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SUMMARY REPORT 

TRUST BOARD (IN PUBLIC) 4 July 2019 Agenda Number: 
12 

Title of Report RCHT Dementia Care Report 2018/19 

Accountable Officer Kim O’Keeffe, Director of Nursing, Midwifery and Allied Health 
Professionals 

Author(s) Frazer Underwood, Consultant Nurse / Associate Director and 
RCHT Clinical and Strategic Lead for Dementia Care 

Jess Saunders, Patient and Family Experience Team 
Administrator  

Purpose of Report To present to a sub-committee of the Trust Board the mandated 
reporting requirements of the RCHT Dementia Care Action 
Group in an annual report. 

What is the question for 
the meeting to 
consider? 

Is the Trust Board assured on the progress made? 

Recommendation  The Trust Board is recommended to: 

 To receive and discuss  

Consultation 
Undertaken to Date 

The annual report has been collated from reports submitted 
previously to the RCHT Dementia Care Action Group. 

Signed off by Executive 
Owner 

13 June  2019 Director of Nursing, Midwifery 
and Allied Health Professionals 

Reviewed by Executive 
Team 

- - 

Reviewed by Board 
Committee  

25 June 2019 Quality Assurance Committee 

Reviewed by Trust 
Board  

6 July 2019 Trust Board 

Date(s) at which 
previously discussed by 
Trust Board / Committee 

Not previously discussed 

Next Steps Prepare for future assurance report submissions, in line with 
sub board and board annual work plan. 

Executive Summary 

This annual report has been presented to the Quality Assurance Committee and is now 
being presented to the Trust Board to provide an overview of improvement activities 
undertaken last year, along with the mandated reporting requirements regarding the quality 
of care people who live with dementia and their carers experience at Royal Cornwall 
Hospitals NHS Trust. 

The Report ends looking forward with setting its improvement focus for 2019/20 
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Financial Risks None 

Key Risks  Wide clinical engagement with this national priority and the 
local improvement plan. 

Disclosure Statement Information has been provided by Trust systems and teams in 
the generation of this annual report. Other data has come via 
the scrutiny of the Dementia Care Action Group e.g. National 
Audits of Dementia and Delirium Care and Alzheimer’s Society 
six-monthly reports. 

Equality and Diversity 
Statement 

Dementia proportionally affects older people; age is a protected 
characteristic in the Equality Act 2010. 
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Introduction 

 

This annual report provides a brief overview of service improvement activities carried out to 

support our aim to provide brilliant dementia orientated care to the community we serve. This 

annual report to the Quality Assurance Committee additionally provides an overview of the 

mandated reporting requirements regarding the quality of care to people who live with 

dementia and their carers experience at Royal Cornwall Hospitals NHS Trust.  

 

This report includes:  

 Improvement activities undertaken in relation to last year’s priorities for 2018/19 

 

And all mandated reporting requirements: 

 Incidents involving people with dementia in hospital  

 Feedback, including complaints analysis involving people with dementia 

 Out-of-hours in hospital moves and discharges from hospital of people with dementia  

 Readmission rates of people with dementia 

 Delayed discharges of people with dementia 

 

Improvement activities in relation to last year’s priorities for 2018/19 

Priorities were set last year for improvement focused activities this year. These were: 

 To take opportunities from the national delirium audit results to shape our future 
awareness work over 2018/19. 

 To use and visibility of the ‘This is ME’ to deliver improved patient and carer feedback 
and show in our key performance indicators. 

 To use the 2018 National Audit of Dementia Care results to inform the improvement 
plan we focus on delivering for the rest of the year. 

 To continue work to use feedback from our patients and carers to shape service 
improvements. 

 To look at how we can better learn from harms, specifically from falls, adopt best 
practice and share learning more widely. 

 To improve reporting of data regarding delayed transfers of care affecting people with 
dementia. 
 

Delirium awareness 

Disappointingly the national delirium audit highlighted little for focused improvement work. 

