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Executive Summary  

The production of an annual report of Complaints is a mandated requirement under 

Regulation 18 of the Local Authority Social Services and NHS Complaints Regulations 

2009. This report is intended to fulfil those requirements for the Trust, whilst providing 

assurances to Trust Board, the Commissioners of our services and the population we 

serve as to the action taken regarding complaints and concerns. 

As a result of the Keogh review the Trust received increased communication from 

complainants who were unhappy with the quality of previous responses or handling of 

concerns. A retrospective review and recognition of these cases took place and a 

commitment made to provide retrospective reviews. This commitment has been has been 

captured and at the time of writing  we have historic cases which are subject to scrutiny 

and review  and ensure openness and candour. 

The number of complaints per 1000 contacts received in 2013/14 has reduced to 0.95 

compared to 1.15 reported in 2012/13.  Whilst the number of complaints reported to the 

Board increased to 450 from 403. 412 of these complaints were reportable in the 

Department of Health KO41 report, with the others being concerns and issues we have 

investigated outside the complaints regulation reporting requirements to ensure candour 

and rigour. The increase in numbers complaints is apparent, but so also is the in activity 

in the Trust during the time period covered by this report. This report covers the period of 

time when the local and national focus on raising concerns about quality and safety have 

been at the forefront and the Trust has been spotlighted in these through the Keogh 

Review reported in July 2013 and two CQC inspections. In reviewing the Complaint and 

PALS activity the alignment of increased activity is apparent in the concerns raised.  

Of the 450 complaints received in 2013/14 62% were identified as being upheld as the 

Trust provided an apology as part of the complaint response compared to 46% in 

2012/13. This again reflects our strengthening of process and investigation. 

Themes emerging from complaints received in 2013/14 relate to  

 Clinical treatment 

 Attitude of staff 

 Admissions, discharge and transfer arrangements 

 Communication and information provided to patients (written and oral) 

These themes have been linked specifically to CQC outcomes, and the detail in the report 

shows how we have drilled down and provided examples of action taken in response to 

PALS Intervention, Complaints and Lessons Learned. The areas we have addressed are 

consistent with our improvement programme 

The Trust has had 7 cases referred to Parliamentary Health Service Ombudsman in 

2013/14 compared to 7 in 2012/13. In summary, the Ombudsman has requested that the 

Trust take action in the majority of cases and requested financial redress in two of these. 

However this is in line with our review. Where cases have been upheld these are 

summarised in the report, as are the actions required or taken. The Trust has been more 
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rigorous  in offering and meeting financial redress obligations during 2013/14 before local 

resolution is concluded  
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PALS (and immediate real time concerns) 

Between 1st April 2013 – 31st March 2014 the PALS Team received 2229 contacts 

regarding the services of Tameside Hospital NHS Foundation Trust.  This is a 20% 

increase from the previous year when 1785 cases were handled by PALS officers.  

The ratio and number of PALS interventions and enquires per 1000 patient contacts for 

2013/14 was 4.65 compared to 5.09 for 2012/13. This again is reflective that whilst there 

has been an increase in contacts this reduces when looked at activity and contacts. 

 

 2011/12 2012/13 2013/14 

Totals: 1659 1785 2229 

PALS enquiries per 
1000 patient contacts 

5.34 5.09 4.65 

 

 

PALS Concerns by Division for TGH Services from 1
st

 April 2013– 31
st

 March 2014  

 

Emergency & 
Critical Care 

Elective 
Services 

Womens & 
Childrens 

Corporate 
(including 
Facilities) 

Diagnostic & 
Therapeutic 

Grand 
Total 

Apr-13 73 82 14 6 16 191 

May-13 53 84 9 5 17 168 

Jun-13 64 69 7 6 23 169 

Jul-13 79 88 9 11 17 204 

Aug-13 70 74 6 9 11 170 

Sep-13 47 76 7 16 9 155 

Oct-13 70 96 12 26 17 221 

Nov-13 66 93 13 30 9 211 

Dec-13 53 77 14 21 10 175 

Jan-14 64 75 10 40 23 212 

Feb-14 55 66 24 24 7 176 

Mar-14 59 78 13 15 12 177 

Grand Total 753 958 138 200 171 2229 

Key: PALS Data – All PALS contacts received by the Trust Complaints and PALS team and recorded on / 

taken from Safeguard system 
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The main 6 reasons for people contacting the Patient Advice and Liaison Service are: 

