure that justice is done, and also SEEN to be done.

For that reason | lock forward to your HOPEFULLY speedy response.
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1. Executive Summary

The Trust covers an overall population in North Somerset of around 208,154 people (source: Mid-2014
population estimate: ONS) with a further 3.3 million day trippers and 375,000 resident visitors which
increase this base population each year. In 2015/2016 the total number of patients treated was 183,890.
The number of these patients that contacted the Trust to raise a formal complaint was 216, a 9.2%
decrease from 2014/15.

During the period 1% April 2015 to 31* March 2016 there were 1334 contacts made to the Patient Advice
Liaison and Complaints Team. Of the initial contacts made with the PALs team, 22 went on to be formal
complaints.

The Trust was able to resolve an average of 75% of complaints within the timescale that was individually
agreed with the complainant. The Trust performance target of 80% was not met this year. The average
of 75%, achieved is up from 74% achieved in 2014/2015.

30% of complaints were considered to be justified due to a failure to deliver an appropriate standard of
care and were therefore upheld following investigation by the Trust.

There was a good response to the complaints satisfaction survey, with 43 complainants returning a
completed survey between June 2015 and March 2016. No satisfaction surveys were returned in May
2015. From the surveys received 23 complainants (53%) told the Trust that they understood they could
be supported to raise a complaint. However only 15 (38%) complainants felt that their complaint made a
difference, and only 14 (37%) complainants felt that the complaint had been handled fairly. The results
were disappointing; there has been a decrease in the satisfaction in the way the complaints have been
handled. In particular complaints do not feel:

e Listened to or understood.

e Their complaint made a difference.

e Their complaint had been handled fairly.

It is recognised that more work is required to improve how complaints are managed; details of the
improvements are outlined in section 12.

The Ombudsman received 16 enquiries from complainants that remained dissatisfied with the response
from the Trust. Three cases were accepted for investigation, which represents 1.3% of the total
complaints received by the Trust. Currently two decisions have been made by the Ombudsman, where
they have ‘partially upheld’ the details of these decisions are included in section 9. Two further decisions
have also been received of 'not upheld’ in relation to two complaints received in the previous year
2014/2015.

This report provides an analysis of the complaints received by the Trust in 2015/2016 and demonstrates
that the top three themes identified are consistent with that of the previous year: medical treatment,
communication and nursing care. Actions that have been taken to review these themes and
improvement actions are detailed in Section 7.

3 I 2016





2. Introduction

This report reviews the complaints received by the Trust for the period 1% April 2015 to 31% March 2016
and describes how these complaints have been managed.

A complaint is described in the Trust Complaint Policy as ‘an expression of dissatisfaction from a patient
or third party requiring a response.’

Complaints are important to the Trust as they can act as an early indicator that a system is not
functioning effectively and can provide valuable insight into where service improvements may be
required.

In responding to complaints the Trust aims to remedy the situation as quickly as possible and ensure the
individual is satisfied with the Trust response. It is important that individuals feel that they have been
fairly listened to, treated with respect and any issues raised have been satisfactorily resolved within
agreed timescales.

The top three themes described in complaints were:

¢ unhappy with the medical treatment received
e communication with patients, their families and carers
e standard of nursing care

The complaints function is the responsibility of the Director of Nursing. Complaints are reported and
monitored regularly on a bi-monthly and quarterly basis by the Executive team and the Trust’'s Board of
Directors.

The Trust continues to be proud of the number of compliments it receives about its staff. We think it is
important that this positive feedback is communicated across the organisation, ensuring that where we
have got it right we share this approach across other areas through sharing patient feedback at
Divisional meetings.

3. Complaints process

Weston Area Health NHS Trust aims to provide the highest quality services, ensuring it can offer the
best experience of care possible. However for some their experience falls short of this aim. The Trust is
always sorry when this is the case and welcomes the feedback individuals provide about what went
wrong so that improvements can be made.

The Trust aims to provide local resolution to all complaints and maintain an approach whereof being
open, honest and transparent in how they are handled. The Trust complaints system is led by the
individual making the complaint and they have the options to either

e receive a written response from the Chief Executive and person who investigated their complaint,

or

o meet with relevant staff to ensure their concerns are listened to, heard and acted upon.
If this is still not satisfactory the complainant has the option to meet with Chief Executive to discuss their
complaint and possible resolution.

The time limit for making a complaint as laid down in the Local Authority Social Services and National
Health Service Complaints (England) Regulations 2009 is currently 12 months after the date of the
incident or 12 months after the date on which the matter came to the attention of the complainant.
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To verify the issues requiring investigation an acknowledgement of the complaint is made within three
working days. If possible all complaints will be acknowledged verbally in the first instance. The
Complaints team will contact the complainant to agree a realistic timescale in which the complaint should
be resolved. This decision is based on the type and complexity of the complaint allowing a swift
response to straightforward issues, whilst at the same time allowing an achievable response time to be
set for complex and cross-organisational or cross-Trust issues.

The complaints legislation indicates that ‘the Trust must investigate the complaint in a manner
appropriate to resolve it speedily and efficiently and keep the complainant informed’. When a response is
not possible within the agreed timescale, a new completion date is agreed with the complainant, who, in
addition, must be kept informed of progress throughout the investigation.

Although the legislation allows flexibility, the Trust aims to provide a response in as timely a manner as
possible, setting an internal target of 30 working days.

Under the current complaints legislation Trusts have six months in which to endeavour to resolve a
complaint to the complainant’s satisfaction. However if the complainant remains dissatisfied they have
the right to refer their complaint to the Parliamentary and Health Service Ombudsman (PHSO) as the
second stage.

The PHSO may:

Refer the complainant back to the Trust to complete ‘local resolution’

Ask the Trust to consider if further local resolution is an option

Request the case file for screening assessment

Having assessed the case file, decide not to investigate further

Having assessed the case file, appoint an Investigating Officer to carry out a review ‘on
paper’

4. Objectives for the year

The Trust aims for 2015/16 were to further improve the complaint process and
management by:

e Continuing to work to implement all of the
recommendations identified in the Internal Audit:
1. Management should consider whether the | Achieved - A review of use of

complaints process may be enhanced by using Datix
(an electronic recording system) exclusively to its
optimal function.

Datix in complaints management
was considered and it was felt
that at this time the cost is too
high for the Trust.

2. Complainants should be notified of possible delays in
responding to complaints as soon as the Complaints
team has knowledge of such a situation arising, rather
than waiting until the proposed response date quoted in
the acknowledgement letter has passed

Achieved - The Operational
Matron and Associate Director of
Nursing meet regularly with the
Complaints team to review the
progress of complaints and
provide reasons for delays. This
is not always documented on
individual files for auditing due to
resourcing with the Complaints
Team.

3. To improve the number of complainants which
receive a response within the agreed timeframe and
improve the integrity of the complaints process. All case

Achieved - Measures have been
put in place throughout the year
with the aim of improving the
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files should contain all the information required by the
Complaints Policy, particularly in relation to notification
of an expected delay in the complaint response.

response rate however these
have had limited success; there
was only a 1% improvement. All
files contain information relating
to an expected delay.

4 A review of a small number of both live and
completed cases should be undertaken to ensure that
all necessary correspondence on the complaint is
present and actions are taken in a timely manner to
address the findings from the complaint

Achieved - Two cases reviews
were completed. The feedback
provided was acted on by the
Complaints team to further
enhance the process.