This year the Trust’s delirium guidelines have been refreshed and simplified. Dissemination 

activities have taken numerous forms; from Grand Round presentations to being the centre 

of focus on International Delirium Awareness Day (13 March 2019) in the Trust (see 

photographs). 
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Raising delirium awareness across the Trust on International Delirium Awareness Day 

                               

                               

New leaflets were developed for staff, patients, families and carers to provide information on 

delirium and aspects of its treatment and management.  
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This is Me 

Work over the year continued to promote the completion of ‘This is ME’ has been active. 

 

 

 

 

 

 

 

 

 

 

 

However, despite the efforts made our evaluation of the presence at the bedside for 

people in our care, living with dementia remains below target, however a slight 

improvement on the year before (up nearly 10% points). There was a slight drop in 

care plan usage compared to the year before (down nearly 5% points). 

 

Improvement activity for next year will start by the introduction of a new back of bed 

board that incorporates a holder; specifically designed to make the visibility of ‘This 

is ME’ clearer. The Trauma Unit will have this rolled-out over the summer of 2019.  
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The introduction in our acute older people’s wards of meaningful Activities Co-

Ordinators will champion the use of ‘This is ME’, the basis for new personal care and 

support plans. 

The 2018 National Audit of Dementia Care 

The 2018 National Audit of Dementia Care is still to report its findings that we hope 

to utilise to shape the local improvement plan. Disappointingly, the next round of 

audit activity will commence before the national audit results are released, therefore 

scope for targeted improvement is severely challenged. 

An area of continued attention, highlighted in the 2017 audit findings, relates to the 

nutritional care and support offered to patients living with dementia in our care. Work 

on providing a finger-food menu continues to develop. This year a third patient, 

family and carer information leaflet was developed and launched to provide help and 

understanding regarding the difficult decisions that often need to be made in hospital 

as regards fluids and food in very severe dementia states, when health deteriorates 

significantly. This leaflet will support those difficult conversations to be had and 

understood. 

 

 

Feedback  

A commitment to increase the channels we use to hear the voices of people living 

with dementia, their families and carers was made last year. These are pivotal in 

order to continually improve our services. The mandated complaints data is reported 
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below, with analysis of formal and informal complaints. This section presents details 

of the new ways we can now hear this feedback. The Trust’s investment and support 

of a new Friends and Family Test system and of Care Opinion have strengthened 

the feedback we receive. This all contributes to service improvement opportunities 

and activities. 

Here are some feedback comments extracted from the Friends and Family Test, with 

the trigger word ‘dementia’ used: 

Comment   

Interaction with Health Care Assistants [named] was encouraging and supportive, mainly 
because she then took time to read the 'This is ME' document. Some staff struggled with 
communicating & understanding dementia.  
 

Mum well looked after overnight she has dementia and was treated like a queen given a 
bed for comfort in the department staff informative caring friendly and hardworking  
 

Very person-centered care. Mum has dementia and all her needs were met. 
 

Many nurses were lovely, but a few had no kindness about them. Unless your family is 
up caring for you, you get left for hours. Patients with dementia or mental health feel 
trapped in the ward. Why not take them out for a walk. Putting food plonked in front of 
patients and left when they can’t even eat. Horrific sights. Thank god for the nurses who 
care! [named nurses], the only 3 who cared!! The [named] ward was horrific. I’m 21 years 
old and I knew the NHS was struggling, but I didn't know that meant unkind and careless 
nurses! My Nan spent a week in the [named] ward before she passed. We could've 
cared for her better at home. There were a few nurses who were lovely but many were 
unkind, forceful and rude. It’s lucky my family were at the hospital from 8am-9pm every 
day looking after my Nan or god knows what she would've gone through. During the 
awful week I experienced so many incidents. Dementia/Mental health patients who were 
continuously trying to leave the ward were being cornered or shut out of rooms. Why not 
take them out for a walk or a coffee. These nurses should have a passion to make the 
last days of patients’ lives, as nice, comfortable and enjoyable as possible. And if they 
don't they shouldn't be in the job! Patients in the same ward as my Nan who couldn't 
move, open there eyes or eat had huge meals put on their side table and left there until it 
was replaced with the next meal. These patients must have gone days without food. I 
came up one morning and my Nan told me She hasn't taken her paracetamol tablets 
because she can’t swallow, She said a certain nurse was holding them right up to her 
mouth continuously saying "you have to take them" My Nan had leukaemia and thrush 
spread through her throat. It doesn't take a genius to imagine the pain and 
impossibleness of swallowing alone, let alone 5 tablets. After our request of medication 
through a drip was continuously denied, Thankfully a lovely male nurse named [named 
nurse] came and told us that having medication through a drip was no problem at all. If 
more nurses cared the way [named nurse] did, these people’s time in hospital would be 
much less daunting. By the time she was in a lot of pain. When we were eventually given 
an update and told about my Nan’s disease spreading and the few days she had left, we 
were desperate to bring her home. After begging we were told she had to wait a further 
24 hours-a couple of days before. This could be arranged because something could 
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happen to her on the way home. We'd honestly rather she passed in the ambulance than 
the hell hole she was in. Writing this won’t fill the hole my family now have but I hope it 
will mean other patients and families don't Have to go through such trauma. We are so 
grateful for the few kind nurses – [named three nurses]. Thank you to them for being kind 
to my nan. 

