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Controlled Document 
 

The current version of this document is always available electronically via the 
intranet. All other electronic or paper versions of this document sourced from any 
network drive, email or other sources are uncontrolled and should be checked 
against the current intranet version prior to use. 
 
 
Equality, diversity and inclusion statement 
 
NHS South East London ICB is committed to equality of opportunity for its 
employees and members and does not unlawfully discriminate on the basis of their 
‘protected characteristics’ as defined by the Equality Act 2010 – age, disability, 
gender reassignment, marriage and civil partnership, pregnancy and maternity, race, 
religion or belief, sex and sexual orientation. Additionally, our organisation also 
focuses on digital inclusion, carers, and socio-economic status/deprivation to 
address broader equality concerns. 
 
An Equality Impact Assessment has been completed for this policy (Appendix C).  If 
members or employees have any concerns or issues with the contents of this policy 
or have difficulty understanding how this policy relates to their role, they are advised 
to contact the Associate Director of Corporate Operations. 
 
If you, or any groups, believe you are discriminated against by anything contained in 
this document or you need this document in an alternative format e.g. large print, 
easy read or other languages; please contact our Patient Experience Team (PET).  
 
Tel:  0800 328 9712 
 
Email:  contactus@selondonics.nhs.uk 
 
Post:  Patient Experience Team 
  NHS South East London ICB  
  160 Tooley Street 
  London  
  SE1 2TZ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.legislation.gov.uk/ukpga/2010/15/contents
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Complaint values 
 
NHS South East London Integrated Care Board (SEL ICB) takes very seriously all 
concerns it receives and has a set of values we promote when handling complaints.  
 
Our complaint values are:  
 

• A commitment to ensure that all complaints and concerns are accepted and 
treated in a non-judgemental way, thereby ensuring that service users/ 
complainants feel their concerns have been taken seriously and that this will 
not compromise future relationships between the user and the ICB. 
 

• A commitment to ensure that all complaints are handled as quickly as 
possible.  With sensitivity, maintaining confidentiality and ensuring fairness to 
both the complainant and member(s) of staff.  
 

• A commitment to ensure that staff and the complainant are kept informed of 
progress and developments throughout any complaint investigation and to 
ensure the organisation learns from the experience. 
 

• A recognition that service users /complainants need to be involved at all 
stages of the complaints procedure and the importance of their role in the 
planning and development of services. 
 

• Acknowledgement and recognition that service users/complainants need to be 
involved at all stages of the complaints procedure and the importance of their 
role in the planning and development of services. 
 

• Acknowledgement and recognition of the role of the patients, relatives and 
carers in informing the ICB about services, that enables lessons to be learned 
and actions to be taken to minimise the risk similar occurrences in the future; 
 

• Commitment to ensure that complainants feel able to inform the ICB should 
they feel like they have been treated differently as a result of raising a concern 
or complaint. 
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1. Introduction 
 
NHS South East London Integrated Care Board (hereafter known as the ICB) is 
committed to having effective procedures in place to handle complaints brought to 
the attention of staff, which are simple, easy to understand and widely publicised.   
 
In addition to issues that occur when genuine mistakes are made, complaints often 
arise from differences of understanding, perceptions or beliefs but they provide a 
valuable indication of the quality of services and this information can and will be used 
to help improve services and inform commissioning decisions.  This enables us to 
find a better way to meet the needs of our patients to ensure that there is learning 
from mistakes and to prevent them happening again.  
 
The ICB will treat all complaints seriously, will listen to what service users have to 
say and provide assistance and advice on the processes we follow.   All complaints 
will be properly investigated and receive a timely and appropriate response; the 
outcome of the investigation will be explained along with any actions which are taken 
in light of the complaint.  
 
Our approach to complaints is structured around the Parliamentary and Health 
Service Ombudsman’s Principles of Good Administration, Good Complaints 
Handling and Remedy 2009.  Investigations will be objective, impartial and open, 
they will provide an explanation, an apology where appropriate, a description of 
lessons learned and the identification of guidance/ policy/ systems requiring review 
or amendment.  This will enable the CCG to;   
 

• Handle complaints objectively, consistently and fairly   

• Bring complaints to a rapid and satisfactory conclusion  

• Be open and accountable 

• Act fairly and proportionately 

• Maintain a positive relationship with the complainant 

• Seek continuous improvement – implement changes in practice/ services 
 
2. National requirements – Legal, Statutory and Mandatory. 
 
This policy meets the requirements of the Local Authority Social Services and 
National Health Service Complaints (England) Regulations 2009 (hereinafter referred 
to as ‘the Regulations’) which came into force on 1 April 2009 and reflects the 
reforms to the health and social care system brought about by the Health and Social 
Care Act 2012.   The policy also conforms to the NHS Constitution and takes 
account of the principles laid out in the Parliamentary and Health Service 
Ombudsman Principles of Good Complaints Handling (2009).  
 
The Health Act 2009 draws attention to the NHS Constitution, which sets out the 
following rights for patients. 
 

• A right to have a complaint about services dealt with efficiently and to have it 
properly investigated 

• A right to know the outcome of any investigation into the complaint 
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• A right to take a complaint to the independent PHSO if not satisfied with the way 
the complaint has been dealt with by the NHS 

 
Further details can be obtained from www.dh.gov.uk/nhsconstitution 
 
The above recommendations and principles are supported by the Duty of Candour 
which ensures that providers of NHS Health services are open and honest with 
service users when things go wrong with their care and treatment and that they 
provide them with reasonable support, truthful information and a written apology.  
 
3. Purpose  
 
The purpose of this policy is to: 
 

• Set out the ICB’s approach to receiving, handling and responding to complaints 
made under the provisions of the Local Authority Social Services and National 
Health Service Complaints (England) Regulations 2009. 

• Ensure our procedure is easy to understand and simple to use 

• Make sure our investigations are thorough, fair, responsive, open and honest 

• Demonstrate we will learn from complaints and concerns  

• Endeavour to resolve issues in a timely manner and as soon as possible 

• Outline the statutory requirements all staff must adhere to regarding any 
comment, concern, compliment or complaint received 

 
4. Scope 

This policy applies to the handling of compliments, complaints, queries or 
concerns including those raised by a Member of Parliament (MP) on behalf of 
their constituent relating to services directly commissioned by the ICB.   
 
This policy applies to all individuals working for, or on behalf of, the ICB including 
those employed on permanent or fixed term contracts, interims, self-employed 
contractors, Board members and Clinical Leads.  
 
A concern or complaint may be raised under this policy by any person who is 
affected by, is likely to be affected by, or is aware of, either through direct 
experience or observation, an action, omission or decision of the ICB.  
 
For complaints about services other than those commissioned by the ICB, the 
ICB will refer the complainant to the complaints service of the provider 
concerned.  Where the complaint is in part about a service commissioned by the 
ICB, if given consent to do so by the complainant, the ICB is willing to take on the 
co-ordinator role where appropriate and possible to ensure a single response is 
co-ordinated to the complainant.  
 
 
 

http://www.dh.gov.uk/nhsconstitution
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5. Definitions  
 
Complaint 
A complaint is defined as ‘an expression of dissatisfaction’ received from a 
patient, carer, service user or third party representative about any aspect of the 
local health service which requires a response and/or redress.  
 
Complainant 
Refers to the individual who raises or makes a complaint 

 
Parliamentary Health Service Ombudsman (PHSO) 
Referral body for complainants: when a complaint cannot be resolved at local 
level.  

