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1. Introduction to 2020/21  

2020/21 was a year where the North East Ambulance Service NHS Foundation Trust 

(NEAS) faced unprecedented and unimaginable levels of challenge and adversity, due to 

the Covid-19 global pandemic. The pandemic certainly coloured every facet of the work the 

Trust undertook, but there was much the Trust could be proud of in how it met the challenges 

and demonstrated resilience and innovation. The response to complaints was adjusted as 

a result of the pandemic, however, patients and members of the public were able to raise 

concerns and provide feedback throughout.  

For patients and their families, the pandemic presented new health concerns, anxieties, and 

vulnerabilities for many, in addition to the typical levels of illness and injury which continued 

in the population. Despite the challenges the Trust faced in managing the effects of the 

pandemic, the public still relied on NEAS to deliver the service they needed. There were 

times when we did not get things right, and the impact of this had varying effects on the 

patients involved and their families. The Patient Experience Team have worked consistently 

to advocate for those patients and their families in getting answers to their questions, 

providing information, and listening and learning. The primary mission for the Patient 

Experience Team throughout has remained: proportionality, transparency, and 

compassion.  

Trust staff have had to balance new challenges with home-working, lack of face-to-face 

meetings, use of personal protective equipment (PPE), and cancellation of regional events 

which would provide a valuable opportunity to meet with the public. We have had to change 

our practices and how we interact with members of the public, and on the whole this has 

produced some flexible working procedures which have actually increased the resilience of 

those services and will be maintained after the pandemic: 

• Significant reduction in paper usage – increased use of email for complaint 

investigation and communication with members of the public. This has made 

communication faster as well as reducing the need to physically attend a Trust site 

for secure printing.  

• Introduction of video meetings with members of the public – this was not a 

service offered before the pandemic but has been useful whilst the Trust cannot 

meet in person with members of the public. It also offers an option which may be 

preferable for members of the public who lip-read or prefer remote meetings.  

The year has seen the lowest levels of complaints received by the Trust since electronic 

records were compiled. In addition, the rate of appreciations has also reduced, albeit by a 

smaller amount. The Trust has seen an increase in the volume of patients suffering from 

strokes who complained about delays in care, alongside a reduction in patients suffering 

from heart attacks complaining about the service. Most complainants appear to be white, 

British, female, and aged over 70.  

Conversely, appreciations outnumber complaints by 3:1, and confirm that members of the 

public feel our staff display high levels of compassion and care and provide an important 

balance to concerns raised.   
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2. Patient Experience in 2020/21 at a glance 

 

  

 

 

 

 

  

819 appreciations received 

(compliments and thank yous) 
to the service 

271 complaints received 

This is equal to 0.0002% of 
calls received, and 0.0007% 

of patient contacts 

We responded to complaints 
on average within 28 days 

31% of complaints received 
had patient safety concerns 

associated  

458 contacts managed 
through the Patient Advice 
and Liaison Service (PALS) 

We acknowledged 99.6% of 
complaints within 3 days 
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3. Appreciations 

The Trust receives many appreciations (compliments) about the service from patients and 

their families. Sometimes the Patient Experience Team are contacted directly via the form 

on the website and members of the public also send cards and tokens of appreciation 

directly to ambulance sites.  

 

“They were absolutely amazing with him – talking to him and keeping 
him calm. They made him feel at ease and helped me through a really 
awful experience especially since my partner couldn’t be with me”.  

A mum thanking a Gateshead crew for looking after her little boy when they 

were called in mid-October 2020.  

There were on average 68 appreciations received per month (819 appreciations in total). 

This is more than three times the volume of complaints received on average but still 

represents a drop of 10% against the appreciations received in the previous financial year. 

Full appreciation figures are shown in the appendices in section 12. 

The area of the Trust receiving the most appreciations was the Unscheduled Care 

(Emergency Care) North Division with a total 360 appreciations.  

“I wanted to pass on my thanks to the 999-health advisor and crew who 

attended my husband. The health advisor kept my daughter calm 

and focused on performing CPR until the crew arrived. My husband 

still has a way to go but is doing amazingly well. Thank you all 

involved.”  

A patient suffered a cardiac arrest and his wife wrote to compliment the 

service in January 2021. 
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Where we can identify the staff involved, we ensure they are made aware of the 

appreciation and thanked for the difference they have made to the life of a patient or their 

loved one.  