5 Staff should be reminded that the correct dates
(including the actual dates that cases are received at
PALS/Complaints Team) must be recorded on the
Datix system and these should correspond with the
information held in cases files

Achieved - All staff within the
complaints team are using Datix
to record the relevant dates in the
management of a complaint.

Further process redesign and education to be
undertaken in partnership with the new Associate
Director of Nursing to enhance the investigation process
within the Directorates and to ensure lessons learned
are translated into practice.

Achieved - A new investigation
tool was developed and is being
used by complaint investigators

The vision of good complaint handling outlined in the
Parliamentary and Health Service Ombudsman report
published in November 2014 will be incorporated into
the complaint satisfaction survey for 2015/16.

Achieved - The Parliamentary and
Health  Service Ombudsman
report published in November
2014 was incorporated into the
complaint satisfaction survey for
2015/16.

Continuously inviting those who have concerns and
complaints to meet with relevant staff to ensure their
concerns are listened to, heard and acted upon.

Achieved - The opportunity to
meet to resolve a complaint is
offered to every complainant as

part of the telephone
acknowledgment process.
Complete the objectives of the Patient Experience | Partly  Achieved -  Monthly

Strategy Listening Learning and Hearing in relation to
complaint management:

o Wards and departments to actively publish the
results of complaints.

o Deliver training and education for key staff linked to
the standards for complaint investigations to enhance
the ability of the Trust to respond effectively to
complaints and to ensure lessons learned are
translated into practice.

complaint reports are provided to
each of the Directorates.
Investigation training was
provided to some staff by NHS
England however further training
is required.
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In 2015/16 the Trust performance targets set to measure the Trusts performance in complaint
management were:

Trust performance targets set to measure the Trusts performance | Achieved
in complaint management

90% of new complainants will be contacted within 2 working days of
receipt by telephone

85% of complainants will understand that they can be supported to
make a complaint*

w

85% of complainants will feel able to communicate concerns in the way
they wanted*

85% of complainants will feel listened to and understood*

85% of complainants will feel their complaint made a difference*

85% of complainants will feel their complaint had been handled fairly

100% of complainants acknowledged within 3 working days.

80% of complaints will receive a response with the agreed target date

99% of complainants will be asked to complete a satisfaction survey.

RO |IN|O|01~

15% response rate for the satisfaction survey will be achieved.

*These targets, related to complainant’s satisfaction with the handling of the complaint, changed in May
due to the introduction of a new satisfaction survey. Performance targets were introduced for 4 new
guestions on the survey.

Questions 2 to 6 relate to the feedback received from 43 complainants. The results from the satisfaction
survey were disappointing. The work that is to be done over the coming year to improve in these areas is
outlined in Sections 12 and 16.

5.

6.

Summary of the Key Achievements

A new investigation tool was developed and is being used by complaint investigators.

The Parliamentary and Health Service Ombudsman report published in November 2014 was
taken into account in the complaint satisfaction survey for 2015/16.

A review of two completed cases was undertaken by a member of the Patients Council using the
Patient’'s Association Standards. The files demonstrated an adequate standard of complaint
management. The feedback provided was acted on by the Complaints team to further enhance
the process.

A complainant led process for resolution is followed. More meetings with complainants are being
used to achieve resolution in the first instance; 14 were held during the year.

Each ward and department publishes the results of patient experience reviews in a consistent
way.

Number of complaints received

The Trust received a total of 216 complaints which represents a 9.2% decrease on the total of 238 for
2014/2015. (Chartl). The Patient Advice Liaison and Complaints Team work to enable increased choice
on how to take forward concerns and complaints.
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Chart 1 The number of Formal
Complaints received from Jan
2014
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The Patient Advice and Liaison Service provides support and information to patients, carers, the public
and staff, helping to resolve queries and concerns quickly and efficiently, improving the outcome of care
in the process and providing information. Advice is offered on the complaints procedure if people wish to
make a formal complaint.

Patient Advice and Liaison recorded 1334 cases between 1% April 2015 and 31% March 2016. This is
evidence that Patient Advice and Liaison are able to resolve concerns efficiently. The main theme of
these contacts was concern about the information being provided to patients and communication. 22
contacts from PALS (1.6%) went on to become a formal complaint. This represents 10% of the total
number of complaints received.

The total number of patients treated in the period 1% April 2015 to 31% March 2016 showed a 2.84%
decrease on the previous year. (Elective Inpatients was down by 26.22 %.)

All complaints received were acknowledged within three working days.

7. Number of complaints resolved within an agreed timescale

The Trust performance for resolving complaints within the timescale agreed with complainants increased
slightly this year, with an average of 75%, up from 74% that was achieved in 2014/2015. The Trust did
not achieve its performance target of 80% of complaints to receive a response with the agreed target
date.

The delays in responding were caused by the complexity of the case and the prolonged investigation
time. In addition, a number of changes in the Directorate management of complaints have impacted on
the length of time taken to complete investigations. The changes have now begun to have a positive
impact and response times are improving. The number of days being taken to complete investigations is
now being reported back to Directorates to highlight cases that are going over target.

Improving the quality and ability of staff to respond effectively within agreed timescales will continue to
be a key priority for the Trust in 2016/17. A completed case is reviewed by a member of the Patients
Council against the Patients Association Standards every six months to ensure that all the necessary
correspondence on the complaint is present, actions are taken in a timely manner and any learning from
these reviews is translated into improving practice.
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The Commissioner performance target for complaints to be responded to within the agreed target date is
to increase to 95% in 2016/17 as a result of a contractual agreement between the Trust and the Clinical
Commissioning Group.

8. The nature of complaints received

Complaints data enables the Trust to determine if there are any trends in subject matter, location or
personnel. The reporting of complaints provides an in-depth overview by wards and departments within
each Division. An analysis of complaints is undertaken across the Trust each month and monitored by
the Trust at Directorate Governance Meetings and quarterly at the Quality and Governance Committee.

The three main themes of complaints relate to medical treatment, nursing care and communication.
(Chart 2) The number of nursing care related complaints has fallen for the second year reflecting the
work that has been undertaken across the Trust to improve the standard of nursing care with initiatives
such as ward Wednesday, which involves formal weekly ward visits by the Directorate Matrons, Director
and Associate Director of Nursing and other senior nurses. The purpose is to monitor how care is
delivered, specifically looking at the dignity, safety and the welfare of patients.

Medical treatment and communication themed complaints have also seen a reduction. The TEP-
(treatment escalation plan) forms and process being used across the hospital to enhance
communication with patients regarding their treatment plan. In addition a communication card has been
introduced onto the medical wards with the aim of improving communication with relatives. Staff are
being encouraged to talk to relatives during visiting time and appointments with a Consultant are being
offered.

Chart 2 Top 10 categories of
complaints received
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The Governance Structure has been revised to ensure that the Lead Medical Director, Lead Nurse and
Manager of each Directorate share complaints with the relevant individual Speciality Area Team. In order
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to facilitating learning across all teams the Speciality Area Teams are required to review and provide
feedback through the Directorate Governance meetings.