 
6. Roles and Responsibilities  

 
The Chief Executive Officer (CEO) is the delegated executive within the 
organisation who has overall accountability for ensuring that the ICB Complaints 
Policy meets the statutory requirements as set out in the NHS Complaint 
Regulations.  The CEO is also responsible for approving and signing complaint 
response letters but this may be delegated to:  
 

• Place Executive Leads (PELs) where the issue is borough specific 

• Medical Director or Chief Nurse for any clinical complaints 

• Chief of Staff or delegated Executive for other ICB related matters as 
appropriate 

 
The Chief of Staff is:  
 

• Responsible for ensuring the ICB applies the principles of this policy and that 
there are suitable resources to support its implementation 

• Responsible for managing the procedures for handling and considering 
complaints in accordance with the Regulations and local policy 

• Ensures that where a complaint many need to be escalated as a serious 
incident that the complaint is discussed and reviewed at the relevant 
committee 

• Ensures that information from complaints is reported into appropriate 
committees and forums to enable organisational review and learning.  

 
The Head of Patient Experience and Complaints is the subject matter expert 
(SME) within the ICB for the NHS complaints process.  This post has overall 
responsibility for the strategic and operational management, development and 
implementation of complaints and this policy; they will ensure:  
 

• day to day provision of complaints handling arrangements  
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• all complaints are investigated in line with National Regulations and 
processes identified in this policy 

• the ICB Board and relevant committees are advised of the effectiveness of 
this policy and any shortfalls in meeting standards 

 
The Head of Patient Experience and Complaints will provide expert advice and 
support to ICB staff involved at all stages of the complaint process.   
 
They will also present regular reports to relevant committee’s and the Board in 
relation to complaints and patient experience intelligence, to disseminate learning 
across relevant parts of the organisation in the most appropriate way and use 
complaints information to contribute to development, commissioning and service 
planning. 
 
Patient Experience Team  

• Recording details of the complaint on a database, the outcome, and any 
learning from the complaint 

• Facilitation of the investigation and resolution of complaints and concerns 

• All patient experience staff must have at least Level 2 training in safeguarding 
to enable them to identify the key safeguarding concerns.  

 
Directors and Associate Directors are responsible for investigating complaints as 
appropriate.  They will ensure that all investigations relating to complaints are 
tracked and target dates for draft responses are met.   They will also ensure that all 
committed actions are fulfilled and that their teams and line reports are aware of the 
ICB policy for management of complaints. 
 
Board members are responsible for considering emerging themes and learning 
from complaints reporting mechanisms and identify service improvements as a result 
of complaints and concerns being raised. 
 
All staff have a responsibility to ensure that they are aware of the contents of this 
policy and have undertaken any training as appropriate.  All individuals working for, 
or on behalf of the organisation, including those employed on permanent or fixed 
term contracts, interims, contractors and Board Members are responsible for 
complying with this policy. It is the responsibility of everyone to ensure that 
complainants, patients and their relatives/ carers are not discriminated against or 
treated in any way less favourable when complaints are made. Where investigations 
into concerns or complaints are made, staff members are asked to fully co-operate 
with the investigation.  
 
 
 
All Line Managers are responsible for ensuring that their teams comply with this 
policy. 
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7. Complaints that cannot be dealt with under the scope of this policy  

The following complaints cannot be dealt with in line with the regulations and scope 
of this policy:  
 
a) A complaint about privately funded care and treatment  

b) A complaint made by another responsible body, including complaints by third 
party organisations about contracts arranged by the ICB under its commissioning 
arrangements 

c) A complaint made by an employee of a local authority or NHS body about their 
employment  

d) A complaint which is made orally and resolved to the complainants satisfaction 
no later than the next working day  

e) A complaint the subject matter of which has previously been investigated under 
these or previous regulations 

f) Investigations and enquiries arising out of an ICB’s alleged failure to comply with 
a data subject requests under the Data Protection Act 1998 or a request for 
information under the Freedom of Information Act 2000. The respective ICB’s FOI 
Policy will take precedence in the case of Freedom of Information (FOI). 

g) A complaint which is being or has been investigated by the Health Service 
Ombudsman  

h) A complaint made by an NHS body, local authority, primary care provider or 
independent provider  

i) Management of claims 

 
Where the ICB considers a complaint falls within the above exclusions it must, as 
soon as reasonably possible, notify the complainant in writing of its decision and the 
reason for the decision. 
 

Staff complaints 

Complaints and grievances by members of staff relating to their contract of 
employment also fall out of the scope of this policy.   Members of staff should raise 
issues with their line manager or the HR Business partner in accordance with the 
Grievance and Disciplinary Policy.   
  
Provider contract and commissioning complaints 

Complaints raised by providers and third party organisations about contracts 
arranged by the ICB under its commissioning arrangements fall outside the scope of 
this policy.  
 
8.  Independent Advocacy Services  

The ICB supports the role and involvement of Independent Complaints Advocacy 
Services and will ensure that all complainants are made aware of this free service 
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and the assistance available to them.  Information on how to access these services 
will be provided to the complainant upon first contact/acknowledgment from the ICB.  
 
Healthwatch England also provides information and support for those making a 
complaint, including provision of template letters.  Complainants should be advised 
to contact their local service for support.  Further advice and Healthwatch England 
information is available at www.healthwatch.co.uk/complaints/guides  
 
9. Confidentiality 

It is essential when dealing with complaints that the ICB observes the legal 
obligations not to release information to a third party without consent.  Should a 
complainant choose to make their complaint by email they should be made aware 
that this system of communication is not considered secure whilst in transit and 
therefore, no guarantee of privacy can be given.  
 
Care must be taken at all times to ensure any information disclosed about the patient 
is confined to that which is relevant to the investigation of the complaint and only 
disclosed to those people who have a demonstrable need to know it for the purpose 
of investigating the complaint.  
 
10.  Storage and retention of records 

All complaints communications are entered onto a confidential database maintained 
by the Patient Experience Team.   
 
It is important that all issues relating to complaints are fully and accurately 
documented, dated and retained. Complaints records will be stored in accordance 
with the NHS records management code of practice – and must be kept separate 
from a patient’s medical records. Hard copy (paper) records will be kept securely 
locked and accessible only to the Patient Experience Team.   
 
Complaint records are disclosable documents under legal processes and will be 
accessible to the Parliamentary Health Service Ombudsman (PHSO) in the event of 
further investigation.  All Files (hard copy and electronic) should be appropriately 
maintained, updated and will be held by the ICB for a minimum of ten years. 
 
In accordance with the Department of Health guidelines, files must be destroyed 
under confidential conditions in accordance with the ICB’s Information Governance 
Policy. 
 
11. Claims and legal action 

The patient experience team will refer all complaints that explicitly indicate the 
intention to take legal action to the Head of Patient Experience and Complaints, 
though this intention will not affect the progress of a complaints investigation and the 
complainant will not be discriminated against for pursuing a claim.    
 
It should not necessarily be assumed that a complaint made via a Solicitor means 
that the complainant has decided to take legal action.  A complainant has the right to 

http://www.healthwatch.co.uk/complaints/guides
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be represented by whomever they chose throughout the complaints process.  If 
consent has been received a response should be made in the normal manner. 
 
12. Fraud and corruption 

Any complaint or enquiry which concerns possible allegations of fraud or corruption 
will be escalated immediately to the counter fraud service in accordance with the ICB 
counter fraud and bribery policy.  
 
