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Annual Complaints Report 
1 April 2014 – 31 March 2015 

 
1 Introduction 

 
This report provides information on complaints received by County Durham and Darlington 
NHS Foundation Trust (CDDFT) during the period 1 April 2014 to 31 March 2015. 
 
CDDFT treats all complaints seriously and makes every effort to resolve each one quickly 
and efficiently, whilst at the same time learning lessons to improve services as a result.   
 
The Quality Healthcare Governance Committee is responsible for the review of complaints 
performance through the quarterly Complaints, Litigation, Incident and PALS (CLIP) report. 
This Committee has a role in seeking assurance that due processes are followed and that 
any necessary learning takes place.   
 
2   Complaints Received 
 
CDDFT received a total of 629 complaints during April 2014 – March 2015.   
 

Year Complaints 

2010-2011 740 

2011-2012 651 

2012-2013 585 

2013-2014 547 

2014-2015 629 

  
 
2.1  Complaints received Trust-wide 
 

 
 
 
The figures for 2014-2015 represent an increase of 14.9% (82) on the total number of 
complaints received for the year 2013-2014.   
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Informal Complaints 
Information is collected on complaints resolved by services to ensure that any learning from 
a complaint is not lost. There were 18 complaints resolved locally by the relevant service. 
 
  
2.2  Complaints received by Care Group: 
 

 
 
Of the 629 complaints received during 2014-2015, at the time of reporting:   
 

 163 were founded   

 184 were partially founded   

 176 were unfounded   

 101 complaints are on-going 

 4 withdrawn 

 1 referred to legal department  
 
3  Performance Monitoring 
 
The NHS Complaints Regulations 2009 requires CDDFT to acknowledge all complaints 
received within 3 working days of receipt and to provide a full response from the Chief 
Executive Officer or delegated individual within the timescale negotiated by the Patient 
Experience Officer with the Complainant. 
 
Performance Monitoring April 2014 to March 2015 
 

Resolved locally complaints 18 Locally resolved complaints are reported 
to the Patient Experience Team for 
information purposes 

Formal complaints 
acknowledged within 3 
working days 

96% 
 

Unexpected leave and capacity issues 
impacted on 100% acknowledgement 
rate. Complaint process key performance 
indicators are in place and monitored 
monthly to identify and address issues 

30% 

48% 

21% 

1% 

Complaints per Care Group 2014-2015 

SD (189) ALTC (299) CCTH (131) Corporate (9)
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promptly. 

Formal complaints 
responded to within 
negotiated timescales 

93% 
 

Incomplete investigations requiring further 
requests for information. 
 
Delays in investigating officers sending 
reports to the Patient Experience Officer. 
A system is in place to escalate to Senior 
Leads when reports are not returned 
within the appropriate timescale. 
In cases where a response is not 
provided within the negotiated timescale 
the Patient Experience Officer ensures 
the Complainant is informed of progress.  

 
4  Top 5 areas of complaint received throughout 2014-2015 
 

Care Group Site Complaints 

ALTC Emergency Departments 103 

ALTC General Medicine 68 

ALTC Unscheduled Care 44 

S&D General Surgery 42 

S&D Orthopaedics 28 

 
5  Top 5 areas of complaint per quarter throughout 2014-2015 

 
 
6 Complaints categorised by the primary issue identified. 

 

Issue Number of complaints received 

Clinical treatment 435 

Customer care 65 

Attitude of staff 63 

Appointments 38 

General procedures 14 

Equipment  6 

Non clinical 5 

Buildings, land & plant 1 

Maintenance & repair 1 

Transport 1 

Total 629 
NB The above figures correspond to the Korner report which does not align with the Safeguard reporting system. 
 

Quarter 1 14/15 Quarter 2  Quarter 3  Quarter 4 

Emergency 
Department 26 

Emergency 
Department 25 

Emergency 
Department 21 

Emergency 
Department 31 

Genera General Medicine 21  Orthopaedics 17 Unscheduled Care 15 General Medicine 21 

Orthopaedics 11  General Medicine 16  
 

General Medicine 10  Unscheduled Care 17 

General Surgery 9  General Surgery 13 Obstetrics/Maternity 
10  

General Surgery 12 

Paediatrics 9   Unscheduled Care 12 General Surgery 8  Obstetrics/Maternity 9 
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It is important to note that some complaints may contain more than one issue requiring 
investigation; therefore complaints have been attributed to the main issue identified. 
 
 
7  Local Resolution Meetings   

 
Complainants are always offered the opportunity to contact the Patient Experience Officer, if 
they remain dissatisfied with the response to their complaint. A meeting may be offered to 
the complainant with the investigating officer or head of service.   

 
During the year, 103 local resolution meetings were held to assist in the resolution of 
complaints. Of the 103 meetings held, 53 resulted in the complaint being resolved, and a 
further 25 were partly resolved.  
 
8  Ombudsman 
 
The Parliamentary and Health Service Ombudsman (PHSO) is the final stage of the NHS 
complaints procedure and the Ombudsman has responsibility for reviewing complaints which 
are referred and have not been resolved at a Trust level. 
 
In 2014/15, 5 PHSO cases received in 2013/14 were closed.  One was upheld requiring a 
Trust apology.  Three cases were partially upheld, two requiring a Trust apology and the 
third requiring a Trust apology and financial remedy of £250.  One case was not upheld.  
 
During the year 2014-15, 19 complainants contacted the PHSO: 
 

 Party upheld 16%. In 3 cases the Ombudsman partly upheld the complaint.  A 
financial payment of £1750 was made to one complainant and a letter of apology was 
provided to two complainants. 

 Not upheld 26%. In 5 cases the Ombudsman did not uphold the complaint. 