4. Complaints during 2020/2021 

Changes to complaint management due to Covid-19 

In line with national guidance from the Parliamentary and Health Service Ombudsman 

(PHSO) the Trust enacted a complaint response pause for the early part of the pandemic. 

Complainants were advised that their responses would be delayed, and the complaint 

investigations commenced after 12 weeks had elapsed. Complaints were responded to in 

the main within the Patient Experience Team with clinical review and input from the Patient 

Safety Team for the first wave of the pandemic, with normal complaint management able 

to resume for several months after that. However, in January 2021 when a new national 

lockdown commenced the majority of complainants had to be contacted and their response 

timeframes extended to allow investigating officers to respond to operational demand and 

frontline services as a priority.  

The Patient Experience Team managed as many complaints as possible within the team to 

minimise pressure on frontline services, including the Emergency Operations Centre 

(EOC). Complaints which required specialist knowledge and input were still managed by 

the service lines, albeit with longer response timeframes than those managed within the 

Patient Experience Team.  

Regrettably, the Patient Experience Team had to cease face-to-face meetings with 

members of the public to minimise risk of spread of Covid-19. This was a difficult decision, 

and undoubtedly dilutes the ability to rebuild relationships with patients and their families 

who have had a poor experience, as well as making communication easier for those who 

prefer a physical meeting. We have offered telephone and video meetings as an alternative, 

if that is the preference of the complainant.  

 

How many complaints did NEAS receive? 

The total complaints received were the lowest recorded since electronic records were 

compiled. In total there were 271, which was an average of 22.5 per month. The full details 

of complaints received, along with previous year figures, is included in the appendices at 

section 12. 
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Geographical spread of complaints  

We have analysed where our complainants live to determine if there were any geographical 

areas where care appeared to be less satisfactory.  

The highest number of complaints were in the postcodes with NE prefix (Gateshead, 

Newcastle, Northumberland, South Shields, North Tyneside). This is unsurprising as this 

covers the largest area of the NEAS region as well as the most densely populated areas 

with more patient contacts.  We also saw high levels of complaints and concerns in 

Teesside. The individual postcode prefix with the highest volume of complainants was 

NE24 (Blyth) with 11 complaints. The common theme identified was dissatisfaction with the 

actions or attitude of the emergency crew that attended. The figures for complainant 

postcodes are included in Appendix P. 

Patient Advice and Liaison Service (PALS) 

PALS work on behalf of NHS Trusts and North of Tyne PALS receive many contacts from 

members of the public on behalf of NEAS. In total, PALS managed 458 issues for NEAS 

throughout 2020/21. All PALS contacts are shared with the Patient Experience Team in 

NEAS and wherever there are clinical concerns these are passed to NEAS to be managed 

directly. Full PALS data is included in this report as Appendix M. 

5. Patient safety issues associated with complaints  

For every complaint received triage is undertaken to determine if there are any patient 

safety concerns or concerns about clinical care which require investigation. If this is the 

case a patient safety incident is submitted and the incident investigated. On occasion when 

a complaint is received there may already be a patient safety incident logged about the 

case.  The patient safety investigation would be concluded and the findings reported to the 

complainant from the Patient Experience Team.  

Assurance can be taken that only 84 complaints had associated patient safety incidents 

(31% of total complaints). In 14 we had contributed moderate or severe harm to the patient. 

The details of the levels of harms are included in Appendix N.  

Where there is harm identified to a patient as a result of their care from the Trust they and/or 

their next of kin were notified of all the facts known to that point and provided with findings 

of the investigation.  

The Trust operates in line with Duty of Candour which outlines our responsibility to be open, 

honest and transparent when things go wrong and a patient is harmed. The Patient 

Experience Team works closely with the Patient Safety Team to ensure that the Duty of 

Candour is met for harms which are linked to a complaint and that the complainant has a 

named contact within the team who they can liaise with, who keeps them up to date with 

the progress of the complaint and the associated incident investigation.  

During 2020/21, complaints linked to patient harms related to: 

• Delay in ambulance attendance; 

• Clinical error on scene during delivery of care. 
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6. What did people complain about in 2020/21? 