The nurses in both [named departments] were very efficient, helpful kind. They were very 
thorough professional. Above all they were very patient with my mother who has 
dementia.  

All staff caring and give their time to both patients and family, nothing is too much trouble 
and they keep us fully informed of all developments, especially as mum has dementia. 
Many thanks.  
 

The nurses and doctors have been so kind and kept us very well informed as to Mum's 
progress and of the memory board she was given when she was admitted - as to where 
she was and why, due to her dementia.  
 

I have completed this form [this is ME] on behalf of my dad who suffers from severe 
dementia He can be verbally and physically abusive but staff have treated him with 
respect and have been understood and professional. 
 

The nursing staff and reception have all been very caring and shown [patient’s name] 
great kindness and understanding of his dementia. 
 

Helpful staff. Dementia Patients - Can there be a symbol such as a Daisy above their 
bed on the whiteboard - to indicate the patient suffers from Dementia? 
 

Had dementia and was happy with the way she was treated. 
 

 

And from Care Opinion, there were two stories: 
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The response was: 
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This story has been shared widely with care teams to encourage reflection and 

learning. The second story is more positive: 

 

 

These different opportunities to hear stories about the care we give are powerful 

drivers for change. They complement the formal complaints we have reported 

(below). The local Alzheimer’s Society is now an active promoter of the Care Opinion 

platform, encouraging service users and their carers to report their care experiences, 

both positive and negative.  

 

Learning from harms, especially falls 

Incident data is reported in the mandatory section below. There has been a slight 

drop in falls amongst these people living with dementia in hospital, over a 6% point 

drop. One patient this year received a fractured hip following an inpatient fall – major 

harm reported against eight in the previous year. This case has been shared for 

wider learning and relates to a faulty falls-mat. 

 

Reporting delayed transfers of care 
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Work over the year continued to try and extract specific data on this cohort of 

patients who live with dementia who experience delayed transfers of care. This 

currently remains beyond our reach, as different organisations’ systems, which 

support the formally reporting, cannot break this data down to this level of detail: 

work continues. A significant data sharing success this year is worth acknowledging. 

The Cornwall Partnership Foundation Trust has shared their dementia register with 

the Trust, allowing a flag of ‘Dementia Diagnosed’ to be added to the patient’s alert 

system within the Trust’s Patient Administration System (PAS). This have enabled 

data to be used live in the frailty register to alert specialist attention to new admission 

and to aid reporting of out of hour transfers (see below in mandatory reporting 

section). 

Other improvement activities 

The improvement activities have reached beyond the six areas identified for action 

this year. The Trust maintains a contract with the local Alzheimer’s Society to 

conduct its continuous patients and carers experience survey. Their reports are 

discussed every six months in the Trust’s Patient Experience Group. They reflect the 

delivery of the Trust’s commitment to many aspects of the National Dementia Action 

Alliance Hospital’s Dementia Friendly Charter. 

The Dementia Action Group is very grateful to the Trust’ Volunteer Services for its 

continued commitment to recruiting and supporting an active team of younger 

volunteers to support a range of dementia friendly support activities across our 

wards. 

