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1. Introduction to 2021/22  

2021/22 saw a second year where the North East Ambulance Service NHS Foundation Trust (NEAS) 

faced the Covid-19 global pandemic. The year was one of the most challenging that the service has 

ever faced, with sustained and extreme demand for our services for many months.  

Alongside all the typical illnesses and injuries that we continued to respond to, we had an increased 

level of patients with covid-19. Our services transported patients to their outpatient appointments, 

responded to emergencies, assessed patients on the telephone via either 999 or 111, and responded 

to 111 online.  

We were able to maintain our usual complaint management procedures throughout the year, though 

due to staff absence and service pressures we had to prioritise our response to concerns that were 

raised and respond to the compliments afterwards. Our staff are incredibly grateful when members of 

the public take the time to pass thanks on, and we worked very hard to acknowledge these appreciations 

as soon as possible.  

We are very proud that the vast majority of our contacts with patients were positive experiences, but we 

know that there were times when we did not get things right for our patients or their families. Patient 

feedback has been a valuable way to recognise where we may need to learn and improve our services, 

whether it be from patient surveys, complaints, or compliments and appreciations.  

As an organisation we welcome complaints and treat each one as an opportunity to learn. Our Patient 

Experience Team have worked with patients and their families to ensure that all their concerns were 

identified and responded to. We believe that this was always done with compassion, transparency and 

proportionality.  

We are very proud of our achievements in 2021/22, despite the challenges we have faced. We received 

more than double the volume of appreciations in comparison to complaints which provides and important 

and reassuring balance to concerns we received.  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



4 

 

2. Patient Experience in 2021/22 at a glance 

 

 

 

 

 

 

 

 

 

 

 

24% of complaints received 
had patient safety concerns 

associated  

We acknowledged 99.5% of 
complaints within 3 days 

 

693 contacts managed through 
the Patient Advice and Liaison 

Service (PALS) 

808 appreciations received 
(compliments and thank yous) 

to the service 
 

383 complaints received 

This is equal to 0.03% of calls 
received, and 0.1% of face-to-

face patient contacts 
 

We responded to complaints 
on average within 34 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.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

There were on average 67 appreciations 

received per month (808 appreciations in 

total). This is more than double the volume of 

complaints received on average, and on par 

with the previous year (819 in total). Full 

appreciation figures are shown in the 

Appendix B. 

The area of the Trust receiving the most 

appreciations was the Unscheduled Care 

(Emergency Care) North Division with a total 

320 appreciations. 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.  

“I was suffering from a severe allergic reaction and was quite honestly terrified. The 
paramedics who attended were just brilliant. There are no words to describe how 

much I appreciate everything they did for me today. The paramedics talked me 
through everything they were doing/going to do and their rationale. They had good 

senses of humour and put me at complete ease despite the circumstances”  
Appreciation for one of our Wallsend crews who attended in December 2021. 

“Throughout this anxious time for the 
family, the ambulance team treated 
us with kindness compassion and 
professionalism arranging the 
elderly care team to contact us and 
making my father feel so much at 
ease”. 

A son thanking a Billingham crew 
for looking after his elderly father 

when the crew attended in August 
2021. 
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4. Complaints  

During 2021/22 we have not had to apply a pause to our complaint process and have been able to 

respond to all complaints, albeit with slightly extended timeframes in some cases. Due to the demands 

on frontline services our investigating officers often had to focus on supporting the frontline and this 

resulted in delays to respond to complaints. We had to enact a standard three-month timeframe for 

response at the beginning of a complaint, though we worked to respond as soon as possible and the 

average timeframe to respond to a complaint was 34 days following receipt.  

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) where the 111 and 

999 calls are received. Complaints which required specialist knowledge and input were still investigated 

by the subject matter expert, albeit sometimes with longer response timeframes than those managed 

within the Patient Experience Team.  

The Patient Experience Team were able to resume face-to-face meetings with members of the public 

during 2021/22 and met with patients or their families to discuss their concerns following a complaint. 

These meetings were carried out in accordance with the covid-19 legislation at that time. They also 

offered video meetings, as well as communicating via email, telephone or post depending on the 

preference of the member of the public.  