Of the 271 complaints we received during the year, there were some recurring themes 

which were identified:  

• Non-conveyance of patients to hospital: Complainants told us that they believed 

they/their loved one should have been taken to hospital following a crew decision 

for them to remain at home or be referred to another care provider or social support. 

They also told us that they felt crews had discouraged hospital attendance or not 

given them the choice to go to hospital.  

• Stroke: complainants told us that they, or their loved one, waited too long for an 

emergency ambulance to arrive following symptoms of a stroke.  

• Triage questions when calling 111 or 999: complainants told us that there were 

too many questions asked when they called, that the questions were repetitive, or 

not relevant. Many complainants felt the questions delayed the provision of care 

and were unhappy that the Health Advisors asked to speak to the patient directly 

when they may have been very unwell.  

• Ambulance delay: complainants felt that the ambulance took too long to arrive with 

the patient. 

• Mobilisation of the patient which was felt to be inappropriate: complainants told 

us that patients had been asked to walk when they were too unwell/injured and they 

felt the crew should have carried them via chair or stretcher instead.  

• Callers not being advised of a time of arrival for the ambulance: complainants 

told us that their stress was increased by not being told how long an ambulance 

would take, or that they would have transported the patient themselves had they 

known the true wait time.  
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7. Who complained during 2020/21? 

We monitor the demographics of those making complaints, though it must be noted that not 

all complainants share all their demographics.  

In the previous year we captured only limited data as this was requested via return of a 

paper survey and the return was poor. The move to asking complainants their demographics 

on the telephone has resulted in a marked increase in data return. We captured 

demographics either partially or fully for 222 complainants (81.9%) during 2020/21. 

Demographic data is shown fully in Appendix K. We can see the following key findings from 

the demographic data, which shows that of complainants who responded to the question 

asked the majority were: 

• White 

• British 

• Female 

• Aged 70 and over 

• Heterosexual 

We do also note where complaints relate to certain cohorts of patients to enable us to 

understand if any cohort of patient has a poorer experience of our service.  

Children (aged under 18) 

We received 13 complaints relating to children. We did not receive any complaints made 

directly by a child themselves. Some themes from these complaints included: 

• A baby that was not conveyed to hospital, and the parents felt that they should have 

been 
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• Safeguarding referrals submitted by Trust staff about children which their care-

givers did not agree with  

• Delay in ambulance arrival 

• Outcomes from assessment (either on the telephone or following face-to-face 

assessment) which the complainant felt were insufficient 

We have added information to both our Complaints Management Policy and the Trust 

website to ensure that children are aware they can complain directly and information on 

how to do this. We have also shared this with all our staff on our internal system, Workplace.  

People with dementia 

We received 16 complaints relating to patients with dementia, with some common issues 

including: 

• Staff attitude – complainants felt staff were not understanding of how to deal with 

patients with dementia or did not make adjustments for the patient’s cognitive 

impairment.  

• Ambulance delay – patients waited too long for an ambulance to arrive.  

• Mobilisation of patient – patients not being carried on stretcher or chair rather than 

walking. 

All Trust staff receive training in dementia and the Trust has a very visible commitment to 

being dementia-friendly. We have innovated in designing ambulances which are dementia-

friendly, and our model is being used as an exemplar to other Trusts, and indeed other 

countries. The comments on staff attitude within these complaints also echo a more 

common theme about lack of empathy or understanding from our staff. This is something 

which is balanced by many compliments which are very supportive of the approach of our 

crews.  

Other themes 

• Multiple complaints related to patients who identified that they had mental health 

issues, felt suicidal, or were in crisis. A common theme was that these patients felt 

that they were not shown understanding, or the crew lacked empathy. 

• We received several complaints relating to patients with autism. A common theme 

was that staff did not appear to display enough empathy or understanding of their 

condition.  

• Three complaints related to patients at the end of their lives. Though there was no 

common reason for complaint, one complaint related to a patient who was not able 

to be brought home to her preferred place of death. 
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8. Feedback on the complaints process 

All complainants receiving written responses are asked to provide feedback on the 

complaint management process within NEAS. Unfortunately, the response rate is quite low, 

with only two surveys completed during 2020/21. The Patient Experience Team have added 

the survey to outgoing emails to complainants for 2021/22 to increase the visibility and 

hopefully the uptake of this survey. 