Complaints are often complex involving one or more concern. As can be seen in Table 1 people often
introduce several themes into a complaint. For example 216 cpmplaints were received as outlined in the
table, however there were a total of 401 themes. This is due to complaints incuring more than one
theme.

Table 1
Themes of complaints over the last 3 years
Theme 2015/16 | 2014/15 | 2013/14
Medical Treatment 93 98 147
Communication 93 97 117
Nursing care 40 44 70
Diagnosis 35 23 17
Delay
appointment/treatment | 30 31 33
Discharge 28 31 33
Medication 29 29 17
Attitude 25 35 34
Dignity 24 23 18
Personal belonging 4 1 1
Environment 0 4 3
Theme Total 401 414 490
Complaint Total 216 238 225

Throughout the year the themes of all complaints are reviewed and where it is felt appropriate due to
volume or the unusual nature of the complaints a more detailed review is undertaken within the area
identified. In June 2015 the complaints linked to end of life care were reviewed by the Palliative Medicine
Consultant and Specialist Palliative Care Lead Nurse to ensure appropriate on-going response and as a
result a number of improvements actions have been highlighted, such as the hospital TEP-(treatment
escalation plan)-forms and process mentioned above.

In July 2015 a review of the complaints received by the Orthopaedic Team was undertaken with the
Lead Clinician. Significant points from individual complaints were reviewed and were subsequently
discussed at the monthly Audit/Mortality and Morbidity meeting to ensure that learning has been shared
across the Team and those opportunities to improve practice are identified and implemented. It was
highlighted that six complaints related to one Consultant who had left the Trust; a permanent
replacement is now in post.

In August 2015 the fluctuations in Medication themed complaints throughout 2015 were reviewed by the
Pharmacy Manager and Operational Matron. Although no specific reason could be identified within the
Trust, improvement actions were identified which the Drugs Therapeutics Committee and the Medicines
Optimisation Group are monitoring weekly and reviews are being undertaken. A safety thermometer will
help determine whether the measures being taken are having a positive impact.
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Chart 3 Complaints received by
Directorate

Facilities
2%

The Surgical Directorate is responsible for outpatients and patients who come into hospital for booked
operations, procedures and treatment. The Surgical Directorate also treats patients who require
emergency surgery. The Emergency Directorate is responsible for patients admitted without appointment
and generally needing priority treatment.

The Emergency Directorate which is the largest Directorate and has the highest patient numbers
continues to receive the majority of the Trusts formal complaints. There were 14,789 emergency
admissions and 53,931 emergency department attendances in 2015/16, (the attendances was up on last
year the admissions were down) and 113 complaints. The Surgical Directorate received 78 complaints.
The Clinical Support Directorate received 22 complaints, (Chart 3). The number of complaints received
by the Emergency Directorate was slightly lower than in 2014/15.

The gender of the patients for which a complaint received was:
32% Male
68% Female

The age range of those patients for which a complaint received complained was:

49.6% Over 70
13.4% 69-60
12.8% 59 -50
15.3% 49 -40
6.7% 39 -30
0.6% 29 -20
7.3% Under 19
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9. Number of complaints upheld/partially upheld

The decision to uphold or partially uphold a complaint is made following an investigation. If the complaint
is found to be justified due to a failure to deliver an appropriate standard of care then the complaint will
be upheld. If most elements are found not to be justified when a complaint has several issues raised, it is
recorded as partially upheld, even if one element is upheld.

Across all areas a total of 30% of the complaints received were upheld following an investigation. 25% of

complaints were partially upheld. The figure for upheld complaints in 2014/2015 was 31%. The figure for
partially upheld for 2014/2015 was 26%.

10. Parliamentary and Health Service Ombudsman

In was reported by the Ombudsman that they received 16 enquiries in Q1, Q2 and Q3 2015/16 following
complaints made to the Trust. (Data for Q4 is not yet available). During the year they have accepted
three of these cases for investigation. The Ombudsman has confirmed the outcome for two of these
cases as “partially upheld”. For one case an inappropriate letter was considered to have been sent to the
patient that caused distress, the author of the letter has been made aware of the Ombudsman’s decision
and asked to reflect. For the second case it was recommended that improvements be made in providing
continued physiotherapy support to patients in hospital for a long time, also action be taken to prevent
delays in cardiac monitoring. An action plan has been developed to address these points.

Two decisions have also been received in relation to complaints in 2014/15. Both cases were “not
upheld”.

At the time of publishing this report, there are four active cases with the Ombudsman and notification is
still awaited on these cases.

The Parliamentary and Health Service Ombudsman publish a quarterly report entitled Complaints about
acute trusts which details the latest statistical information about complaints they have handled, Q3.
2015-16 was published in March 2016.

The Parliamentary and Health Service Ombudsman second annual report was published in September
2015 detailing the information collected about complaints involving acute trusts in England in 2014-15.
10 times as many investigations into NHS and acute trusts were done than in the previous year. It stated
that poor communication (including quality and accuracy of information) accounts for one third of
complaints (35%), Clinical care and treatment - four in ten complaints.

Over 2014/15 the main issues raised relating to the local complaints process of acute trusts include the
following areas: a poor apology /remedy - one third of complaints (34%), wrong response to complaint -
a quarter of complaints, not acknowledging the mistake - one tenth of complaints.

The vision of good complaint handling outlined by the Parliamentary and Health Service Ombudsman in
their November 2014 was used in the new format complaint satisfaction survey for 2015/16. The
Parliamentary and Health Service Ombudsman are currently working with the Trust Development
Authority to further review the satisfaction survey. The Complaints Manager has input to this review. The
Trust will adopt any new survey when it becomes available.

A review of the cases referred to the Parliamentary and Health Service Ombudsman was undertaken in
September 2015 to identify any relevant trends or improvements. The review identified no themes
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however a number of improvement actions were identified and these have been put in place; - the Trust
is now providing a detailed timeline of a complaint for each new referral, along with the investigation
documents and outcomes of any meetings held. The points being raised by the Parliamentary and
Health Service Ombudsman are being reviewed to ensure that the Trust has been given the opportunity
to address all concerns raised.

11. Learning by experience

Two key objectives of the Trust Patient Experience Strategy called Listening Learning and Hearing to
learn from patient experiences are to:

1. Share learning, publish the results and demonstrate what has been learnt and done to change.
2. Recognise when the Trust gets it wrong and take action to correct and improve.

The Trust demonstrates that it is listening, hearing and learning from what patients say by actively
monitoring complaints, identifying common themes and trends and taking action to learn. Learning and
improvement actions identified from complaints are logged to ensure that any recommendations are
implemented. Complaint data is also published on the Trust web site along with actions taken.

Patient Stories are shared by the Trust Board to demonstrate that the Trust is listening and acting on the
feedback from complaints to improve the services that are delivered.

The table below highlights a selection of some of the lessons learned from complaints over the past

year.

What our patients said

What we did

After a review by the mental health liaison team,
patient was sent home without any help. Patient
felt staff were not caring or polite.

The Trust have regular in-house teaching form
Mental Health Liaison Team to all grades of staff
as part of this teaching anonymised feedback
from patients is included, this complaint was used
as part of this ongoing process to delivery of
better standards of care.

A patient was unhappy with the delay in
receiving an appointment and the number of
times it was cancelled.

