
Quarter 1 2022 / 2023 Anonymised Complaint Summaries – Closed complaints 
ID Description  Outcome  Improvements identified 
2022/23 - 1 Complainants unhappy with the way the 

patient was treated in hospital and during 
discharge 

Explanation and apology given for failures in 
communication and care received. 
Complainants directed to other agencies to get 
additional response to questions asked.  

 Improved communication with families and 
ensure that clear messages and information 
is relayed in future. 

2022/23 – 2 Complainant upset that there has been 
poor communication. They find this 
unacceptable due to the severity of the 
diagnosis. 

Full explanation provided in response to specific 
questions asked. Apology provided for poor 
communication and distress caused. 

 Importance of clear documentation 
reiterated to clinical teams during teaching 
sessions. 

 Clinical teams reminded of the importance 
of maintaining professional behaviours and 
communication with patients and families 
at all times.  

2022/23 - 3 Patient was unhappy with their care on 
two separate occasions they were in 
hospital including the attitude of various 
staff on different wards. 

Explanation and apology provided to 
complainant. 
 

 Issues regarding nurse shared with relevant 
Agency 

 All staff reminded of need to always 
maintain privacy and dignity for patients.  

2022/23 – 4 Patient attended Emergency Department. 
Patient believed that their mouth needed 
stitching, however they were discharged 
and to re attend 10 days later.  
 

Apologies and explanation provided. Patient 
able to speak to clinical lead for the Emergency 
department to address concerns.  

No improvements identified on this occasion. 

2022/23 - 5 Unhappy with care on Ward.  
Patient had a fall, which resulted in head 
injury.  Family also found it increasingly 
difficult to get through to the ward. 

Unreserved apology provided to family for 
errors that occurred on ward.  

All staff reminded that: 
 Obsolete paper medication records must be 

crossed through  
 Medication records must be double 

checked to ensure duplicates are not held  
 When incidents do occur the next of kin 

must be informed straight away  
Individual staff member undertook refresher 
training in administration of medication.  
Quality Improvement programme implemented 
on ward.  



Individual nurse reflection 
Reminder to all staff to follow Trust policy for 
close observation of patients.  
Experience shared at Safety Briefings to ensure 
shared learning.  

2022/23 - 6 Complainant states that a member of staff 
was rude to them, and that there was 
nothing wrong with them and they were 
wasting staff time. 

Apology provided for poor experience – 
complainant discussed experience with Charge 
Nurse.  

 All staff reminded of standards of care and 
professionalism. 

 Reminder to all staff in respect of 
maintaining patient confidentiality. 

 Online training video in respect of 
improved communication shared with 
team.  

 Individual nurse reflection has occurred 
 Standard Operating Procedure updated 

setting out expectation of professional 
communication to ensure handovers are 
delivered appropriately.  

2022/23 - 7 Patient had injuries on their legs, which 
were dressed by a member of staff, but the 
complainants are unaware of how these 
injuries were caused and who dressed the 
injury. 

Apology provided for poor care. Unable to 
identify what happened despite investigations 
undertaken, poor documentation / record 
keeping noted.  

 Improved auditing of accurate record 
keeping being implemented.  

 Wards working closely with Tissue Viability 
Nurse Champions to ensure learning occurs 
from feedback. 

2022/23 - 8 Patient has a severe headache. GP believed 
the patient had a bleed on the brain.  A CT 
scan was not carried out when they 
attended hospital, patient was then 
admitted again five days later, where a CT 
scan was carried out and a bleed to the 
brain was found. Next of kin not kept 
updated. 
 

Explanation and apology provided – appropriate 
action taken based on clinical presentation and 
need.  
 

 Staff reminded to ensure that they locate 
correct contact details for next of kin.  



2022/23 - 9 Patient had a pressure sore, which they 
had continuous problems with over the 
period of six years. Patient returned to the 
Emergency Department several times and 
was never given a scan. 
 