Complainants can also make direct contact to comment on the Trust’s response to their 

complaint and this is considered carefully by the Patient Experience Team and 

improvements made wherever necessary. We have received some very positive feedback 

about our management process: 

 

‘We appreciate your candid honesty in admitting your organisations 

errors in failing to provide a health care and safeguarding plan, we 

accept your apology.’ 

 

‘I just want to say thank you for meeting today and for all of your help and 

support dealing with my complaint over the past months. I’m very grateful 

for all the time and effort given to me…you are all wonderful.’ 

 

‘I would like to praise outstanding service...regarding my complaint, I was 

kept up to date by the team member who was very reassuring, 

professional and an amazing woman. Overwhelmed by all your help, 

wanted to say thanks (with sparkles!)’ 

 

‘Thank you for taking the time to reply to me, I really appreciate it. The 

letter that has been put together was much more appropriate than the 
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one I received regarding my care in [the other Trust associated with the 

complaint], so thank you for responding compassionately’ 

‘Thank you for your thoughtful reply into the issues I raised’ 

We have also received some feedback from complainants who were not satisfied with the 

complaint management process: 

 

‘It appears that my objective of pointing out a weakness in your service 

has been overlooked by your attempts to defend NEAS. Remember 

complaints are the best way to improve services’ 

‘I’m not at all happy or pleased with your letter’ 

'Not only has the experience of NEAS let us down, so has the dealing of 

the complaint' 

 

We do consider all feedback about the management of the process and we have ensured 

that we have made some changes to how we manage complaints to improve the process 

for complainants as a result of their feedback: 

 

Feedback from complainants – how we have listened 

You said We did 

You would like to meet face-to-face to 
discuss the complaint, but we said no to 

this due to Covid-19 restrictions. 

We offered video meetings, telephone 
appointments, or face-to-face meetings to 

be scheduled after the pandemic 
restrictions are lifted. 

You did not hear anything for a long time 
after making your initial complaint and 

worried we had not responded or forgotten 
to reply since the initial acknowledgement 

of your complaint. 

We asked how often you would like to be 
updated, and whether by telephone, email 
or post. We also responded as quickly as 
possible to minimise the time you were 

waiting for a response. 

You received a response to your complaint 
‘out of the blue’ without prior warning and 

you found this a shock, or emotionally 
distressing. 

We asked whether you would like an email 
or telephone call before we sent the 

response so that you would be prepared 
to expect it. 
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9. What have we learned from complaints in 2020/21? 

Every complaint provides a valuable opportunity to learn what went wrong and make 

changes in order to improve the service in future. Learning for staff is included in the monthly 

Patient Safety and Patient Experience Learning Bulletin which is distributed to all staff using 

the Trust’s intranet and the Workplace forum. Operational managers are also encouraged 

to display the bulletins on Trust premises where possible.  

Each complaint is investigated and if there is any learning identified this is monitored and 

delivered to reduce the likelihood of recurrence of a similar incident in future. There have 

been 78 learning and reflection actions identified from complaints during 2020/21. Often the 

actions have already been delivered before the response to the complaint is delivered, and 

these are not electronically recorded but would make the total learning and reflection actions 

substantially higher. There were 13 learning and reflection actions still open at the end of 

the year which will continue to be monitored into 2021/22 and any learning actioned so they 

can be closed. 

Individual staff learning that is identified from complaints is addressed as soon as possible 

with the relevant staff member(s). Often though, there can be wider learning which is 

beneficial to other staff.  

 

Some key learning from 2020/21 includes: 

• Focus on documentation and quality of clinical record-keeping – there were 

several complaints where the rationale for decision-making was not sufficiently 

documented. Whilst record-keeping may not necessarily directly impact on patient 

care, documentation is a vital part of the patient record and this has featured in 

multiple learning bulletins throughout the year.  

• Use of alternative pain scales – the traditional 1-10 pain scale may not be suitable 

for patients with dementia, learning disabilities, or some other neurodiverse 

conditions. The Trust has circulated information within the learning bulletin on 

assessing pain in patients with cognitive impairment. The Trust has identified a 
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preferred tool for assessing pain in this cohort of patients in prehospital settings and 

are working to embed this into Trust technology used by operational crews.   