 

How many complaints did NEAS receive? 

During 2021/22 we received 383 complaints, which is an average of 32 per month.  This was an increase 

of 29% on the previous year, though it was a reduction of 12% when compared with pre-covid figures 

from 2019/20.  

The full details of complaints received, along with previous year figures, is included in the appendices 

at section 13. 

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 
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high levels of complaints and concerns in Teesside and the Durham area. The individual postcode prefix 

with the highest volume of complainants was NE34 (South Shields) with 12 complaints. The common 

theme identified was dissatisfaction with the actions or attitude of the emergency crew that attended and 

ambulance delay. The further details of complainant postcodes are included in Appendix Q. 

Patient Advice and Liaison Service (PALS) 

PALS work on behalf of NHS Trusts, and North of Tyne PALS manage contacts from members of the 

public on behalf of NEAS. In total, PALS managed 693 issues for NEAS throughout 2021/22, which was 

a 52% increase on the previous year.  

The most popular method for the public to contact PALS is via the freephone number. The average 

timeframe for PALS to close an issue was 15.5 days, which was on par with the previous year (15.6 

days). 

All PALS contacts are shared with the Patient Experience Team in NEAS each week. Where there are 

clinical concerns NEAS will take these over from PALS to be investigated directly by the Trust. Full PALS 

data is included in this report as Appendix M. 

Working with other NHS Trusts 

When a complaint is received into an NHS trust and there are concerns raised which involve another 

organisation, there will be an agreement on which Trust will take the lead in responding to all the 

concerns, following liaison with the other trusts. During 2021/22 we responded to 62 complaints where 

another local NHS Trust or local authority was the lead organisation. Further details are available at 

Appendix  

5. Patient safety issues associated with complaints  

A triage is undertaken on all new concerns that are received 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, along 

with any other concerns which may not have been part of the patient safety investigation.  

In total 91 complaints had associated patient safety incidents associated with them (24% of all 

complaints). Unfortunately, 11 of these incidents were found to have contributed moderate harm to the 

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

If we identify that it is likely that something the Trust did or did not do has contributed harm to a patient, 

we will notify the patient and/or their next of kin of everything we know to that point, and they will be 

provided with the findings of the investigation.   

The Trust ensures Duty of Candour is enacted, which demonstrates 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 who they can liaise with, who keeps 

them up to date with the progress of the complaint and the associated incident investigation.  

During 2021/22, complaints linked to patient harms all related to delays in ambulance attendance. This 

is reflective of the incredibly challenging year for the emergency service with extreme and sustained 

demand throughout much of the year. Unfortunately, this has resulted in delays in attending some 

patients, and in these 12 complaints the delays were found to have contributed moderate harm.  
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6. Complaints with claims associated 

The volume of claims with complaints linked reduced from 10 the previous year to seven in 2021/22. 

The claims relating to clinical negligence reduced from nine in the previous year to just two in 2021/22. 

Further details are included in Appendix R. 

7. What did the public raise concerns about in 2021/22? 

Of the 383 complaints we received during the year, there were some recurring themes which were 

identified:  

• Siren noise: members of the public told us that our audible emergency sirens were disruptive to 

them.   

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

• Mobilisation/lack of support: concerns that patients were asked to walk or assisted downstairs 

themselves rather than being carried or wheeled in a chair.   

• Patients being asked to make their own way to hospital: callers wanted an ambulance and 

were asked if they were able to make their own way to hospital in a car or taxi (where safe for 

them to do so following assessment).  

• Patients being discharged at home and not taken to hospital: patients or their family 

members felt they should have been taken to hospital rather than being discharged at their 

location by our ambulance crews.  

• Patients not being allowed a family member to accompany them to hospital: patients and 

their families were concerned that our crews were not able to allow someone in the ambulance 

with the patient, except in certain circumstances.  

 

8. What have we learned from complaints in 2021/22? 

Every complaint provides a valuable opportunity to learn and make changes where necessary in order 

to improve the service in future  

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. Actions and learning are tracked on 

our internal systems to ensure timely completion.  

