
Annual Report 2020 / 2021 Anonymised complaint summaries 

Case 
Summary 
Number 

Date 
complaint 
closed 

Outcome  What happened? What we found Putting it right 

1 01/03/2021 Upheld Complainant raised concerns 
regarding the delay and poor 
communication in the Emergency 
Department, when they attended as 
a surgical expected patient 

Having investigated the complaint in 
summary, the team acknowledge that the 
referral for a procedure was not completed 
following the patient’s attendance to the 
Emergency Department on 14 October due 
to human error.  

Full explanation provided and 
apology for experience.  
 
To prevent similar occurrences 
in the future, the discharge 
checklist has a prompt box to 
ensure all onward referrals have 
been completed. 

2 15/02/2021 Not upheld Patient concerned that patients are 
travelling unnecessarily when 
patients could have a simple blood 
test done on the Island.  

Unfortunately, there are strict regulations 
in relation to the administration of blood 
products, which therefore restricts the 
transfer of blood products between 
hospitals unless this is an emergency 
clinical scenario. 
 
Improvements are being made and the 
IOW trust will trial a new process and use 
UHS blood request forms. This will ensure 
that the samples are labelled in the correct 
way, using the NHS number for IOW 
patients requiring treatment at UHS so that 
they are compatible with what is recorded 
on the laboratory system in Southampton. 

Full explanation provided and 
apology for experience given. 

3 13/05/2021 Not upheld Relative of patient states that 
Specialists in Portsmouth states that 
patient should never have been 
taken off anticoagulants. 

A full clinical review has been carried out 
by a Stroke Consultant and the Clinical 
Lead for Stroke, and in their clinical opinion 
the patient was correctly diagnosed and 
treated. 

Full explanation provided and 
apology given, expressed how 
sorry we were to learn about 
the patients’ health issues. 



4 12/04/2021 Partially 
upheld 

Complainant alleges Emergency 
Department (ED) doctor informed 
complainant that they were wasting 
ambulance crew and NHS staff's 
time. Dr told complainant to go back 
to GP and to not return to A&E for a 
recurrence of the problem as it is a 
waste of time. Complainant states 
there was an argument between 
staff and the complainant felt 
belittled and humiliated. 

It was established that after a full 
examination, the staff did their best to 
reassure and maintain the patient’s privacy 
and dignity prior to them leaving the 
department. It was felt that the patient did 
not require a hospital admission and could 
be safely followed up in the community by 
their GP. Doctor did not intend for the 
patient to feel it was all in their head and 
was trying to offer reassurance. 

Full explanation provided the 
Trust apologised if the patient 
was not satisfied with the 
outcome of their ED 
attendance. 
 
Individual clinician asked to 
reflect on feedback from 
patient to ensure lessons are 
learnt.  

5 30/04/2021 Not upheld Relative of patient believes patient 
has suffered clinical negligence 
following admittance to St Mary's 
Hospital. 

During the investigation it was identified 
that there was a delay in tests being 
undertaken due to unprecedented and 
increasing demand, and the Trust 
recognised this was not a situation that can 
continue and assurance given that steps 
have been taken to rectify this.  The lead 
clinician for stroke services has reviewed 
the patient’s care and in their clinical 
opinion felt that all appropriate actions and 
pathways were followed in caring for the 
patient.  

Full explanation provided and 
apology given. 

6 28/01/2021 Partially 
upheld 

Relative of patient states Consultant 
was rude, and abrupt, relative states 
Consultant did not remove patients 
sling, and did not examine the 
patient shoulder.  

Consultant explained that these fractures 
are not routinely examined because 
movement of the shoulder and the arm 
causes immense pain to the patient. The 
information the Consultant required was 
on the x-ray. Consultant believed that at all 
times they were courteous and 
professional towards the patient, and 
patient seemed very happy with the 
consultation. 

Full explanation provided and 
apology given.  Second opinion 
was arranged.  



7 18/03/21 Not upheld Relative of patient concerned 
regarding the mental health system 
in place. Relative states system 
needs to be changed and improved 
urgently before more lives are taken. 

Crisis Team do not currently deploy staff 
into the community across a 24- hour 
period. As part of transformation and 
improvement work the service will be 
considering this option and welcomes 
patients comments to inform this work. 