13.  Reporting 

The Head of Patient Experience & Complaints will produce an analysis of complaints 
received on a quarterly basis, which is reported to the Quality and Safeguarding 
Committee (QSC). This report will provide information on contacts received by the 
team, analysed appropriately across the different sources of contact (e.g. MP 
enquiries, complaints, PALs enquiries etc). Themes identified will then be flagged 
with the relevant ICB team for further action if needed to investigate inherent cause 
and put mitigating resolutions in place. 

Once the report has been produced in draft form, it will be discussed with the 
Director of Corporate Operations (DCO) and then sent to the Chief of Staff (CoS) for 
review and approval prior to submission to QSC. The CoS should receive the report 
no later than one week prior to the deadline for submission of QSC papers, in order 
to have time for sufficient review. 
 
The ICB may use AI in the analysis and preparation of reports or letters. Where AI is 
used, this will always be conducted in line with the ICBs Information Governance 
Policy ensuring patient identifiable information is protected. 
 
14. Policy implementation plan  

The ICB will ensure that all employees are aware of the existence of this policy.  The 
following will be undertaken to ensure awareness.  
 

• Annual reminder of the existence and importance of the policy via internal 
communication methods 

• Publication on the ICB website and intranet site 
 
15.  Policy review and archiving 

This policy will be reviewed every two years or following publication of revised 
national guidance, or when required, whichever is the sooner.  Compliance will be 
informed by the complaints process and will be monitored through the complaints 
reporting system.  

 
The ICB will ensure that archived copies of superseded policy documents are 
retained in accordance with Records Management code of practice. 
 
16. References 

External 
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• Local Authority Social Services and National Health Service Complaints 
(England) Regulations (2009) 

• NHS Constitution 

• Parliamentary and Health Service Ombudsman Principles of Good 
Complaints Handling (2009) PHSO 

• Health and Social Care Act (2012) 
 
Internal 

• Freedom to Speak Up (Whistleblowing) Policy 

• Standards of Business Conduct Policy 

• Staff Grievance Policy 

• Safeguarding Adults and Children Policy 

• SOP for escalation of safeguarding concerns 
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PROCEDURE AND PROCESS  
 
 
This section outlines the standard operating procedure for managing complaints 
including internal and external communication and collaboration with other 
organisations when necessary. 
 
Who can make a complaint? 
A complaint can be raised by a patient or anyone who is receiving or has received a 
service from, or commissioned, by the ICB or any person who is affected by the 
action, omission or decision of the ICB.   
 
A complaint may also be made by someone acting on behalf of a patient where that 
person;  
 

• Is a child 
In the case of a child, the representative must be a parent, guardian or other 
adult person who has care of the child.  Where the child is in the care of a 
local authority the representative must be a person authorised and making the 
complaint in the best interest of the child.  

 

• Has died 
In the case of a patient or person affected who has died the representative 
must be a relative or other person who had sufficient interest in their welfare 
and is a suitable person to act as a representative.  
 

• Has physical or mental incapacity 
In the case of a person who is unable by reason of physical capacity or lacks 
capacity within the meaning of the Mental Capacity Act, to make the complaint 
themselves, the representative must be a relative or other person who has 
sufficient interest in their welfare and is suitable person to act as a 
representative. 
 

• Has been given the complainants consent to act on their behalf 
 

• Has delegated authority to do so, e.g. power of attorney 
 

• Is an MP acting on behalf of and by instruction from a constituent 
 
A complaint can be raised by a relative, carer or friend on behalf of a patient where 
they have been asked to act on their behalf and the ICB is in receipt of a valid 
consent form.  
 
If the ICB is of the opinion that a representative does not have sufficient interest in 
the person’s welfare or is unsuitable to act as a representative the head of patient 
experience must notify that person in writing, with an explanation stating the 
reasons.  
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Representing a child 

If a complaint is being made by a person stating they are representing a child under 
the age of 18, it must be verified that this person is the legal guardian or formally 
nominated by the legal guardian to represent the complainant.  The same applies 
where a representative makes a complaint on behalf of a person who lacks capacity 
under the Mental Capacity Act 2005.  
 
A child or young person under 18 is entitled to make a complaint in their own right.  
 
For all complaints regarding children or young people under 18, whether made by 
the parents, other family or friends or the children themselves, the circumstances of 
the complaint will need to be handled sensitively and advice sought from the ICB 
safeguarding children lead as to any concerns for the child’s immediate or future 
safety.  
 
Representing an adult at risk who does not have capacity to consent to an 
investigation 

Where a representative makes a complaint on behalf of an adult who it is thought, 
under the Mental Capacity Act 2005, to be unable to represent themselves the ICB 
must be satisfied that appropriate procedures have been followed to verify this is the 
case.  In circumstances where the individual does lack the capacity to consent to the 
investigation it should be confirmed whether the person raising the concern, or any 
other party, has the legal powers to act for the person.  Where there is no one with 
the legal powers to represent the individual then a decision can be made in the 
person’s best interest as to who should advocate for them  
 
Consent  

The ICB will assume that when acquiring consent for the use and sharing of 
information the patient has made an informed decision and clearly understands the 
processing and potential sharing of their information.  
 
Information will not be disclosed to third parties unless the complainant or 
appropriate authorised party who has provided the information has given consent to 
the disclosure of that information (unless the complaint or concern is an allegation of 
abuse.  
 
It is recognised that there may be circumstances in which information disclosure is in 
the best interests for the patient, or the protection, safety or wellbeing or a child or 
vulnerable adult.  In these circumstances information will be escalated as necessary 
in line with safeguarding policies and procedures.  
 
How complaints can be raised. 

A complaint may be made in writing (by e-mail, letter) or verbally.  If the complaint is 
made verbally the person accepting the complaint should record this in writing, the 
complainant should sign this record to confirm accuracy.  The Complaints Procedure 
must be followed for every complaint and the person making the complaint should be 
treated with respect and sensitivity and encouraged to be open about their concerns.  
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All staff must ensure that patients, carers, and relatives are not discriminated against 
as a result of having raised a concern or a complaint.  In light of this, complaints 
correspondence is not to be placed on the patient’s medical records.  
  
The complaints procedure can continue even if the complainant indicates an 
intention to take, or does indeed take, legal action and makes a claim for clinical 
negligence.  Advice can be sought from the ICB’s Head of Patient Experience and 
Complaints.  
 
Time limits for raising a complaint  

A complaint should be made no later than 12 months after; 
 

a) The date on which the matter which is the subject of the complaint occurred; or 
 

b) If later, the date on which the matter which is the subject of the complaint came to 
the notice of the complainant 

 
The time limit shall not apply if the organisation is satisfied that; 
 
a) The complainant had good reasons for not making the complaint within that 

period; and  
 

b) Notwithstanding the delay it is still possible to investigate the complaint effectively 
and fairly 

 
Flexibility and sensitivity should be used when considering late complaints e.g. 
where a complainant has suffered such distress or trauma that prevented him/her 
from complaining earlier. 

 
Discretion may be used to extend the time limit.  In these circumstances the Head of 
Patient Experience and Complaints has discretion to investigate a complaint if 
satisfied that the complainant had good reasons for not making the complaint sooner 
and that it would still be possible to investigate the complaint effectively and fairly.    
 
If a decision to process a complaint is turned down on the ‘out of time’ basis then a 
complainant can use this policy to complain about that decision.  
 
