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Key issues 
Report on  

 The outcome of two complaints investigated by the Health Service Ombudsman 
(HSO) following a complaint made to, and investigated by, the Trust 

Purpose 

 To advise the Board of the outcome of the HSO’s investigations and the actions 
required to comply with the recommendations 

Risk Implications for the Trust 
(including any clinical and financial 
consequences): 
 
 
 
 

Mitigating Actions (Controls): 
 
 
 Failure to address the issues identified in 

the HSO reports will mean that patient 
experience within the individual specialties 
will not be improved 

Action plans are being developed to 
respond to the recommendations made by 
the HSO 

Level of Assurance that can be given to the Trust Board from the report [significant, 
sufficient, limited, none]: 
Significant 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Legal Implications: 
 
N/A 
 

Recommendation to the Trust Board: 
 
The Trust Board members are asked to: 
 

 note the outcome of the investigation reports undertaken by the HSO 

 note that apologies are being provided to both complainants in line with the HSO’s 
recommendation 

 note that action plans are being developed in line with the HSO’s 

recommendations 





 
 

Agenda Item 77/11 
 

Public Board Meeting, 26 May 2011  
 
Report by the Health Service Ombudsman into Complaint Investigations 
 
Presented by: Natalie Forrest, Director of Nursing 
 

1.  Purpose 

 
1.1  This paper provides a report to the Board on the outcome of two complaints that have 

been investigated by the Health Service Ombudsman (HSO) and the actions taken as a 

result of the reports written by the HSO. 

 

2.  Case One 
 
2.1 In the first case investigated the Trust received a formal complaint from JM on 9 

November 2009 regarding the care and treatment received in the Emergency Department 

following fall in February 2009.  The complaint centred on the on-going pain following 

treatment which was subsequently diagnosed to be as a result of a dislocation of the 

shoulder that was not correctly identified and treated, leading to incapacity and out of 

pocket expenses for private tests, treatments and home care support.  The Trust 

responded on 20 January 2010, indicating that there were some inaccuracies provided in 

an earlier letter sent to JM by the ED consultant, advising of the systems now in place to 

minimise the risk of a similar event occurring again and declining to pay compensation. 

 

2.2  JM wrote to the Trust again on 27 March raising points of clarification.  The Trust 

responded on 7 July providing explanations to his further issues and further declining to 

pay compensation.  JM was unhappy with the outcome and referred his complaint to the 

HSO 

 

2.3  Following formal investigation of this complaint the HSO issued a report to the Trust 
on 4 May 2011 identifying service failures in respect of the clinical care and identified 
failings in the way the Trust responded to JM’s request for compensation which the HSO 
ruled amounted to maladministration. 
 
2.4  The HSO made the following recommendations: 
 

 That, within two months of the date of the report, the Trust should provide JM with 
an open and honest acknowledgment of the failings identified in the report and an 
apology for the impact of these failings on the complainant 

 Offer financial redress of £5,000 to JM in recognition of the injustices that the 
failings caused 

 Within three months of the date of the report prepare an action plan which 
describes what the Trust has done, or plans to do, to ensure that it has learnt the 



lessons from the failings identified in the report 
 

3.  Case Two 
 
3.1  In the second case the Trust received a formal complaint from MM on 25 May 2008 
about care and treatment provided by the Trust and that decisions made by the operating 
surgeon resulted in treatment being transferred to the Chelsea and Westminster Hospital 
resulting in significant inconvenience, loss of earnings and excessive travelling expenses.  
The Trust responded to the complaint on 30 October 2008.  On 30 November MM 
requested that a local resolution meeting be arranged as there were outstanding issues 
not adequately addressed in the response.  This was arranged for 11 May 2011.  The 
outcome of this meeting was to give consideration to providing compensation for loss of 
earnings and travel.  On 19 February 2010 the Trust wrote to MM advising that they would 
not offer any compensation for loss of earnings and travel.  A complaint to the HSO was 
made by MM on 22 March 2010. 
 
3.2  Following formal investigation of this complaint the HSO issued a report to the Trust 
on 6 May 2011 identifying service failures in respect of the clinical care and 
maladministration in respect of the complaint handling. 
 
3.3 The HSO made the following recommendations: 
 

 That within one month of the report, the Trust write to MM to acknowledge their 
failings in respect of their refusal to undertake a surgical procedure, apologising for 
the impact this had on MM and acknowledge and apologise for the way the 
complaints process was conducted 

 In recognition of the additional travel expenses incurred by MM pay the sum of 
£600.  In addition a sum of £500 be paid for the distress and inconvenience caused 
to MM when transferred to the Chelsea and Westminster Hospital.  The Trust 
should pay a further £500 for the inconvenience and frustration caused by the 
complaints handling process 

 Within three months of the date of the report prepare an action plan which 
describes what has been done to ensure that the Trust has learnt the lessons from 
the failings identified in the report 

 

3.  Action Arising From HSO Report 
 
4.1 The Trust is in the process of formulating letters of apology in both cases and putting in 

place action to address the issues raised by the HSO in both reports.  

 

5. Recommendation 
 

5.1  The Board is asked to  
 

 note the outcome of the investigation reports undertaken by the HSO 

 note that apologies are being provided to both complainants in line with the 
HSO’s recommendation 

 note that action plans are being developed in line with the HSO’s 
recommendations 

 

Natalie Forrest 
Director of Nursing 
May 2011 