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. 

Learning for all 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.  
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Some key learning from 2021/22 includes: 

• Appropriate mobilisation of patients – several complainants felt that a patient was not 

appropriately supported to or from the vehicle. We assessed each individual case for safety 

concerns and responded accordingly to those concerns. We shared Trust-wide learning about 

consideration of how a patient comes to be injured and the importance of conducting dynamic 

risk assessments which are documented before deciding how to move a patient. 

• Provision of average wait times for ambulance – callers told us that they were not aware of 

the extent of the wait for an ambulance and that they wanted to have been told how long they 

might have to wait. We introduced a process to inform callers of the average wait time for their 

area so that they were prepared for the wait and were able to consider alternative options if they 

preferred not to wait for an ambulance.  

• Ambulance delays – we understand that when someone needs an emergency ambulance it is 

vital that we attend as quickly as possible. We offered overtime incentives to staff to bolster the 

availability of crews, commissioned support from third-party providers such as the British Red 

Cross and St John’s Ambulance and committed extra funding to recruitment of frontline staff to 

support quicker response times.  
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9. 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.  

Since asking complainants their demographics on the telephone rather than asking for a postal return, 

there has been a marked increase in data return over the last two years. We captured 749 elements of 

demographic information during 2021/22, which is a marked increase from 426 elements the previous 

year. 

Further demographic detail is shown in Appendix K. From the demographic information provided, the 

majority demographic in each category is as follows for 2021/22: 

• White - British 

• Female 

• Aged 70 and over 

• Heterosexual/Straight 

• Christian 

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. These cohorts are explored below.  

Children (aged under 18) 

We received 30 complaints relating to children. We did not receive any complaints made directly by a 

child themselves, though we did speak with a child to gain consent for one complaint as the child was 

13 years old. We also made adjustments to the complaint letter to ensure it was accessible for the child 

to receive directly. Some themes from these complaints included: 

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

• Safeguarding referrals submitted by Trust staff about children which their caregivers 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 information in 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. Where we receive a 

complaint from a child’s caregiver and the child is older than 12 we will speak with the child and confirm 

that they are happy for us to look into the care we provided and provide information to the caregiver.  

 

People with dementia 

We received 13 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 being supported to walk rather than being carried on a 

stretcher or chair. 

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 
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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.  

Mental Health 

24 concerns related to patients who identified that they had mental health issues, felt suicidal, or were 

in crisis. Note, this data was captured from the information provided in the complaint and not the 

demographic dataset asked of the complainants (see Appendix K). A common theme was that the 

attending crew lacked empathy or understanding about their mental health condition.  

Other themes 

• Autism: Nine concerns were received relating to patients with autism spectrum disorder. A 

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

their condition.  

• End of Life: Nine concerns raised related to patients at the end of their lives. Though there was 

no common reason for complaint, we recognise how important it is that patients at the end of 

their life (and their families) have a positive experience. The trust has hired a Macmillan End of 

Life Coordinator who reviews all complaints relating to patients at the end of life and ensures that 

any learning can be taken forward across all staff as part of their end-of-life training. 

• Learning Disability: five concerns related to patients with a stated learning disability. There 

were no common themes in the five complaints, but each is con 

• Pregnancy and Maternity: There were eight concerns raised by pregnant patients, or those 

who had just given birth. Several of these concerns related to a perception of poor attitude from 

the attending crew.   

• LGBTQ+: six of those who raised concerns with us identified as LGBTQ+. While there was no 

common theme, two of the complaints alleged prejudice. As a Trust we understand that there is 

a long way to go in society to remove prejudice against LGBTQ+ people.  
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10. 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 eleven 

surveys completed during 2021/22. 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 complaints management process 

during the last year, including: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘Thank you for allowing us our say 
and more importantly for the level of 
honesty you all displayed.  That did 

surprise me and gives me some hope 
that things can be different for 

someone else in that level of distress 
in the future.’ 

‘She wanted to let you know that 
she feels a lot better after speaking 

with you, she does not have that 
horrible knot / dread when she 

looks back at events.’ 
 