Informal resolution of complaints within 24 hours  

A complaint does not have to be dealt with under the formal Complaints Procedure if 
it is resolved to the complainant’s satisfaction no later than the next working day after 
the complaint was made.  However, it is important that the organisation learns from 
all feedback, and the person who resolves the complaint informally must provide, in 
writing, or by e-mail, brief details of the actions they have taken to resolve an 
informal complaint.  The patient experience team will record the information on the 
complaints database.  
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Formal complaint process  
 
First stage – Local Resolution 
Once it is clear that an individual wishes to make a formal complaint the processes 
set out in this policy should be followed. 
 
When a complaint has been received the Patient Experience Team will ensure 
appropriate arrangements for investigation are initiated, this includes liaising with the 
complainant and all relevant Managers, Commissioners, Service Providers so that all 
parties involved agree on the way the complaint will be managed.   

 
All complaints must be acknowledged within three working days of receipt.  At this 
time the patient experience team may liaise with the complainant to clarify their 
concerns and to find out how they would like their complaint resolved.   
 
Options may include: 
 

• Written response/report 

• Face to face meetings with the complainant and parties involved 

• Verbal resolution of the complaint by telephone 
 

N.B. This list is not exhaustive and a combination of several methods can be used 
when handling a complaint, until it is resolved to the complainant’s satisfaction. 

 
The patient experience team will also clarify a timeframe for investigating the 
complaint which is both realistic and acceptable to the complainant and within the 
statutory time frame of six months.   
 
Timescales for investigation of complaints are not intended to be rigid; it is the aim of 
the ICB to respond to complaints in a timely manner and as soon as possible 
depending on the complexity of the complaint.    

 
If the agreed deadline cannot be met, the complainant will be informed of this at the 
and provided with an explanation for the extension and apology.  The need for an 
extension should be identified at the earliest possible opportunity and not be left until 
the deadline nears.  
 
Complaint investigation 

Once a complaint is made and consent (if appropriate) received the patient 
experience team will liaise with the team or teams concerned to identify an 
investigation lead.   
 
In cases where complaints relate to commissioned services the Patient Experience 
Team will liaise with the Complaints Team in the organisation where the incident 
occurred.    The investigation lead or leads will then make arrangements to collate 
facts and information relevant to the complaint, this will require: 

 

• Gathering of information  
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• Reviewing patient records 

• Reviewing organisational records and  

• Interviewing staff, managers and others involved in the complaint 
 

The investigation lead will then construct and send a suitable response/ report 
covering all the aspects of the complaint to the Patient Experience Team for review 
and further processing. Where it is necessary for a response to be collated from 
each borough to inform a ICB response, the Senior patient experience officer or 
patient experience manager will collate the borough response and combine these 
into a single co-ordinated response on behalf of the ICB. 

 
A clear record should be maintained of the investigation detailing any meetings or 
discussions with staff and complainant, covering what was asked and the responses 
given.  Copies of all correspondence and associated file notes will be kept securely 
and separately from medical records/case files. 

 
Delays in agreed timescale for investigation 

If a response cannot be sent within the agreed timescale, an explanation should be 
given for the delay and an extension agreed with the complainant.  A holding letter 
should be sent giving the reason for the delay, apologising for the delay and an 
indication of when a response will be sent.  It is expected that most complaints will 
be resolved at local resolution (first stage).   
 
Response 

Upon completion of the investigation the Head of Patient Experience and Complaints 
will quality assure a draft response verifying the information provided and addressing 
all aspects of the complaint.  A response should: 
  

• Explain how the complaint has been considered 

• Address the concerns expressed by the complainant and show that each element 
has been fully and fairly investigated 

• Report the conclusion reached including any matters for which it is concerned 
remedial action is needed 

• Include an apology where things have gone wrong 

• Report the action taken or proposed to prevent recurrence 

• Indicate that a named member of staff is available to clarify any aspect of the 
letter 

• Advise the complainant who to contact in the first instance if they are not happy 
with the response 

 
The letter or response should be written in plain English and clinical/ other technical 
information should be clearly explained.   
 
Sign off 

The Patient Experience Team will ensure each complaint letter and a draft complaint 
response for approval and sign off is forwarded to: 
 

• The relevant PEL for single borough specific complaints 
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• The ICB Medical Director or Chief Nurse for complaints relating to clinical 
practice or issues 

• The ICB Chief Executive Officer or other delegated Executive for any other 
issues as appropriate. 

 
Closure of complaint  

The Patient Experience Team will close the complaint after the final response has 
been sent.  However, this can be re-opened (subject to statutory deadlines) if there 
is further communication from the complainant. 
 
If a complainant contacts the ICB after receiving the response to their complaint 
requesting further information or explanation, every effort should be made to answer 
these enquiries at local resolution.  For example, further information or explanation 
can be provided.  Alternatively, a meeting to discuss the issues raised in the 
complaint could be offered.  It is important to note that this should not be considered 
a review or appeal of the complaint.  If the complainant remains unhappy with the 
response following local resolution and any further efforts to explain they should be 
advised of their right to take their complaint to the Ombudsman and/or given a copy 
of the stage two complaint factsheet. 
Should a complainant raise new issues at this stage that were not included with the 
original complaint these must be investigated as a new complaint 
 
Action plans 

An action plan should be put into place for any improvements that are identified as a 
result of a complaint. The service/team manager should monitor the action plan and 
provide the Head of Patient Experience and Complaints with a progress report after 
three months, which will be entered on the complaints database.  If there are any 
concerns about the monitoring of action plans the Patient Experience Team will 
inform the relevant commissioning and quality lead.  
 
Mediation  

Sometimes successful local resolution requires all parties to meet and discuss the 
issues complained about.  

 
The Head of Patient Experience and Complaints may fulfil the role of mediator and 
provide a confidential service with experience in managing meetings, handling 
conflict and dealing with emotional situations where this is agreeable by all parties.   

 
Second stage – the Ombudsman 

Referral to the Parliamentary and Health Service Ombudsman (PHSO) is the second 
and final stage of the complaints procedure.  However, all efforts should be made 
locally to resolve a complaint before the complainant is directed to the Ombudsman. 
 
The PHSO provides a service to the public by undertaking independent 
investigations into complaints that the NHS in England has not acted properly, fairly 
or has provided a poor service.   
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The PHSO will normally only accept a complaint after the NHS organisation 
complained about has first tried to resolve the issues and has responded to the 
complainant.  

 
Any such requests must be made to the PHSO no later than one year from the date 
of the completion of local resolution (date of final response). However, the PHSO 
has discretion to extend this time limit in special circumstances.  

 
There is no appeal against a decision made by the Ombudsman, although a 
complainant is able to seek a legal remedy.  
 
All staff should be aware that where a complaint is referred to the Ombudsmen any 
information received as part of their investigation may be used to assess the 
organisation’s performance.   
 
The ICB will provide positive and active support to the Ombudsman via the Head of 
Patient Experience and Complaints, who is the nominated senior manager 
responsible for co-ordinating an investigation. 
 

 The Ombudsman can be contacted at the following address: 
 
The Parliamentary & Health Service Ombudsman  
Milbank Tower 
Milbank 
London SW1 4QP 

 
Helpline:  0345 015 4033 
Email:  phso.enquiries@ombudsman.org.uk 
Website: www.ombudsman.org.uk 
 
Monitoring, Data collection, Reviewing and Reporting 

All complaints will be risk assessed and graded according to the actual 
consequences and the potential for future complaints on a similar issue  
 
The Patient Experience Team should grade the complaint on receipt.  The Patient 
Experience Team will also maintain a centrally held database to record and monitor 
complaints, concerns and compliments.  
 
