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Our Aim

The Practice aims to provide the best possible service to you at all times.  If, however, you have a complaint or concern about the service you have received, please let us know so that we have the opportunity to explain or resolve any cause of dissatisfaction.  Your comment or complaint will help us to improve our services.  We operate a practice complaint procedure as part of an NHS complaints system, which meets national criteria.
This leaflet acts as a guide to patients on how to make a complaint, how we will deal with your complaint and what to do if you are not happy with our response.  It also provides useful information on other organisations that can help you with your complaint.
How to Complain

We hope that we can resolve most problems quickly and easily, often at the time they arise and with the person concerned.  However, if you wish to make a complaint, please do so AS SOON AS POSSIBLE – ideally within a matter of days.  Please contact us on our local telephone number, 01904 490532.  This will enable us to establish what happened more easily.  If doing that is not possible your complaint should be submitted within 12 months of the incident that caused the problem; or within 12 months of discovering that you have a problem.  You should address your complaint in writing to the Practice Manager (you can use the attached form).  The Practice Manager will make sure that we deal with your concerns promptly and in the correct way.  You should be as specific and concise as possible.

Complaining on Behalf of Someone Else

We keep strictly to the rules of medical confidentiality (a separate leaflet giving more detail on confidentiality is available on request).   If you are not the patient but are complaining on their behalf, you must have their permission to do so.  An authority signed by the person concerned will be needed, unless they are incapable (because of illness or infirmity) of providing this.  A Third Party Consent Form is provided below.  
What We Will Do

1. Local Resolution
Contact the Practice
Your complaint should be made in the first instance to the Practice.  Again, we hope that most problems can be sorted out quickly and easily, often at the time they arise and with the person concerned. You can contact the Practice Manager, Mrs Joanne Rowe; Lead Partner, Dr Ian Lyall; or any of the GP Partners either by telephone or by appointment, to discuss the problem so that we can find out the full details of your concerns and respond to these as soon as possible.  Our main telephone number is 01904 490532.
Alternatively, if it is not possible for you to speak with us to explain your problem, you should write to Mrs Joanne Rowe or any of the Partners at:
Strensall Medical Centre

Southfields Road

Strensall

YORK
YO32 5UA
We shall acknowledge your complaint within two working days and aim to have fully investigated your complaint within ten working days of the date when we received your complaint.  We shall then be in a position to offer you an explanation, or a meeting with the people involved, if you so wish.  When we look into your complaint we shall aim to:

· Find out what happened and what went wrong

· Make it possible for you to discuss the problem with those concerned, if you would like this

· Where appropriate, apologise

· Where possible, sort out the problem to your satisfaction 

· Identify what we can do to make sure that the problem doesn’t happen again and tell you about any decisions made
If you are unhappy about, or feel unable, to contact the Practice direct
You may contact other organisations, which may be able to help you to resolve your concerns without the need to make a formal complaint.
· Patient Relations
The Patient Relations Team is an NHS customer care service provided by North Yorkshire & York Primary Care Trust. The team should be the first people to contact if you have any comments concerns or questions about local health services.  Patient Relations is not intended to be a replacement for complaints procedures at the Practice, but they are able to provide information, help and advise you about how to make a complaint, or explore routes to conciliation if you wish.  You can call the Patient Relations Team on 0800 068 8000, where your details will be treated in confidence.

· Independent Complaints Advocacy Service (ICAS)

ICAS is a free service hosted by the Citizens Advice Service. It is an independent organisation and therefore not answerable to the NHS. As well as helping with informal concerns, ICAS will also support you to deal with more formal complaints. ICAS can give advice on making a complaint, provide you with information, support and help you drafting letters and represent you or attend meetings with you. You can contact ICAS on 0300 456 8349, where your details will be treated in confidence.

If you are not happy with our response
If, after our best efforts, you still think that we have not fully answered your complaint or you are not happy with our decision, you can contact the Complaints Manager of North Yorkshire & York Primary Care Trust, (based at The Hamlet, Hornbeam Park, Harrogate, HG2 8RE) on 01423 815150.
2. Health Service Ombudsman

The Health Service Ombudsman handles cases that cannot be resolved at either Local Resolution or with the PCT and is completely independent of the NHS and Government. The Ombudsman can be contacted at:

Millbank Tower

Milbank

London
SW1P 4QP

Tel: 0345 015 4033 



Email: OHSC.Enquiries@ombudsman.gsi.gov.uk
Website: www.ombudsman.org.uk
SUMMARY

We welcome and thank all patients who take the time and trouble to tell us about any complaints or concerns that they have about the service provided at the Practice and assure you of our continued commitment to providing the best care possible for all patients.
COMPLAINT FORM

Patient Full Name:

Date of Birth:


Address:

Complaint details: (include dates, times, and names of practice personnel, if known)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signed: 

Print Name:

(Continue on separate sheets if necessary)
PATIENT THIRD-PARTY CONSENT

Patient’s Name:
_____________________________________________________

Tel No:

_____________________________________________________

Address:

_____________________________________________________




_____________________________________________________




_____________________________________________________




_____________________________________________________

Enquirer/Complainant Name:




_____________________________________________________

Tel No:

_____________________________________________________

Address:

_____________________________________________________




_____________________________________________________




_____________________________________________________




_____________________________________________________

IF YOU ARE COMPLAINING ON BEHALF OF A PATIENT, OR YOUR COMPLAINT/ENQUIRY INVOLVES THE MEDICAL CARE OF A PATIENT, THEN THE CONSENT OF THE PATIENT IS REQUIRED.  PLEASE OBTAIN THE PATIENT’S SIGNED CONSENT BELOW.

I fully consent to my Doctor releasing information to, and discussing my care and medical records with the person named above in relation to this complaint.  I wish this person to complain on my behalf.

This authority is for an indefinite period/for a limited period only (please delete as appropriate)

Where a limited period applies, this authority is valid until ______________(insert date).

Signed:____________________________________ (patient only)

Date: ___________________________
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