A change in process has been implemented
designed to stop patients being rescheduled
numerous times before they see a consultant and
also to reduce the number of patients who do not
attend their appointments as they are booked so
far in advance

A patient who was unable to care for themselves
developed a pressure sore whilst an inpatient

Since 2012 the Trust has undertaken
considerable work over the past three years to
reduce the number of pressure sores that
develop in the hospital. All nursing staff have
undertaken training which has been initiated by
each ward manager and there is clear focus on
learning from our incidents.

Patient was discharged without medication and
did not arrive in time to be given by carers.
Family member was not aware that they needed
to contact Social

All the services on offer to facilitate discharge
have been highlighted to the registered nurse
team to assist timely discharges in the future.
The ward sister has worked hard with her team
to be more proactive preparing discharge
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medication in advance to ensure patients are
discharged with their prescribed medication.

What our patients said

What we did

There was a breakdown in communication
regarding who would be collecting patient
following a procedure in Day Case.

The Day Case Sister has discussed the patient’s
experience with staff to ensure that patients
being discharged from the unit have
arrangements in place to be picked up.

Following an operation a patient presented to the
GP as instructed by the consultant, the GP had
no knowledge of the operation or any letters from
the hospital. It was identified that letters had
been sent to wrong GP practices.

The General Manager has used the concerns
raised to ensure the appropriate training is
offered to staff and the processes used are
correct so patients do not experience delays or
errors in results being sent to GP on this
occasion.

Patient did not feel they were given enough
information about the treatment plan and how
they would recover. The clinicians did not seem
to take information about allergies seriously. The
patient was given information when coming
around from the anesthetic that was difficult for
them to take in.

The information leaflets sent to patient for this
procedure were reviewed by the Access Team
Manager.

The Matron has made sure all Pre-op nurses
have been trained to add patient details onto
electronic recording system used in Theatres
(Opera) to include allergies as another check to
improve patient safety.

Patient developed pressure sores behind their
ears. General nursing care not as good as it
should have been in last days of his life. There
was a delay in a Nasal Gastric tube being fitted
properly due to a delay in the patient being sent
to x-ray; as a result patient was not fed. The
family was not called when the patient
deteriorated.

The patients experience was shared with the
ward nursing staff and they were encouraged to
make suggestions as to how the situations that
arose could have been prevented. The ward now
use soft closed cell tubes specially designed to
prevent ear chafing and pressure sore damage
from things like oxygen tubing. The ward has
mouth care boxes with lids made up with the
necessary sponges and creams ready for use. At
the Cuban (Confidential, uninterrupted, brief
accurate and named nurse) handover it is now
highlighted the relatives who wish to be
contacted if their loved one deteriorates either
day or night. The Sister spoke to the doctors
involved and arranged for x-ray cards to be
made out and available for nurses to send
patients for an x-ray promptly this will improve
the service by making it quicker and more
efficient.

12. Satisfaction Surveys

Complainants are sent a satisfaction survey to ask them about their experiences of raising a complaint in

the hospital.

With effect from 1% April 2015 a new style survey was introduced. The survey reflects the user led vision
for raising concerns and complaints outlined in the Parliamentary and Health Service Ombudsman report
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“My expectations for raising concerns and complaints” published in November 2014. The surveys are
completed anonymously and returned to the Associate Director of Governance and Patient Experience.

203 people (94% of complainants) were sent a survey between 1% May 2015 and 31° March 2016 and
43 (21%) returned a completed survey.

Five key questions were analyzed namely:
o lunderstood that | could be supported to make a complaint.
o | was able to communicate my concerns in the way | wanted.
o | felt listened to and understood.
o | felt my complaint made a difference.l felt that my complaint had been handled fairly.

The results were disappointing. Responses indicated that complainants do not feel:
1. Listened to or understood.
2. Their complaint made a difference.
3. Their complaint had been handled fairly.

Comments made by complainants indicated that complainants were unhappy with the length of time
being taken to complete investigations and respond.

It is recognised that more work is required to improve how complaints are managed. A number of actions
have been taken by the Complaints team with the aim of improving the outcome for complainants. These
include;

e Further improvements to the acknowledgement process such as including a telephone
acknowledgement, speaking directly with the complainant to discuss the concerns raised and the
outcome being sought along with how the complainant would like their complaint to be resolved.

e The introduction of an investigation report to ensure all points of concern are thoroughly
investigated and responded to. The template also documents any learning that is identified.

e The investigation report will always be reviewed by the Directorate and Governance leads with
responsibility for sign off and accountability for the quality of the response to the Complainant.

The PHSO are currently reviewing the satisfaction survey with NHS England, the Complaints Manager is
contributing to this review process.

13. Complaints training

Over the past 12 months, sessions have been delivered each month to staff as part of the statutory
mandatory induction training; “Treating patients with dignity and respect avoids complaints”.

Additional training sessions were delivered for key staff involved in writing complaint responses in
response to the Trust’'s new standards for complaint management to help staff understand the new
standards and to enhance the ability of the Trust to respond effectively to complaints and to ensure
lessons learned are translated into practice.

Further is training and education is required for key staff linked to the standards for complaint
investigations.

14. External Monitoring - Care Quality Commission (COC) Review

The CQC’s Outcome 17 “People should have their complaints listened to and acted on properly” was
reviewed in May 2015 by the CQC. It was reported that there were no barriers to making a complaint. .
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However, in a number of areas, there was little evidence of learning being shared or improvements
made as a result of complaints being monitored. A notable exception to this was within services for
children and young people. The report also mentioned that within surgery, critical care and medical
services, there was a lack of monitoring of improvements as a result of complaints.

15. Policy

The Trust’'s Complaints Policy was reviewed in November 2014 to ensure that the management of
complaints continues to be in line with the Local Authority Social Services and National Health Service
Complaints (England) Regulations 2009.

16. Staff

The Patient Advice Liaison and Complaints Team continue to work to handle concerns raised through
the team. For nine months in 2015/2016 the team was under resourced. Since then the team have an
active recruitment campaign.

The aim of the team is to deal with concerns as expediently as possible and to the satisfaction of the
complainant. By involving staff as soon as a concern is raised it is hoped to have a positive impact on
reducing the number of complaints that need to be dealt with as formal complaint. There is evidence that
this way of working is having a positive impact on the number of formal complaints.

17. Future Plans

The Trust will continue to be proactive in its management of complaints. Complainants tell us that they
want to see three things when things go wrong: a clear explanation and an acknowledgement, an
apology of the mistake and an assurance that action has been taken to ensure the same failing will not
occur again. The Trust aim for 2016/17 is to further improve the complaint process and management by:

e Continuing to improve the numbers of complainants that receive their responses within the agreed
timeframes.

e Documenting a time line on individual complaint files where a complaint response is delayed and
document the reason for each delay.

o Areview of a small number of both live and completed cases should be undertaken to ensure that all
necessary correspondence on the complaint is present and actions are taken in a timely manner to
address the findings from the complaint.

e Delivering training and education for key staff linked to the standards for complaint investigations to
enhance the ability of the Trust to respond effectively to complaints and to ensure lessons learned
are translated into practice.

e Adopting a framework of good practice in complaint handling. This will be through a two stage
process of managing concerns/complaints within the Trust aimed towards “if | can resolve | will”,
making every member of staff individually accountable for trying to prevent concerns from escalating
to a formal complaint.
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e Negotiating the method by which the complaint will be handled and responded with the complainant
during the acknowledgement process. Options to resolve these complaints may include: Resolution
meeting, Telephone conversation with a senior member of staff or written letter.