 

Full explanation provided to patient and 
apology for distress caused.  
Apology provided for lack of clear 
documentation during patient attendance to 
ED.   

No improvements identified.  

2022/23 – 10 Throughout the patients stay they were 
not given the correct amount of fluids, 
were not supported with eating/drinking, 
developed a pressure sore and lost their 
mobility due to lack of therapy 
physiotherapy. 

Full explanation and apology provided to 
complainant for distress caused. 

 Hydration and fluid balance refresher 
training implemented for existing staff; and 
implemented in new clinical staff induction 
pack.  

 Continued monthly audits of 
documentation to enable earlier 
identification of poor compliance and 
educational needs. 

 Senior leaders implementing more spot 
checks of documentation.  

 Robust recruitment process in place to 
increase staffing levels on ward. 

 Extensive induction process in place for 
new starters.  

2022/23 - 11 Patient is unhappy with their treatment 
during their first admission, they feel that 
the treatment was rushed so they could be 
discharged quickly over the Christmas 
period. Alleged breach of confidentiality. 
Poor discharge process and follow-up. 

Full explanation and apology provided to 
complainant for any misunderstanding and 
stress caused.   
Assurance given that discharge was made based 
on clinical review, involving mainland 
specialists.  

 Staff reminded of the need to gain consent 
prior to capture and sharing of information 
/ images in line with Trust Policy.  

2022/23 – 12  Blood test was refused as patient was not 
wearing a face mask or visor.  

Apology for distress caused and explanation 
provided. 

 Phlebotomy department reviewed their 
processes, in line with national guidance to 
ensure they can safely support all patients 
who require a blood test. 



2022/23 - 13 Patient is unhappy with the care given on 
Ward. There was also a lack of 
communication with regarding the patients 
discharge 

Apologies given for poor experience of care and 
delay in discharge due to increased pressure on 
ambulance service.  

 Staff reminded to use self-administration of 
medications policy were appropriate. 

 
 

2022/23 - 14 Complainant would like further details of 
care whilst on ward. 

Full response and explanation provided to 
questions raised.  
Apology given for poor care and experience.  

 Lack of nutritional intake documentation 
highlighted to ward team to ensure 
improvements made. 

 
2022/23 - 15 Complainant unhappy with the 111 service. 

Patient’s condition deteriorated, called 111 
again and the call handler was rude. 
The patient continued to deteriorate, the 
complainant called 999, patient passed 
away minutes before the ambulance 
arrived. 

Full investigation undertaken and shared with 
complainant. Apologies and condolences 
expressed.  
 
No evidence found that call handler was rude. 

 Individual call handler learning took place 
following a review and audit of calls.  

 Focused training put in place ‘Probing tool 
kit for breathing problems’ implemented 
for call handlers.  

 Breathing problems has been a focus of 
monthly audits. 

 Hot topic fact sheet on breathing problems 
shared for 111 staff and call handlers to 
enhance individuals knowledge.  

 The Urgent Treatment Centre will be 
monitoring the out of hours GP Service 
workload and where possible patients will 
be bought in for a face-to-face consultation. 

2022/23 - 16 Patient was due to have cataract surgery 
on their eye. There was a lack of 
communication regarding the patient 
needing to be sedated. On attempting to 
book, the patient was informed that the 
procedure had been cancelled two days 
previously, as the patient was not fit for 
anaesthetic. 

Explanation provided and apology given for 
poor communication. 

 Issue identified with IT system with respect 
to recording anaesthetic choices – 
processes are being reviewed to address 
this.  

 Human error resulted in lack of 
communication – staff member has 
reflected on this. 

 Team have reviewed communication 
methods to ensure a more robust system is 



put in place to avoid similar situation 
occurring in future.  

 
2022/23 – 17  Patient is unhappy with the way they were 

treated in clinic. 
 
 

Apology provided by treating clinician for poor 
communication and insensitive treatment on 
their part.  

 Individual reflection has taken place to 
ensure learning occurs and personal 
apology provided.  

