
 

APPENDIX ONE 
 
INDEPENDENT REVIEW OF COMPLAINTS RECEIVED & DECISIONS MADE BY HEALTHCARE COMMISSION DURING 
THE PERIOD April 2006 – March 2007   
 
ACTION TAKEN ON RECOMMENDATIONS 
Ref: C200505_0531  
Issues raised by 
complainant 

Advised by Consultant that treatment for loss of vision in left eye could not be provided under the NHS 
but advised by Consultant at another hospital that this was not the case.  Patient considers should 
therefore have been referred for treatment earlier.  Unhappy with handling of complaint and delay in 
bringing local resolution to a conclusion. Asked whether it could be established that patient advised to 
seek private treatment for eye problem, as this was not available on the NHS?  Should patient have been 
referred immediately to a specialist centre that provided the eye treatment patient required?  

Action taken in 
response to 
recommendations 

Apology made for incorrect interpretation of fluorescein angiogram undertaken. Internal review of the 
performance of clinician involved, ascertaining if similar errors have occurred, to be undertaken as 
directed. Confirmed training clinicians have undergone regarding fluorescein angiographic interpretation 
since April 04 

Ref: C200509_0432  
Issues raised by 
complainant 

Patient initially diagnosed with suspected renal colic but had an abdominal aortic aneurysm.  Basic 
nursing skills not carried out and vital signs not checked, lack of expertise and experience and failure to 
escalate to a senior doctor.  Poor attitude of nurse and receptionist. Changes to procedures discussed at 
local resolution meeting but not verified. 

Action taken in 
response to 
recommendations 

Confirmed role of A&E Controller, who initially assesses the majority of patients and Consultants rotas 
ensures that a senior doctor is available in A&E at all times. The importance of seeking a second opinion, 
when the patient has not responded as expected to initial treatment, is a fundamental part of junior 
doctor training, emphasised at all induction programmes. A clear escalation process is in place for 
referral from A&E to the on-call surgical team.  Confirmed that the British Association for Emergency 
Medicine guidelines followed for pain relief.  Evidence of teaching around pain, pain scoring and 
analgesia supplied. Written procedure around reception staff liaising with nurses produced and provided.  
Results of documentation audit given and confirmation that a Lead nurse has been assigned in the A&E 
department to continually review documentation and raise issues of poor documentation directly with 
staff.  

 
 



 

Ref:  C200610_0643  
Issues raised by 
complainant 

The delay in carrying out an MRI scan.  Waiting times for surgery and Trust’s failure to publish 
“suspension from list” rules at the time the patient is added to the waiting list or in any written 
correspondence. 

Action taken in 
response to 
recommendations 

Detailed explanation of MRI procedure provided.  New pro-forma developed by Radiology to advise 
Orthopaedic Consultants when patients are unsuitable for MRI. Clarified that it is the responsibility of 
referring clinician to inform patient and discuss future pathway for other assessment or treatment with 
patient.  Trust has convened meeting to review all generic information being provided to patients.   In the 
interim, pending meeting and prior to approval of amended documentation, patients should be verbally 
informed when contacting the department of the suspension rules. 

Ref: C200605_0342  
Issues raised by 
complainant 

Attended pain clinic for consultation to review mother’s pain medication.  Unfortunately the ambulance 
bringing the patient to hospital was delayed making her late and distressed for appointment. Complainant 
is unhappy with the Consultation with his mother and the attitude of the Consultant who he felt was 
aggressive, accusatory and refused to read patient’s notes, which were in front of her.  Unhappy with 
Consultant’s statements and encountered problems fulfilling prescription for pain medication which 
complainant had to return to hospital to rectify.  Delay in Trust responding to complaint. 

Action taken in 
response to 
recommendations 

The Trust was asked to review complaint handling policies to ensure that holding letters are sent 
regularly to complainants when the complaint is still being investigated. The Quality Assurance Manager 
has reviewed procedures in line with amendments to the NHS complaints procedure, including an 
extension to the time for responding to complaint to 25 working days and the Trust’s amended guidance 
on “ How to Manage Complaints” is currently in draft form.   Staff are aware that any extension to this 25-
day deadline should be agreed with the complainant and that holding letters should be provided 
explaining reasons for any delays while the investigation is ongoing. 