The Head of Patient Experience and Complaints will produce an annual report of 
complaint handling sufficient to satisfy the criteria set out the Regulations, which will 
demonstrate: 

 

• Number of complaints received  

• Number of complaints resolved and upheld 

• NHS England & NHS Improvement referrals 

• MP complaints on behalf of constituents 

• Themes and trends 

• Summary of action taken as a result of complaints 

• Performance against the agreed timescales for acknowledgement and response 

mailto:phso.enquiries@ombudsman.org.uk
http://www.ombudsman.org.uk/
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• Details of complaints referred to the PHSO 

• Whether the PHSO upheld the complaint 

• Consolidated themes, trends and learning from other anonymised data 
 
The Head of Patient Experience and Complaints will also prepare quarterly reports to 
demonstrate:  

 

• Number and type of complaints received and upheld 

• Number of complaints referred to Ombudsman 

• Summary of actions to improve services as a result of complaints 
 
Reports and verbal intelligence may be presented and discussed at relevant 
committees and the ICB Board in order to: 
 

• Monitor arrangements for local complaints handling 

• Consider trends in complaints 

• Consider complaints data in relation to patient experience data, quality and 
safety data and identify any trends to inform the commissioning and 
improvement of services  

 
In addition to the above the Head of Patient Experience and Complaints will ensure 
that complaints data is provided to the Health and Social Care Information Centre 
(KO41a) in the format and timeframes (currently quarterly) requested. 

   
Improving quality and service improvements  

A service improvement monitoring form (action plan) should be sent to the 
Investigation lead with the initial complaint.  This should be completed in conjunction 
with the investigation in order to identify areas of improvement and returned to the 
Patient Experience Team within 10 working days of the completion of the 
investigation. 
 
Complaints will be monitored to identify if there are any wider issues that need to be 
addressed. This information will be presented within reports to relevant committees 
across the ICB.  
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ADDITIONAL GUIDANCE & INFORMATION 
 

Primary care complaint handling 

From 1 July 2023, the ICB holds delegated responsibility for complaints handling for 
Primary Care Services, this includes GPs, dentists, pharmacy and opticians 
(previously the responsibility of NHS England).   
 
When managing primary care complaints an investigation will usually involve the 
provider of care or service issuing a response to the patient experience team.  For 
clinical complaints an independent clinical review will be commissioned to quality 
assure any response received from the provider.  For example, a complaint about a 
GP clinical care would be reviewed by an independent clinical reviewer appointed by 
the ICB with the significant clinical experience in the relevant field. 
 
For complaints that raise contractual issues about services the ICB would similarly 
seek a response from the provider but would seek a review from our commissioning 
colleagues who oversee the contract to comment on that response and provide 
expert contractual knowledge.  
 
Joint complaints handling 

The new Complaints Regulations (2009) require a duty to co-operate where a 
complaint involves another NHS trust or other bodies, such as the local authority or a 
service provider.  When the Patient Experience Team receives a complaint involving 
other organisations there will be an agreement between the organisations as to who 
will take the lead in co-ordinating the handling of the complaint and communicating 
with the complainant.   It may be that the complainant wishes to deal with each 
organisation individually and this will be respected.  Where there is an agreed lead 
that organisation will be responsible for monitoring progress, keeping the 
complainant informed, co-ordinating information from the other organisations 
involved and sending the final joint response.  The complaints professionals will 
communicate regularly and ensure that any lessons needing to be learnt are 
identified by the relevant organisations.   
 
Consent must be obtained from the complainant in order to share the relevant 
information.  Discussions will take place between the Patient Experience Team and 
complainant as to whether the issues should be handled separately or as part of a 
joint response.   When the issues raised in complaints are interconnected, it is 
usually better to arrange a joint response.  The Head of Patient Experience and 
Complaints will ensure that the response letter clearly informs the complainant which 
organisation is responsible for each part of the complaint.  
 
Where a joint response is acceptable to the complainant the other organisations 
involved should provide the relevant information within an agreed timescale, relevant 
to the consideration of the complaint to ensure that a single full response is provided.  
 
Joint responses should generally be signed off by the relevant Chief Executive 
Officer of the lead organisation. 
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Complaints about social care 

The Patient Experience Team will seek consent from the complainant to pass the 
complaint on to the respective council’s complaint team for investigation of concerns 
regarding adult social care or children’s services.  It should be noted that complaints 
about adult social care are dealt with under the same 2009 Regulations as NHS 
complaints but complaints about Children’s services are dealt with through the 
procedures set out in the Children Act 1989. 
 
Complaints about provider organisations 

Complainants may direct their concerns to a ICB rather than the provider 
organisation that delivered the relevant service.  In situations such as this the Patient 
Experience Team will liaise with the complainant and advise them to either:  
 

• Complain directly to the organisation or, 

• The ICB will forward the complaint to the relevant organisation, once consent 
to do this has been confirmed/ received.  
 

This will enable the organisation that is being complained about to manage the 
complaints process under local resolution, in accordance with the complaints 
regulations.  
 
Should there be a need the ICB will consider facilitating the complaints process 
between a provider that it commissions and the complainant should they wish not to 
communicate directly with the provider 
 
The ICB is not obliged to accept a complaint under these circumstances and 
normally will direct the complaint to the responsible organisation.  In cases where 
there is a compelling reason, the ICB may oversee the complaint throughout.   
 
The final decision on who should investigate a complaint should always be 
discussed with the Head of Patient Experience and Complaints before any 
agreement is made to accept and investigate the concerns raised. 
 
Complaints about commissioned services  

NHS South East London ICB commissions a range of services.  The service provider 
should have their own complaints process mirroring that of the Regulations.  
Complainants may take their complaints directly to the service provider or to the ICB.  
Where the ICB does not lead on an investigation then it will monitor the number and 
the type of complaints made, and outcomes of the complaints.   
 
Complaints from MPs or elected representatives  

From time to time the ICB receives complaints from MPs on behalf of their 
constituents.   
 
Where a complaint is raised by MP consent does not need to be sought unless the 
complaint is made by a constituent on behalf of a third party, or when the 
complainant is not the constituent of the elected person.  Responses to such 
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complaints are sent to MPs with copies provided to the patient or constituent 
whenever possible and appropriate. 
 
Complaints forwarded by external organisations 

The ICB may receive information from external organisations such as General 
Medical Council, Care Quality Commission.  In such circumstances the ICB may 
have a duty to review such concerns from a governance or patient safety perspective 
but has no authority to deal with the complaint under this policy unless requested to 
do so by the patient/complainant. However, if the concern indicates a broader quality 
or patient safety issue, it will be escalated anonymously to the provider as part of the 
ICB’s governance processes. 
 
Parallel external investigations 

The ICB may receive a complaint that is also the subject of an external investigation 
(e.g. the Police).  In these circumstances the Head of Patient Experience and 
Complaints will consider with the Director of Corporate Operations what course of 
action to take to ensure there is no risk of compromising the integrity of any 
enquiries.  If appropriate the complaint investigation may be paused until external 
enquiries are completed.  
 