 

Emergency 
& Critical 

Care 

Elective 
Services 

Womens & 
Childrens 

Diagnostic & 
Therapeutic 

Corporate 
(including 
Facilities) 

Total 

Issue related to Outpatient 
Appointments  Delay or 
Cancelation 

94 400 33 56 13 596 

Issue related to Aspects Of 
Clinical Care 

280 173 42 59 3 557 

Issue related to Communication 
and or Patient Information 

162 171 22 37 126 518 

Issue related to In patient 
Appointments Delay or 
cancelation 

10 77 4 1 0 92 

Provision of a Compliment 46 28 11 2 3 90 

Issue related to Attitude of Staff 42 30 9 3 3 87 
 

Following the publication of the Keogh report and our improvement programme the 

management of PALS issues and Complaints were reviewed.  We integrated the PALS 

and Complaints Teams. We introduced an integrated solution the aim of the new service 

was to be more effective in listening and responding. More concerns were dealt with in 

realtime and as a result we believe the increased PALS activity has been due to the 

public scrutiny and greater openness and engagement in the Trust. In addition we have 

identified a greater number of issues which have been presented verbally through 

informal concerns which have been managed and managed in real time as formal 

complaints then in previous years.  

 

It is also evident that the average time taken to close a PALS contact has reduced from 

21 days in March 2012/13 to 2 days in March 2013/14. This shows that complex issues 

are now being triaged as complaints whilst non complex  issues are being  handled in 

near to real time. 
 

As a result of our PALS team‟s intervention the following actions have been taken:- 

 Appointments, were rearranged in order to meet patient requests and needs 

 We provided contact details that the enquirer needed, for which we received 

thanks 

 Patients who were concerned about their admissions had their issues resolved 

and patient / carer / relative were appreciative of this and voiced their thanks 

 We assisted patient / carer / relatives to be seen by clinical staff to discuss issues 

and promoted early local resolution of issue or query that could have led to a 

written complaint 

 We escalated matters to more formal investigatory processes where concerns 

were raised and the seriousness warranted more formal investigation 

 We ensured queries / issues were redirected when needed to facilitate other 

departments / organisations in resolving patient / carer / relative issues 
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 We maintained a patient focus and ensured patient experience was at the forefront 

of our work 

 We supported divisions in understanding the patient / carer / relative‟s issues 
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Complaints 

Out of 478131 patient contacts across the Trust during 2013/14 the Trust received 450 

complaints or concerns raised via the Complaints process. This equates to 0.95 

complaints for every 1000 patient contact.  The actual number of complaints has 

increased from those reported last year from 403. However when looked at alongside the 

increase in activity and patient contacts this equates to a reduction from 1.15 complaints 

per 1000 patient contacts to 0.95 complaints per 1000 patient contacts.  One reason for 

this is that cases previously being handled as PALS cases for long time periods are now 

handled as formal complaints at the outset with protection and rigour for the enquirer. 
 

 2011/12 2012/13 2013/14 

Complaints Received 376 403 450 

Complaints per 1000 contacts  1.13 1.15 0.95 

 

 

The tables below provide the breakdown of information by division:- 

 
Emergency & 
Critical Care 

Elective 
Services 

Womens & 
Childrens 

Corporate 
(including 
Facilities) 