In line with the five key stages of the ‘complaint journey’ identified outlined in the Parliamentary and
Health Service Ombudsman report “My expectations for raising concerns and complaints” published in
November 20142016/17 the Trust has performance targets set to measure the Trusts performance in
complaint management. The targets are:

100% of new complainants will be contacted within two working days of receipt by
telephone when contact details are available.

100% of complainants will be acknowledged within three working days 85% of
complainants will be satisfied overall with the way and manner in which their complaint
was handled.

95% of complaints will receive a response with the agreed target date.

99% of complainants will be asked to complete a satisfaction survey.

15% response rate for the satisfaction survey will be achieved.

85% of complainants will understand that they could be supported to make a complaint.
85% of complainants will feel able to communicate their concerns in the way they wanted.
85% of complainants will feel listened to and understood.

85% of complainants will feel that their complaint made a difference.

85% of complainants will feel that their complaint had been handled fairly.

The Trust’'s aim is to ensure that patient experience is improved and that it continues to reduce the
number of formal complaints received by the Trust.

Suzanne Blackmore
Complaints Manager
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1. Executive Summary

During the period 1% April 2014 to 31% March 2015 there were 1397 contacts made to the Patient Advice
Liaison and Complaints Team. Of the initial contacts made with the PALs team, 23 went on to be formal
complaints.

The Trust covers an overall population in North Somerset of around 202,000 people (source: 2011
census) with a further 3.3 million day trippers and 375,000 resident visitors which increase this base
population each year. In 2014/2015 the total number of patients treated was 183,520. The number of
these patients that contacted the Trust to raise a formal complaint was 238, a 5.7% increase from
2013/14

The Trust was able to resolve 74% of complaints within the timescale that was individually agreed with
the complainant and following investigation by the Trust, 31% of complaints received were upheld.

There was a low response to the satisfaction survey, with 31 complainants returning a completed survey.
From the surveys received 19 complainants (64%) told the Trust that they were satisfied with the initial
response they received.

The Ombudsman received referrals from 6 complainants that remained dissatisfied with the response
from the Trust, which represents 2.5% of the total complaints received by the Trust. Currently three
decisions have been made by the Ombudsman, where they have not upheld the concerns raised by the
complainant in 2014/2015. Two further decisions have also been received of partially upheld in relation
to two complaints received in the previous year 2013/2014.

This report provides an analysis of the complaints received by the Trust in 2014/2015 and demonstrates
that the top 3 themes identified are consistent with that of the previous year, Medical treatment,
Communication and Nursing care.

2. Introduction

This report reviews the complaints received by the Trust for the period 1% April 2014 to 31* March 2015
and describes how these complaints have been managed.

A complaint is described in the Trust Complaint Policy as ‘an expression of dissatisfaction from a patient
or third party requiring a response.’

Complaints are important to the Trust as they can act as an early indicator that a system is not
functioning effectively and can provide valuable insight into where service improvements may be
required.

In responding to complaints the Trust aims to remedy the situation as quickly as possible and ensure the
individual is satisfied with the Trust response. It is important that individuals feel that they have been
fairly listened to, treated with respect and any issues raised have been satisfactorily resolved within
agreed timescales.

The top three themes described in complaints were:

e unhappy with the medical treatment received,
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e communication with patients, their families and carers
e standard of the nursing care.

The complaints function is the responsibility of the Director of Nursing. Complaints are reported and
monitored regularly on a bi-monthly and quarterly basis by the Executive Team and the Board of
Directors.

The Trust continue to be proud of the number of compliments received about staff and think it is
important that this positive feedback is communicated across the organisation, ensuring that where we
have got it right we share this approach across other areas through sharing patient feedback at
Divisional meetings.

The number of compliments the Trust receives annually far outweighs the number of complaints. The
Trust was pleased to receive and record over 1178 letters of compliment during the year.

The Trust continues to be proactive in its management of complaints and has reviewed the Complaints
Policy and Procedures to ensure they are in line with the vision of good complaint handling outlined in
the Parliamentary and Health Service Ombudsman report published in November 2014. The framework
introduced in this report will be used by the Care Quality Commission in its new inspection regime and
NHS England will also being using the tool in the NHS Outcomes Framework.

The recommendations outlined in the House of Commons Health Committee Report of January 2015
have been reviewed and the Trust is already working to the required standard; publishing at least
guarterly anonymised complaints information including details of what the Trust has learnt. The
complaint process has been reviewed in order to simplify and streamline it to help complainants.

3. Objectives for the year

e A key objective in relation to complaint management for last year from the Patient Experience
Strategy called Listening Learning and Hearing was that wards and departments publish the
results of complaints and surveys. This was not achieved last year but it is anticipated this will be
in place over the coming months.

e Continue to work to implement all of the recommendations identified in the Internal Audit:

1. Management should consider whether the complaints process may be
enhanced by using Datix exclusively to its optimal function.

2. Complainants should be notified of possible delays in responding to
complaints as soon as the Complaints Team has knowledge of such a
situation arising, rather than waiting until the proposed response date quoted
in the acknowledgement letter has passed.

3. To improve the numbers of complainants that receive their responses
within the agreed timeframes and improve the integrity of the complaints
process all case files should contain all the information required by the
Complaints Policy, particularly in relation to notification of an expected delay
in the complaint response.

4. A review of a small number of both live and completed cases should
be undertaken to ensure that all necessary correspondence on the complaint
is present and actions are taken in a timely manner to address the findings
from the complaint.

5. Staff should be reminded that the correct dates (including the actual
dates that cases are received at PALS/Complaints Team) must be recorded
on the Datix system and these should correspond with the information held in
cases files.






Further process redesign and education to be undertaken in partnership with the new Associate
Director of Nursing to enhance the investigation process within the new Directorates and to
ensure lessons learned are translated into practice.

The vision of good complaint handling outlined in by the Parliamentary and Health Service
Ombudsman report published in November 2014 will be incorporated into the complaint
satisfaction survey for 2015/16.

Continuously inviting those who have concerns and complaints to meet with relevant staff to
ensure their concerns are listened to, heard and acted upon.

All complaint data will continue to be published on the Trust web site along with actions taken.

. Summary of the Key Achievements

Publishing a new complaint leaflet giving simple and clear guidance on how to raise a complaint
to make it easier for people to raise a concern or complaint.

Implementation of all of the key actions from the Patients Association review.

The Trust reviewed and revised its complaints management process and delivered training for
key staff.

Patient Stories are part of the reports that go to the Trust Board.

The complaints team are continuously inviting patients/relatives who have concerns and
complaints to meet with relevant staff to listen to their concerns, and act on the concerns.
Complaint data is published on the Trust web site along with actions taken.

Wards and departments publish the results of patient experience reviews.

Trust performance targets set to measure the Trusts performance | Achieved
in complaint management

90% of new complainants will be contacted within 2 working days of
receipt by telephone

85% of complainants will be satisfied overall with the way and manner
in which their complaint was handled

85% of complainants will be satisfied that all of the points they have
raised have been answered

85% of complainants will feel that the Trust will make changes as a
result of their complaint.