‘‘I was extremely pleased with the courteous and patient manner of the 
lady who dealt with my complaint. She listened attentively to all I had 

to say, picked out the salient points that needed addressing and asked 
me if I had any further comments to add to what she had said. She 

gave an estimated timescale for a response to my complaint and I rang 
off feeling confident that I would get a response. The response was 

earlier than I expected.’ 

 

‘We were pleased to see that the complaint was thoroughly 
investigated, with involvement of a range of experienced 

clinicians, and that my complaint appears to have be 
upheld in full. We are pleased that the paramedic involved 
is reported to be undertaking appropriate remediation for 

learning needs, and is being well supported in this process. 
We whole heartedly agree that education and support is the 

most beneficial approach.’ 
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We have also received feedback from people during 2021/22 who were not satisfied with how their 
complaint had been managed: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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. 

We resumed an offer of face-to-face meetings 
during 2021/22 and held these at a mutually-
approved location and time. We also 
continued to offer video meetings if this was 
preferable. 

 

 

‘I am so angry and you’re 
still trying to make me feel 

bad and still acting like 
there is doubt about what I 

am saying.’ 
‘There were parts to the complaint I 

felt you answered sympathetically and 
honestly.  However, I found there was 
a lack of lessons learnt and I felt that 
there was some level of deflection.’ 

 

‘The whole complaints process had 
served to further undermine my 

confidence in your service. I have 
put enough time into trying to 

improve your services but you do 
not want to listen.’ 

 

‘I will be submitting my formal 
complaint to the PHSO [Parliamentary 

and Health Service Ombudsman] 
regarding the atrocious customer 

disservice provided by your service 
which appears to be more through 

arrogance and incompetence because 
you do not even attempt to comply with 

your published service standards.’ 
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The timeframe we gave you initially to receive a 
response to your complaint was too long (we 
had a standard three-month timeframe in place 
when operational pressures were at their peak) 

Although we provided a maximum timeframe, 
we worked hard to deliver a complaint 
response as soon as possible, with the 
average timeframe for response of 34 days for 
2021/22. 

You wanted an automated acknowledgement of 
your submission of feedback on the Trust 
website to be certain that we had received the 
feedback.  

We changed the form for providing feedback 
or submitting complaints on our website. This 
now automatically generates an 
acknowledgment so that you know we have 
received the feedback.  

You were mobilised (supported to walk yourself) 
when you believe you were too unwell and 
should have been carried or placed on a 
stretcher. 

• We assessed each individual case for 
safety concerns and responded 
accordingly to your concerns.  

We shared Trust-wide learning about 
consideration of how a patient comes to be 
injured, and dynamic risk assessment in 
deciding how to move a patient. 

You were told an ambulance would aim to arrive 
within 18 minutes or as soon as a vehicle is 
available, and you called back after that time 
elapsed as you were worried when the 
ambulance had not arrived. 

• We reviewed our call closure advice and 
provided the average wait time for an 
ambulance for your area.  

• We made clear to callers when our service 
was especially busy so that they knew 
they were not forgotten and that an 
ambulance would be assigned once 
available.  

• We reassured callers that their ambulance 
was high priority so that they knew we 
understood the severity of the patient’s 
condition. 

You could not book a return journey from 
hospital following a day-case under general 
anaesthetic as you did not know what time you 
would be ready to travel. 

• We shared learning with our staff that 
there are methods for booking transport 
home without a ready time, so that all staff 
take a consistent approach.  

• We identified that there was no standard 
operating procedure for booking a journey 
when the patient does not know what time 
they will be ready to travel. We will 
therefore devise a process for this which 
can be shared with all relevant staff. 

You waited too long for 111 to answer your call. 
• We have funding to recruit 70 new Health 

Advisors to support us to answer 111 calls 
as quickly as possible, and recruitment is 
underway. 

• We ensured the average answer time was 
included in our automated message while 
you were queuing for 111 so that you 
could make a decision about whether to 
continue to hold. 

It took too long for an ambulance to reach you or 
your loved one. 