Diagnostic & 
Therapeutic 

Grand 
Total 

Apr-13 17 15 2 2 1 37 

May-13 13 10 2 0 1 26 

Jun-13 8 10 1 1 0 20 

Jul-13 13 7 3 0 0 23 

Aug-13 15 18 2 0 0 35 

Sep-13 21 11 2 1 2 37 

Oct-13 24 18 6 2 1 51 

Nov-13 20 13 4 1 1 39 

Dec-13 17 13 5 1 2 38 

Jan-14 33 20 6 4 0 63 

Feb-14 26 12 3 1 1 43 

Mar-14 19 14 2 1 2 38 

Grand Total 226 161 38 14 11 450 

Key:Complaints Data – All complaints received by the Trust Complaints and PALS team and recorded on / 

taken from Safeguard system including out of time complaints and MP enquires.  
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Complaint Response Times and Investigation 

The Keogh report highlighted that the Trust Management of Complaints was not as good 

as it needed to be. We have accepted this and undertaken a full review of the service 

(Appenidix1). We acknowledge that the responses provided were not done quickly or 

thoroughly enough by the Divisions and that the complainants were not kept sufficiently 

informed of progress or delays. This was evident in the number of comeback complaints 

which were reopened without adequate investigation or resolution. Under the leadership 

and direction of the new Interim Chief Executive and the Director of Nursing, the process 

has been revised, meetings with complainants are facilitated earlier and active 

communication between Clinical Divisions investigating the complaint and complainants 

encouraged.  Divisional Management and Clinical teams have received support and will 

continue to receive focused support to ensure investigation officers complete 

investigations contemporaneously keeping the complainant up to date. Complaints 

investigation training has been undertaken, with over 100 frontline investigation and 

supervisory staff trained in the last 6 months.  The Trust is making assertive attempts at 

early contact with the complainant and meeting with them.  

 

As a consequence of this work the percentage of total cases closed within an agreed time 

or with a negotiated extension of time frame when the complainant is updated is 81% in 

March 2014 compared to 56% at the end of March 2013.  

 

With regard to the investigation and response we consciously have focussed on the 

Quality and candour of the Investigation rather than the speed of the response and have 

communicated this to complainants. This reflects our commitment to the comprehensive 

review that was carried out. Throughout the process complainants have been kept up to 

date with the need to extend investigation as required. This is a notable change from the 

findings of the Keogh report and previous practice though we acknowledge further 

improvements in response times are still needed. We have used  external independent 

investigations  in our handling of complaints  and will introduce new levels of investigation 

from May 2014. 

 

Of the 287 K041 complaint cases received in the past 6 months, 9 of them were 

comeback (return) complaints. This equates to 3% of cases opened during the period 1st 

October 2013 to 31st March 2014. A 3% comeback rate is considerable improvement on 

the 20% comeback rate which was being experienced in April 2013 when complaints 

were being responded to quickly but not thoroughly resulting in inadequate investigation. 
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The 4 month average for complaints comeback is displayed below and reinforces the 

downward trend.  

 
 

The percentage of responses completed within our communicated agreed or extended 

agreed timescales set is demonstrated using a 4 month average and is increasing toward 

to the Trust target of 90%  

 
 

The process of recording patient experience, outcomes of complaints and follow up of 

action plans will be developed further during 2014/15 building on the strengthened team 

and the work during the past year and building in the “Tameside Listens” work. 

Additionally we will be focusing on divisional level analysis and learning routinely and will 

capture divisional specific complaint issues so more detailed trending can be reported.  

 

The 5 Primary topics as defined by DH complaints regulations are shown in the table 

below. 
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Primary Topic of Complaint 
Emergency & 
Critical Care 

Elective 
Services 

Womens  & 
Childrens 

Corporate 
(including 
Facilities) 

Diagnostic & 
Therapeutic 

Total 

All Aspects Of Clinical Care 163 101 29 0 5 298 

Communication/ Patient 
Information 

21 21 4 7 3 56 

Attitude of Staff 14 7 3 2 2 28 

Delay/cancelation of 
Outpatient Appointments 

6 18 1 2 1 28 

Admissions, discharge and 
Transfer 

12 6 1 0 0 19 

 