• Changes to defibrillator options for callers to 999 – system changes were made 

to how defibrillators are offered to callers. Previously, public access defibrillators 

would be notified to callers, where it was safe for someone to be asked to retrieve 

one. This led to a caller being asked to retrieve a defibrillator from a school when 

the school was closed. The system changes made mean that school defibrillators 

will only present as an option if the patient is on the school premises, with other 

public defibrillators being amended to ensure that they all have clear hours of access 

noted.     

• Removal of Stryker bars prior to transferring patient to a stretcher – there was 

a complaint where a crew used a patient’s personal hoist to transfer them to a 

stretcher and the patient suffered injury. The Trust responded with a health and 

safety bulletin which went to all staff with guidelines to remove the bars before 

transferring patients.  

• Increased communication with staff about appropriate patient mobilisation – 

crews have been reminded of the importance of conducting dynamic risk 

assessments before mobilising patients and requesting assistance if they are unable 

to safely move their patient. Whilst crews are supported to engage in unnecessary 

manual handling, it is important to ensure patient safety at all times and maintain 

patient dignity during any manoeuvres.  

• Increased promotion of equality training – unfortunately, we received several 

complaints over the course of the year where patients or their family members felt 

that they had received care or had an interaction which was influenced by prejudice 

or unconscious bias. The Trust takes such complaints extremely seriously and has 

promoted HIV awareness training, as well as providing advice and information to 

staff as part of AIDS awareness day, Transgender Day of Visibility, International Day 

for the Elimination of Racial Discrimination, International Women’s Day, LGBT 

History Month, and other dates in the calendar to raise focus and information on 

equality. We have signed up to the Positive Allies Programme in partnership with 

Sunderland University and we are working through the framework to be formally 

accredited by November 2021. 

• Focus on the impact of conversation from the crew – several complaints related 

to comments that staff had made which they perceived as unprofessional, or made 

them worried or seemed inappropriate, such as suggesting that their condition was 

not an emergency or discouraging them from attending hospital. Learning bulletins 

have focussed on the impact of words to people when they are feeling vulnerable, 

and how important it is to be compassionate, empathetic and professional to 

everyone at a scene.   

• Review of processes for on-scene time and allocation of emergency back-up- 

following a complaint involving extended time on scene waiting for back-up, a new 

procedure has been established to manage this and minimise delay in conveying a 

patient to hospital. Improvement of information sharing with third party providers 

working on NEAS’ behalf is also underway to ensure consistency for all emergency 

responders.  
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10. Independent review of complaint investigations 

Every complainant is notified of their right to seek independent review of their complaint 

investigation from the Parliamentary and Health Service Ombudsman (PHSO) whenever 

the Trust has sent a final response to a complaint. This information is also made available 

to complainants on the Trust website.  

Complainants are asked to make contact with the Trust directly if they feel their concerns 

have not be answered adequately, or perhaps they have new concerns following receipt of 

the response. In these circumstances we would reopen the complaint and investigate 

anything further. Details on reopened complaints are in Appendix J, however, only 20 

complaints were reopened throughout the year (7.4%) which is on par with the proportion 

reopened the previous year (6.2%).  

The PHSO assess whether they will review a complaint or not, and where they conduct a 

review the Trust provides them with all associated documents and information relating to 

that complaint.  

• During 2020/21 the PHSO requested four complaints for review.  

The PHSO have not yet returned their outcome on any of the four cases. 

11. Priorities for 2021/22 

The Patient Experience Team has a workplan for 2021/22 to continue to improve the 

overall patient experience, as well as the process of making a complaint at NEAS.  

 

 

Some of the key priorities for the team in the year ahead are: 

• Development of a web version of the complaints management system 

(Ulysses) – this would allow complaints that are submitted online to be linked 

straight into the complaint management system and enable faster 

acknowledgements to complainants, as well as streamline investigation processes. 
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• Review of complaint investigation assignment – allocation of complaint 

investigations will be reviewed to maximise independence in the investigation and 

minimise bias.  

• Embed new PHSO complaints standards and Patient Safety Incident Review 

Framework (PSIRF) – ensure that complaints are investigated and responded to 

in line with national standards to support a consistent and transparent response.  

• Support complaints investigation training – ensure that managers investigating 

complaints have the relevant training to conduct an investigation which is 

balanced, open and objective. 

