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CATEGORY OF PAPER 

Specific action required:  Provides Assurance:  For Information:  

 

Board of Directors’ Meeting – 26/07/2018 

Report title: Patient Story 

Purpose of report: The purpose of the report is to provide the Board with a reflection of our service 
delivery through a patient experience or staff perspective, with a view to use these 
experiences to continually improve the services delivered 

Key issues: 
(key points of the paper, how this supports the 
achievement of the Trust’s corporate 
objectives, overview of risk implications, main 
risk details on page 2) 

This report describes the experience of a patient and family who used the 999 
service.  The family had cause for complaint relating to care provided on scene 
and time taken to transport the patient to hospital. 

Prior to the complaint being received, an investigation had already commenced 
following contact from the Coroner’s office and the case was subsequently 
reported as a Serious Incident (SI). A Family Liaison Officer (FLO) was appointed 
to support the patient’s wife and family through the investigation, sharing the 
findings and providing continued support throughout the Inquest process, which 
was held 1 year 3 weeks after the sad death of the patient. 

The outcome of the SI investigation process resulted in Trust wide learning, with 
improvements made to the training provided, as well as individual learning for the 
staff involved in the case.  

The patient’s wife has consented for their experience to be used for this report. 

 

Issue previously considered by: N/A 

Recommended actions: 

The board is asked to review the report and take assurance of the robust 
investigation process through Root Cause Analysis, the learning identified and 
actions taken and the positive impact the appointment of a FLO has for families 
in the most saddest and difficult of times. 

Sponsor / approving director: Director of Quality and Safety  

Report author: Gillian Summers, Complaints Manager, Patient Experience Team 

Governance and assurance 

Link to Trust Priorities: 
(please tick) 

Organisational 

Sustainability 

Improving 

Quality & 

Safety 

Workforce 

& Investors 

in People 

Clinical Care 

& Transport 

NHS 111 & 

Clinical 

Assessment 

Service 

Comms & 

Engagement 

 
     

Link to CQC / KLOE: 
(please tick) 

Caring Responsive Effective Well Led Safe 

     

Link to Trust values: 
(please tick) 
 
 
 
 
 
(Please explain how this paper supports 
the application of the Trust’s values in 
practice)  
 

Pride 
Strive for 

excellence 
Respect Compassion 

Take 

responsibility 

& be 

accountable 

Make a 

difference – 

day in & day 

out 

      

From the initial contact with the Patient Experience Team, through to the 
appointment of a FLO, engaging with the patient’s family ensured their voice 
was heard throughout the investigation. Even under difficult circumstances the 
support from the FLO showed we continue to take pride in the service we deliver 
and strive to provide an excellent service. During the process we demonstrated 
respect and compassion by understanding and listening to the patient’s family 
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and supporting them through the Inquest process. When working closely with 
patients or their families when they are dissatisfied with our service we are 
holding ourselves accountable and responsible for the service we provide and 
striving to make a difference by improving services.  

Any relevant legal / statutory 
issues? 
(Such as relevant acts, regulations, national 
guidelines or constitutional issues to consider) 

NHS Complaints Legislation and Duty of Candor enacted 

Equality analysis completed 

If this is not relevant please explain 
why: 

 

 

Yes No Not Relevant 

   

An equality analysis is a review of a policy, function or significant service 
change which establishes whether there is a positive or negative impact 
on particular social groups 

Key considerations Details 

Confirm whether any risks that 
have been identified have been 
recognized on a risk register and 
provide the reference number: 

Not applicable 

Please specify any Financial 
Implications 

Please explain whether there are 
any associated efficiency savings 
or increased productivity 
opportunities? 

Not applicable 

Are any additional resources 
required e.g. staff capacity? Not applicable 

Is there any current or expected 
impact on patient 
outcomes/experience/quality? 

The learning identified will improve patient experience and the training provided 
to staff. 

