
 
 
 
 
 
 
Briefing:  Case 
Incident: 
Delay in patient’s access to treatment due to the patient’s disabilities, communication barriers and engagement 
with carers and family. 
 
Details: 
The patient was referred to the hospital by her General Practitioner (GP) on 17 October 2015; she was admitted 
to Ilchester Integrated Assessment Unit at 20:30 with diarrhoea and vomiting.  The GP referral form provided 



The patient had a rare condition that is difficult to immediately diagnose (noting it affects approx. one in one 
million) and it would have needed to be picked up early due to renal failure risk. By the time that the diagnosis 
was made it was too late for any different outcome.  
 
It was also noted that if the condition had been identified earlier the treatment for this condition would have 
meant the patient undergoing plasma infusions three times a week intravenously.  
 
This treatment would have been incredibly difficult for the patient to tolerate due to their autism and refusing to 
be touched. In addition, it is a difficult and technical treatment and for the patient it would have required three 
general an aesthetics every week which would therefore be a high risk option. It was discussed that this 
discussion and the possible end of life plan would have been a discussion that was needed earlier. 
 
This condition (HUS) slowly affects the organs, which you can not physically see that happening easily in the 
way  it presents. When the patient did undergo a GA they were then so unwell that effectively they did not wake 
up agai n.  
 
At that time one consultant saw the patient one day and a different consultant would see the patient the next 
day. Consultant handed over on the Monday to the acute physicians with one plan and the followin g day review 
meant the plan was changed due to a belief the symptoms were related to constipation.  
 
The Medical Director reviewed that case and noted that, in his opinion, the issues were due to clinical 
indecision, a best interest decision should have been made, and tests carried out but without the correct best 
interest decision in place this could have been seen as assault if bloods and observations taken by restraint.   
After a discussion all noted that if the patient had presented really sick (i.e. acutely unwell), then a GA would 
have happened, but because the way the patient was presenting is was felt it left the clinicia ns with this 
indecision and transfer of care around consultants. 
 
It was also noted that if a clinician had been identified early on to take control of the care, they would have been 
able to lead a multi-disciplinary meeting (MDT) and decision maki ng.  
 
In addition the carers’ noted the patient had been unwell for 2



CONTRIBUTORY FACTORS 
• Severe autism, unable to take observations 
• Delay in completing the Mental Capacity Assessment and Best Interest Assessment upon admission. 

This led to a delay with sedating the patient to obtain baseline observations. This resulted to a delay in 
dia gnosis to provide the patient with the most appropriate care and treatment. 

• Change in clin ical plan to not sedate, to obtain baseline assessments to obtain a possible diag nosis, 
and to act promptly on the plan. 

• 