The category of “All aspects of Clinical treatment” is the largest topic and this has been 
analysed further by primary subject of complaint. The following tables demonstrate this by 
the Primary Clinical Division,  
 
Top Six Primary Subjects of Complaints by Clinical Division 

Primary Subject of Complaint 
Emergency & 
Critical Care 

Elective 
Services 

Womens & 
Childrens 

Diagnostic & 
Therapeutic 

Total 

Concerns relating to Medical Care and Treatment 44 45 9 0 98 

Concerns relating to Medical and Nursing Care 49 15 4 0 68 

Concerns relating to  Medical Care 16 23 3 1 43 

Concerns relating to Nursing Care 23 4 4 0 31 

Concerns relating to wrong and Missed diagnosis 16 5 1 3 25 

Concerns relating to missed fracture 8 2 1 0 11 

 

The two most common actions taken following a complaint have been:- 
 

 To feedback the experiences of the patients, carers and families regarding how 

they have been made to feel, by individuals both medical and nursing, with the 

individual, teams/departments and through divisional quality and safety meetings 

in order that we improve behaviour and attitude. 

 Face to face meetings have been offered to patients‟ carers and families, to 

enable two-way understanding of what happened and offer apologies where 

appropriate or a clinical explanation of events. 

In addition we have  

 Implemented specific actions to address the individual concerns highlighted in the 

complaint.  

 Where we are not happy with the outcome of the complaint investigation or have 

heightened concern about a particular area of the Trust or work practice we have 

commissioned external reviews by an independent third party expert of the 

complaint. 

Where necessary we have involved our Human Resource colleagues and have 
considered professional regulatory requirements with professional bodies.  
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Action following the Keogh Review 

Following the Keogh review the Trust‟s leadership changed and an Interim Chief 
Executive and Interim Medical Director were appointed to the Executive team who 
collectively are overseeing the drive of improvements in the way care is provided at 
Tameside Hospital NHS Foundation Trust, in partnership with Tameside Metropolitan 
Borough Council and Tameside and Glossop Clinical Commissioning Group and have 
enabled a joint approach to the improvement journey. 

The Trust Board has overseen the delivery of the agreed plan to improve the care we 
provide, from a baseline which was found to be unacceptable, and reflected in the 
complaints received.   

A wide range of Quality initiatives have been commenced and progressed. Many of these 
are focussed at addressing issues which are identified in the complaints we receive. 
These include 

 Recruitment of additional Medical staff particularly for out of hours and weekends 

 Strengthening the Nurse Management structure with additional Matrons to ensure 
standards of nursing care. 

 Recruitment of additional Nursing staff  

 Implementing a Service transformation programme in the emergency and medical 
pathways including to ensure Patients with complex clinical needs are reviewed on 
arrival in A&E by a senior clinical team. 

 Real time monitoring of capacity and review staffing levels ensuring that at least 3 
times a day staffing levels are reviewed based on patient acuity.  

 Introduction of an electronic nurse rostering system to enable real-time monitoring of 
Safe and Effective nurse staffing levels, based on patient acuity. 

 Undertaken an in depth diagnostic review of all aspects of the acute Medical unit 
operations and implemented , a model of Rapid Assessment and Treatment in ED, 
Opened an Ambulatory Care Unit and Introduced  care pathways for people with low 
risk conditions  

 Implemented the Trust Quality Improvement Strategy focussing on Patient Safety, 
Patient Outcomes  and Patient Experience 

 Implemented a Patient Safety Programme with eight key work streams focussed on 
key patient safety and quality outcomes to ensure safe high quality care provision.  

 Appointed a Patient Experience manager who through the Patient Experience Group 
ensures that patient feedback informs Trust operational practice. 

 Revised the Governance structure for the Trust to provide clear lines of accountability 
for all Trust groups and Boards identified with a focus on Quality and Safety and to 
ensure that systems for monitoring and awareness are robust and ensure reporting 
from Ward to Board.  

