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ID Description Outcome Improvements Identified 

2021/22 - 01
Relative of patient states that Specialists in 
Portsmouth states that patient should never have 
been taken off anticoagulants.

Full explanation provided and apology given. 
Apology given how sorry we were to learn about the patients health 
issues. Relative reassured that a full clinical review has been carried out by 
a Stroke Consultant and the Clinical Lead for Stroke, and the findings were 
that the patient was correctly diagnosed and treated.

2021/22 - 02

Admitted to A&E by ambulance due to a heart 
complaint. Alleges A&E Dr informed complainant 
that they were wasting ambulance crew and NHS 
staff's time, the condition was all in the 
complainant's head. 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 felt belittled and humiliated.

Full explanation provided.
Assurance given thatpatient was not wasting staffs time.
Trust apologised that patient understood from conversation with doctors 
view that the condition was all in the patients head as this is not what was 
inferred.
Doctor did refer patient back to their GP, but advised to return to ED if 
symptoms worsened. .
Patient examination found patients observations were within normal 
limits and heartbeat was regular and chest was clear. .
Trust apologised if the patient was not satisfied with the outcome of their 
attendance to ED and offerred reassurance that after a full examination, 
the staff did their best to try and reassure and maintain their 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. 

2021/22 - 03

Relative of patient states family not informed that 
patient was being discharged to care home, 
relative states, care home not expecting patient, 
no discharge papers or proof of negative covid test 
complete either. Relative states this is neglect, 
abuse and abandonment.

The Trust recognised that the communication with the family in respect of 
dischage was not adequate and further action should have been taken to 
ensure family informed in a timely manner. .
In relation to the concerns around The Moorings not receiving any 
notification of the patient’s arrival, The Trust is satisfied that the 
communication documented clearly suggests this was not the case.
In relation to the concern around a lack of proof of a negative Covid test 
and no discharge papers being provided to The Moorings Care Home, the 
Trust is satisfied that the evidence supplied indicates that this was not the 
case.
The Trust apologised for the experience that the family and the patient 
had using the service..

Complaint to be shared at next staff meeting 
to ensure that learning occurs in relation to 
communication and documentation in 
respect of patient discharge processes. 



2020/21 - 04 
Relative of patient believes patient has suffered 
clinical negligence following admittance to St 
Mary's Hospital.

Full explanation provided and apology given. 
The Lead Clinician for Stroke Services reviewed the patient’s notes and 
states that unfortunately, the patient has several health issues which 
could have caused or contributed to the strokes including high blood 
pressure, hyperlipidaemia (high levels of fat in the blood), a history of 
smoking and a family history of cardiovascular disease. Due to this, it is 
very difficult to say which of these health issues, or combination of, were 
the cause of the patient's strokes. They state that the cardiology 
investigation has been able to identify that there is no evidence of atrial 
fibrillation (a heart condition) so they have been able to rule that out as a 
possible cause.
The Lead Clinician for Stroke Services has reviewed the patient’s care and 
it in their clinical opinion that all appropriate actions and pathways were 
followed in caring for the patient. 
Due to high demand at the time there was a delay in completing the hear 
rate monitoring. 

The Trust are are addressing the shortfall in 
resources in relation to heart rate tape 
testing, working with a private company to 
provide extra training and equipment.

2021/22 - 05

Alleges patient was discharged without a discharge 
summary and incorrect medication. Alleges 
discharge was unsafe with an inappropriate care 
package in place. 

Full explanation provided and apology given.

Having investigated the complaint, in summary: 

• 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. 

The actions we have 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 
ward staff to contact the medical teams 
when patients or relatives request this.

2021/22- 06

Relative of patient would like to know why patient 
was stitched up before staff were certain finger 
was not broken, relative would like to know why 
this was allowed to happen, would like an apology, 
would like reimbursement of travel expenses and 
would like compensation.

Full explanation provided and apology for experience given.

Having fully reviewed the care given by the clinician, there is evidence to 
support that an appropriate diagnosis was made and, appropriate 
treatment and care were given to the patient. 



2021/22 - 07

Relative states that due to Consultants attitude,  
patient caused considerable distress which directly 
contributed to patient not seeking further medical 
advice over the subsequent years.

A full explanation has been provided and apologies given by the 
Consultant with regard to how they made the patient feel during their 
consultations. 

2021/22 - 08

Contacted 111, referred to ED who thought patient 
had sepsis. Transferred to ward for antibiotics then 
discharged. Complainant alleges was denied a scan 
and was not told what diagnosis was.

The Consultant reviewed case and full explanation provided.
Consultant feels that a referral to the Chronic Pain Team is the patients 
best care pathway to help improve the quality of life. Consultant had 
already wrote to the GP to request them refer patient to the Chronic Pain 
Team.
Consultant has since discussed the patients care plan and believes the 
patient is content with how it will progress.
CEO would like to join the Consultant in apologising that the 
circumstances at the time left the patient feeling their care was less 
important than those patients with COVID-19, and assured the patient 
that this was not the case.

2021/22 - 09
Patient not happy with Endoscopy Department 
administering Picolax prior to a colonoscopy.

Full explanation given.  The Trust were sorry to hear of the patient's bad 
reaction to the bowel preparation Picolax.   

The patient's medical notes now state that 
they are unable to tolerate Picolax as a 
bowel preparation treatment; this will allow 
alternative methods to be discussed if they 
should require a similar procedure in the 
future. 

2021/22 - 10

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 accurate, 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 were also passed on to the 
family for their loss. 



2021/22 - 11
Relative of patient not happy with help and 
support from Mental Health Home Treatment 
Team

Full explanation has been provided.  The Trust accepts the Home 
Treatment Team could have communicated with the patient better so that 
they understood their function and processes. 

It is hoped that work that is already in progress has reassured the family 
that the Trust is committed to improving areas to highlighted and we  
thanks were given for bringing your concerns to the Trusts attention. 
The Trust  apologised for the experience the family had using our service 
and hoped that any future experiences were more positive and in line 
with your expectations.

The Home Treatment Team plan to have an 
Away Day soon and will use this experience 
to discuss with the team how they can they 
can communicate better with service users 
and carers.
Communication has already been identified 
within the Mental Health and Learning 
Disabilities Division as Quality Improvement 
Project (QIP). The QIP Lead is in the process 
of setting this project up and the Division is 
committed to improving communication 
across its services.
There are huge changes happening in IOW 
mental health services in order to improve 
access to services, our responsiveness, 
particularly to people experiencing mental 
health crisis, and also improving the culture 
and skills across services.

2021/22 - 12

Uncomfortable procedure. Communication 
breakdown.  Delay in contacting patient following 
procedure. Patient remains in constant discomfort, 
pain and soreness following procedure.  Patient 
concerned that swabs not taken. Breakdwon of 
Trust with Consultant.  Concerns about Consultant 
Attitude

Full explanation given. 
  
The Trust apologised for the experience the patient had using our service 
and hoped that any future experiences are more positive and in line with 
the patient's expectations.  Consultant is so sorry that patient is 
experiencing pain and offered to refer them to the Southampton Gynae 
Pain Clinic and the appropriate contact details have been given to the 
patient to make arrangements.  


