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04 August 2025

Dear Ma’am,

Regulation 28 — Prevention of Future Deaths (PFD) Response regarding the inquest into the
death of Mrs Ann Caldicott

On behalf of East Kent University Hospitals NHS Foundation Trust (the “Trust”), we would like to
reiterate our apology to the family of Mrs Caldicott. We want to assure the coroner and the family
that steps have been and will continue to be taken to ensure that this situation does not arise again.

The matters that gave rise to the PFD and the Trust’s response to each point is outlined below:

1. Mrs Caldicott’s malnutrition and declining frailty were not investigated despite continued
requests by Mrs Caldicott and her family to primary and secondary care settings.

Prior to the issuing of the PFD, and as part of our expected processes, a Nutrition Trust Wide
Improvement Plan (“TWIP”) had been developed for 2025/26. This followed an internal review of
quality indicators across the previous year which had demonstrated inconsistent standards of
nutritional care being provided, including contributing factors of gaps in staff knowledge (for
example around naso-gastric feeding), and nutrition and hydration not consistently being
discussed as part of the Multi-Disciplinary Team (MDT) board rounds, which can hinder timely
recognition and management of these patients’ nutritional needs.

Key priorities in the TWIP include:
+ lIdentifying essential nutrition training requirements and delivering this training to all staff
groups.
* Enhanced daily ward processes to identify at-risk patients early and ensure an
appropriate nutritional care plan is developed and implemented.
* Improved communication across teams and with families.
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In light of the coroner’s findings, the TWIP has been re-reviewed and the MDT element further
strengthened, to ensure clear clinical leadership, to drive lasting improvements.

Progress and outcomes, including updates from care groups on their actions, will be regularly
measured and reported to the Nutrition Steering Group on a bi-monthly basis, and to the
Fundamentals of Care Committee (FOC) quarterly. Any concerns, delays, or barriers will be
escalated through these reporting frameworks to ensure senior support and leadership.

We are committed to embedding these changes to ensure that nutritional care is recognised and
prioritised as a fundamental aspect of patient safety and quality across the Trust, with the goal of
improving patient outcomes and preventing future harm.

The Trust is also committed to ensuring family concerns are listened to and a guideline for

clinicians for the implementation of Martha’s Rule was approved in July 2025 and is now actively
being used by families and clinicians. A copy of the Trust’s guideline can be provided on request.

Action: Complete and ongoing

2. Mrs Caldicott marked anaemia and poor nutritional state meant that she was not suitable
for potentially lifesaving treatment when it became necessary.

Mrs Caldicott was identified to have been losing weight and anaemic during a hospital attendance
in January 2023. Investigations were undertaken and she was referred to the outpatient
gastroenterology team. She was also under the care of the diabetic and endocrine team. It is
likely that Mrs Caldicott’'s anaemia was as a result of her other chronic health conditions. No
specific gastro-intestinal cause of anaemia or weight loss were identified. Also, no underlying
cancer diagnosis was identified on CT, gastroscopy and sigmoidoscopy.

However, there was potentially a missed opportunity to consider Mrs Caldicott’s declining health
more holistically. Weight loss and anaemia are likely to have been consequences of Mrs
Calidcott’s chronic health conditions. Her general condition had declined significantly over the few
months leading up to her death. Whilst nutritional state and anaemia were factors in decision
making about treatment options for the perforated bladder, there were other serious co-
morbidities and current acute kidney injury which also impacted.

A multi professional review of the 12 months care and treatment preceding her admission late
2023 will take place. This is described further later in this letter.

Action: Complete
3. No internal investigations were conducted by Mrs Caldicott’s GP or by the East Kent

Hospitals NHS Foundation Trust to establish if lessons could be learned as a result of
the circumstances of Mrs Caldicott’s Death.

The Trust has found several points at which an investigation could have been triggered into the
care Mrs Caldicott received. Unfortunately, there were missed opportunities meaning that some
of the issues only came to light during the Inquest itself and beyond. We apologise to Mrs

Caldicott’s family in this regard.



We have highlighted this case to the Lead Medical Examiner as the first point at which it was felt
a Structured Judgement Review could have taken place. If this had happened then it would have
triggered many other actions and the Trust could have learned from this case earlier than it has
now. Individual feedback has been provided and additional support will be provided to the Medical
Examiner team to allow them to better identify cases for further investigation.

Regrettably, the clinician who gave evidence at the Inquest did not raise a Datix and therefore,
once again, the opportunity to investigate and learn was lost. We apologise that this wasn’t
completed in a timely manner but the clinicians have been received feedback and they have
reflected on the importance of raising incidents for learning and improvement. The Trust realises
this is not reassuring but we believe this to be an isolated incident. However, as part of our
commitment to improving governance and patient safety, the Trust will continue to review learning
from incidents, complaints, claims and inquests.

Action: Ongoing

4. The Court was informed that there had been an SJR (of which | had not previously been
notified) following Mrs Caldicott’s death. The Dr providing evidence was to raise a Datix
in_relation to Mrs Caldicott’s previous attendances and failed discharges. At the
resumed inquest the Court were informed these investigations had not taken place and
were not to take place.

See above.
Action: Ongoing
5. No consideration was given prior to Mrs Caldicott’s final admission and some 18

months after the onset of symptoms of vomiting and chronic weightless, of support
for Mrs Caldicott’s nutritional status.

Mrs Caldicott was identified to have been losing weight and anaemic during a hospital admission
in late 2022. Investigations are undertaken and she was referred to the outpatient
gastroenterology team. She was also under the care of the diabetic and endocrine team. It is
likely that Mrs Caldicott’'s anaemia was as a result of her other chronic health conditions. No
specific gastro intestinal cause of anaemia or weight loss were identified. No underlying cancer
diagnosis was identified on CT, gastroscopy and sigmoidoscopy.

We believe that the Manor Clinic can also respond in this regard as her primary care provider.

6. If Mrs Caldicott had been in a better nutritional state on her final admission to the Kent
and Canterbury, then she would have been well enough to undergo lifesaving
treatment following the bladder perforation.

The Trust feels this is an opinion better suited for an expert to determine and not one that requires
action per se. However, the William Harvey Clinical lead for Nutrition Dr Helen Mackie, consultant
gastroenterologist has stated, that it is difficult to say with any certainty what the probability would
have been.




On review of Mrs Caldicott’s hospital records from January 23 to the time of her death she was
seen by several specialities. She had a number of chronic health conditions which may have been
contributory to her cachexia and weight loss. Hyperthyroidism, Diabetes Mellitus, hypertension,
generalised atherosclerotic disease, brain small vessel disease, and latterly, acute kidney injury.

Investigations did not identify a cancer diagnosis nor any other clear cause of her weight loss.
She was also anaemic and this was a chronic anaemic most likely due to underlying chronic
health conditions.

Even if her nutritional state had been optimised earlier, it is impossible to speculate if that
optimisation would have improved her general health to the level of further live-saving
treatment. It is likely that her other health conditions were the drivers of her poor nutritional state
rather that a consequence of it.

We will be undertaking a full multi-professional case note review of Mrs Caldicott’s care and
treatment in the months preceding her admission which will ascertain if her continuing decline in
health could have been identified earlier in a more holistic manor. We anticipate that this will take
2 months and we will inform the family of the outcome of this review.

Action: ongoing.

We hope that we have assured you that whilst the Trust has not completed all of the actions that
you have identified, we are learning and improving and sincerely hope that a case such as Mrs
Caldicott’s does not happen again.

Yours sincerely

Chief Executive






