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CATEGORY OF PAPER 

Specific action required:   Provides Assurance:  For Information:  
 

Board of Directors’ Meeting – 25/07/2019 
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 patient story is a complaint received, from the patient’s daughter, regarding 
the care provided to her father and the attitude of the attending paramedic. The 
patient is an elderly gentleman and suffers from COPD and atrial fibrillation (AF) 
and is also a CO2 retainer. 

An ambulance was arranged following a call to the 111 service due to the 
patient having a raised heartrate, advised as 121. The patient’s family has been 
advised to call for an ambulance when his heart rate goes over 100 and 
explained that her father also has very poor mobility. When the ambulance crew 
arrived, on entering the property one crew member stated ‘hang on, you have 
1,2,3 cars out there, why did you wait 18 minutes for us when you could’ve got 
him in one of those’. 

Previously attending crews use a wheelchair and tail lift to transfer her father 
onto to the vehicle, however on this occasion the crew insisted he was fine to 
walk. Her father was then walked to the side door, which was on the road side 
rather than the footpath and he fell up the steps into the ambulance; this 
resulted in a large bruise to her father’s shin. Hospital staff have advised her 
father should not have been made to walk with such a high heart rate. 

The complaint was regarding comments made and her father being walked to 
the ambulance, even though she had informed the crew of his poor mobility.  

We upheld the complaint, on all issues raised, and provided a written response.  

When speaking to the complainant it was reassuring to note that her father’s 
experience of our ambulance crews prior to this incident was always very 
positive; the crews listened to and took into account the information given to 
them by the patient’s daughter and always used a chair or stretcher to transfer 
the patient directly into the vehicle via the tail lift.  

Once registering the complaint it was noted by the Patient Experience Team that 
a similar complaint regarding comments made by the paramedic had been 
received just a week earlier and this was highlighted to the Clinical Operations 
Manager. 

As a result of both complaints an action plan for the member of staff was put in 
place. 

The complaint highlighted the importance of listening to family members / carers 
of patients and using the information to help inform decisions. 

The report provides assurances that NEAS reviews complaints received for 
trends both for individual staff and themes across the Trust, taking appropriate 
action to improve patient experience. 

 

Issue previously considered by: N/A 

Recommended actions: 
The board is asked to review this paper and take assurance from an action plan 
being implemented with the member of staff. We are looking to continuously 
improve patient experience.  

Sponsor / approving director: Director of Quality and Safety  
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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 

      

 

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

N/A 

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? 

Improved patient experience  
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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) 

Patient story to be shared via Comms Team for publication in The Summary or 
PULSE and agree whether to make available on intranet homepage. 

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 

    

Bog to be shared vi 

 
  

mailto:publicrelations@neas.nhs.uk
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Board Meeting 
Patient Story 
25th July 2019 

 

Complaint: 

The complaint below was received from the daughter of the patient. Please note the complainant name has been 
changed and location removed to maintain anonymity. 

When contacting the Patient Experience Team, Mrs X explained her father suffers from chronic obstructive pulmonary 
disease (COPD) and atrial fibrillation (AF). On the 2nd April 2019her father’s heart rate was raised (121) so called 111 
and an ambulance was arranged. They have been told that if his heart rate goes over 100 they need to get him to 
hospital and advised it normally fluctuates between 66 and 90. 

Due to her father’s condition they have had to have ambulances in the past and the crews have always been lovely 
but said on this occasion she feels they were not. Mrs X said that on entering the property they asked what the 
problem was then one crew member stated ‘hang on, you have 1,2,3 cars out there, why did you wait 18 minutes for 
us when you could’ve got him in one of those’.  Mrs X said she was unhappy with this comment as she was unable to 
do this on her own and concerned that her father could have had a heart attack whilst she was driving, she has been 
told she needs an ambulance in this situation. She told the crew the heart rate as they have equipment at home to 
monitor this but the crew told her she was using the wrong thing, they then checked themselves and stated her father 
needed to go to hospital.  

Mrs X said her father has poor mobility so normally crews put him in the wheelchair to the vehicle then use the tail lift, 
this crew however insisted he was fine to walk stating ‘Ahhh he’ll be fine’. They walked him to the side door which was 
on the road side rather than the footpath side, and her father then fell up the stairs onto the ambulance. Mrs X said 
she feels he should have been put in a wheelchair and the tail lift used. Mrs X later contacted the Patient Experience 
Team to advise that her father had sustained a large bruise to his shin and staff at the hospital had told her he should 
not have been made to walk with such a high heart rate. 

