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Recommendation 
 
The Board is asked to listen to a relative’s account of her uncle’s experience of using NHS 
Ayrshire & Arran’s services and note the service improvement plans being introduced as a 
result of this experience. 
 

 

Summary 
 
Julie (Terry’s niece) had visited her uncle on numerous occasions during his admission 
and, while she felt her experience of nursing staff was very positive, she had concerns 
regarding the medical care of her uncle.  The experience has been discussed with the 
Senior Ward staff from both areas where Terry was cared for. 
 
Key Messages: 
 

 The Learning Disability Service should be contacted when a patient with a learning 
disability is admitted. 

 

 Family and support workers should be consulted as regards the patient’s normal 
presentation.  Terry had delirium due to infection; however this was not recognised. 

 

 

Glossary of Terms  
 

DNACPR 
IV 
 

Do Not Attempt Cardiac Pulmonary Resuscitation 
Intravenous 
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Situation 
 
Julie details the good care that Terry received from the nursing staff whilst in hospital.  
However, she highlights that the negative experiences that Terry, the family and the 
support workers had in the hope that lessons can be learned from this.  Terry’s sister was 
also part of the story, however, has asked Julie to act on her behalf. 
 
Background 
 
On 24 August 2015 Terry had collapsed at this home in Troon.  He had been unwell prior 
to this and staff had arranged a GP appointment; however, when leaving home to attend 
this appointment, he had collapsed and his support worker called for an ambulance. 
 
He was admitted into Medical High Care where he received IV Antibiotics and required 
continuous oxygen.  He was very anxious and restless whilst there and, despite his 
support staff being with him, he was not tolerating treatment well due to the confusion.  
The Learning Disability Liaison Nurse was alerted to Terry’s admission by his support 
team on 1 September 2015 and she visited that day.  She highlighted his confusion and 
suggested sedation, however was told that they felt sedation would compromise his 
condition.  The medical staff felt that it would be in Terry’s best interest to have a DNACPR 
Certificate in place due to the severity of his condition.  
 
Terry was transferred to Station 6, in the family’s opinion, to die. 
 
Assessment 
 
Julie explains in the story how helpless the family felt in this situation.  Terry would not be 
able to express how he was feeling.  However, his support workers knew Terry was not his 
usual self.  He is a mild-mannered gentleman who would not have behaved as he was 
doing under normal circumstances. 
 
The family and his support workers were devastated when they were told that it would be 
unlikely that Terry would survive this episode.  As far as medical staff were concerned, 
Terry was not complying with treatment. 
 
Since recording Terry’s experience with the family, Elaine Savory and Hilda Griffin have 
met with senior nursing staff from Station 6 and Medical High Care.  As a result of this 
meeting, the nursing staff have agreed to speak to the South Ayrshire Carers Group to 
consider what can be improved to ensure patient care is more person-centred for people 
with learning disabilities. 
 
Recommendation 
 
The Board is asked to listen to a relative’s account of her uncle’s experience of using NHS 
Ayrshire & Arran’s services and note the service improvement plans being introduced as a 
result of this experience. 
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Monitoring Form 
 

Policy/Strategy Implications 
 

The Board will monitor the delivery of the Healthcare 
Quality Strategy  

Workforce Implications 
 
 

The Workforce 2020 Vision will support the 
engagement with all staff in providing accurate 
information on all areas of quality and highlight areas 
of concern or risk 

Financial Implications 
 
 

None – patient stories are gained using equipment 
already available 

Consultation (including 
Professional Committees) 
 

The story will be shared across the relevant 
professional committees once approved by the Board 

Risk Assessment 
 

Not required 

Best Value 
 
- Vision and leadership 
- Effective partnerships 
- Governance and 

accountability 
- Use of resources 
- Performance management 

Patient stories enhance relationships and integration. 

The Person Centred Care Lead has an overall view of 
all stories. 

Current resources adequate to support patient stories 
for improvement. 

Compliance with Corporate  
Objectives 

Supports compliance with objectives on quality, safety, 
improved patient experience and a learning 
organisation.  

Single Outcome Agreement 
(SOA) 

Patient stories can have a positive impact on SOA 
objectives. 

Impact Assessment 

Impact assessment not required as this is a relative’s account of their uncle’s experience.  

 


