Reflection Two

The following reflection uses the six stages of Gibbs’ Reflective Model (1998) to look at effective caseload management in the care home team of the Nutrition & Dietetics Department.  A patient on the waiting list missed a review, as a target date had not been set.

Description 
The Dietetic Assistant Practitioner (DAP) printed off the team waiting list from the Health Board’s clinical portal.  The waiting list includes all new and review care home patients, each one having a set target date.  The DAP collated the waiting list and compiled a list of patients due a review for the week ahead.   One patient that was referred for weight loss, however, had been sitting on the review list at 0 weeks for the past 12 weeks as they had not been allocated a target date on the portal and therefore missed their review date.  The DAP reported it to the line manager immediately and the patient was booked in urgently for review.   The DAP attended the care home the next day and apologised to the patient and explained what had happened and asked if he would like to speak to the line manager.  The patient said no that he was enjoying the supplements prescribed and he had not lost any weight.

Feelings 
The DAP would have felt anxious and upset that a patient had been missed especially if the patient was not complying to the dietetic care plan and had lost more weight.   The DAP would have felt embarrassed, would not have wanted to feel incompetent over something being missed and would not have wanted the line manager being upset and angry about it.   The DAP would have felt relieved that the patient did not want to speak to the line manager but would have felt nervous that a complaint could have been made.


Evaluation 
The patient could have lost weight putting him at an increased risk of developing malnutrition.   The DAP acted immediately in reporting it to the line manager and acted prudently by prioritising the patient and booking him in urgently.  The DAP showed good quality of care by apologising to the patient, explaining what had happened and offering a discussion with the line manager.  The care home also had a duty of care to the patient to re-refer the patient back to the department if there were any concerns.

Analysis
The DAP demonstrated good team working and leadership skills by acting with integrity in addressing the problem in an ethical and honest way (NHS Leadership Framework, 2012).   This coincides with Code 1 of the Welsh Government Code of Conduct for Healthcare Support Workers in Wales as the DAP was being accountable for their actions and omissions by discussing the issue with the line manager immediately and arranging to see the patient imminently.  The DAP apologised to the patient, advised the patient about what had happened and offered a solution.  The situation could have been worse if the patient had lost weight resulting in a malnutrition screening score going from low/medium to high (Nutrition & Dietetics, SBUHB, Community Nutrition Pathway 2023). The Duty of Candour in Wales could have applied if the error resulted in moderate to severe harm.
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Conclusion 
The DAP showed good quality of care by arranging an immediate review and discussing the error with the patient.  In future, the DAP would need to ensure that regular checks are carried out on the waiting list to ensure that all patients are accounted for and have target dates set.  The DAP would need to reflect on why the patient was missed and address any issues with the line manager.  This would improve the quality of care that a patient receives in the future. 



Action plan 
This error could arise again especially if other teams are adding patients on to the waiting list without informing the care home team.  This issue should be discussed in the team meeting, followed by a generic e-mail to all dietetic staff to ensure that the care home team are informed of any patient that has been added on to the care home team waiting list and needing a dietetic review. 
The patient could have been upset and angry and the concern escalated to the service lead.  Under the SBUHB Risk Management Policy 2023, the error would be reported on the DATIX System (Risk Management System).  To prevent this from happening, the DAP should therefore ensure that in the future target dates are set for patients on completion of the intervention.   
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