 Development of realtime reporting and dashboard on key performance and quality and 
safety indicators for ward and departments including complaint information  

 Implemented a ward accreditation programme to measure the quality of Ward 
management and nursing care delivered and to drive improvement at ward level. 

 Increased frequency of Executive and non-executive walk rounds to wards and 
departments to observe practice and listen to patient carers and staff experience and 
feedback 
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 Executive Directors including the Chief Executive go back to the floor, where they 
work in uniform alongside clinical Teams with the aim of observing care gaining 
feedback and ensuring that the Team know their Executives are there to listen and 
make a difference. 

 Developed and commenced implementation of an Organisational Development 
strategy to enable the achievement delivery of, safe, effective and personal care, 
which you can trust by ensuring the staff are trained and developed. 

 Agreed and commenced embedding Trust Values and Behaviours in partnership with 
our staff which all existing staff and new recruit have to sign up to and underpin our 
appraisal process 

 Providing Leadership Development for Clinical Leaders/ Ward and Senior managers 
to develop leadership capabilities, abilities and build a more collaborative 
organisational culture. 

 Using Service Improvement Teams to work with our front line clinicians and teams 
within our operating theatres, outpatients and ward areas to improve care delivering 
new and innovative approaches. 

 Using rapid improvement teams to address immediate issues of concern when 
identified. 

 Developing and use of care bundles to ensure a consistent response to clinical 
conditions. 

 Using the Safety Thermometer on weekly basis to monitor and reduce levels of harm 
across all wards in patient areas.   

 Use the feedback from the Friends and Family test across all wards, A&E, and 
Maternity Services to inform the level of satisfaction of patients and publish ward 
specific results monthly in all areas.   

 Strengthen the Complaints/PALS process and team to ensure more effective 
management of concerns raised linked with Quality and Safety and provide 
comprehensive high quality responses in a timely way and promote face to face 
complaints handling to resolve concerns directly. 

 
The objective of all these is to ensure that we deliver care which is right first time and 
every time. This will ensure that when issues arise they are addressed and managed 
locally by the staff providing care. Through this we will ensure that we provide care as a 
minimum in line with the regulatory requirements and reduce further the rate of complaints 
received by providing a proactive service which response appropriately to the Quality and 
safety needs of individual patients. 
 
Complaints founded/not well founded or upheld 

A requirement of the complaint regulations is to report on the outcome of the complaints 

and identify the number of complaints received that were well founded. For the period 1st 

April 2013 to 31st March 2014, 187 (63%) of the 450 complaints were upheld. This was 

established by using the definition that an apology was given for the complaint and the 

issues raised in the complaint. This is an increase of 37% in those identified as well-

founded previously and we believe again reflects on the quality and candour of the 

investigation and response  
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Definitions used to categorise founded/not well founded or upheld 

Well-founded – identified if the Trust provided an apology for the issues raised as part of the 
complaint response. 

Partially founded – identified where some issues in the complaint were not upheld and no apology 
required. 

Not well founded – Identified where no apology was necessary or issue refuted. 

 

Independent Review 
 

From 1st April 2013 – 31st March 2014 there have been 7 requests submitted to 
the Ombudsman which is comparable to the number in 2012/13. 
 

Month 
request 
received 

Reference 
Number 

Division Outcome and Actions 

Apr-13 3502 
Emergency & Critical 
Care 

Ombudsman upheld complaint. 
Required the Trust to pay financial 
redress and action to prevent recurrence 

May-13 3937 
Emergency & Critical 
Care 

Referred back to Trust for further local 
resolution. Trust has commissioned an 
independent external review 

Jul-13 4101 Elective Services 
Ombudsman upheld complaint. 
Required the Trust to take action to 
prevent recurrence 

Jul-13 3838 
Emergency & Critical 
Care 

Ombudsman upheld complaint. 
Required the Trust to pay financial 
redress and action to prevent recurrence 

Sep-13 4170 
Emergency & Critical 
Care 

Ombudsman has notified us that they 
have partially upheld the complaint and 
final report awaited  

Sep-13 4052 Elective Services Ombudsman Investigation ongoing  

Feb-14 4132 Womens & Childrens 
Ombudsman has not upheld complaint 
no further action required 

 

In summary, the Ombudsman is finding in the main that either no further action is 

required by the Trust or that further local resolution is indicated. However when 

action is required we take it. 