Specify whether appropriate 
clinical and/or stakeholder 
engagement has been undertaken: 

(stakeholders could include staff, other Trust 
departments, providers, CCGs, patients, 
carers or the general public) 

Root Cause report shared with CCG and patient’s family. Report shared with other 
ambulance trusts via PROCLUS, as part of a pilot to share learning from patient 
safety incidents.  

Are there any aspects of this paper 
which need to be communicated to 
our stakeholders (internal or 
external)? 

(Please tick – if ‘yes’ then please complete all 
boxes. Please briefly specify the key points for 
communication and ensure the Comms team 
are informed via 
mailto:publicrelations@neas.nhs.uk) 

Yes No Positive Negative 

    

Proactive Reactive Internal External 
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Board of Directors’ Meeting 
Patient Story 
26th July 2018 

 
Background: 
 
This report describes the experience and service provided to a patient and their family who used the 999 service.  
The family had cause for complaint relating to the care provided on scene and time taken to transport the patient 
to hospital. 
 
 
The patient was a husband and father of three children; prior to his illness he was an active, healthy person with 
no significant medical history. At the beginning of April 2017, the patient attended hospital suffering from 
abdominal pain which was associated with a spontaneous rupture of the spleen. The scans were consistent with 
splenic cysts. The hospital felt the patient would benefit from a planned laparoscopic splenectomy after having 
been seen in the clinic at the end of April 2017.  This was therefore scheduled  planned surgery. 
 
On the 1st May 2017 the patient was admitted via emergency ambulance to hospital suffering with upper left 
quadrant pain associated with hypotension. The patient also suffered from pulseless electrical activity cardiac 
arrest and underwent an emergency laparotomy in the emergency department. Shortly after surgical intervention 
the patient sadly passed away. The Pathologist report deemed the patient’s cause of death to be an Intra-
abdominal haemorrhage due to a splenic rupture. 
 
A month after this gentleman’s death his wife registered a complaint with the Patient Experience Team. A 
summary of the complaint received is detailed below: 
  
The patient’s wife described that at approximately 7:30am her husband got up to go to the bathroom and 
collapsed. With the help of her family, they managed to get him up off of the floor and he walked into the bedroom 
but collapsed again just before getting to the bed. The 999 service was contacted and a family member went to 
get help from a neighbour who is a Doctor. The 999 call handler supported the patient’s wife, advising her to place 
the patient in the recovery position however, before she had the chance to attempt to do this the patient started to 
violently fit, slurring his words and shaking his arms. Their neighbour (Doctor) arrived and said that she thought 
her husband was haemorrhaging internally.  
 
The family had concerns regarding the care provided at scene, the attitude of a member of staff, length of time on 
scene, along with the time that was taken in order to transfer the patient to hospital. 

 
The Patient Experience Team informed Patient Safety of the complaint and it was found an investigation had 
already been instigated following contact from the Coroner and the case was deemed to be a reportable incident 
under the Serious Incident framework and a FLO was appointed.  The report and findings covered all issues 
raised by the patient’s wife and family through the initial complaint and through the FLO.  
 
Summary of events: 
At 07:36 a 999 call was received for the patient who was described as only slightly breathing. The call was 
appropriately triaged and categorised as requiring an 8 minute emergency response. The nearest available  
double crew ambulance (DCA) and Rapid Response (RR) Paramedic were assigned the call and the DCA arrived 
on scene at 07:44, within the categorised timeframe, staffed by an Advanced Technician and an Emergency Care 
Assistant (ECA). A patient history and an examination commenced and oxygen therapy is believed to have been 
administered although this was poorly recorded on the electronic Patient Care Record (ePCR).  
At 07:47 the RR Paramedic arrived and the first set of clinical observations were taken, however some aspects 
were not recorded on the ePCR. The primary survey indicated an increased respiratory rate of over 30bpm. A 
normal BP of 114/72 and a heart rate of 126bpm were recorded. Pupils were showing as sluggish.  
 
Ambulance control were contacted at 07:59 and informed of the DCA vehicle tail lift failing and a back-up crew 
was requested.  A second DCA was assigned by control in support of the resources on scene. 
 
