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Recommendation 
 
The Board is asked to listen to this patient story and endorse the approach taken to 
immediately respond to the concerns raised and the wider improvement work currently 
being progressed in the clinical area concerned.  
  

 

Summary 
 
This story relays the experience of a patient and his daughter following a period of 
inpatient care at University Hospital, Crosshouse and the subsequent handling of their 
complaint. 
  
Key Messages: 
 
This story highlights the importance of listening to carers/families as a fundamental 
element of the discharge planning process. The importance of an immediate focus on 
resolution and using a person centred approach to complaints handling is highlighted. The 
story addresses: 
 

 Early engagement with the complainant with a focus on resolution 

 Using feedback and complaints to capture patient experience  

 How our person centred approach to complaint handling is proving successful in re-
establishing trust with our service users by demonstrating listening and learning. 

 How the use of Quality Indicators will ensure all learning and improvement is reflective 
of real time examples of patient experience  
 

 

Glossary of Terms  
 

NHSAA 
UHC 

NHS Ayrshire & Arran 
University Hospital Crosshouse  
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Patient Story: Stories for Improvement – A relative’s view  
 
Situation 
 
Mrs G submitted a complaint to our Feedback and Complaints team in October this year 
outlining her concerns in relation to her father, Mr M’s experience as an inpatient in UHC. 
 
In her written complaint, Mrs G outlined the following aspects of both her and her dad’s 
experience as giving them both cause for concern that has resulted in a loss of confidence 
in NHSAA; 
 

 Poor communication throughout the admission and during the discharge process with 
both Mrs G and her father and the wider team 

 A fall that could have been avoided in Mrs G’s opinion, if adequate supervision had 
been in place. 

 Some concerns around failures to maintain patient dignity at all times  

 The attitude and behaviour of a small number of staff  
 
The experience of Mrs G and her father highlights the need to reinforce to all staff the 
importance of listening to carers/families as an integral part of the discharge planning 
process. Immediate action was taken to respond to Mrs G’s concerns and a person 
centred approach to complaints handling provided a focus on delivering improvement and 
shared learning in this case. 
 
Background  
 
Mr M, an elderly gentleman with complex medical needs and vascular dementia was an 
inpatient in a care of the elderly assessment ward for nine days in August. A number of 
issues were identified in relation to the care and communication received during that 
period that had a negative effect on both his experience as a patient, and his daughter’s 
experience as next of kin. 
 
The themes identified included; 
 

 Poor communication throughout the care episode, but in particular, around  discharge 
arrangements  

 

 Concerns about nursing care in relation to managing falls risk and maintaining patient 
dignity 
 

 The negative impact that inappropriate attitudes and behaviour can have on trust in our 
services 

 
Assessment  
 
The Senior Charge Nurse (Senior Charge Nurse) and Clinical Nurse Manager (CNM) 
responded immediately to the concerns raised by Mrs G. This included the review of 
discharge planning and fall’s management processes within the ward concerned and a 
number of reflective conversations with named nurses to challenge and reinforce the need 
to:  

 Use the ‘getting to know me document’ with family involvement to inform the 
discharge planning process. 
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 Ensure patient dignity is maintained at all times. 

 Communicate with family pro-actively, being sensitive to the needs of family who do 
not live locally.  

 
In response to their concerns, a meeting was arranged via VC due to distances involved. 
Both the SCN of the area and the appropriate CNM were in attendance with support from 
the complaints team. 
 
The meeting gave Mrs G the opportunity to describe the impact of the poor communication 
and concerns around her father’s care and how it affected her trust and confidence in the 
organisation, leaving her with ongoing concerns and anxiety about her father’s future care 
needs. The SCN and CNM were able to apologise for the failings and describe to Mrs G 
the immediate actions taken in response to her concerns and to agree further actions that 
would support wider learning and improvement. The commitment was made to keep Mrs G 
and her father fully informed of progress in delivering all the agreed actions.  
 
Mrs G found our approach and commitment to learning from her experiences to be really 
positive and has helped to rebuild confidence in our services and commitment to improve. 
 
Furthermore, her story will be central to the improvements currently being progressed in 
the clinical area involved. 
 
As a test area for Quality Indicators (as described at the recent board workshop), the area 
and team are currently engaged with the improvement and person centred team in 
delivering tailored training sessions addressing the following aspects of care delivery; 
 

 Patient, Family and Staff Experience – interviews have already been conducted, and 
the outputs will help shape the ongoing improvement work. This story will be central to 
this and used throughout the training for staff learning and reflection 

 

 The use of the compassionate connections resource to demonstrate the therapeutic 
benefits of caring, compassionate communication not only with our patients and their 
families, but within teams, to develop the organisational culture that reflect our values 
and purpose consistently. 
 

 Embedding sustainable improvement in the quality and safety of care – coaching being 
delivered by improvement advisors to implement key national and local measures such 
as the falls bundle and the delirium care bundle and to teach and support staff to use 
data for improvement  

 
Appendix 1 contains the Template for Quality Indicators that is currently being tested in 
this area. 
 
 
Recommendation 
 
The Board is asked to listen to this patient story and endorse the approach taken to 
immediately respond to the concerns raised and the wider improvement work currently 
being progressed in the clinical area concerned.  
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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 
 

Yes 

 
- Vision and leadership 

 
 

- Effective partnerships Patient stories enhance relationships and integration 
- Governance and 

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

- Use of resources Current resources adequate to support patient stories 
for improvement 

- Performance management  

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 an internal document.  
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Appendix 1 
 
 
Diagram 4 – Quality Indicator Report Example 
 

Quality Indicator Report for:  

Indicator Measure  Totals Comment/Themes RAG Rating 

    Q1 Q2 Q3 Q4 

 
Feedback and 
Complaints  
 
 

No. of Complaints       

No. of positive feedback       

Other       

 
Incidents & Adverse 
Events 
 
 

No. Category 1 - 2       

Episodes of Harm       

Adverse Event Reviews       

Other       

 
 
Compliance with Acute 
Adult SPSP Measures 
 
 

Evidence of compliance       

Consistent 
Measurement 

      

Improvement       

 
Experience  
 

Patient 
 

      

Relative 
 

      

Staff 
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Overall RAG Rating: 
 

 Quality Indicator Improvement Plan 
 

Date:                                                                    Agreed by: 

Action Owner Support Required Evidence  Completed 

 
 
 
 
 
 

 
 
 

 
 
 

 
 
 

 
 

 
 
 
 
 
 
 
 

    

 
 
 
 
 
 
 

    

Signed:                                                                (Clinical Manager)                                                                    
 
 
 