2022/23 – 18 Not happy with the way in which diagnosis 
and treatment options was relayed to 
patient resulting in distress and confusion.  
 

Full explanation provided of investigations and 
treatment.  
Apology given for poor communication and 
distress caused.  

 Individual reflection has taken place with 
relevant clinicians.  

2022/23 - 19 Unsympathetic receptionist and a doctor 
who was rude, staff did not introduce 
themselves and came across very 
homophobic.   

Explanation provided and apology for poor 
experience of care.  
No evidence of discrimination was identified 
following investigation of complaint, patient 
received appropriate clinical care.  

 Individual reflection by staff involved. 
 Complaint discussed in annual appraisal 

and supervision.   
 Staff reminded of need for compassionate 

and respectful communication.  

2022/23 – 20 Patient was completely happy with the 
treatment received and every other staff 
member. However, one staff member was 
rude to them. 

Thanks, given for positive comments in respect 
of care and treatment.  
Apology given for poor attitude and behaviour 
of one staff member.  

 Supervision and reflection undertaken with 
relevant staff member to ensure 
improvement in care and communication 
occurs.  

2022/23 – 21 Complainant is unhappy with the patients 
care. Poor experience of discharge from 
Trust. 

Explanation and apology provided for poor 
experience of care and discharge.  

 Standard Operating Procedure for 
discharge being reviewed and compliance 
monitored. 

 Experience shared with ward team through 
daily briefings and monthly meetings to 
ensure learning occurs.  



2022/23 – 22 Patient unhappy with how they were 
treated in the Emergency Department. 
 
 

Explanation provided.  
Investigation identified that x-rays should have 
been undertaken during attendance. Apologies 
given for failings in clinical care and for the 
distress caused.  

 Further training has been put in place for 
clinical staff to highlight and address failings 
in care and communication.  

2022/23 - 23 Patient was unable to enter the hospital, 
due to being mask and visor exempt. 
Patient was left to wait outside, after their 
appointment had started, before being 
able to enter the hospital. 

Explanation and apology provided   Phlebotomy department reviewed 
processes, in line with national guidance to 
ensure they can safely support all patients 
who require blood tests 

2022/23 – 24 It has taken four years to diagnose the 
patient’s condition.  
There has been a lack of staff, and lack of 
communication with the patient. Patient 
was told diagnosis over the phone and 
prescribed medication, rather than talking 
to the patient face to face. 

Explanation provided. Apology for delay in 
diagnosis given and that diagnosis was not 
discussed in person.   

 Trust is working with other mainland 
providers to improve service whilst 
recruitment takes place to fill both medical 
and nursing vacancies.  

 

2022/23 - 25 Complainant states that a member of staff 
demanded that the patient leave their bed, 
despite instruction from the doctor. 
After refusing to move, a member of staff 
made an insensitive comment. 

Apology provided for poor communication and 
care.  

 Individual staff member spoken to and has 
reflected on their behaviour and poor 
communication.  

 

2022/23 – 26 Patient is not happy that her details were 
verbally given out by a member of staff and 
complained as it was a breach of GDPR.     

Full explanation provided and apology given for 
an unintended breach that occurred. Support 
provided for patient by treating team.  

 Review of processes undertaken following 
report of incident.  

 Changes made to screens to avoid any 
unintentional data breach occurring.  



2022/23 - 27 Patient experienced a traumatic birth.  
Communication has been poor with 
Maternity, trying to arrange a de-brief. 

Explanation and apology provided. Director of 
Midwifery called complainant personally to 
apologise and arrange a debrief.  

 New referral system has been put in place 
by Trusts Consultant Midwife.  

2022/23 - 28 Complainant is unhappy with the delayed 
diagnosis given, which delayed the 
treatment. 
 
 

Condolences and apology provided for any 
difficulty in getting support during treatment. 
Clarification provided in respect of teams 
offering support.  

No improvement actions identified.  