Persistent complainants 

Occasionally our services may be faced with persistent, serial or vexatious 
complainants.  Staff are trained to respond with patience and sympathy but it is 
recognised that there are times when there is nothing further that can reasonably be 
done to rectify a real or perceived problem. It is important to appreciate that such 
complainants may have genuine grievances that should be properly investigated.   
However, under exceptional circumstances action will be taken to limit their contacts. 
 
If a complainant is considered persistent, serial or vexatious staff should contact the 
Head of Patient Experience and Complaints for advice.   
 
The ICB has guidance for dealing with persistent, serial, or vexatious complainants.  
This guidance should only be implemented by the Head of Patient Experience and 
Complaints following consultation with the Director of Corporate Operations and with 
approval of the Chief of Staff (see appendix B).  
 
Anonymous complaints 

Anonymous complaints will be accepted which may arise from a telephone call or 
letter.  Where possible the person will be encouraged to provide their name and 
other relevant details.  If the person is unwilling to provide contact details the Patient 
Experience Team will follow the agreed complaints procedure but will be unable to 
provide a formal written response. 
 
Freedom of information (FOI) & Data Protection Act (DPA) 

Complaints can contain request for information under either the Freedom of 
Information Act 2000 (FOI) or Data Protection Act 1998 (DPA).  Requests which may 
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include access to the complaint file need to be in writing in both cases.  These must 
be handled under the policies and procedures relevant to FOI and DPA requests.   
 
Requests relating to DPA will be referred to the Information Governance Lead, most 
commonly this will relate to patient record access requested by their representative 
or relative.  Requests under FOI should be referred to the ICB FOI Lead. 
 
Complaints which contain only FOI or DPA requests should be passed formally to 
the correct team within the ICB and the complainant informed of who will be handling 
their request.   
 
Withdrawal of a complaint 

If a complainant withdraws a complaint at any stage the service complained about 
should be informed immediately in writing.  The complainant should also be sent a 
letter confirming that the decision of the complainant has been noted by the ICB.   
Any identified issues or improvement should be followed up within the service area 
and any learning cascaded in the normal manner.  
 
Publicity  

It is important that patients and their relatives or carers know about the ICB’s 
Complaint Policy and how to make comments, compliments, suggestions or 
complaints about services which the ICB commissions and provides.   
 
Information on how to make a complaint is available to patients, members of the 
public and their relatives and carers in leaflet/ factsheet form and is available on the 
ICB website.  Information about the complaints procedure can also be requested 
from the Patient Experience Team in different languages or in other formats. 
 
A copy of the ratified Complaints Policy will also be available on the ICB website for 
access by members of the public and on the intranet for members of staff. 
 
Media/press 

Complainants shall be dealt with on a strictly confidential basis.  However, some 
cases may come to the attention of the media through the actions of complainants, 
staff or unconnected third parties. 
 
Any media interest in a complaint should not be handled by any member of staff and 
should be referred to the Director of Communications, who will determine if this 
should be responded to from the central ICB team or referred to the borough 
communications lead.  Any response should be developed jointly between the 
communications and patient experience teams. Patient confidentiality must remain a 
top priority in any dealings with the media. 
 
Training and additional support 

The ICB requires all staff to be familiar with the Complaints Policy and Procedure 
and to know who they should contact for advice on handling complaints.  To facilitate 
continual learning and improvement in the handling of complaints training will be 
available to all ICB staff. 
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The Head of Patient Experience and Complaints is available to work with individual 
departments/teams to address their specific training and learning needs.  Managers 
should contact the Head of Patient Experience and Complaints for further 
information if this is required.    
 
Staff may also seek help and support from their line manager or Director and from 
their professional representative body, defence organisation, clinical lead or staff 
side representative. 
 
Reasonable adjustments, such as alternative formats, flexible scheduling, or 
assistive technologies, will be provided upon request to accommodate staff with 
disabilities or other specific access needs 
 
An overview of this policy and its procedures should be incorporated into the ICB 
handbook for new staff and should be part of their corporate induction. 
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APPENDICES  
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

When complaint received;-  

• risk assess  (serious incidents to be notified to Quality Team) 

• identify any consent or safeguarding issues (safeguarding issues to be escalated immediately) 

• agree with complainant route for process of their complaint (formal or informal) 

• if provider complaint agree how investigation will be managed 

 

Provider Complaints 
ICB Formal Complaint 

First stage – local resolution 

 

Flow Chart for Handling Complaints  
 

In all cases if the complainant or MP has further concerns or is dissatisfied explore possibility of further 
investigation or consider a local resolution meeting with staff.  

 

Contact complainant within 3 working 
days to acknowledge concerns and 

agree how complaint will be managed.   

If Provider to manage investigation 
request consent for details of complaint 
to be forwarded and include advocacy 

information 

Contact complainant within 3 working days to 
acknowledge and explain agreed process for 
managing complaint and identify timescales 

Obtain consent if appropriate and share 
details of advocacy providers 

Refer to ICB team or relevant provider(s) for 
investigation and report 

 

Check investigation report for quality and to 
ensure all aspects addressed and draft response  

Draft to be reviewed by Head of Patient 
Experience within 5 working days from receipt 

of report 

Signed response to be sent to complainant  
(Unless otherwise specified by complainant)  

 
Close complaint 10 working days after final 

response if no further communication has been 
received.  

 
 Forward copy of satisfaction survey to 

complainant 

Once consent received forward to 
relevant complaints department and 

request a copy of final response for ICB 
records. 

 

Draft response sent to designated signatory for 
final approval and sign off 

 

MP Enquiry/ concerns 

Contact MP within 3 working days to 
acknowledge concerns and confirm action  

Refer to ICB team or relevant provider(s) for 
investigation and report 

 

Check investigation report for quality and to 
ensure all aspects addressed  

 
Draft response  

 
Within 10 working days 

 

Approved final response to be signed 
appropriate designated signatory  

 
Send to MP by first class post with copy to 

constituent 

In all cases if reports are delayed the complainant / MP must be contacted and an explanation 
provided with confirmation of new timescales to conclude enquiries. Send holding letter 

 
If after completion of local resolution a 

complainant makes a request for independent 
review  

 
Refer to second stage  
Ombudsman (PHSO) 

 

If ICB to manage refer to ICB 
Formal Complaint local resolution  

 

Appendix A 
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GUIDANCE FOR HANDLING PERSISTENT COMPLAINANTS 
 
Dealing with persistent, serial or vexatious complainants 
 
This guidance should only be implemented by the ICB following approval by the 
Chief of Staff.  If a member of staff feels that a complainant is persistent, serial or 
vexatious then they should contact the Head of Patient Experience and Complaints 
for advice in the first instance. This guidance should also be read in conjunction with 
the ICB Persistent and Unreasonable Contacts policy. 
 
Occasionally staff can be faced with persistent, serial or vexatious complainants.  
Staff are trained to respond with patience and sympathy to complainants, but it is 
recognised that there are times when there is nothing further that can reasonably be 
done to rectify a real or perceived problem.  It is also recognised that a persistent 
complainant should be protected by ensuring they receive a response to all genuine 
grievances and are provided with details of independent advocacy. 
 

In determining arrangements for handling such complaints, staff are presented with 
the following key considerations: 

 
o To ensure that the complaints procedure has been correctly implemented 

as far as possible and that no material element of a complaint is 
overlooked or inadequately addressed. 

 
o To appreciate that even a habitual complainants may have grievances 

which contain some genuine substance.   
 

o To ensure an equitable approach.   
 

o To be able to identify the stage at which a complainant has become 
habitual.  