• Liaise with national and local NHS groups to share best practice – this will 

include continued attendance at the National Ambulance Service Patient 

Experience Group (NASPEG), the Heads of Patient Experience (HoPE) network 

meetings and representation among local NHS Trusts to ensure seamless 

complaint investigations, consistency of standards for complainants and early 

adoption of any best practice.  

• Scope out the establishment of a panel for complaint review within the Trust 

– the aim of such a panel would be for managers that are unrelated to a complaint 

to assess the Trust’s response and provide feedback to guide improvements. This 

process would support the overall quality, tone and completeness of responses to 

complainants.  

• Explore the use of video technology for both receiving and responding to 

complaints – the Trust is committed to offering methods of communication which 

are inclusive and suitable to all members of the public, some of whom prefer to 

communicate via video.  

• Contribute to review of processes to manage complaints which are also 

patient safety incidents – the complainant must be offered the smoothest 

process to manage their complaint, free from any unnecessary delay in receiving 

their response. Where a complaint is also an incident this can make the 

management more complex and processes will be defined to support the structure 

and approach that is best for the complainant.  
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12. Appendices 
 

Appendix A: Appreciations received by month 2019/20 vs. 2020/21 

 

Appendix B: Appreciations by service line 2019/20 vs. 2020/21 

 2019/20 2020/21 

HART 7 5 

Support Services 12 20 

Unknown / general 20 13 

Scheduled Care North 83 43 

Scheduled Care South 42 6 

Unscheduled Care North 346 360 

Unscheduled Care South 263 243 

Other org/ volunteer 18 49 

999 41 40 

111 61 17 

Unscheduled care dispatch 5 4 

Scheduled care dispatch 11 9 

Clinical hub 5 10 

Total appreciations 2020/21 914 819 
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Appendix C: Station with highest volume of appreciations 2020/21 

Station Total appreciations 

Blucher 56 

Pallion 30 

Peterlee 25 

South Shields 24 

Gateshead 22 

 

Appendix D: Complaints data overview 2020/21 

Performance Indicator 2018/19 2019/20 2020/21 Difference 
against 

2019/20 (+/-) 

Complaints received (including those which 
require consent)  

488 
436 271 -38% 

Overall volume of complaint elements 
(different main parts of a complaint)  

650 
641 372 -269 

Acknowledged within 3 working days 98.8% 98.9% 99.6% +0.7 

Complaints closed* 473 486 266 -32.1% 

Closed within agreed timescale 90.7% 91.9% 98.9% +7% 

Complaints Upheld  

193 

(43.7%) 

181 
(37.2%) 

76 (28.6%) -8.6% 

Not Upheld  

159 

(36%) 

194 
(39.9%) 

117 (44%) +4.1% 

Part Upheld  

90 

(20.4%) 

111 
(22.8%) 

73 (27.4%) +4.6% 

Queries dealt with by PALS  689 620 458 -26.1% 

*of the closed complaints, if consent to proceed was not received these would not have an upheld/not-
upheld/part-upheld status 
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Appendix E: Total complaints received and average days to respond 

 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 

Total Complaints 674 618 526 488 436 271 

Average days to respond 30 19 25 28 30 28 

 

Appendix F: Complaints received by month 2019/20 vs. 2020/21 

 

 
 

Appendix G: Complaints by service line 2019/20 vs. 2020/21 

 

 2019/20 2020/21 
Difference 

+/- 

HART 0 1 +1 

Support Services 4 3 -1 

Scheduled Care North 14 2 -12 

Scheduled Care South 17 8 -8 

Unscheduled Care North 77 68 -9 

Unscheduled Care South 52 54 +2 

Other org/ volunteer 25 22 -3 

999 47 44 -3 

111 53 21 -32 

Dencall 1 0 -1 

Unscheduled care dispatch 86 37 -49 
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Scheduled care dispatch 28 4 -24 

Clinical hub 28 7 -21 

Unknown/ unable to be attributed to 
service line 4 0 

-4 

Total Complaints 2020/21 436 271 -165 

 

Appendix H: Stations with highest volume of complaint elements 2020/21 

Station Total complaint elements 

Ashington  19 

Consett 9 

Blucher 8 

Blyth 8 

Gateshead 7 

 