At 08:06 the RR Paramedic reported attempting to sit the patient up who then felt unwell and a drop in blood 
pressure to 85/60 was recorded along with an increased heart rate of 129bpm. The RR Paramedic attempted to 
cannulate with a view to delivering intravenous (IV) fluids to stabilise the blood pressure. The second DCA vehicle 
arrived at the patient’s address at 08:13. Whilst the Rapid Response Paramedic was attempting a second 
insertion the Paramedic from the second vehicle, who was now on scene and assisting with the patient, was 
successful in their cannulation. Therefore, at 08:20 an IV fluid challenge was commenced in an attempt to stabilise 
the patient’s blood pressure prior to extrication. The vehicle and stretcher are prepared and egress route planned. 
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The observations recorded at 08:23 indicated a pulse rate of 138bpm, and a further decrease in blood pressure to 
81/58mmHg. There was no respiratory rate recorded. The patient was recorded as being conscious.  
 
While IV fluids were being administered to stabilise the patient for extraction the Paramedics on scene discussed 
using Tranexamic Acid (TXA) with a view to treat expected haemorrhage and reviewed the patient group directive 
(PGD). Still unsure about the suitability of using TXA in those circumstances, clinical advice was sought via 
telephone with the duty consultant at the receiving emergency department. The patient’s history, signs and 
symptoms were discussed with the consultant. The Paramedic was advised not to give TXA and to bring the 
patient to the hospital without delay. The above call was made whilst IV fluids was being delivered in an attempt to 
raise and stabilise blood pressure. 
 
At 08:35 the patient was extricated from the house using a carry chair. A second 500ml administration of IV fluids 
was commenced during the extrication. The extrication included negotiating a difficult staircase and a transfer 
from the chair to the stretcher which was located at the back door.  
 
A further set of observations were recorded at 08:49 which indicated a respiratory rate of 48 and an SPO2 of 76%. 
The pulse was recorded as 130bmp and a blood pressure of 86/62mmHg. The observations recorded are thought 
to have been transferred from the Zoll monitor and not checked for accuracy prior to completion of ePCR. 
 
At 08:50, the second ambulance left scene utilising audible and visual warning systems, i.e. lights and sirens 
during the journey. The previous telephone call to the hospital included details of the patient’s impending arrival 
and current condition therefore no further pre-alert call was made. 
The first crew informed control they have managed to get the tail lift working and would drive to a designated 
ambulance station to change vehicles.  
 
The patient arrived at hospital at 09:09; this was 1 hour 33 minutes after initial call received, 1 hour 25 minutes 
from arrival on scene and 19 minutes after leaving scene. The hospital team were on standby to receive the 
patient directly into the resuscitation room. At 09:30 the patient suffered a cardiac arrest; 21 minutes after arriving 
in A&E and underwent an emergency laparotomy in the emergency department. Shortly after surgical intervention 
the patient sadly passed away. 
 
Findings: 
Care provided and Delay on scene  

 

 IV cannulation was achieved 33 minutes after the first Paramedic arrived on scene. The first two sets of 
observations suggest a stable blood pressure; however the patient was described as pale, clammy, 
tachycardic with a respiratory rate of over 30 bpm in the primary survey. This would suggest that the patient 
was in some difficulty and was poorly perfused.  IV cannulation and fluid therapy should have been 
considered earlier, taking into account the patient’s overall clinical condition.  

 The need to deliver IV fluids to stabilise the patient caused a delay in the extrication from the property. The 
delay was felt as necessary in an attempt to stabilise the patient’s blood pressure and condition. With his 
clinical presentation he would have been unlikely to tolerate any further postural hypotension that may have 
ensued.  

 The extrication from the property was challenging and all crew members describe a difficult staircase. The use 
of a scoop stretcher would mean that at some point the patient would have had to have been stood up near 
vertical. The use of a chair seemed to be the only viable option available to the crew taking into account the 
logistics of the staircase. The patient was transferred to a stretcher at the earliest place the stretcher could be 
moved to which was outside of the door.  