 

Conclusion 
 

This report summarises key aspects of PALS and Complaints management in 

respect of themes and issues identified and provides summary assurances of 

action taken in respect of lessons learned. This has informed the Trust Quality 

Account.  



 

 

Appendix 1 - Summary of Complaints review findings 

 
 
 
 
 
 
 
 

 
 

Report presented to 
Quality and Clinical Governance 

Committee October 2013  
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Summary of Complaints review findings 
 
Background 
 
In April 2013, the Director of Quality and Governance commenced a review of 
complaints handling across the Trust. The review was scheduled to conclude in 
September 2013. 
 
The review is now complete. This review was carried out alongside the production 
of the Annual Complaints report. Running tangentially to this review was a review 
of Incidents, SUIs Claims management and aggregated learning.  
 
This paper outlines the key findings from the review, actions taken to improve 
complaints management and actions required to be progressed. 
 
Discussion 
 
The Annual Complaints report for 2012/13 is attached at Appendix 1.   
 
This outlines the reported performance position in respect of recorded complaints 
for 2012/13 using the systems that were in place across the Trust during 2012/13.  
 
However, we now know from the Keogh review and following our considerable 
analysis of complaints processes in the Trust that this position may not 
consistently reflect the Trust wide complaint s position.  
 
In terms of external benchmarking; the Trust may not have provided an 
overarching picture of complaints being handled outside of central functions and 
may also have been disadvantaging itself by reporting concerns that should not 
have been considered in the context of the NHS Complaints regulations. 
 
This review outlines the key findings and is summarised below: 
 
Findings from the review 
 
When things go wrong in a ward or department, the immediate listening, 
responding and action to put things right is significantly variable across the 
organisation.  
 
Action taken by staff to prevent formal complaints is inconsistent and at times 
unhelpful as responses are sometimes defensive, dismissive or too subjective. 
This appears to over shadow those good examples where complaints are being 
handled directly with a patient and carer focus.  
 
If matters cannot be put right straight away, it has all too often been difficult for 
patients to find out how or where to complain. The information available across the 
organisation has been incorrect and inconsistently applied.  
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Many patients described feeling „little‟ in a big complaints system and feel they 
wouldn‟t have progressed their complaint had they had their issues resolved at 
ward or departmental level sooner. Ward staff would frequently signpost staff to 
the „Complaints or PALS departments‟ rather than resolve them directly. 
 
The formal complaints process in the Trust has been very inconsistent. The 2009 
Complaints regulations and processes have not been adopted in full and 
complaints have been handled differently dependent upon mechanism of the 
complaint. There has been no demonstrable application of a triage process and 
categorisation base upon this.  MP correspondence, correspondence to CEO, 
correspondence to the Chairman, correspondence to the complaints office and 
correspondence directly to Divisions has resulted in multiple approaches to 
complaints management across the organisation. This has facilitated a formal 
complaints process that is long-winded and bureaucratic without little or no 
integrated investigation to incident, PALS, claims or inquest management. This 
has contributed to poor administration, letters going missing, not being 
acknowledged or inaccurately acknowledged. This has lead to resentment and 
anger from patients and their families.  
 
 
PALS and Complaints process were separate geographically, administratively and 
in terms of communication between teams contributed to the confusion for staff in 
wards and departments. Multiple phone numbers or numbers that were not 
„manned‟ were given out.  There was no evidence of a shared set of objectives 
and values. This contributed to confusion for complainants and the potential that 
risks would not be managed across the organisation with an overarching 
organisational perspective and response. Responses provided were written in 
„silos‟. 
 