Appendix I:  Complaints by main element 
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2019/20 21 264 63 140 18 135 N/A 641 

2020/21 5 195 30 82 2 58 4 372 

Difference +/- -16 -69 -33 -58 -16 -77 +4 -269 

Difference % -76.2% -26.1% -52.4% -41.4% -87.9% -57% +100% -42% 

 

Appendix J: Reopened complaints and referrals to PHSO 

Complaint Indicator 2018/19 2019/20 2020/21 Difference 
+/- 

Number of closed complaints reopened 18 26 20 -6 

Number of closed complaints reviewed 
by parliamentary ombudsman 

5 3 4 +1 
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Reopened complaint status 

 

Upheld status Total reopened complaints 2020/21 

Upheld 5 

Not upheld 9 

Part upheld 6 

Reopened complaint reasons 

Reopened reason Total complaints 2020/21 

Disputes information 4 

Not all issues addressed in original response 4 

New questions 7 

Requested local resolution meeting 2 

Unresolved issues 3 

 

Appendix K: Complainant demographics 

Age 

Age (years) Count 

0-17 12 

18-30 32 

31-40 17 

41-50 40 

51-60 61 

61-70 44 

70+ 82 

Sexuality 

Sexuality Count 

Gay Woman/Lesbian 1 

Heterosexual/Straight 34 

Other 1 

Prefer Not To Say 4 

Transgender 1 

Grand Total 41 
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Ethnic Group 

Ethnic Group Count 

Any Other Asian Background 1 

Any Other Ethnic Group 1 

Prefer Not To Say 10 

White - British 57 

White - Irish 1 

Grand Total 70 

Gender 

Gender Count 

Female 128 

Male 93 

Other 1 

Grand Total 222 

Religion 

Religion Count  

Atheist 6 

Buddhist 2 

Christian 22 

Other 1 

Prefer Not to Say 6 

Grand Total 37 

Disability 

Disability Count  

Do not wish to disclose 2 

No 28 

Yes 14 

Grand Total 44 
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Disability type disclosed Count 

Blind 2 

Hearing Impairment 1 

Learning Difficulty 3 

Mental Health Issue 2 

Other Disability 1 

Other Mobility Issues 1 

Physical Impairment 1 

Wheelchair Users 1 

Grand Total 12 

 

Appendix L: Complaints and appreciations by division 2019/20 vs. 2020/21 

 Appreciations 
2020/21 

Difference +/- 
from 2019/20 

Complaints 
2020/21 

Difference 
+/- from 
2019/20 

EOC  

 

80 -43 113 -130 

Unscheduled 
Care North 

360 +14 68 -9 

Unscheduled 
Care South 

243 -20 54 +2 

Scheduled Care 
North 

43 -40 2 -12 

Scheduled Care 
South 

6 -36 8 -8 

Other services 

 

87 +30 26 -3 

Total 819 -95 271 -160 
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Appendix M: PALS data 

Issues by Area         
2019/20 2020/21 Difference +/- 

Operations Centre 320 146 -174 

111 32 43 11 

999 21 29 8 

Dispatch 183 25 -158 

PTS 84 49 -35 

North 79 83 4 

Emergency Care 32 57 25 

PTS 47 26 -21 

South 85 77 -8 

Emergency Care 30 40 10 

General  1 1 

PTS 55 36 -19 

Support Services 136 152 16 

General 136 152 16 

 Total 620 458 -162 

 Appendix N: Patient safety incidents linked to complaints 2020/21 – Harm Levels 

 

Harm level Total complaints 2020/21 Percentage of patient safety 
incidents associated to 

complaints 2020/21 

Harm not related to 
NEAS 

2 2.4% 

Near miss 
5 6.0% 

No harm 
28 33.3% 

Low harm 
35 41.7% 

Moderate harm 
13 15.5% 

Severe harm 
1 1.2% 

Death 
0 N/A 

Total 
84 100% 
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Appendix P: Geographical location of complaint 

 

Postcode prefix and main areas included Count 

DH (Durham, Stanley, Chester-le-Street)  29 

DL (Darlington and South Durham) 25 

SR (Sunderland) 29 

NE (Gateshead, Newcastle, 
Northumberland, South Shields, North 
Tyneside) 

130 

TS (Teesside) 43 

Other/ unknown 15 

Total 271 
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