Gratitude is also extended to the Trust’s two Clinical Nurse Specialists. They have 

supported the Forget Me Not Champions network for a further year. Coordinating 

and delivering education and development session to enhance their knowledge and 

skills to improve the care experience we offer. They also led both the Dementia 

Action Week (#DAW2018) and delirium awareness ward engagement activities this 

year. 
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Our network of Forget Me Not Champions are ever-present in all of our inpatient 

wards and may departments across the Trust. Their role in leading change and role-

modelling best practice is invaluable to the ambition we have to deliver brilliant care. 

The Trust participated as a case study site in a major national research study to 

understand the dementia educational needs of staff and the best delivery models for 

this type of education with the acute hospital setting. Many clinical teams supported 

and participated in the onsite visits. The reported outcomes of this research will be 

implemented when published in autumn 2019. 

The Trust continued to deliver its contractual CQUIN Target to support the diagnosis 

of dementia. The Trust performed above the 95% threshold set for each month over 

the year. The Trust has fulfilled its commitment to alert General Practitioners, via 

electronic inpatient discharge letters, of those patients to target for memory service 

assessment and support. 

 

Mandatory reporting section 

 

Incidents  

Incidents reported in the Trust’s Datix incident reporting system ask if the person has 

dementia. This data is extracted and reported quarterly to the Dementia Action 
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With an average of 3163 incidents reported into Datix each quarter, people with 

dementia are associated with approximately 4.99%. Analysing the themes of these 

incidents, one-quarter are associated with behaviours that challenge, both staff and 

other patients. These types of incidents range from reporting harm to the person or 

staff member as a result of the behaviours that challenge, to reporting staffing 

concerns due to the need for additional levels of support a person requires to keep 

them safe in our care. This is an increase of 5% on the previous year 
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Over one-third of incidents reported are associated with a person who has dementia 

that has slipped, tripped or fallen. This is down 6% on the previous year. 

Over 2018/19 1483 slips, trips and falls affecting patients were reported across the 

Trust. Of these 209 we associated with a person who has dementia (14.09%, over a 

6% point decrease than in the previous year). Six of these falls (2.9%) caused 

serious harm and were investigated as Serious Incidents to enable learning 

opportunities to be identified and shared. This compares to nine the previous year. 

Details of the six are presented below.  

 

 

 

 

SI Number Description of incident Learning outcome 

SI R130066 Patient when mobilising fell 
backwards pulling the chair 
on top of themselves. 

Reinforcement to staff to complete patient risk 
assessment pack on arrival to the ward within 
four hours. 

SI R134724 Patient found on floor in 
corridor outside bay. She had 
slipped on her own urine on 
way to toilet and fell on to left 
side. 

Reinforced to staff the need to risk assess 
patient at risk of falls, the important of 
maintain toileting programmes. 

SI R138608 Patient was sat in the recliner 
chair in the window of A bay 
with her husband who was 
visiting her; on hearing 
patient shout out noted 
patient had fallen onto left 
side with significant lump on 
head and bleeding from her 
nose. Husband states he 
assisted her to stand to look 
out of the window and she 
turned and fell. 

The patient was receiving enhanced level of 
care; level 3 support. Reinforced to staff the 
need to maintain vigilance of line of sight 
observation, even if carers are present.  
 

SI R139460 Patient walked to the nurse’s 
station and leaned on the 
trolley. When l turned around 

Reinforced to staff the need to maintain 
vigilance of line of sight observation until full 
falls risk assessment is complete for new 
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to walk the patient back to 
her bed she was sat on the 
floor.  

patients in the department. 

SI R137915 Heard a bang in bay and 
entered bay to find patient on 
the floor. Moved to a new bay 
for closer monitoring.  

Reinforcement to staff to complete patient risk 
assessment pack on arrival to the ward within 
four hours. 
 
Reinforcement to medical staff not to 
prescribe sedative medication without full 
assessment and documentation of risk and 
benefits. 

SI R139806 Patient was attempting to 
stand up, but fell down before 
staff member could arrive. Hit 
head on the window before 
fall into hip. Hip x-ray reports 
fracture. 

Root cause tracked to sensor mat that was 
faulty. Action to ensure each senor mat is 
checked every shift to ensure they are 
working effectively. 