• We engaged third party providers to 
support us and maximise availability for 
our patients.  

• We offered our staff incentives to take on 
overtime and extra shifts.  
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• We were clear about how long it may take 
for an ambulance to arrive, to enable you 
to consider alternative options for care if 
you preferred. 

• Our clinicians called you back to further 
assess you while you waited and 
determine whether you needed a different 
priority of response or referral to 
alternative care. 

You struggled to get through to our booking line 
for patient transport. 

• We explained that we were experiencing 
severe staff shortages, and we redeployed 
staff from other areas of the Trust to take 
your calls.  

• We started a recruitment drive to hire 
more call takers to take your booking.  

• We ensured that the automatic message 
whilst you were on hold was clear about 
how long you might be likely to wait to 
have your call answered.  

You told us you were unhappy that you had a 
forced entry to your home initiated by our 
emergency service to perform a welfare check 
on you. 

• We explained that we will request a forced 
entry where we cannot establish the 
welfare of a patient who we have good 
reason to believe may be in a life-
threatening situation. 

• We explained the variety of measures we 
take to try to establish contact with a 
patient before we request a forced entry.  

• We ensured that any damage that may 
have resulted from a forced entry was 
remedied and that you were not left at any 
disadvantage. 

 

You told us that your GP did not know our 
emergency service had attended you and did 
not have the information from our assessment of 
you. 

• We introduced a system development to 
our Electronic Patient Care Record where 
our crews can link to your NHS record and 
send their assessment and findings 
straight to your GP so that they have a 
record of the reason we attended and any 
treatment or advice provided. 

 

PALS also requested feedback from members of the public who contacted them about our care. They 
received 55 forms, and of these 84% stated that PALS were able to help with their query, and 91% 
said they would use the service again.  
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11. 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 15 complaints were reopened throughout the year (3.9% 

of the 381 complaints closed in the year) which is a reduction on 7.4% of the 266 closed the previous 

year.  

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 2021/22 the PHSO requested five complaints for review.  

• One of the complaint reviews has not yet received a judgement from the PHSO, with the PHSO 

taking no further action on the other four cases. This provides assurance that the original 

investigations were sufficiently robust and complete, and the outcomes reached satisfactory. 

 

12. Priorities for 2022/23 

The Patient Experience Team has a workplan for 2022/23 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 streamline investigation processes. 

• Embed new PHSO complaints standards– begin to embed the PHSO Complaints Standards 

to ensure our processes align to the requirements being introduced in April 2023.  
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• Support complaints investigation training – ensure that managers investigating complaints 

have the relevant training to conduct an investigation which is balanced, open and objective. 

• 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.  
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13. Appendices 

Appendix A: Appreciations received by month 2020/21 vs. 2021/22 

 

Appendix B: Appreciations by service line 

 2019/20 2020/21 2021/22 

HART 7 5 3 

Support Services 12 20 8 

Unknown / general 20 13 24 

Scheduled Care North 83 43 31 

Scheduled Care South 42 6 22 

Unscheduled Care North 346 360 320 

Unscheduled Care South 263 243 267 

Other org/ volunteer 18 49 64 

999 41 40 37 

111 61 17 14 

Unscheduled care dispatch 5 4 9 

Scheduled care dispatch 11 9 5 

Clinical hub 5 10 4 

Total appreciations 2020/21 914 819 808 

Appendix C: Station with highest volume of appreciations  

Station Total appreciations 

Blucher 21 

Pallion 19 

Ashington 17 

Hartlepool South 14 

Blyth/Hexham/South Shields/Coulby Newham/Stanley 13 

0

20

40

60

80

100

120

Appreciations 2020/21 vs 2021/22

2021/22 2020/21



19 

 

Appendix D: Complaints data overview 2021/22 

Performance Indicator 2019/20 2020/21 2021/22 Difference 
against 

2020/21 (+/-) 

Complaints received (including those which 
require consent)  

436 271 383 +29% 

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

641 372 503 +131 

Acknowledged within 3 working days 98.9% 99.6% 99.5% -0.1% 

Complaints closed* 486 266 378 +112 

Closed within agreed timescale 91.9% 98.9% 96.3% -2.6% 

Complaints Upheld  

181 

(37.2%) 