 
Guidance for dealing with persistent, serial or vexatious complainants 

The aim of this guidance is to identify situations where the complainant might be 
considered to be persistent and to suggest ways of responding to these situations 
which are fair to both staff and complainant. 
 
It is emphasised that this guidance should only be used as a last resort and after all 
reasonable measures have been taken to try to resolve complaints following the 
NHS complaints procedures, for example through local resolution, conciliation, and 
involvement of independent advocacy as appropriate.  Judgement and discretion 
must be used in applying the criteria to identify potential habitual complainants and in 
deciding the action to be taken in specific cases.   
 
This policy should only be implemented in relation to a specific complainant, 
following careful consideration by, and with the authorisation of, the Chief of Staff. 
 

Appendix B 
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DEFINITION OF A PERSISTENT COMPLAINANT 

Complainants (and/or anyone acting on their behalf) may be deemed to be persistent 
where previous or current contact with them shows that they meet at least TWO of 
the following criteria: 
 

Where complainants: 
a) Persist in pursuing a complaint where the NHS complaints procedure 

has been fully and properly implemented and exhausted.   
 

b) Seek to prolong contact by changing the substance of a complaint or 
continually raising new issues and questions whilst the complaint is 
being addressed.  (Care must be taken not to discard new issues 
which are significantly different from the original complaint.  These 
might need to be addressed as separate complaints). 

 
c) Are unwilling to accept documented evidence of treatment given as 

being factual e.g. drug records, GP records, nursing notes.  
 

d) Deny receipt of an adequate response despite evidence of 
correspondence specifically answering their questions. 

 
e) Do not accept that facts can sometimes be difficult to verify when a 

long period of time has elapsed. 
 

f) Do not clearly identify the precise issues which they wish to be 
investigated, despite reasonable efforts of staff and, where appropriate, 
independent advocacy, to help them specify their concerns, and/or 
where the concerns identified are not within the remit of the Trust to 
investigate. 

 
g) Focus on a trivial matter to an extent which is out of proportion to its 

significance and continue to focus on this point.  (It is recognised that 
determining what a ‘trivial’ matter is can be subjective and careful 
judgement must be used in applying this criteria). 

 
h) Have, in the course of addressing a registered complaint, had an 

excessive number of contacts with the ICB placing unreasonable 
demands on staff.  (A contact may be in person or by telephone, letter, 
E-mail or fax.   Discretion must be used in determining the precise 
number of "excessive contacts" applicable under this section using 
judgement based on the specific circumstances of each individual 
case). 

 
i) Are known to have recorded meetings or face to face/telephone 

conversations without the prior knowledge and consent of the other 
parties involved. 

 
 j) Display unreasonable demands or expectations and fail to accept that 

these may be unreasonable (e.g. insist on responses to complaints or 
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enquiries being provided more urgently than is reasonable or normal 
recognised practice). 

 
k) Have threatened or used actual physical violence towards staff or their 

families or associates at any time - this will in itself cause personal 
contact with the complainant and/or their representatives to be 
discontinued and the complaint will, thereafter, only be pursued 
through written communication.  (All such incidents should be 
documented in line with Trust policy and procedure for reporting 
incidents) 

 
l) Have harassed or been personally abusive or verbally aggressive on 

more than one occasion towards staff dealing with their complaint or 
their families or associates.  (Staff must recognise that complainants 
may sometimes act out of character at times of stress, anxiety or 
distress and should make reasonable allowances for this.)  Staff should 
document all incidents of harassment in line with the Zero Tolerance 
Procedures, completing an incident form. 

 
PROCEDURE FOR DEALING WITH PERSISTENT COMPLAINANTS 

a) Check to see if the complainant meets sufficient criteria to be classified as 
a habitual complainant. 

 
Where there is an on-going investigation. 
b) The Head of Patient Experience and Complaints can write to the 

complainant setting parameters for a code of behaviour and the lines of 
communication.  If these terms are contravened consideration will then be 
given to implementing other action.  

 
Where the investigation is complete 
c) At an appropriate stage, the Chief Executive Officer, Chief of Staff or 

relevant Director should write a letter informing the complainant that: 
- the ICB  has responded fully to the points raised, and  
- has tried to resolve the complaint, and 
- there is nothing more that can be added and correspondence is now 

at an end, 
- The ICB may wish to state that future letters will not be acknowledged 

or answered. 
 

In extreme cases the ICB should reserve the right to take legal action against 
the complainant. 

 
5 WITHDRAWING ‘PERSISTENT’ STATUS 

Once complainants have been determined as ‘persistent’ there needs to be a 
mechanism for withdrawing this status at a later date if, for example, 
complainants subsequently demonstrate a more reasonable approach or if 
they submit a further complaint for which normal complaints procedures would 
appear appropriate.  Staff should previously have used discretion in 
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recommending ‘persistent’ status and discretion should similarly be used in 
recommending that this status be withdrawn.   
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Appendix C - Equality & Equity Impact Assessment  

1. Please fill in the requested information below. For each question (1-5), refer to the definitions of "likelihood" and "consequence" 
provided on the next page. In the columns provided (below), note down the terms such as "likely" (for likelihood) or "medium 
impact" (for consequence). This will help you decide the overall category for the likelihood and consequence. Please review the 
tables below prior to starting your Equality Impact Assessment form.  

2. At the end, you'll need to determine the overall likelihood and consequence. Multiply these together (likelihood x consequence) to 
get a score. This score will show whether you need to complete a full Equality Impact Assessment form. 

3. The overall score in the table below is not a total of all the individual points. Instead, you should decide on an overall rating for both 
the likelihood and consequence. For example, likelihood could be "likely (4)”, and consequence could be "medium impact (4)." 

4. To decide if you only need to complete this screening form or a full Equality Impact Assessment, use the overall score. For 
instance, if the score is 4 (likelihood) x 4 (consequence) = 16, this score is in the red zone, meaning a Full Equality Impact 
Assessment is required. 

5. For each question, please take into consideration how significant the impact will be on the service user/workforce/organisation or 
the organisation. 

6. Please note: The term "project" includes Policies, Practices, Strategies, Plans, Planning, Commissioning, Procurement, Service 
Provision/Delivery, Decommission Services/Phasing out Policies, and Frameworks and Training.  

 
The following protected characteristics need to be considered for any negative impacts:  
 

Protected Characteristics 

Age Pregnancy/Maternity Marriage/Civil Partnership (employment only) 

Disability Race Socio-economic / Deprivation 

Sex Religion/Belief Carers 

Gender reassignment Sexual orientation Digital Inclusion 
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Equality Impact Assessment: Screening Form 

Name (project lead)  

Job title Head of Patient Experience and Complaints 

Organisation SEL ICB 

Name of Project Review of SEL ICB Complaints Policy 

Engagement/Data gather This policy has been reviewed as it is past its review date. Updates have been made to the document to add 
more detail on the Independent Advocacy Service and to recognise that responsibility for processing of primary 
care complaints has now passed to the ICB. 

Aim/Purpose of the 
project/decision 

To confirm the Policy has been considered to ensure it does not disadvantage any individuals with protected 
characteristics in its application. 

Date it will be going to 
committee/ SMT/ SLT for 
approval 

Anticipated date to Policy Review Group: 18 August 2025 
Anticipated date to Executive Committee: 3 September 2025 

Project Lead signature  Date: 07/07/25 

ED team signature  Date: 19/08/2025 

EDI team comments This policy has been developed in alignment with the Complaints Regulations to meet a statutory requirement, 
with minor equalities assurances and signposting to relevant ICB policies / processes incorporated, and 
formatting refined to support accessibility.  