 
 
 
 
 
 
 
 
 
 



 

Ref: C200505_0235  
Issues raised by 
complainant 

Joint complaint with other service provider. Attended Minor Injuries Unit for an x-ray of knee as instructed 
by G.P.  Receptionist did not register details but directed complainant to x-ray department. X-ray taken 
and patient advised that results would be sent to G.P. within 10 days. Patient requested a more urgent 
diagnosis but staff would not agree to this and complainant feels staff “ganged up” and “lectured” him for 
hours on policies and procedures of the radiology department and accused him of being difficult.   Patient 
asked to take the x-rays directly to GP to diagnose his condition but staff would not agree to this but 
eventually a nurse reviewed the x-rays and shouted the problem was due to wear and tear because of 
old age.  Senior Radiologist agreed to review x-rays and fax findings to G.P. later that day but report not 
received by G.P. following day.  Believes staff acted in a racist manner. 

Action taken in 
response to 
recommendations 

The Trust were asked to confirm how it had revised its complaint handling policies in accordance with the 
DoH document Supporting Staff, Improving Services – Guidance to support implementation of the 
National Health Service (Complaints) amendment Regulation 2006. Specifically with regard to the need 
for a closer working relationship between organisations with dealing with mixed sector complaints. The 
complaint management of the Trust works closely with other NHS Trusts and separate sector agencies 
to initially establish the leading agency and explore the most effective method to achieve prompt local 
resolution of joint complaints to a protocol agreed by all agencies and the complainant. 

Ref: C200607_0588  
Issues raised by 
complainant 

Patient does not accept that anaesthetist had sufficient clinical grounds to cancel operation by general 
anaesthetic.  Patient opted for local anaesthetic and sedation but abandoned as not administered 
properly.  Patient waited 18 weeks for re-scheduled operation and believes this delay also led to undue 
delay in having operation for another unrelated procedure. No-one was concerned that patient was 
suffering pain and distress, had lost income and put life “on hold” pending the operations. 

Action taken in 
response to 
recommendations 

Clarified that all patients over the age of 60 or with pre-existing heart problems should automatically be 
given an ECG test as pre-assessment which may have alleviated some of the delays encountered with 
this case. Nurse concerned has been made aware of significance of error in this case and all staff have 
been reminded of the importance of patient’s case notes being readily available and referred to during 
the appointments. 

Ref: C200610_0223 
Issues raised by 
complainant 

Conflicting information given about why appointment was cancelled and the delay of two months of 
issuing a new appointment.  Would like audit of paperwork conducted to ascertain if Consultant’s leave 
was authorised.  Ascertain why Consultant failed to follow complaint policy and why no response given to 
complainant’s initial letter.  Length of time taken to respond to complaint 



 

Action taken: Consultant apologised but cannot recall receiving initial letter. Meeting with Consultant staff to 
improve system for dealing with paperwork was not documented, but Division will ensure that weekly 
meetings are now recorded.  Apology provided and explanation of why difficulties arose regarding 
appointment.  Copy of amended Consultant's rotas provided.  Explanation regarding subsequent 
change in service to include Children's Services changes in posts, which has resulted in further 
amendment to rotas. Complaint information leaflet handed out at all induction and complaint training 
provided informing staff of complaint process and how to deal with letter of complaints received. 

Ref: C200610_0057 
Issues raised by 
complainant 

Being nine weeks pregnant with twins, patient experienced bleeding and was referred to gynaecology but 
was unable to have foetal scan due to bank holiday.  Scan taken following day with no heartbeats 
detected.  Patients was given two options, and elected for ERPC procedure and added to emergency list.    
Given form about legalities of disposing of foetuses, would have appreciated some discussion or 
compassion shown with regard to this sensitive issue.  Procedure delayed twice which added to patient’s 
grief and distress.  Believes only taken to theatre when complaint made.  Patient had to walk down six 
flights of stairs and walk through dirty, dark tunnel. 

Action taken in 
response to 
recommendations 

No responses provided to date?? 

 
 
 
 
 
 
 



 

Ref: C200511_0017  
Issues raised by 
complainant 

Husband was neglected whilst an inpatient.  Feels that there was a lack of communication, failure in 
husband's pain management and care". 
 

Action taken in 
response to 
recommendations 

Action plans implemented to address shortfalls in care identified through the local resolution process.  
Verified that new ward manager has implemented use of new care plans through discussions at ward 
meetings.  Care plans are audited as part of the Essence of Care Benchmarking Tool.  Care plan 
training provided through Corporate Nursing and also by appropriate specialist staff.   
 