76  

(28.6%) 

119 

(31.5%) 

+2.9% 

Not Upheld  

194 

(39.9%) 

117 

(44%) 

147 

(38.9%) 

-5.1% 

Part Upheld  

111 

(22.8%) 

73 

(27.4%) 

87 

(23%) 

-4.6% 

Queries dealt with by PALS  620 458 693 +52% 

*of the closed complaints, if consent to proceed was not received these would not have an upheld/not-upheld/part-
upheld status 

Appendix E: Total complaints received and average days to respond 

 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 

Total Complaints 618 526 488 436 271 383 

Average days to respond 19 25 28 30 28 34 

 

Appendix F: Complaints received by month 2020/21 vs. 2021/22 

 

Appendix G: Complaints by service line 

 

 2019/20 2020/21 
2021/22 Difference +/- 
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Support Services 4 3 5 +2 

Scheduled Care North 14 2 8 +6 

Scheduled Care South 17 8 5 -3 

Unscheduled Care North 77 68 85 +17 

Unscheduled Care South 52 54 46 -8 

Other org/ volunteer 25 22 28 +6 

999 47 44 61 +16 

111 53 21 28 +6 

Dencall 1 0 0 - 

Unscheduled care dispatch 86 37 76 +38 

Scheduled care dispatch 28 4 12 +8 

Clinical hub 28 7 22 +15 

Unknown/ unable to be attributed to 
service line 4 0 

 

7 

 

+7 

Total Complaints 2020/21 436 271 383 +112 

 

Appendix H: Stations with highest volume of complaint elements 2021/22 

Station Total complaint elements 

Backworth 16 

South Shields 12 

Ashington 11 

Coulby Newham 10 

Gateshead 6 

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 

2021/22 10 259 46 87 4 101 1 507 

Difference +/- +5 +64 +16 +5 +2 +43 -3 +135 

Difference % +50% +25% +35% +6% +50% +57% -75% +26% 

 

Appendix J: Reopened complaints and referrals to PHSO 

Complaint Indicator 2019/20 2020/21 2021/22 Difference 
+/- 
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Number of closed complaints reopened 26 20 18 -2 

Number of closed complaints reviewed by 
parliamentary ombudsman 

3 4 5 +1 

Reopened complaint status 

 

Upheld status Total reopened complaints 
2020/21 

Total reopened 
complaints 2021/22* 

Upheld 5 4 

Not upheld 9 4 

Part upheld 6 7 

*These figures only include complaints reopened from 2021/22. Some of the complaints reopened during the year 
were closed in previous financial years.  

Reopened complaint reasons 

Reopened reason Total complaints 2020/21 Total complaints 
2021/22 

Disputes information 4 5 

Not all issues addressed in original response 4 1 

New questions 7 0 

Requested local resolution meeting 2 4 

Unresolved issues 3 5 

 

Appendix K: Complainant demographics 

Age (this is the known age of the patient, not the complainant) 

Age (years) 2020/21 2021/22 

0-17 12 30 

18-30 32 36 

31-40 17 26 

41-50 40 34 

51-60 61 54 

61-70 44 42 

70+ 82 121 

All 288 343 

Sexual Orientation 

Sexuality 2020/21 2021/22 

Gay woman/lesbian 1 0 

Heterosexual/Straight 34 56 

Other 1 1 

Prefer Not To Say 4 7 

Bisexual 0 3 

Transgender 1 0 
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Gay 0 1 

Grand Total 41 68 

Ethnic Group 

Ethnic Group 2020/21 2021/22 

Any Other Asian Background 1 2 

Any Other Ethnic Group 1 14 

Prefer Not To Say 10 10 

White - British 57 94 

White - Irish 1 0 

White and Asian 0 1 

Grand Total 70 121 

Gender 

Gender 2020/21 2020/21 

Female 128 197 

Male 93 171 

Other 1 7 

Grand Total 222 375 

Religion/Faith/Belief 

Religion 2020/21 2021/22 

Atheist 6 20 

Jewish 0 1 

Buddhist 2 0 

Christian 22 29 

Muslim 0 1 

Other 1 8 

Prefer Not to Say 6 7 

Grand Total 37 66 

Disability 

Disability 2020/21 2021/22 

Do not wish to disclose 2 5 

No 28 46 

Yes 14 34 

Grand Total 44 85 

 