 

 

 

 

 

Complaints analysis involving people with dementia 

 

During 2018/19 24 formal complaints were reported (nine the previous year) and 35 

informal complaints (informal complaints were separated differently last year and not 

reported as such in the previous year’s annual report). A summary of complaint 

themes are presented below in the pie chart. 
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The chart reports complaints data extracted from all complaints received over the 

year. Complaints often have more than one subject or theme identified. The highest 

themes areas reported are: 

 

 Admission and discharge related complaints 27% (21% the previous year) 

 Communication related complaints 24% (21% the previous year) 

 Patient care related complaints at 13% (21% the previous year) 

 

A number of themes saw a decrease in reporting such as clinical treatment down 

from 21% the previous year to 7% this year and end of life care down from 4% to 

2%. Consideration of reporting this year on a larger sample size and recording 

variations needs to be acknowledged in interpreting this data. The data is used on a 

quarterly basis by the Trust’s Dementia Action Group to review area for attentions 

and improvement.  
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Procedures including 

Patient Record 
Management 

5% 

End of Life Care 
2% 

Values and 
Behaviours 

8% 

Prescribing 
2% 

Complaint Themes 



 

RCHT Dementia Care Annual Report 2018-19 Author: Frazer Underwood 13/06/2019 v.2.1 

 
 

Formal complaints are required to be reported and acknowledged by the Trust 

Board. The table below summarises the 24 this year and reports their outcome. 

Opportunities to use complaints to extract shared learning are made by the Trust 

Dementia Care Action Group. 

 

Complaint 
ID 

Description  Outcome 

18566 Complaint regarding a fall and the requirement of re-
admission to hospital within 24 hours.  
In the Emergency Department concerns over maintenance of 
hygiene standards and unexplained plasters on arm and leg 
and marks on face. 
On the Ward concerns regarding the lack of assistance 
offered to use bathroom and to eat and drink along with poor 
attitude of a nurse.  

Partially 
upheld 

18952 Complaint concerns inappropriate discharge from Ward that 
included a cannula being left in patients arm on discharge and 
poor discharge communication with relatives. 

Partially 
upheld 

18501 Complaint concerning the inadequate recourses and failure to 
adhere to the two- week wait guidelines that may have 
resulted in the possible poor outcome of the patient.   

Partially 
upheld 

19842 Care home manager raises concerns on behalf of the person 
with dementia following a poor discharge form a Ward. The 
complaint included a lack of discharge planning and 
inadequate communication with the person’s relatives and 
carers. Also, failure in communication to community services 
to provide ongoing patient support. 

Partially 
upheld 

18742 Complaint over the care and treatment of the patient during 
an inpatient stay (no other specific details provided). 

Not upheld  

18961 Patient complaint about an incident resulting in serious 
injuries, including a fractured hip.   

Upheld 

18373 Complaint over the delay in discovering fractures that led to 
significant health deterioration and ultimate death of the 
patient. Additionally, concerns over inadequate and in correct 
level of care e.g. pain relief 

Partially 
upheld 

19453 Complaint about staff attitude and care on Ward. Additional 
concerns about treatment in the Emergency Department and 
repeated moved as an inpatient in the hospital. 

Upheld 

19228 Patient with dementia discharged without son being informed 
for the second time. 

Partially 
upheld 

19387 Vulnerable patient discharged from Emergency Department at 
inappropriate hour and with cannula still sited in arm. 

Partially 
upheld 

19483 Relative raises concerns on behalf of patient when on [named 
wards and departments]. Concerns included how an injury 
occurred during treatment, catheter care concerns, poor 
communication with relatives, failure to monitor food/fluid 
intake during period of admission, concerns surrounding a fall 
on a ward, staffing level concerns, a delay in undertake an x-

Partially 
upheld 
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ray and other investigations, the need to understand why a 
transfer was arranged against wishes of the patient and their 
family and issues with the discharge letter.  

18985 Concerns raised by family members regarding the patient's 
end of life care in the Trust and Community Trust (Linked to a 
Serious Incident Investigation for which the Community Trust 
was the lead organisation)  Trust concerns included poor 
nursing staff values and behaviours being exhibited, poor 
patient care standards that included lack of dignity, 
inadequate pain relief, lack of family communication.   