Bedside handover is normal practice on ward and Modern Matrons responsible for implementation.  
Random sport checks of documentation conducted to ensure bedside handover using care plans.  
Documentation audited twice yearly as part of Essence of Care Benchmarking. 
 
Training has been implemented for all surgical nursing staff for sub cut infusion pumps and Patient 
Controlled Analgesia.  Included in new staff’s induction.   
 
New suction units have been provided on ward (completed July 2006) and a portable unit is also 
available. 
 
Rolling programme of cannulation training available for all staff required to use skill. 
 
PEG feeding policy reviewed by Chief Dietician and discussed at Nutritional Focus Group – wording of 
policy to be amended to reflect the angle of the patient may vary with a range due to individual 
conditions. 
 
Verification that Care of Dying Pathway in place on ward.  Reviewed how Trust can incorporate the 
requirement to attend to pressure sores when utilising this care pathway. 
 

 
 
 
 
 
 
 



 

 
ACTION TAKEN DURING 01/04/2006-31/03/2007 ON COMPLAINTS RECEIVED IN PREVIOUS QUARTERS/YEAR 

 

Ref: 200506_0166  
Issues: Discharged from A&E following falls at home. On third attendance with broken wrist, admitted and social 

care assessment conducted.  Prone to wandering and whilst in hospital, fell again and broke other wrist. 
Concern that wrist was not pinned sooner.  Issues include overcall care provided, further falls in 
hospital, diagnosis of ulcer, incontinence management, handling of bereavement and an incorrect time 
of death. 

Action taken in 
response to 
recommendations 

Provided view of independent Trust clinician to answer two specific clinical issues relating to whether 
patient’s wrists should have been pinned earlier and whether there was evidence that a clear clinical 
decision was made regarding patient’s wrists. Provided policies and protocols for the Management and 
Prevention of Slips, Trips and Falls. Specific failures identified with regard to nursing documentation 
raised at Health Records Committee. Assistant Chief Nurse sent memo and re-circulated Guidelines for 
the completion of Nursing & Midwifery Documentation across the Trust to each ward and department 

Ref: C200501_0014  
Issues: Review treatment received and answers received to concerns.  Patients believes a far more extensive 

procedure was carried out than that for which he was referred to an Orthopaedic Surgeon by the 
Rheumatologist and only agreed to the procedure because he was led to believe there was significant 
damage to his knee. 

Action taken in 
response to 
recommendations 

Trust was asked to consider the use of combined clinics and confirmed that some Consultants already 
hold combined clinics but that this is not possible for all surgeons. Alternative plan to hold Multi—
disciplinary team meetings between Orthopaedic Surgeons and Rheumatologists on a regular basis to 
discuss cases such as this. 
 
Consent procedures has been reviewed   Meetings held with Consultant staff and Clinical Directors to 
review patient care.  Explanation regarding possible causes for on-going pain given and offer of 
consultation with alternative Orthopaedic or Rheumatology Consultant to investigate ongoing clinical 
problems.   
 

 
 
 
 



 

 
Ref: C200506_0455  
Issues: Following discharge from hospital for another condition why patient not fully examined or diagnosed 

during admission for an unrelated illness, which became apparent on discharge, and not given follow-up 
care. Ensure some form of protocol is in place to protect similar patients. 

Action taken in 
response to 
recommendations 

The Trust were asked to: 
� Implement a Policy for establishing patients' medical histories upon admission, with a relevant 

section relating to prescribed medication.  
The current Medical pro-form includes section on patient's medication.  Review determined that it was 
not a policy failure, which led to problems in this case. Apologised for failure of staff to ensure existing 
medical information, which was available in files was not accessed promptly. Unable to determine why 
apart from human error.  Staff have been reminded of the need to establish a patient's medical history 
as soon after admission as possible. Communication is constantly under review; changes have 
subsequently been made to nursing documentation and processes to help eliminate this type of problem 
occurring again. 
 

� Review discharge Planning policy to bring it in line with both the National Service Framework for 
Older People (DoH March 2001) and Discharge from Hospital: pathway, process and practice 
(DoH 2003).   

The Trust has completed revision of Discharge Planning Policy in line with Primary Care Trust & Adult 
Care Services and to reflect national guidelines. Trust also participates in Multi-agency Discharge 
Group to review policies and procedures and ensure a good relationship between multi-sector agencies. 

 
 