The complaint was investigated and Mrs X was contacted by the Investigating Officer (IO) to discuss and fully 
understand events and her concerns. It was during this discussion we learned that in addition to suffering form COPD 
and AF, her father was also a known CO2 retainer. The IO established that the concerns regarding the member of 
staff’s comments and attitude related to the Paramedic and not the Clinical Care Assistant and that a carrying chair 
was used to move her father from the house to the ambulance but then her father was made to walk up the steps into 
the ambulance, which is when he fell. Mrs X informed the IO she had told the Paramedic about her father’s poor 
mobility and that he would not be able to manage the steps and also his heart rate was high. 

Following investigation the IO upheld this complaint, although the exact wording of comments made by the Paramedic 
was disputed, the Paramedic did confirm he made comment around his concern they may need to wait a long time for 
an ambulance and as they lived near to the hospital, if they could put the patient into the car they may be seen more 
quickly. It was noted by the IO these comments were made prior to assessment and regardless of the exact wording 
were inappropriate. On assessment the observations recorded on the patient care record were a heart rate of 121 
beats per minute. Once on the ambulance a further set of recorded observations shows the patient’s heart rate had 
increased to 123 beats per minute. The IO has found that given the patient presentation of exacerbation of COPD, 
reduced exercise tolerance, recent falls and productive cough they would not expect that a patient be asked to 
manage up ambulance steps.  

When Mrs X was contacted for consent to share this story, Mrs X said “Can’t fault the ambulance service, just this guy 
on this day” and advised of a number of occasions when she felt paramedics care have exceeded their expectations. 
She said she is fully aware of how busy we are and will only call if she needs help. Examples were given of when 
Rapid Response Paramedics have stayed with her father until the ambulance arrived, a Rapid Response car with 2 
crew members making the decision they could take her father to hospital due to having the additional clinician able to 
monitor and provide care rather than wait for an ambulance, and other times when care in general is always excellent. 
Mrs X said this experience has “put her dad off” and her Mum is worried about what would happen if this Paramedic 
came out again. Reassurance given around the learning undertaken by the specific Paramedic to ensure a similar 
incident does not occur and to ensure an overall improvement for the experience of all patients.  
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The comments of Mrs X and concerns of her parents demonstrates how one poor experience can impact on patients 
and their family’s confidence in requesting the help they need. 

Based on the findings of this complaint and other complaints received around the Paramedic’s attitude, an action plan 
has been put in place over a six month period (with a mid-point review) for the member of staff. This includes issues 
highlighted following a ride out with the Paramedic by a Clinical Care Manger which highlighted the Paramedic’s 
frustration with the 111 service as they feel some cases are passed do not require an emergency ambulance 
response. The action plan covers the following: 

Leaning Identified Actions to be taken / taken – Lessons Learned 

Improve human / behavioural factors 
(Barriers to communication / how the 
verbalised comment can be perceived) 

 

Feedback around how verbalised communication and actions can be 
misinterpreted and how comments can be perceived. Consider pitch, tone, 
choice of language when speaking with patient / family /carers. Also the 
feelings that this misinterpretation of both verbal communication and 
actions can cause upset / anxiety to the patient and their families. 
Completed 

Utilisation of appropriate equipment (tail 
lift) to support patient experience 

Patients with poor mobility not to be asked if they can manage ambulance 
steps but to use the tail lift to support their patient’s needs and enhance the 
patient experience while in our care. Completed 

Frustrations with 111 service perceived 
to be incorrectly triaging and passing 
patients to an emergency ambulance 
response 

Attend Operations Centre for a day to understand how 111 / 999 service 
works; listen to calls to gain understanding of why calls passed for an 
emergency response. Complete a short reflective piece to demonstrate 
how his understanding of 111 has changed.  

 

The Paramedic is aware that failure of the action plan in relation to complaints received around verbalised comments / 
attitude may result in further action being taken. The action plan will run for 6 months with a mid-point review to 
discuss progress. 

Sharing wider learning: 

There are two primary issues within this story that we have seen as a theme emerging from other complaints 
received; operational crews not understanding fully the triage of patient’s symptoms when they call 999 or 
111, resulting in a lack of confidence in the Emergency Operations Centre (EOC) and vocalising this to the 
patients, and the crews being dismissive of family members/carers on scene. To further share the learning 
from this story the Patient Experience Team will take the following actions: 

• Introduce communication training that highlights the impact that behaviour and comments can 
make. How to include and inform families and bystanders  

• Give paramedics the opportunity to rotate through the EOC as part of their shifts to gain a better 
understanding of roles and provide clinical support 

• Offer observations shifts to all staff as part of their CPD 
 

Assurance can be taken of how themes and trends for complaints received and monitored to improve the patient 
experience and ensure staff are supported to improve their practice. 

The sharing of this story will highlight the importance of listening to family members and carers who know the patient 
and understand their condition. 
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