85% of complainants will feel that the Trust has been open and honest
in the response

100% of complainants acknowledged within 3 working days.

80% of complaints will receive a response with the agreed target date 74%

99% of complainants will be asked to complete a satisfaction survey. 98%

O[NNI

15% response rate for the satisfaction survey will be achieved.

5. Complaints process

Weston Area Health Trust aims to provide the highest quality services, ensuring the experience
individuals have whilst using the Trust services is the best that can be offered. However for some their
experience falls short of this aim. The Trust is always sorry when this is the case and welcomes the
feedback individuals provide about what went wrong so that improvements can be made.

The Trust aim is to provide local resolution to all complaints and maintain an approach where we are
open, honest and transparent in our responses. The Trust complaints system is led by the individual
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making the complaint and they have the options to either receive a written response from the Chief
Executive and person who investigated their complaint, or meet with relevant staff to ensure their
concerns are listened to, heard and acted upon. If this is still not satisfactory the complainant has the
option to meet with Chief Executive to discuss their complaint and possible resolution.

The time limit for making a complaint as laid down in the Local Authority Social Services and National
Health Service Complaints (England) Regulations 2009 is currently 12 months after the date of the
incident or 12 months after the date on which the matter came to the attention of the complainant.
However there are occasions when the Ombudsman have instructed the Trust to investigate a complaint
related to treatment and care over 12 months ago, each case is looked at individually.

An acknowledgement of the complaint is made within three working days, to verify the issues requiring
investigation. If possible all complaints will be acknowledged verbal in the first instance. The Complaints
Team will contact the complainant to agree a realistic timescale in which the complaint should be
resolved. This decision is based on the type and complexity of the complaint allowing a swift response to
straightforward issues, whilst at the same time allowing an achievable response time to be set for
complex and cross-organisational or cross-Trust issues.

The complaints legislation indicates that ‘the Trust must investigate the complaint in a manner
appropriate to resolve it speedily and efficiently and keep the complainant informed’. When a response is
not possible within the agreed timescale, a new completion date is agreed with the complainant, who, in
addition, must be kept informed of progress throughout the investigation.

Although the legislation allows flexibility, the Trust aims to provide a response in as timely a manner as
possible, setting an internal target of 30 working days.

Under the current complaints legislation Trusts have six months in which to endeavour to resolve a
complaint to the complainant’s satisfaction. However if the complainant remains dissatisfied they have
the right to refer their complaint to the Parliamentary and Health Service Ombudsman (PHSO) as the
second stage.

The PHSO may:

Refer the complainant back to the Trust to complete ‘local resolution’

Ask the Trust to consider if further local resolution is an option

Request the case file for screening assessment

Having assessed the case file, decide not to investigate further

Having assessed the case file, appoint an Investigating Officer to carry out a review ‘on
paper’

6. Number of complaints received

The Trust received a total of 238 complaints which represents a 5.7% increase on the total of 225 for
2013/2014. (Chartl). The Patient Advice Liaison and Complaints Team work to enable increased choice
on how to take forward concerns and complaints.

Patient Advice and Liaison provides support and information to patients, carers, the public and staff,
helping to resolve queries and concerns quickly and efficiently, improving the outcome of care in the
process and providing information. Advice is offered on the complaints procedure if people wish to make
a formal complaint.
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Patient Advice and Liaison recorded 1397 cases between 1% April 2014 and 31% March 2015. This is
evidence of that Patient Advice and Liaison are able to resolve concerns efficiently. The main theme of
these contacts was delay or cancelled outpatient appointments and the communication linked to this
together with concerns about the information being provided to patients. 23 contacts (1.6%) went on to
become a formal complaint. This represents 9.6% of the total number of complaints received.

The total number of patients treated in the period 1* April 2014 to 31* March 2015 showed a 0.57%
increase on the previous year. (Elective Inpatients was up by 3.06%.)

Chart 1 The number of formal complaints
recieved over the past two years
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All complaints received were acknowledged within three working days.

7. Number of complaints resolved within an agreed timescale

The Trust performance for resolving complaints within the timescale agreed with complainants increased
this year, with an average of 74%, up from 64% that was achieved in 2013/2014. The Trust did not
achieve its performance target of 80% of complaints to receive a response with the agreed target date.

The delays in responding were caused by the complexity of the case and the prolonged investigation
time. In addition, a number of changes in the Divisional management of complaints have impacted on
the length of time taken to complete investigations. The changes have now begun to have a positive
impact and response times are improving. The number of days being taken to complete investigations is
now being reported back to Divisions to highlight cases that are going over target.

Improving the quality and ability of staff to respond effectively within agreed timescales will continue to
be a key priority for the Trust in 2015/16. Further process redesign and education will take place in
partnership with the new Associate Director of Nursing to enhance the investigation process and to
ensure lessons learned are translated into practice.






8. The nature of complaints received

Complaints data enables the Trust to determine if there are any trends in subject matter, location or
personnel. The reporting of complaints provides an in-depth overview by ward and department within
each Division. An analysis of complaints is undertaken across the Trust each month and monitored by
the Trust at the Divisional Governance Meetings and quarterly at the Quality and Governance
Committee.

The three main themes of complaints relate to medical treatment, nursing care and communication.
(Chart 2). The number of nursing care related complaints has fallen for the second year reflecting the
work that has been undertaken across the Trust to improve the standard of nursing care with initiatives
such as ward Wednesday, which involves formal weekly ward visits by the Divisional Matrons, Heads of
Nursing and other senior nurses. The purpose is to monitor how care is delivered, specifically looking at
the dignity and welfare of patients.

Top 10 categories of complaints
received

H Medical Treatment

L1 Communication

® Nursing care

| Attitude

® Discharge

i Delay appointment/treatment
i Medication

H Dignity

® Diagnosis

# Environ/other

Medical treatment and communication have also seen a reduction in complaints. The Model Ward
project which begun in 2013/14 to improve inpatient care by providing patients with care by the right
team, in the right place and for the right amount of time has enhanced both the communication between
multi-professionals and the treatment patients receive. Further improvements are looking to be achieved
by undertaking Executive led awareness sessions using case studies around patient experiences. This
is to be rolled out across the trust to staff through 20 minute learning sessions. In addition the Director of
Nursing and the medical Director are to introduce a communication project around improving
communication between doctors/nurses and patients.

There has been an increase in the theme of complaints linked to medication which correlates with the
results of the feedback received from patients in surveys and the exits card information. An Trust action
plan has been developed following review of the results from the 2014 National Inpatient Survey to
improve medications information that is given to patients. Actions include patient friendly information for
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top 10 identified drugs, reviewing how pharmacists can have a greater presence on the wards to discuss
medications with patients.

Complaints are often complex involving one or more concern. As can be seen in Table 1 people often
introduce several themes into a complaint. For example 238 cpmplaints were received as outlined in the
table, however there were a total of 414 themes. This is due to complaints incuring more than one
theme.