Full explanation provided. 

8 29/03/21 Upheld Patient unhappy that the Patient 
Experience team had not got back to 
them following the complaint made 
about Mental Health Services 

Due to miscommunication following the 
initial concern being passed to the service, 
it was not until the patient contacted the 
team again, that the team appreciated that 
the patient had expected the Patient 
Experience Team to also respond back to 
them.  
 

Full explanation provided and 
apology given.  
The team reflected on the 
patient's experience, and 
extended apologies for the 
oversight. The team will ensure 
that in future they contact 
complainants to ensure that the 
relevant services have 
addressed the initial informal 
concerns raised, and that the 
complainants are satisfied with 
the outcome. 

9 31/03/21 Not upheld Complainant "horrified" to be 
informed they had refused 
treatment; member of staff chose 
not to give medication. Complainant 
felt staff assumed they were not 
independent.  

Ward Sister has reviewed the notes and 
spoken to the nurse involved. Due to 
concerns re patient’s health the nurse felt 
it would be best to discuss it with the 
attending doctor before administering the 
drug. The doctor agreed that the drug 
should be withheld until further reviewed.  
The Sister has reviewed the patient's 
nursing assessments, documentation and 
medical notes, and would like to assure 
them they all state that the patient was 
fully able to manage daily living 
independently. 

Full explanation provided and 
apology given. 



The Sister has discussed the events with 
the nurse who administered the drugs and 
reviewed the patient's notes. It was the 
nurse’s recollection that they had 
discussed the different medication with the 
patient as it was a change to their normal 
regime.  The Trust recognises that we 
sometimes fail to communicate effectively. 
 

10 25/05/21 Upheld Patient was discharged without a 
discharge summary and incorrect 
medication. Complaint claims 
discharge was unsafe with an 
inappropriate care package in place. 
Complainant questions why patient 
was not re-assessed before being 
discharged with more up to date 
information on mobilisation.  

The Trust acknowledges that the patient 
should have been discharged with a 
discharge summary. 
Further support for spouse and patient 
should have been sought from the 
Dietician and the Alcohol Dependency 
Service prior to discharge. 
A telephone call should have been made by 
a doctor much sooner than the five-day 
delay.  
 
 
 
 

Full explanation provided and 
apology given. 

• The actions taken forward 
are: 

• All patients to be 
discharged with a discharge 
summary at the point of 
discharge from the hospital. 

• Early referral to the 
dietician during admission if 
the risk assessment 
suggests this is required.  

• An information leaflet for 
patients regarding risks of 
drinking post discharge will 
be introduced and sent to 
you following ratification. 

•  Ensure there is a clear 
written process for the 
ward staff to contact the 
medical teams when 
patients or relatives request 
this. 

 



11 03/12/2020 Partially 
upheld  

Patient states ambulance crew did 
not convey to hospital, patient told 
to get a taxi and that the crew are 
not a taxi service. Patient states 
ambulance staff member did not 
wear PPE. Staff member informed 
patient did not have a fracture and 
that patient did not need to attend 
Emergency Department.  

Having investigated the complaint in 
summary: 
 
* The Trust accepts that the crew should 
have remained in level 2 Personal 
Protective Equipment (PPE) 
* The patient should have been conveyed 
to ED for further assessment of the ankle 
injury. 
* Trust apologised that the attitude of the 
Paramedic fell below what we expect of 
them 

Full explanation provided and 
apology given. 
 
Individual staff have been 
spoken to and asked to reflect 
on the feedback to ensure 
lessons are learnt. All staff 
reminded to wear PPE.   
 

12 21/01/2021 Not upheld Concern raised regarding support 
given to patient admitted to ED and 
discharged without any help from 
mental health care. 
Family feel let down by the IOW 
Mental Health service and Single 
Point of Access (SPA)  

Having investigated the complaint, in 
summary: 

• The Trust accepts that the assessment 
on attendance was brief, however this 
was because due to how the patient 
was presenting. 

• The Trust is satisfied that the 
assessment was completed in line with 
best clinical practices, the patient was 
appropriately risk assessed and was 
signposted appropriately. 