Disability type disclosed 2020/21 2021/22 

Hearing Impairment 1 1 

Deaf 0 3 

Blind 2 0 
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Learning Difficulty 3 6 

Mental Health Issue 2 5 

Other Disability 1 9 

Other Mobility Issues 1 9 

Not disclosed 0 1 

Physical impairment 1 0 

Wheelchair users 1 0 

Grand Total 12 34 

 

Appendix L: Complaints and appreciations by division 2020/21 vs. 2021/22 

 Appreciations 
2021/22 

Appreciation 
difference from 
2020/21 

Complaints 
2021/22 

Complaint 
Difference +/- 
from 2020/21 

EOC  

 

69 -11 199 +86 

Unscheduled Care 
North 

320 -40 85 +17 

Unscheduled Care 
South 

267 +24 46 -8 

Scheduled Care 
North 

31 -12 8 +6 

Scheduled Care 
South 

22 +16 5 -3 

Other services 

 

99 +12 40 +14 

Total 808 -11 383 +112 

Appendix M: PALS data 

Issues by Area         
2019/20 2020/21 2021/22 Difference +/- 

from 2020/21 

Operations Centre 320 145 257 +112 

111 32 43 38 -5 

999 21 29 45 +16 

Dispatch 183 25 45 +20 

PTS 84 48 129 +81 

North 79 82 116 +34 

Emergency Care 32 57 74 +17 

PTS 47 25 42 +17 

South 85 77 121 +44 

Emergency Care 30 41 69 +28 

PTS 55 36 52 +16 

Support Services 136 153 199 +46 



24 

 

General 136 153 199 +46 

 Total 620 457 693 +236 

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

 

Harm level Total complaints 
2020/21 

Total complaints 
2021/22 

Percentage of patient 
safety incidents associated 

to complaints 2021/22 

Harm not related to 
NEAS 

2 3 3.3% 

Near miss 5 2 2.2% 

No harm 28 38 41.8% 

Low harm 35 37 40.7% 

Moderate harm 13 11 12.1% 

Severe harm 1 0 N/A 

Death 0 0 N/A 

Total 84 91 100% 

Appendix P: Complaints with claims associated 

 

  2020/21 2021/22 

Total complaints 271 383  

Public liability claim linked to 
complaint 

1 1 

Employers’ liability claim linked to 
complaint 

0 0 

Clinical negligence claim linked to 
complaint 

9 2 

Losses and compensation claim 
linked to complaint 

0 4 

Potential claim linked to complaint 6 10 

Total 16 17 

Appendix Q: Geographical location of complaint 

Postcode prefix and main areas included 2020/21 2021/22 

DH (Durham, Stanley, Chester-le-Street)  29 53 

DL (Darlington and South Durham) 25 40 

SR (Sunderland) 29 23 

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

130 186 

TS (Teesside) 43 67 

Other/ unknown 15 14 

Total 271 383 
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Appendix R: Complaints with another lead organisation 

 

 2020/21 2021/22 

County Durham and Darlington 
NHS Foundation Trust 

10 20 

Northumbria Healthcare NHS 
Foundation Trust 

10 20 

NHS England 3 5 

Sunderland and South Tyneside 
NHS Foundation Trust 

6 4 

North Tees and Hartlepool NHS 
Foundation Trust 

3 3 

Gateshead Health NHS 
Foundation Trust 

4 3 

Newcastle upon Tyne Hospitals 
NHS Foundation Trust 

3 3 

South Tees Hospitals NHS 
Foundation Trust 

3 1 

Sunderland Council 0 1 

Vocare 0 1 

Durham Dales 0 1 

CNTW 1 0 

Total 43 62 
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