2022/23 – 29 Complainant is unhappy with the 
treatment of herself and her son. 
Not satisfied with the response and 
treatment given by mortuary team. 

Apologies extended for the poor experience 
when communicating with the mortuary team. 

No improvement actions identified.  

2022/23 - 30 Complainant is unhappy with the care 
received in the Emergency Department. 
Nurse stated that if the patient was to 
leave, the police will be informed. 
Patent was left in the corridor, with no 
treatment for their infection 

Explanation provided for long wait, and apology 
for poor experience of care given.  
Investigation highlighted treatment was 
provided during wait, and no harm occurred 
due to delay in patient being moved to a ward.  

No improvement actions identified.  

2022/23 – 31  Patient was transferred to St Mary's from 
Southampton. 
Patient explained examination was rough 
which has also left the patient in agony. 
Does not believe that the Doctor was 
aware of their medical history. 

Apologies if examination caused discomfort. 
Explanation provided by medical staff who 
spoke directly to patient to personally 
apologise. 
Explanation provided on pain relief given and 
apologies that patient felt they were not 
listened too.  

 Medical and nursing teams reminded to 
ensure robust documentation throughout 
patients’ admission.  



2022/23 – 32  Patient feels that there was a lack of 
leadership and guidance.  
 
 
 

Explanation and apology given for experience of 
care.  

 Staff asked to reflect on their individual 
actions and communication to learn from 
this valuable feedback.  

2022/23 – 33 Patient was resuscitated against their 
wishes. 

Sincere apologies provided and explanation of 
how the error occurred.  Full investigation 
undertaken. 

 Learning from the investigation shared with 
the Emergency Department Team and 
wider Trust via the Patient Safety Incident 
Organisation Group. 

 Individual staff have also reflected on the 
incident to understand the role they played 
and the importance of ensuring 
documentation and clinical information is 
handed over appropriately.  

2022/23 – 34 Patient is unhappy that their 
Rheumatology appointment is unable to be 
brought forward. 
 
 

Apologies and explanation provided.   Recruitment to vacancies in service.  
 Additional temporary support to reduce 

backlog and reduce waiting list time.  

2022/23 - 35 Patient is unhappy with the help they are 
receiving.  
They have said that they are waiting for a 
further CT scan, but there was no record of 
this 

Explanation and reassurance provided.  No improvements identified.  

2022/23 – 36 Patient is unhappy that the doctor 
diagnosed them with a condition, and then 
informed them that they did not have the 
condition 

Explanation provided of clinical pathway / 
diagnosis.  
Opportunity provided to speak to consultant. 
Second opinion requested and actioned as 
requested. 
Apology provided for confusion regarding 
diagnosis.  

No improvements identified.  



2022/23 – 37 Patient would like to know why they have 
not been given any pain relief for their 
conditions. 
 
 

Explanation provided, and information relayed 
regarding continued delays to routine surgery 
waiting lists.  
Assurance given that symptoms are being taken 
seriously. 
Apologies provided for poor communication 
with team.  

No improvement actions identified 

2022/23 - 38 Concern re unprofessional behaviour of 
receptionist. Sat for hours with no pain 
relief waiting for a CT scan. Staff not 
wearing PPE and no cleaning of equipment 
between patients.  3 days later patient 
tested positive to covid.  
Concern at lack of compassion, dignity, and 
respect in shouting at patient from behind 
to provide updates on their care.  
Concern at lack of dental services out of 
hours on a weekend to help with the pain. 

Explanations provided to complainant.  
Actions taken appropriately by ED staff in 
response to presenting dental symptoms.  
Apologies provided for poor communication and 
failures/delays of care and treatment.  

 Feedback provided to individual staff 
members regarding their communication 
with patient.  

 Additional drip stands ordered  
 Feedback used in departmental training in 

respect of infection control measures and 
communication training.  

 Tannoy system has been installed in 
department to enable staff to be asked to 
attend private area to have confidential 
discussions.  

 
 