 
Tail lift malfunction 

 The delay in transporting the patient to hospital was not caused by the failure to operate the tail lift as the 
patient was still undergoing treatment in the house during which time the second resource arrived. 

 However as a result the training has been reviewed and will now include both theory and demonstration and 
video to prevent a further recurrence. 

 
Delay in transport 

 The journey was 11 miles from the incident location to hospital. The total journey time was 19 minutes. The 
transport route taken was the most direct route and the crew encountered no delay. The journey would usually 
average 27 minutes on non-emergency conditions and without taking traffic into account. The SIO was able to 
gain electronic evidence the patient was transported under blue lights and the journey time was deemed to be 
reasonable whilst taking into account patient comfort and safety of all passengers. 
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Attitude of female Paramedic 

 The Paramedic in question has offered her wholehearted apologies to the patient’s wife and family for how 
they have felt as a result of any perceived inappropriate conduct, reflection and learning on communication 
skills during traumatic events has taken place.  
 

 
Patient Care Record 

 Complete, accurate and contemporaneous record keeping was not evident from the investigating officer’s 
findings. 
This has been addressed through adding to essential annual training (EAT) and individual feedback to the 
crew involved. 

 
Other learning identified - Vehicle defect procedure not followed  

 Once the vehicle had been removed from operations the crew did not follow the correct procedure which 
requires the completion of the vehicle defect book; this would have recorded the tail lift fault accurately. 
However it should be noted that both Control and fleet had been made aware of the incident.  

 An incident report was not completed which would of have recorded the tail lift failure and created a record for 
investigation. The correct procedure to follow has been fed back to the crew involved. 

 A vehicle daily inspection at the start of the shift may not identify the issues that caused the tail lift to 
malfunction as this could manifest itself at any time during the shift. 

 
Lessons Learned: 
 
Human/behavioural factors  

Discussion with the staff member regarding perceived bad attitude towards members of the public particularly 
in distressing situations.    

Training – additional  
Training around the Bluetooth transfer facility on the ePCR for the RR Paramedic. 
Individual learning for tail lift emergency operations for the ECA. 
Training on record keeping to be standard on EAT  

Training - new provision  
New additions to training to be included on initial courses which include the introduction of specific tail lift 
competencies. 

Training – refresher 
Information to be disseminated across current staff around the use of emergency tail lift operations in the 
event of a total power failure and use of Bluetooth transfer of vital signs from the Zoll defibrillators. 

Recommendations  

Following the learning outlined in the report the following actions have been undertaken: 
1. The investigation findings have been shared with the patient’s family through the FLO to ensure a transparent 

process. 
2. The attending Paramedic has received feedback and support regarding the delay in providing clinical care in a 

timely manner. 
3. Discussion with the Paramedic regarding perceived bad attitude towards members of the public particularly in 

distressing situations have taken place. 
4. Training department have reviewed practices on how training on tail lift operations are delivered and training 

videos on each tail lift type have been produced for inclusion in EAT. 
5. A Patient Safety Update (user guide) was circulated to make sure existing staff were immediately made aware 

of how to operate the tail lift in emergency circumstances. 
6. A review of the VDI procedure regarding consideration of tail lift examination to be included in daily checks 

undertaken.  
7. The crew received coaching in regards to thorough ePCR completion and record keeping to be regularly 

included in EAT 
 
However, the Coroner’s formal conclusion was the deceased died due to natural causes from which, on the 
balance of probabilities, he would have survived had surgical treatment been undertaken prior to the incident date.  
The Coroner noted there was no evidence, on the balance of probabilities, that earlier admission to hospital on 
that day would have altered the outcome for the patient. 
 
The FLO continued to provide support through the Inquest process from the pre-inquest hearing to the conclusion 
of the Inquest at Corner’s Court. The FLO reported the support provided was greatly appreciated by the patient’s 
wife and family. After the inquest the patient’s family thanked the Trust staff present for the open and honest 
approach to the investigation and sharing the outcome which, due to the thoroughness of the investigation, not 
only provided answers to the families concerns but highlighted further issues which were also addressed. 
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