MP letters were handled by the CEO‟s office and it is the opinion of the reviewer 
that responses were sometimes based on expediency rather than completeness. 
As timescales and communication were sent to MP‟s from the CEO and‟s the 
CEO‟s PA without integration or appreciation of the content or investigation 
needed some complainants and their representatives were provided with 
conflicting or inaccurate information. 
 
Patients or their relatives described feeling that they did not receive a clear or 
adequate explanation in response to their complaints. The number of „comeback‟ 
complaints in 2012/13 was higher than peers and indicative of a non-responsive 
complaints process. 
 
Complaints were being received about inadequate complaint responses and this 
has resulted in financial redress responses requirement and Ombudsman 
intervention.  
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A number of responses missed out key points or were factually inaccurate. The 
investigation level was not consistently proportionate to the issues raised. 
 
Important feedback on complaints has not been timely or integrated with other 
processes such as revalidation or HR processes. There were missed opportunities 
to integrate these and complaints have not systematically informed the overriding 
analysis on the quality of service provided.  
 
Responses were at times overly defensive and demonstrate a lack of willingness 
to learn. 
 
Patients told us during the review that they do not want anyone else to suffer the 
same experience of care but feedback has suggested that a significant number 
won‟t complain now believe complaining will make no difference.  
Multiple action plans were in place at Divisional level with variable approaches 
being adopted in respect of monitoring overarching scrutiny or oversight and links 
to risk registers and assurance processes. This has not provided the assurance 
needed that Divisions are learning from the complaint to prevent mistakes being 
repeated. 
 
There has been no complaints management, complaints handling training or 
investigation training in the organisation for a considerable time. 
 
Historically the organisation has not signposted people to conclude local 
resolution or recognised in full the role the Ombudsman can play. There has not 
been a culture whereby third party or independent opinion has been seen as a 
useful component of complaints handling. There is evidence of continually 
extending Local resolution somewhat for very long periods when the Trust should 
have, in the complainant‟s interest, signposted to other parties earlier. 
 
Actions Taken as a result of the finding and learning 
 

 PALS and Complaints team personnel are now integrated in one team 
within the same geographical location integrated with Inquests, Claims and 
Incident teams.  

 

 One email address and contact number has been set up and this is 
supported by a risk based triage approach to enable prioritised responses. 

 

 PALS and Complaints team are now the central point for complaints 
coordination. There is no separate process in CEO‟s office. 

 

 All complaints entering the PALS and Complaints department are now 
triaged by a Senior Manager / Nurse in the Trust‟s Quality and Governance 
team to enable proportionate investigation of concerns in a timely manner .  
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 The Trust is increasing the organisational capacity to handle and respond 
to complaints. Complaints management and investigations training is being 
systematically rolled out with good divisional and clinical uptake has been 
demonstrated thus far with more training scheduled. 

 

 A focus on meeting with/contact with many complainants at an early stage 
with a view to early resolution of issues is being encouraged and promoted. 

 

 Trend analysis of .qualitative and .quantitate issues with systematic review 
now takes place with weekly summary reports to divisional teams and 
monthly oversight analysis reports – this enables a „smoke alarm‟ approach 
and monitoring of „hot spots.‟  

 

 Monitoring and  trends of individual names of Doctors/Nurses/ Staff 
members is included on the database to enable provision of reports for 
revalidation 

 

 Recruitment of a dedicated Complaints and Litigation Senior Officer post 
has progressed. Interviews are scheduled for 16 October 2013.  

 

 Literature/Posters/Website information has been reviewed. Signposting is 
subject to full review and will be supported by Divisional launch and roll out 
of further information in the coming month. 

 

 Policy and guidance to be revisited to reflect the revised process and to 
ensure it reflects patient focused complaints handling and prevention. 

 
Conclusion 
 
The review of the previous complaints process has concluded that it was not fit for 
purpose. 
 
The action taken and the action that is on-going will ensure that the process has a 
continuous patient/carer focus and that complaints prevention and handling places 
candour , patient experience, quality and safety at the focus of local resolution. 
 
Peter Weller 
Director Quality & Governance 
7 October 2013 