 The outcome is awaited on 11 cases. (58%) 

9  Evaluation 
 
During the year 2014-2015 the Patient Experience Team has continued to request feedback 
from complainants, following receipt of the final response. A response rate of 27% was 
received throughout 2014/15. 

 
Feedback from returned evaluation forms are analysed quarterly. Actions are developed and 
monitored as a result of findings. 
 
Areas identified for action in 2014-2015 included: 
 

 To ensure the complainant is contacted within three days of receiving the complaint. 

 To ensure the full complaint record is uploaded onto the database system within 15 
working days. 
 

 
10  Equality and Diversity 
 
Every complainant can expect to be treated fairly and equally regardless of age, disability, 
sex, religion or belief, race or nationality, sexual orientation, gender reassignment, 
pregnancy or maternity, marriage and civil partnership. In accordance with equality and 
diversity legislation (Equality Act 2010), an equality monitoring form is forwarded to each 
complainant.  Complainants are advised that it is entirely voluntary to complete and return 
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and it is emphasised that the information received is anonymous and will be treated in the 
strictest of confidence.  A response rate of 28% was obtained. The data received compares 
with the Annual Population Estimate (APE 2009) for County Durham and Darlington and is 
presented quarterly. 

 
11  Lessons Learned 
 
CDDFT seeks to learn from all complaints and to make improvements to services.  
Complaints are valued as an important source of information and feedback of our services.   
 
At the conclusion of an investigation action plans are produced identifying service 
improvements, the remedial action to be taken and timescales for implementation. All action 
plans prepared as a result of a complaint are shared with the complainant.   
 
As a result of complaint investigations during the year, a number of improvements and 
changes to services have been made.  The following are examples of actions resulting from 
complaints: 
 
Care Closer to Home 

 All children to have pressure relieving mattress and regular positional changes in the 
post-operative phase. This will be identified pre-operatively and documented and 
monitored in a nursing care plan 

 Health visiting staff have been reminded that where possible clients should be sent 
appointments for assessments, particularly where a home visit is involved. 

 All health visiting records both paper and electronic are to be transferred when family 
change address and change health visitor. Face to face contact between 
practitioners to ensure staff have all detail to hand when supporting families. 

 A new process for managing urine specimens has been introduced across the Trust 
following an issue highlighted in Paediatrics following a complaint. Staff have been 
notified via newsletter and staff bulletin. 

 The Podiatry Management Team has reviewed the Choose and Book Directory of 
Service to ensure GP practices are able to make the correct choice when booking 
new patients into the service 
 

Acute and Long Term Care 

 Junior doctors are to follow the Trust medication policy. Issue to be highlighted in 
doctor’s office. All charts to be kept in the folder at the patients bed. The procedure of 
taking blood sugar is to be highlighted at the ward meeting pointing out: if staff 
trained in blood glucose monitoring are not able to obtain a sample after two 
attempts, ask a colleague to complete the procedure. Consultant, ward pharmacist, 
junior staff and nursing staff to be made aware of complaint. Discharge process 
discussed with Consultant regarding raised BM’s. All staff reminded that blood 
monitoring devices are available. 

 Pharmacy – Training session to be delivered for both non-qualified pharmacy staff 
(including admin staff in Pharmacy Procurement team) and qualified pharmacy staff 
on critical medicines and avoidance of omitted doses. Process for escalating out-of-
stocks in Pharmacy reviewed. All out-of-stock medication identified by pharmacy staff 
must now be reviewed by a pharmacist to assess urgency and the action taken to 
obtain supplies accurately documented. The NSPA guidance on Parkinson’s 
medication to be printed off and shared with ALL ward staff. Training to be sourced 
from the Parkinson’s Specialist Nursing Team. 

 All consultant microbiologists have agreed that a new positive AFB smear result or 
positive TB PCR or culture result for outpatient or inpatients who have since been 
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discharged from hospital will be communicated to the consultant in charge of the 
patient or to the secretary of that consultant. 

 As a result of Care Quality Commission guidance the Trust removed all signage from 
behind patient bed areas as this was about protecting patient’s dignity as well as not 
breaching patient confidentiality. A sign behind the bed requesting all visitors to the 
ward speak to a member of staff before giving the patient they are visiting anything to 
eat or drink (this is across the Trust in all patient areas). If a patient cannot take any 
diet or fluids a ‘nil orally’ sign will be displayed. 

Surgery and Diagnostics 

 The importance of the discharge procedure and a more robust discharge procedure 
is now in place and discussed with all staff disciplines.  A visitor’s board is now in 
place, allowing a key member of the family to be identified for updates on a patient’s 
care.  This avoids multiple members of the family being told separate pieces of 
information and allows them to liaise with each other more effectively. 

 A review of practices and procedures are to be carried out in the specimen reception 
and full training and competency assessment of reception staff is to be undertaken. A 
bulletin is to be placed in the Pathology newsletter to remind users of the importance 
of not pre-printing request forms and pre-labelling samples.  

 To re-enforce the importance and need of senior support to junior doctors (from a 
safety and educational perspective) and to ensure this presence is obvious to 
patients and relatives (for reassurance and assurance of communication).  An 
additional learning point was to ensure all doctors; both senior and junior, record their 
visits to patients so that we can be assured of this support. This was to be discussed 
at Clinical Governance with all Clinical Leads. 

 The Pathology Department have analysed how blood work is received and 
prioritised. By discussing this complaint, several areas for development have been 
identified and work practices adjusted accordingly. This is aimed at improving the 
flow through of urgent cases through re-designation of urgency labelling. The 
Pathology Department have adjusted a process which ensures that all trays are 
emptied prior to more samples being added for analysing. This ensures that samples 
are dealt with on a receipt basis and avoids earlier received samples being 
overlooked within the prioritisation tray. These new processes will be shared with the 
wards for information.  
 

 