Table 1
Themes of complaints over the last 3 years
Theme 2014/15 | 2013/14 | 2012/13
Medical Treatment 98 147 120
Attitude 35 34 37
Medication 29 17 39
Communication 97 117 105
Nursing care 44 70 78
Discharge 31 33 36
Dignity 23 18 12
Diagnosis 23 17 27
Delay
appointment/treatment | 31 33 30
Personal belonging 1 1 2
Environment 4 3 3
Hotel Services 0 0 1
Documentation 0 0 1
Theme Total 414 490 491
Complaint Total 238 225 262

The Planned Care Division is responsible for outpatients and patients who come into hospital for booked
operations, procedures and treatment. The Planned Care Division also treats patients who require
emergency surgery. The Emergency Division is responsible for patients admitted without appointment
and generally needing priority treatment.

The Emergency Division which is the largest Division and has the highest patient numbers continues to
receive the majority of the Trusts formal complaints. There were 15,317 emergency admissions and
52,577 emergency department attendances in 2014/15, (the activity was down on last year) and 111
complaints. The Planned Care Division received 106 complaints, (Chart 3). The number of complaints
received by the Emergency Division was lower than in 2013/14.






Chart 3 Complaints received by

Division
Facilities
2%

9. Number of complaints upheld/partially upheld

The decision to uphold or partially uphold a complaint is made following an investigation. If the complaint
is found to be justified due to a failure to deliver an appropriate standard of care then the complaint will
be upheld. If most elements are found not to be justified when a complaint has several issues raised, it is
recorded as partially upheld, even if one element is upheld.

Across all areas a total of 31% of the complaints received were upheld following an investigation. 26% of

complaints were partially upheld. The figure for upheld complaints in 2012/2013 was 42%. The figure for
partially upheld is unavailable for 2013/2014.

10. Parliamentary and Health Service Ombudsman

In was reported by the Ombudsman that they received 14 enquiries in Q1 and Q2 2014/15 following
complaints made to the Trust. (Data for Q3 and Q4 is not yet available). During the year they have
accepted 6 of these cases for investigation. The Ombudsman has confirmed the outcome for three of
these cases as “not upheld”.

Two decisions have also been received in relation to complaints in 2013/14. Both cases were “partially
upheld” the standard of documentation in relation to personal care fell below the standard that should
have been delivered for one case, and there was a recommendation that the Trust apologise for the way
one of the complaints was managed.

As a result of one complaint the Trust gave consideration to improving the consent process to ensure
patients clearly understand the procedure being consented and any associated risks. In July 2014 the
Ombudsman started to publish anonymised case summaries of their completed investigations on their
website. This case was used by Ombudsman in the Summary Report for April to June 2014; it was
entitled “Trust failed to get adequate consent for surgery”.

At the time of publishing this report, there are three active cases with the Ombudsman and notification is
still awaited on these cases.

The Ombudsman investigated 2.7 complaints for every 100 written complaints received by the Trust.
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A report entitted Complaints about acute trusts 2013-14 and Q1, Q2 2014-15 was published in
November 2014 by the Parliamentary and Health Service Ombudsman. It stated that poor
communication (including quality and accuracy of information) accounts for three in ten complaints.

More people are escalating complaints to the Ombudsman because of inadequate apologies from the
NHS. This accounts for 28% of all complaints they received in the first two quarters of 2014-15. Over the
past 18 months the main issues raised relating to the local complaints process of acute trusts include the
following areas: inadequate apology or personal remedy, poor explanation of decision, no
acknowledgement of mistakes, response is wrong and/or incomplete, unnecessary delay in handling
complaint, inadequate financial remedy and inadequate systemic remedy

The Trust continues to cooperate with the Ombudsman when required. The vision of good complaint
handling outlined in by the Parliamentary and Health Service Ombudsman report was published in
November 2014. The Complaints Policy and Procedures have been reviewed to ensure that best
practice is being followed. The framework introduced in this report will be used in the new format
complaint satisfaction survey for 2015/16.

11. External Monitoring - Care Quality Commission (COC) Review

The CQC'’s Outcome 17 “People should have their complaints listened to and acted on properly” has not
been reviewed in the past 12 months by the CQC and no concerns have been raised by the CQC
regarding the Trust’s management of complaints.

12. Learning by experience

The Trust has developed a Patient Experience Strategy called Listening Learning and Hearing to learn
from patient experiences. Two key objectives of this strategy are to:

1. Share learning, publish the results and demonstrate what has been learnt and done to change.
2. Recognise when the Trust gets it wrong and take action to correct and improve.

The Trust demonstrates that it is listening, hearing and learning from what patients say by actively
monitoring complaints, identifying common themes and trends and taking action to learn. Learning and
improvement actions identified from complaints are logged to ensure that any recommendations are
implemented. As a means of monitoring a summary of the lessons learned is reviewed monthly by the
Trust at the Divisional Governance Meetings. Complaint data is also published on the Trust web site
along with actions taken.

Patient Stories are shared by the Trust Board to demonstrate that the Trust is listening and acting on the
feedback from complaints to improve the services that are delivered.

The table below highlights a selection of some of the lessons learned from complaints over the past
year.

What our patients said What we did
Patient arrived for a double Ophthalmology | As a result of complaint staff attempted to contact
appointment to find that it had been cancelled. all routine patients whose original appointments

are due or overdue at that time in order to inform
them of the delay. Some extra clinics were
provided in order to see any overdue patients
with an urgent need. Going forward,
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appointments will not be booked any more than 6
weeks in advance. This means that we will be
unlikely to have the need to cancel any clinics
due to annual leave and any urgent appointments
will have no longer than 6 weeks to wait until an
appointment is available.

A patient with a visual impairment did not receive
the support they needed i.e. to eat and drink in
one area.

New above beds status at a glance board have
been introduced in the area. These Boards travel
with the patient and the needs of the patient will
be documented in the initial patient assessment.

Staff did not consistently take into account the
patient had dementia when delivering care.

All staff attend a dementia awareness training. e-
learning statutory mandatory

New above beds status at a glance board will
have a forget- me not on the board.

All about me booklets to be completed with
relatives and carers.

The patient experienced inconsistent information
from the staff and delays in getting staff back to
them. In addition staff lost a sample that was
delivered to them by the patient.

The Pathology team now ensure that all infertility
samples are received into the department by a
member of the team who carries out the testing
to avoid a repeat of this error. Furthermore, a
reconfiguration of the Pathology front office will
allow for a better interface between Pathology
staff and patients who are dropping off samples
for analysis.

Use of catheter was distressing for patient with
dementia as they did not understand why is was
needed and how this would affect them

The specialist urology nurse has provided further
training for staff regarding guidelines for inserting
catheters.

The family felt that the communication relating to
the discharge plan was poor. Staff did not update
the family on the progress of the patient and the
family did not know who was in charge or who to
contact to ask questions.

The Consultant Surgeon discussed with junior
doctors the importance of timely and accurate
discharge summary letters for patients. The ward
sister has discussed the family’s experience with
the staff team re-emphasising the importance of
keeping family members updated on the
progress and treatment plans for patients. All
ward junior sisters are now wearing a more
visible dress code. All staff are now wearing
name badges to identify their status also.

A patient was given medication that she was
sensitive to in the last days of life. The family felt
that communication by nursing staff relating to
death of their family member particularly in
relation to the DNAR instruction was not good.

There is now a system in place, where staff that
are involved in incidents where medication is
given in error are asked to produce statements
and reflective pieces of work, to ensure we learn
from our mistakes and reduce the likelihood of it
happening again. Feedback from the relative was
shared with all the nursing staff in order to reflect
and discuss how the team could improve
communication especially with relatives of dying
patients.