• The Trust is satisfied that there was 
little that MH Services could offer the 
patient following the referral to SPA. 

Patient has been offered all services 
available and has either declined or chosen 
not to engage. 

Full explanation provided and 
apology for experience 

13 30/04/2021 Not Upheld Complainant would like to know why 
patient was stitched up before staff 
were certain finger was not broken, 
relative would like to know why this 

Clinical Governance Lead reviewed 
patient's care with the Urgent Treatment 
Centre Manager and Head of Nursing for 
Unplanned Care. On review of the x-ray, it 

Full explanation provided  
The NHS Complaints Procedure 
is not designed to deal with 
financial compensation and 



was allowed to happen. 
Compensation / Reimbursement 
requested.  

is their medical judgement that there are 
sufficient views to confirm there was no 
bony injury and that a second x-ray was 
not required. Having fully reviewed the 
care given by the Emergency Nurse 
Practitioner (ENP) it is their clinical opinion 
that an appropriate diagnosis was made 
and, appropriate treatment and care were 
given to the patient.  

therefore, cannot be addressed 
as part of this formal complaint. 
Chief Executive has been 
informed by the Trust Legal 
Team that, if the complainant 
wishes to make a claim for 
financial compensation, it can 
be initiated by submitting a 
""letter of claim"" to Legal.  The 
complainant can seek 
independent legal advice or 
represent them self in any such 
claim. 
 

14 15/01/2021 Partially 
upheld 

Concerns raised about attitude of 
Consultant. 
Consultant very rude, and uncaring.  

The Consultant apologised that they did 
not in any way intended to cause offence. 
Apology given that a conversation 
happened earlier in the pregnancy around 
an elective caesarean section and that this 
was not then documented by the 
midwifery or obstetric staff. 
Consultant is sorry that the patient felt 
they was trying to enforce their viewpoint 
upon the patient, but the Consultant had a 
duty to ensure that standard obstetric 
practice was being followed for the safety 
of both patient and baby.  
From investigations - confirmed that whilst 
Consultant was providing the correct 
clinical advice and wanting to ensure the 
patient was fully aware of the risks of 
major surgery, the Consultant was 

Full explanation provided and 
apology given for experience. 
 
Consultant has reflected on 
their communication and is 
being supported to ensure that 
they learn from patient 
feedback.  



observed to be abrupt in their manner, and 
apology given. 

15 19/04/2021 Not upheld Contacted 111, referred to ED who 
thought patient had sepsis, then PID. 
Transferred to ward for antibiotics 
then discharged. Complainant 
alleges was denied a scan and was 
not told what diagnosis was. 

Consultant has discussed the patients care 
plan and believes the patient is content 
with how it will progress. 
Consultant apologised that the 
circumstances at the time left the patient 
feeling their care was less important than 
those patients with COVID-19, and we can 
assure the patient that this was not the 
case. 

Full explanation provided  

16 17/12/2020 Upheld  Following procedure patient's 
incontinence pants were not put on 
properly and by the time patient 
arrived home their trousers were 
drenched. complainant was not 
happy with the piped music being 
played in the room. 

Staff member spoken with and completed 
reflective piece of work. 
 
Patients to be asked about piped music 
prior to procedure, and whether own 
incontinence pads are to be used, greater 
range of pads to be used in department." 

Apology for experience 

17 27/05/2021 Not upheld Relative of patient not happy with 
outcome response from meeting. 
Relative disagrees with several 
points written in the minutes. 
Relative highly concerned by the 
content of the minutes, which are at 
times inaccurate, and do not add 
clarity to concerns. 

 A full explanation has been provided in 
line with all the key questions raised by the 
family 

Sincere condolences are also 
passed on to the family for their 
loss 

18 06/05/2021 Not upheld Uncomfortable procedure. Delay in 
contacting patient following 
procedure which left patient sore 
and in pain. Patient states is in 
constant discomfort, pain and 
soreness following procedure.  

The Trust apologises for the experience 
that patient had using our service and 
hope that any future experiences are more 
positive and in line with the patient's 
expectations 

Full explanation given. 
Patient is experiencing pain and 
Trust offered to refer patient to 
the Southampton 
Gynaecological Pain Clinic. 

 