Partially 
upheld 

18809 Complaint over post-operative complications and being on the 
waiting list for surgery too long without adequate 
communication with the consultant. 

Partially 
upheld 

19541 Complaint over the lack of a scan given in [named 
department], been forced to stand on [named ward] although 
the patient had not done so for two-years, leaving hospital 
with bruises and no follow up appointment . 

Partially 
upheld 

18627 Complaint centred on being discharged with no care package. 
Poor communication between Occupational Therapist and the 
Onward Care Team.  

Partially 
upheld 

19590 Relative raises concerns about medication prescribed by 
[named ward] that possibly was incorrect. 

No upheld 

18485 Complaint about the attitude of a nurse and a staff nurse 
rough treatment of their late father in [named department]  
The patient was unhappy with the informal complaint 
response and requested a formal meeting. 

Upheld 

18348 Family are concerned about being ignored after raising 
concerns about the patient on a recent inpatient stay before 
the patient died. 

Partially 
upheld 

19181 Pressure ulcers that developed while patient was on [named 
ward]. 

Partially 
upheld 

19136 Complaint raised concerns over the length of time the patient 
was in hospital, the refusal of a care package and the way 
staff treated the patient and the complainant. 

Partially 
upheld 

19667 Patient is concerned over the three day wait for a procedure 
that didn't happen, the lack of food, pain relief and 
communication during that time 

Partially 
upheld  

19888 Relative raises concerns on behalf of patient when on [named 
wards] regarding: a fall, the storage of personal belongings, 
poor communication with relatives, multiple ward moves, the 
maintenance of personal care (including catheter care), the 
lack of suitably trained staff, the loss of personal property 
(including compensation issues), the contraction of a catheter 
associate urinary tract infection, failure to follow procedures, 
delayed discharge (poor planning and an absence of care 
package), failure in ordering tests, attitude of nursing staff. 

Partially 
upheld 

18707 Complainant has concerns over a series of events which have 
affected the patient during an inpatient stay.   

Upheld 

18915 Complaint raised concerns over patients care and general Partially 
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wellbeing during a recent stay on the [named ward] Upheld 

 

Out-of-hours in hospital moves and discharges from hospital of people with 

dementia  

 

The Trust is now able to use data shared on ‘Dementia Diagnosis’ patients, this 

enables us for the first time this year to see an accurate picture on these out of 

hours’ transfers. Previously only able to capture this poor practice within the Datix 

reporting system; the under reporting of this issue has now been uncovered. This will 

be a focus for improvement activity in 2019/20. 

Internal transfers and discharges from hospital between 8pm and 8am 

 

   Internal transfers Discharges from hospital 

RCH WCH RCH WCH 

Q1 66 0 19 1 

Q2 49 0 18 0 

Q3 61 0 20 0 

Q4 58 1 12 0 

 

Readmission rates of people with dementia 

 

480 older people living with dementia were readmitted to the Trust as an emergency 

within 30 days of discharge (last year 453). 

 

Delayed discharges of people with dementia 

 

As reported above, work over the year continued to try and extract specific data on 

this cohort of patients who live with dementia and experience delayed transfers of 

care. This proved unsuccessful and will require further work. 

 

 

Looking forward to 2019/20 
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As the end of 2018/19 drew to a close, the long-standing Clinical Lead for Dementia, Frazer 

Underwood, was due to stand down to take on new prestigious research role within the 

Trust. A new clinical lead will commence in post from May 2019, Dr Glen Harper. 

A new full-time Falls, Dementia and Delirium Improvement Practitioner, reporting to the 

Corporate Department for Nursing, Midwifery and Allied Health Professionals, is being 

recruited to sustain improvement activity in dementia, including delirium care..  

A new Admiral Nurse commenced in post from April 2019, to further strengthen the dementia 

focused team in the Trust. 

Improvement focus for 2019/20 

 Improvement plan development, based on self-assessment against the NDAA 

Dementia -Friendly Hospital Charter standards and National Audit results feedback. 

 

 Out-of-hours in hospital moves and discharges from hospital of people with dementia 

 

 Admiral Nurse activity reporting 

 

 

 


