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PURPOSE:   

 

To enable the Board to connect with real patient experiences of our care whilst at the Queen 

Elizabeth Hospital.  

 

SUMMARY:    

This month the story is from a gentleman who received inadequate communication and 

experienced delays in follow up following a surgical procedure at the Trust.  
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RECOMMENDATIONS:   

 

Trust Board to consider the patient story. 
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REPORT TO THE TRUST BOARD ON A PATIENT’S EXPERIENCE 
 

1. Introduction  

 

Mr Ian Semmons underwent a surgical procedure at the Trust in October 2019. There were no 

concerns with the procedure or with the post-operative care.  

 

However, following discharge, the Trust failed to communicate appropriately with Mr 

Semmons with regard to outpatient follow up appointments. In addition, Mr Semmons was 

not offered a follow up appointment within the clinically agreed timescales.   

 
 Experience of care  

 

 The Trust failed to communicate appropriately with Mr Semmons regarding the follow 

up appointment arrangements following discharge 

 There was an unacceptable delay in the clinic appointment offered. This was booked 

eight months after discharge and should have taken place three months following the 

surgical procedure.  

 In addition, Mr Semmons shared his son’s unsatisfactory patient experience with the 

Trust’s oral surgery department.  

 

 