It took a nurse 45 minutes to find the medication
keys to be able to administer morphine to a

The Matron has reviewed the processes and is
currently developing a case to have controlled
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patient access to medication so that staff do not have to
find each other for the keys to access pain
control and thus minimise the delays for patients.
The family of a patient who was dying did not | Palliative Care Guidelines and a Resource Folder
feel that he was able die with dignity. The patient | has been compiled to provide staff with guidance

was not given syringe driver in last stages of life | o caring for patients in the end stages for life. 19
as one could not be found. As a result the patient syringe drivers are now kept in the Trust

suffered unnecessary pain. L )
yp Palliative Care office for easy access.

13. Satisfaction Surveys

Where appropriate, complainants are sent a satisfaction survey to ask them about their experiences of
raising a complaint in the hospital. 31 people (14%) returned a completed survey. Even though the
response rate has been low the results have been encouraging, with the results highlighting the
following:

76% said it was it easy to find out about our complaint process.

64% said that all or most of the points raised in the complaint had been investigated.
96% said the response was very or mostly clear and easy to understand.

32% felt that the Trust will make changes as a result of the complaint

The response rate was disappointing and lower than last year. The process was changed during the
year so that a survey is sent with the letter of response. This will be reviewed again with the aim of
improving the response rate for 2014/15.

Although improvements in the management of complaints made in 2013 have been made it is evident

that more work needs to be done by the Trust to give confidence to complainants that the Trust will make
changes as a result of their complaint.

14. Complaints training

Over the past 12 months, sessions have been delivered each month to staff as part of the statutory
mandatory induction training; “Treating patients with dignity and respect avoids complaints”.

Additional training sessions were delivered for key staff involved in writing complaint responses in
response to the Trust's new standards for complaint management to help staff understand the new
standards and to enhance the ability of the Trust to respond effectively to complaints and to ensure
lessons learned are translated into practice.

Further is training and education is required for key staff linked to the standards for complaint
investigations.

15. Policy

The Trust’'s Complaints Policy was reviewed in November 2014 to ensure that the management of
complaints continues to be in line with the Local Authority Social Services and National Health Service
Complaints (England) Regulations 2009.
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16. Staff

The Patient Advice Liaison and Complaints Team continue to work to handle concerns raised through
the team. For six months in 2014/2015 the team was under resourced. The team was however fully
staffed from November 2014 until the end of the year.

The aim of the team is to deal with concerns as expediently as possible and to the satisfaction of the
complainant. By involving staff as soon as a concern is raised it is hoped to have a positive impact on
reducing the number of complaints that need to be dealt with as formal complaint. There is evidence that
this way of working is having a positive impact on the number of formal complaints.

17. Internal Audit Report

As part of the 2014/15 Internal Audit Plan a review of the Trust's Complaints handling process was
undertaken. The objective of the review was to provide assurance to the Audit and Assurance
Committee that the Trust has robust processes in place in relation to complaints and that learning from
complaints is effectively shared across the Trust. The final report was shared with the Trust in February
2015. The overall conclusion was that there is an effective process in place to handle complaints.
However some areas of weakness were identified.

The results of this review showed a mixture of good, satisfactory and poor practice. Good practice noted
included:

the Complaints Policy

inclusion of complaints in the Trust induction programme

appropriate initial risk rating

monthly and quarterly reports

monitoring of complaints using internal electronic systems

the use of the complaint satisfaction survey

The following recommendations were made:

e Management should consider whether the complaints process may be enhanced by using Datix
exclusively to its optimal function.

e Complainants should be notified of possible delays in responding to complaints as soon as the
Complaints Team has knowledge of such a situation arising, rather than waiting until the
proposed response date quoted in the acknowledgement letter has passed.

e To improve the numbers of complainants that receive their responses within the agreed
timeframes and improve the integrity of the complaints process all case files should contain all
the information required by the Complaints Policy, particularly in relation to notification of an
expected delay in the complaint response.

o A review of a small number of both live and completed cases should be undertaken to ensure
that all necessary correspondence on the complaint is present and actions are taken in a timely
manner to address the findings from the complaint.

e Staff should be reminded that the correct dates (including the actual dates that cases are
received at PALS/Complaints Team) must be recorded on the Datix system and these should
correspond with the information held in cases files.

Work has begun on the these recommendations
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18. Future Plans

The Trust will continue to be proactive in its management of complaints. Complainants tell us that they
want to see three things when things go wrong: a clear explanation and an acknowledgement, an
apology of the mistake and an assurance that action has been taken to ensure the same failing will not
occur again. The Trust aim for 2014/15 is to further improve the complaint process and management by:

e Continuing to work to implement all of the recommendations identified in the Internal Audit:

1. Management should consider whether the complaints process may be
enhanced by using Datix exclusively to its optimal function.

2. Complainants should be notified of possible delays in responding to
complaints as soon as the Complaints Team has knowledge of such a
situation arising, rather than waiting until the proposed response date quoted
in the acknowledgement letter has passed.

3. To improve the numbers of complainants that receive their responses within
the agreed timeframes and improve the integrity of the complaints process all
case files should contain all the information required by the Complaints Policy,
particularly in relation to notification of an expected delay in the complaint
response.

4. A review of a small number of both live and completed cases should be
undertaken to ensure that all necessary correspondence on the complaint is
present and actions are taken in a timely manner to address the findings from
the complaint.

5. Staff should be reminded that the correct dates (including the actual dates that
cases are received at PALS/Complaints Team) must be recorded on the Datix
system and these should correspond with the information held in cases files.

e Further process redesign and education to be undertaken in partnership with the new Associate
Director of Nursing to enhance the investigation process within the new Directorates and to
ensure lessons learned are translated into practice.

e The vision of good complaint handling outlined in by the Parliamentary and Health Service
Ombudsman report was published in November 2014 will be incorporated into the complaint
satisfaction survey for 2015/16.

e Continuously inviting those who have concerns and complaints to meet with relevant staff to
ensure their concerns are listened to, heard and acted upon.

o Complete the objectives of the Patient Experience Strategy Listening Learning and Hearing in
relation to complaint management:

1. Wards and departments to actively publish the results of complaints.

2. Deliver training and education for key staff linked to the standards for complaint
investigations to enhance the ability of the Trust to respond effectively to complaints and
to ensure lessons learned are translated into practice.

In 2015/16 the Trust performance targets set to measure the Trusts performance in complaint
management are:

1. 90% of new complainants will be contacted within 2 working days of receipt by
telephone.
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85% of complainants will be satisfied overall with the way and manner in which
their complaint was handled.

85% of complainants will be satisfied that all of the points they have raised have
been answered.

85% of complainants will feel that the Trust will make changes as a result of their
complaint.

85% of complainants will feel that the Trust has been open and honest in the
response.

100% of complainants will be acknowledged within 3 working days.

80% of complaints will receive a response with the agreed target date.

99% of complainants will be asked to complete a satisfaction survey.

15% response rate for the satisfaction survey will be achieved.

The Trust’'s aim is to ensure that patient experience is improved and that it continues to reduce the
number of formal complaints received by the Trust.

Suzanne Blackmore

Complaints Manager
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