All outstanding EDI Team queries regarding proposed changes have been addressed, and no disproportionate 
impact has been identified for those with protected characteristics and / or additional health inequalities.  
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No. Please answer the following questions, using any 
data/intelligence you have available right now.  

Likelihood  Consequence Comments 

1. Does this project affect people with protected 
characteristics, and to what extent does it impact 
access, experience, and outcomes?  

1 1 While the policy will be applied consistently 
to all staff and service users, there is a 
recognition that individuals with certain 
protected characteristics (i.e. those who are 
neurodiverse) may experience barriers 
when raising concerns or navigating formal 
procedures.  The policy requires that 
signposting is provided to the availability of 
reasonable adjustments, translated 
materials, translators, alternative feedback 
mechanisms etc.; it is anticipated that any 
concerns that members raised by members 
of protected groups will therefore be 
alleviated by the assurances provided within 
this document. 

2. Has your data and/or engagement identified that there 
will be an impact on Protected Characteristics?  

1 1 No direct impacts have been identified 
through existing data or engagement – 
however, as noted above, those with certain 
Protected Characteristics may face barriers 
when raising complaints. Aside from existing 
mechanisms (detailed in Q1), the update to 
this policy provides further mitigations 
through signposting to the Independent 
Complaints Advocacy Service / resources 
provided by Healthwatch England.  

3. Are adjustments/mitigating actions required to ensure 
the project is accessible and what will the Impact be on 
protected characteristics?   

1 1 Adjustments are already embedded as 
standard (including access to information / 
documents in alternative formats, 
translation / interpreter services, and new 
signposting to independent advocacy 
services – complainants are made aware of 
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this as standard. This approach, and 
structure of existing referral routes, will help 
ensure the process remains accessible to 
those with protected characteristics. More 
mitigations may be added as required, in-
line with ongoing monitoring.  

4. Are significant health inequalities associated with this 
project and what will the affect be on people with 
protected characteristics? 

1 1 While this policy will not create any new 
inequalities, the process must remain 
sensitive to existing disparities. Independent 
reviews and clear governance allow for fair 
handling of concerns across all groups.  

5. If any impact is identified, how likely will there be 
mitigating actions and how will these be reviewed?  

1 1 Mitigating actions are built into the process 
as standard, including signposting to 
advocacy, reasonable adjustments, review 
by clinical and commissioning leads, and 
escalation where required. Complaints from 
external bodies, or those under parallel 
investigation, are manage appropriately. 
Ongoing monitoring will ensure that any 
disproportionate impacts are identified and 
addressed as quickly as possible.   

Overall  1 1 1 - Green 
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Likelihood: 

Consequence:    

Score Consequence Description  

1 No impact • No impact any of the protected characteristics or the organisation/no adverse impact likely.  
• No engagement is required/there is enough data from previous engagement undertaken  
• No adjustments needed to make the proposal accessible.  
• No health inequalities associated with this project  
• No monitoring of mitigated actions required as no impact/mitigating reasons e.g. Legal obligations/for a certain 

protected characteristics. 
• Equality Analysis Screening form to be completed only. 

2 Minor impact  • Minor impact any of the protected characteristics or the organisation/adverse impact is unlikely. 
• No/minor engagement is required/there is enough data from previous engagement undertaken  
• No/minor adjustments needed to make the proposal accessible.  
• No/minor health inequalities associated with this project  
• No monitoring of mitigated actions required as no impact/mitigating reasons e.g. legal obligations/for a certain 

protected characteristics. Measures are in place to ensure there is no adverse impact that will occur 

Score  Likelihood    Description  

1 Rare Occurrence is rare/measures are in place to ensure that no adverse impact will occur to patients or staff with 
protected characteristics. There is sufficient data to make a decision and relevant engagement has been 
undertaken.   

2 Unlikely It is unlikely to occur/ measures are in place to ensure that no adverse impact will occur to patients or staff with 
protected characteristics/ there is sufficient data to make a decision and engagement has been undertaken.  

3 Possible There is a 50/50 possibility for it to occur/no measures in place for any adverse impact if it was to occur/ there is 
insufficient data to make a decision or engagement has not been undertaken.  

4 Likely  There is a high chance of inequalities to occur more likely/no measures are in place any adverse impact/ there is 
insufficient data to make a decision or engagement has not been undertaken.   

5 Almost certain  It is almost certain to cause inequalities with this project/ there are no measures in place for any adverse impact/ 
there is insufficient data to make a decision or engagement has not been undertaken.  
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• Equality Analysis Screening form to be completed only. 

3 (Low) medium 
impact  

• There is a medium impact any of the protected characteristics or the organisation/adverse impact is likely. 
• There is a requirement for engagement is required/there is insufficient data to make a decision on impact on 

protected characteristics  
• Adjustments are needed to make the proposal accessible.  
• There is a medium impact health inequalities associated with this project  
• monitoring of mitigated actions required as there is a medium impact / Measures/mitigations are not yet in place to 

ensure negative impact does not occur.  
• Will most likely require a full Equality Analysis to be completed. 

4 Medium 
Impact  

• Significant to critical impact to any of the protected characteristics or the organisation/adverse impact is likely. 
• There is a requirement for engagement /there is insufficient data to make a decision on impact on protected 

characteristics/There is a fair amount of evidence that some groups are (or could be) differently affected by it.  
• There is evidence to suggest that adjustments are needed to make the proposal accessible.  
• There is a significant to critical impact on health inequalities associated with this project/ leads to non-compliance 

with legislation and could therefore be an organisation risk 
• Monitoring of mitigated actions required as there is a significant to critical impact / Measures/mitigations are not yet 

in place to ensure negative impact does not occur.  
• Requires a full Equality Analysis to be completed. 

5 High impact  • Critical to Major impact to any of the protected characteristics or the organisation/adverse impact is highly likely. 
• There is a requirement for engagement /there is insufficient data to make a decision on impact on protected 

characteristics/There is a fair amount of evidence that some groups are (or could be) differently affected by it.  
• There is substantial amount of evidence to suggest that adjustments are needed to make the proposal accessible.  
• There is a critical to major impact on health inequalities associated with this project/ leads to non-compliance with 

legislation and could therefore be an organisation risk 
• Monitoring of mitigated actions required as there is a critical to major impact / Measures/mitigations are not yet in 

place to ensure negative impact does not occur.  
• Requires a full Equality Analysis to be completed. 
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• To determine if you need to complete a full Equality Impact Assessment form, use the overall score from the table above. 

• Calculate the score by multiplying Likelihood and Consequence (L X C). 

• Use the following key to interpret your score: 
o Green: Only the screening form needs to be completed. 
o Amber: Complete the screening form; a full Equality Impact Assessment may be needed after review by the EDI team.  
o Red: A full Equality Impact Assessment form must be completed.  
 
 

Equality Impact Assessment Matrix  
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Likelihood   
 

Rare Unlikely Possible Likely Almost Certain 

1 2 3 4 5 

High impact  5 5 10 15 20 25 

Medium Impact  4 4 8 12 16 20 

(Low) medium impact  3 3 6 9 12 15 

Minor impact 2 2 4 6 8 10 

No Impact 1 1 2 3 4 5 

 


