ACTIONS TAKEN AS A RESULT OF A COMPLAINT
A patient was told they could be discharged but then had to wait for over seven hours for a review by a doctor.

· This was caused by a breakdown in communication between staff on different shifts.  A hand over sheet has now been introduced, which includes full information.

Relatives were very concerned that staff said regularly to their mother that they would be there to see to her in a minute, but never came.

· This patient’s experience has been shared with staff as a learning point.  Staff are now aware of the need to follow up promised actions and address an individual patient’s needs as quickly as possible.

A patient turned up at clinic and was unable to have a procedure, because they had not been notified their appointment had been cancelled.
· A new booking module with an appointment template is to be added to the database, to avoid patients being booked into cancelled appointments.

A patient was very uncomfortable whilst waiting for their procedure to be performed, which was much delayed

· In future an additional member of staff will be allocated to the area in order to check the comfort of patients.  Also, a sign is to be mounted directing patients to ask at reception, if they are still waiting after their appointment time.

A patient was very unhappy at the lack of empathy shown by the doctor.
· The consultant has discussed with the junior doctor how his actions have been perceived by the patient and the impact, attitude can have for the patient experience.

An MRI was undertaken, but the report was not received by the consultant for an out-patient review

· This has been discussed with the administration team.  In future directions to follow in respect of results will be clearly identified on the front of case notes.  A review is to be undertaken of secretarial support to ensure there is cover when secretaries are on leave.

A patient fell and relatives were concerned that there was furniture in the corridor causing a hazard and the corridor light was not working.

· A process has been introduced on the ward for ensuring faults are reported as soon as they are identified (including during out of hours) and all ward staff have been reminded of their duty to ensure corridors and toilet areas are clutter free.

Medication was not given for an eye condition, whilst a patient was in hospital for an unrelated problem
· Consultant is to discuss with his medical team the need to ensure there is vigilant prescribing of medication.  Nursing staff have been asked to prompt the medical team if an omission is noted either from the documentation, or if highlighted by the patient/relative.

Ward medical staff were unaware of an x ray report until after the patient had been discharged home. 
· In future ward clerks will check the fax machine on a regular basis to ensure any results are shown to medical staff immediately and taken to the appropriate ward if the patient has been transferred.  Medical staff will ensure that abnormal results are communicated promptly and appropriately to medical colleagues.

Failure to be notified of a test result, meant a patient’s procedure was cancelled.
· A working communication diary has been introduced on the ward.  The diary will contain instructions to the nurse in charge to follow up any outstanding enquiries or actions from the previous day’s clinic.  In addition, the nursing staff rota has been reviewed to allow specific time for staff to study the communication diary, access pending results and action any outstanding tasks.

There was a delay in a patient receiving her appointment for a test because an incomplete request card had been submitted with no Senior House Officer signature.
· The administration team now contact the referring doctor by phone/bleep and ask them to attend the department to complete the request card.  If the doctor does not attend with 48 hours of request, Matron is informed who will then contact the referring consultant.

Delay of clinic due to lack of medical records

· Treatment sessions take place on a different site to where the administrative staff are based and the possibility of relocating the administrative offices is being studied as a means of improving the efficiency of the service. 

The patient found that the ward staff had a lack of dietary knowledge

· A typed sheet of dietary advice has now been placed prominently on the ward.
Patient concerned at the length of time waiting for her appointment

· The doctors within this specialty have been asked to inform a patient if their review appointment is likely to be longer than usual.  Information is also now given to patients of who to contact if, in the meantime, their condition deteriorates.

A patient’s family were concerned at the poor mouth care of their relative and a failure of clinical staff to make a diagnosis.

· Both issues are to be addressed at the Multi-Disciplinary Team meeting to see how practice can be improved
A patient waited 4 hours to go to theatre and felt they were fasting for too long with no information given about the delay.

· The complaint identified there were shortcomings of the current standard letter so a new one is being trialled, informing patients about the timeframe for appointments and discussing fasting in more detail.  A staggered appointment system is also being trialled.

