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Dorit Braun Abstract

Following the traumatic death of my beloved daughter in law, Mariana Pinto, my son and I made a complaint to the NHS Mental Health Trust about her care.  We suspended this complaint while the Serious Incident Review was undertaken, hoping that process would answer our concerns.  It did not.  We resurrected the complaint which was then thoroughly investigated.  In the various liaisons with the Trusts’ Complaints team, I was invited to take part in a Managers Review of Complaints Day held by the trust.  I was also invited to speak with the Trust Board about our experience, but this invitation was retracted by the Senior manager, who realised there was an ongoing legal case at the time.  (This has ended: the treatment of my daughter in law was not medically negligent in legal terms).  

I will talk about the process of the complaint investigation, how complaints were managed (or appeared to be) and what I feel the Trust learnt and failed to learn.  

I will highlight the following key issues:
· Families have critically important insights and observations into how they and their loved one experienced care 
· Families are very concerned that the Trust learns from the experience and this is the intention of making a complaint 
· Families want truthfulness and not to be ‘managed’ or fobbed off – and doing this can add to their trauma and distress and can lead to a more confrontational approach 
· Families assume that the Trust operates as 1 organisation – and so when people within a Trust don’t communicate with each other families are left confused and quite probably angry 
· Families would like feedback: how has the Trust learnt?  What is done differently? 
· Some families would like to contribute to the learning and improvement of the Trust
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