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ID Description Outcome Improvements identified

2021/22 - 13
Relative of patient not happy with help received for patient. Patient still 
needs help.

Full explanantion provided to complainant. Apologies given for the 
experience. 

Tribunal report writing guidance to 
be updated to support staff and 
ensure earlier contact is made with 
patients and relatives. 
Experience to be used as part of 
mandatory training in respect of 
the Mental Health Act 

2021/22 - 14 Patient reports a data breach via the MH team.

Full explanation provided to the patient in relation to their concerns 
regarding a confidentiality breach. 
The Trust reassured the complainant them that the investigation  found 
no evidence that their data has been breached. However, the Trust 
apologised for the distress and worry caused.

Administration procedure changed 
have been made to ensure the 
correct assessment is attached to 
correct letter and prevent a 
mistake happening in futute. 

2021/22 - 15

Patient attended hospital, Covid test showed positive results and 
therefore they were admitted to Ward. Later found that the test was 
incorrect and the patient was negative, they were then moved to a side 
room and a DOC letter given.

Patient is deaf and has difficulty understanding people unless they lip 
read, and patient feels this was not taken into consideration and not 
everyone appeared to be aware of this.

Full explanation given to patient together with apologies for the late 
response to their complaint.

The Trust unreservedly apologised that it failed to fully consider the 
challenges the patient experienced when they were attempting to 
communicate with them. 

Staff have been provided with 
basic sign language traiing to 
faciliate better communication 
with hearing impaired patients / 
relatives. 

2021/22 - 16 Alleged poor conduct of consultant towards patient
Personal letter of apology sent from the Consultant for the experience 
that the patient had during the consultation. 

Consultant has reflected and in 
future will take additional care to 
warn patients when a procedure 
may be uncomfortable. 

2021/22 - 17 Poor care received whilst patient on Ward 

Full explanation provided to the complainant together with the Trust's 
condolences on the loss of the patient. 

The Trust apologised for the confusion that arose when the complainant 
arrived to see the patient,that the call bell which was not accessible to the 
patient, and for staff being rude to other patients.  

The Trust reiterated how sorry it was  to hear about the experience and 
provided reassurance that staff are working hard to address the concerns 
they have raised and  improve care for end of life patients.

Regular training sessions 
introduced for all staff to highlight 
how simple acts can make a 
difference to patients and loved 
ones. 
End of Life Care Champions to 
improve communication and care 
given have also been identified. 



2021/22 - 18
Relative states late spouse received two duplicate letters. Relative and 
spouse not informed previously as stated in the letter relative received. 
Patient died May 2020.

Full explanation provided to complainant together with the Trust's sincere 
condolences for the loss of the patient. 

Apologies were also given that the letter and report were sent out in error 
to the patient and for the distress this caused. The Trust reassured the 
complainant that learning will take place from this incident to ensure that 
future such mistakes are not made.

Reports will be sent out promptly 
to patients / famillies folllowing 
completion. 
Additional checks to be 
implemented to ensure that 
patient is not deceased and 
address is correct prior posting. 

2021/22 - 19

Patient called they are under the respiratory department as they have 
issues with sleeping, initially they were referred to Oxford for tests but 
this was declined, they were subsequently told in January 2021 they were 
being referred to London but has had not updated following this despite 
contacting the department.

Full explanation provided to patient.   

Apologies given for the miscommunication within the team with regard to 
the letter not being sent and the subsequent delay in referral to Guy’s and 
St Thomas Sleep Disorders Centre and for the distress this has caused the 
patient. |

All doctors to utilise digital 
dictation resource to dictate their 
letters and clinic outcomes so it is 
clear what is being requested to 
prevent any future errors. 

2021/22 - 20
Relative of patient not happy that patient was refused to be seen by the 
doctors in the urgent treatment centre

Explanantion provided to patient.  All care was felt to be given 
appropriately and face to face appointment was not necessary; apology 
given for the experience. 

2021/22 - 21
Patient not happy with disclosure of confidential information whilst a 
patient on ward

No breach of confidential information was identified following 
investigation of complaint. Apology given for any distress caused. 

2021/22 - 22
Patient not happy with conflicting information within the Emergency 
Department. Further poor experience the following day when attending 
with similar symptoms. 

Explanation and clarity given regarding attendances.  Apologies given for 
where care fell short of expected levels. 

2021/22 - 23
Patient feels they have received lack of care and treatment in relation to 
their wrist.

Explanation provided, and apology given for the experience. It was felt all 
care was given appropriately and in line with best practice. 

2021/22 - 24
Relative of patient feels there was a serious delay in diagnosis. Relative of 
patient unhappy with care patient received and states that patient was 
discharged worse than when they went into hospital.

Full explanation has been provided to the complainant with sincere 
condolences on the loss of the patient.  

After a full review of the patient’s medical notes, it was felt that all 
relevant treatment and investigations were completed in line with Trust 
protocols during the patient's  presentations to the Emergency 
Department.

2021/22 - 25

Complainant is unhappy with the DNRCPR put in place for the patient 
when this had previously been declined and the patient's discharge which 
they consider to have been unsafe due to the cardiac arrest the patient 
subsequently suffered a few days later.

Full explanation and an apology for experience given.
Assurance given that all appropriate was undertaken in line with policy 
and clinical need. 

2021/22 - 26
Relative of patient states patient had an appointment July 2021 and was 
informed that injections which should have ceased May 2020. Relative 
states drug has numerous side effects.

Apology given for the experience - admitted that copies of GP letters 
should have been copied to the patient for their awareness and follow up 
with GP.

All GP correspondence will be 
copied to the patient to avoid a 
similar situation for other patients. 

2021/22 - 27

Patient unhappy with the attitude of the Doctor towards them and their 
treatment when they attended A&E on the 15.06.21.  

Patient was happy initially that this could be managed informally, 
however not happy with the repsonse

Apology given for the poor experiencce from the doctor.
Assurance given that staff have both been spoken to and reflected on the 
feedback, and reminded of the Trust expectations, this will be monitored 
through on-going training and development. 

The doctors have reflected on the 
feedback, and is being supported 
through supervision to improve 
communication skills.



2021 /22 - 28

Relative states unsafe discharge.
Lack of Communication from the ward.
Poor communication regarding medication.

Full explanation given in relation to concerns raised an unreserved 
apology given that some of the care felt short of Trust and family 
expectations. 

Pharmacy support in place on the 
discharging ward to ensure 
ccommunication regarding 
medication is clear to patients / 
families.
Family Liaison Volunteers 
supporting new process agreed to 
ensure families receive timely and 
regular communication about 
loved ones. 

2021/22 - 29

Complainant twice attended UTC/ED/AAU and was diagnosed with 
Costochondritis. Was referred back to a&e by GP for a third time when 
she was told she had a heart attack. Believes she was misdiagnosed on 
two initial visits.

Full explanation provided to patient together with sincere apologies for 
the delay in diagnosis, however during the attendences all appropriate 
investigations and tests were completed in light of presenting symptoms. 


