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1. Purpose 

The Department of Haematology (South), Diagnostics Directorate, operates a systematic process for the reporting of complaints/queries regarding the service(s) of the department.  This document is a summary of the NHS GGCs Complaints Policy and provides procedures for dealing with complaints from patients, their representatives, GPs or service users.  It is intended only to set the context for the Laboratory Medicine Policy on Departmental Complaints Procedures.
SG-REF-G027 NHS GGC Complaints Policy supports staff to “resolve complaints and to conduct thorough and fair investigations so that we can make compassionate, yet evidence-based decisions, on the facts of the case”
Further information and resources are available via the NHSGGC website Complaints - NHSGGC
2. Principle 

This document explains the operational policy and procedures for reporting complaints.  It has been compiled to meet the requirements of the UKAS (ISO 15189) and appropriate national and international standards.  

3. Staffing Requirements

The Laboratory Management Team and Laboratory Director is responsible for ensuring the implementation and maintenance of this policy and associated procedures.  All staff must adhere to this document.

4. Related Documents

SG-REF-G027 – NHS GGC Complaints Policy and Procedure

5. References (including textbook references)

BS EN ISO 15189:2022 Medical Laboratories – requirements for quality and competence  
6. Procedure

6.1 Documenting a Complaint

The Department of Haematology (South), Diagnostics Directorate, operates a systematic process to enable all complaints/queries regarding the laboratory service(s) to be reported, discussed and acted upon appropriately and promptly.

The aims of this Complaints/Queries Procedure are to:

· Ensure that all Complaints/Queries are dealt with appropriately and promptly
· Avoid duplication of effort, for example, if a complaint procedure has already been instigated

· Audit Complaints/Queries and institute changes in working practices where appropriate

6.2 Complaint Procedures

User suggestions, complaints or expression of dissatisfaction are recorded via the Non-Conformance Module. Raising the suggestion/complaint in this way allows for visibility of the process and the reasons for accepting or refusing the suggestions or closing the complaint, together with a timescale for the suggestion/complaint to be implemented or investigated. This also permits visibility of the number of suggestions/complaints submitted by users.
Where a complaint or expression of dissatisfaction has been raised against the department through DATIX e.g. delayed processing of samples, bone marrow slides lost in transit, delayed transfusion, these must also be recorded as a customer complaint non-conformance (NC) in Q-Pulse to facilitate accurate trending of complaints in accordance with SG-MPOL-045 Incident Management policy. 
6.2.1 Recording Complaints in Q-Pulse 
NC are raised in Q-Pulse as per SG-WI-G019.
The management team will then receive notification of the suggestion/complaint via e-mail. The suggestion/complaint will either be discussed immediately or taken to the next Quality Meeting to be discussed. Where relevant, Medical staff, including Lead Clinician and Laboratory Director must be notified of complaints to ensure clinical risk impact is assessed, and appropriate remedial action implemented where clinical impact is identified. The outcome of these discussions and subsequent actions must be recorded in the NC record and/or DATIX and must include the following:  
Suggestion Response: This will record the discussions taken by the management team on whether to accept the suggestion/complaint investigation and the rationale for the decision. 

Action Taken: This will record how and when the user has been informed of the outcome of their suggestion/complaint, and, if successful, what actions are being taken by the laboratory to ensure successful implementation of the suggestions or outcome of complaint. Ownership of actions will be allocated and recorded in this section as well as within the quality meeting minutes. 

Properties: Any documents or e-mails relating to the suggestion/complaints will be stored in this section.

Complaints are a standing agenda item on the monthly Quality Meetings (SG-MREC-039 quality meeting minutes) and Annual Management review (SG-MREC-047 Annual Management review report)
6.3 Complaint from Patient or Patient Representative
If possible, the Head of Department should deal with these immediately.  If the complainant is not satisfied with the outcome, the Service Manager should be asked to attend.  If required, the Patient Services Officer may be called to see the complainant.  The Directorate will keep a record of the complaint and report on a quarterly basis to the Director of Nursing.

6.3.1 Written Complaints
Where a written is received, or when a verbal complaint requires further investigation, these must be passed to the Patient Services Officer.  A copy of the complaint will be provided to the Clinical Director, Service Manager and the Head of Department (Plus the Medical Director if the complaint involves a member of the Medical Staff).

6.3.2 Staff
In investigating a complaint, the investigator must inform any member of staff involved of any allegations and that person must be given the opportunity to comment.

6.4 Complaint from Service Users

Complaints from service users other than those described above will normally be logged in the Q-Pulse Non-conformance module by a named individual.  This will include details of personnel responsible for corrective and/or preventative action and specify a timescale for action.  This allows a permanent record to be maintained of the incident thus enabling internal and external audit of the procedure.  
An immediate acknowledgement will be sent to the complainant by the Head of Department/ Laboratory Manager or the Quality Manager setting out the range of the complaint, who will be handling any investigative or remedial action and giving an estimate of when a response will be issued.  The complaints should be divided into two categories: formal complaints and informal complaints, suggestions etc

6.4.1 Formal Complaints

These must be passed to the Head of Department/Laboratory Manager and Quality Manager.  They must be logged on the Q-Pulse Non-conformance module stating who is responsible for the action required.  The Head of Department shall either investigate the complaint or appoint an investigator.

· A full investigation shall be carried out within ten days

The Clinical Director shall be informed of the Complaint and the outcome of the investigation.

6.4.2 Informal Complaints/Suggestions

Where possible these should be dealt with immediately by an appropriate member of staff.  Even if a verbal complaint has been dealt with satisfactorily, a record shall be kept of the complaint and its resolution on the Q-Pulse non-conformance module.  It should also be reported to the Head of Department, Laboratory Manager and Quality Manager where appropriate.  Where there is no satisfactory outcome or when further investigation is required, the Head of Department shall either investigate the complaint or appoint an investigator.

· A full investigation shall be carried out within ten days
6.4.3 Staff

In investigating a complaint, the investigator must inform any member of staff involved of any allegations and that person must be given the opportunity to comment.  A member of staff also has the right to have a staff representative informed of the complaint and to request that they are involved in the investigation.

6.4.4 Disciplinary Action
The complaints procedure will not deal with matters that are currently the subject of disciplinary action.  The complaints procedure shall only recommence where there are matters in the complaint that have not been dealt with through that action.

6.5 Corrective and Preventive Action
Recommendations for corrective and preventive action should be of prime importance to any investigation.  These should be documented in the non-conformance log in Q-Pulse.

6.6 Response to complaints
Investigators of complaints and letters of complaint, received by the Department shall receive a written response by the Head of Department, Laboratory Manager or Quality Manager.  This letter shall include, where necessary, details as to any remedial actions taken by the Department.

6.7 Procedure Review

This procedure will be reviewed every 2 years by the Quality Manager and any changes agreed by the Senior Staff Committee

7. Limitations/Pitfalls

Staff not aware of procedure

Staff not passing complaint onto the correct person

Complaint not dealt with within the agreed timescale
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