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	Meeting Date
	27 February 2024	Agenda Item
	4.4

	Report Title
	Ombudsman 3 Public Interest Reports – in relation to the Orthopaedic Waiting List

	Report Author
	Erica Thomas, Concerns Assurance Manager

	Report Sponsor
	Hazel Lloyd, Director of Corporate Governance 

	Presented by
	Hazel Lloyd, Director of Corporate Governance 

	Freedom of Information 
	Open 

	Purpose of the Report
	To note the 3 Public Interest Reports received from the Public Services Ombudsman for Wales on 11th January 2024 and the findings and recommendations of each. 
Public Interest Reports are reports which the Ombudsman considers the findings are of public interest.  The majority of Ombudsman reports received by the Health Board are Non-Public Interest Reports.  The Health Board must publish Public Interest Reports on our website, have copies available in HQ Reception & also take out a Press Notice in a local newspaper. 

	Key Issues



	The Public Services Ombudsman for Wales has investigated 3 complaints, in relation to orthopaedic care, and found a service failure, by Swansea Bay University Health Board. The complaints relate to the care provided to 3 patients who had been waiting a substantial amount of time. The Ombudsman found that the patients’ understanding and expectations of how they would be treated was not appropriately managed. The Ombudsman found that the Health Board experienced issues including staffing, capacity, unclear management arrangements and unclear processes for the operations. The Ombudsman identified that the patients had also been treated unfairly due to a waiting list error in one of the cases, and in the other two cases surgery was unable to be provided prior to the pre-operative assessment expiring, but this was not communicated to the patients. The patients experienced distress as a result of pre-operative assessments being undertaken, without dates for surgery being available. The Ombudsman concluded that the impact that this would have had on the patients’ wellbeing was not considered by the Health Board.

	Specific Action Required 
	Information
	Discussion
	Assurance
	Approval

	
	☒	☐	☐	☐
	Recommendations

	Members are asked to:
· Note the content of the 3 Public Interest Reports 
· Note the findings and recommendations of the Public Services Ombudsman for Wales


OMBUDSMAN PUBLIC INTEREST REPORTS (x3)
ORTHOPAEDIC WAITING LIST

1. INTRODUCTION
The Health Board received 3 Public Interest Reports from the Ombudsman, attached as Appendix 1, 2 & 3, which were received on 11th January 2024. 

2. BACKGROUND
The 3 Public Interest Reports relate to complaints received in relation to the patients’ waiting times on the orthopaedic waiting list.  Deb Lewis met with the Ombudsman and agreed to accept the content of the reports and recommendations in their entirety.  The Ombudsman advised that they have simultaneously investigated 3 complaints about orthopaedic waiting lists at the Health Board. While those complainants have different individual circumstances, each has been significantly negatively impacted by the time the patients have been waiting for treatment. For each, findings of maladministration and injustice relevant to their specific circumstances have been reached. The Health Board has not provided the expected levels of care and service to a number of people on the waiting lists and that in addition to that there are also individual failings which need to be considered alongside improvements to the service.
The Ombudsman has advised that patients waiting for surgery on the list should be treated fairly in relation to the management of their place on that list, how they are communicated with about the time it is likely to take to receive treatment and to have their expectations fairly managed. The maladministration identified demonstrates that patients have also been treated unfairly because of the way the list has been managed. The Ombudsman seeks assurance as she remains concerned that the individual failings may indicate a systemic issue relating to the way that waiting lists have been managed, and therefore made an additional recommendation to audit the waiting list and identify whether similar failings have applied to others on the list.’
There is ongoing waiting list validation and open pathways are audited by the waiting list team. However due to the large number of open pathways, particularly in orthopaedics, it possible to overlook records that may have pathway anomalies that need correction. To address this issue the Health Boards Healthcare System Engineering (HSCE) team have now developed a bespoke report that now allows the newly formed Patient Access Team (PAT) to identify records that have been adjusted. The first report was made available in February 2024 and consequently an audit of the records within this report will be undertaken by the PAT in February; this will be undertaken on a monthly basis from this point forward.  Audits will go to Patient Access Steering Group chaired by the Chief Operating Officer on Wednesday 28th February 2024.




3. GOVERNANCE AND RISK ISSUES
The Ombudsman recommendations for each Public Interest Report are as follows:


Public Interest Report 202201496 recommendations to be completed within 1 month (11th February 2024):

a) Write to Mr D to apologise for the failures identified in this report. 
b) Apologise to Mr D for the failure of the Health Board to explore solutions to the waiting list position sooner which has affected Mr D and all others on the list. 
c) This main purpose of this office is to bring about service improvement rather than award compensation for service failure. However, I consider it is appropriate for the Health Board to offer Mr D redress in recognition of the injustice and time and trouble and distress caused to Mr D because of having to undergo an unproductive POA, the distress caused by the mismanagement of his waiting time when he suffered with tonsillitis and his time and trouble in pursuing this complaint. d) Review the decision to reset the waiting list clock for Mr D due to cancelling his 3 appointments as a consequence of his tonsilitis. Once the decision has been reviewed, his position on the list should be amended in-line with the outcome of that review, and an explanation of how the amended position was calculated should be provided. 
e) Undertake an audit of the waiting list to establish whether any other errors have been made relating to the re-setting of waiting list times or improper removal from the list. If any are identified. Apologise to those patients and correct the waiting list date accordingly.

[bookmark: _Hlk156311852]Public Interest Report 202200425 recommendations to be completed within 1 month (11th February 2024):

a) Write to Mr C and his family to apologise for the failures identified in this report. 
b) Apologise to Mr C for the failure of the Health Board to explore solutions to the waiting list position sooner which has affected Mr C and all others on the list. 
c) The main purpose of this office is to bring about service improvement rather than award compensation for service failure. However, I consider it is appropriate for the Health Board to offer Mr and Mrs C redress in recognition of the injustice, distress and time and trouble caused to Mr C because of having to undergo an unproductive POA and their time and trouble in pursuing this complaint. 
d) Undertake an audit of the waiting list to establish whether any other errors have been made relating to the resetting of waiting list times or improper removal from the list. If any are identified - apologise to those patients and correct the waiting list date accordingly.

Public Interest Report 202200361 recommendations to be completed within 1 month (11th February 2024):

a) Write to Mrs B to apologise for the failures identified in this report specific to her case. 
b) Apologise to Mrs B for the failure of the Health Board to explore solutions to the waiting list position sooner which has affected Mrs B and all others on the list. 
c) The main purpose of this office is to bring about service improvement rather than award compensation for service failure. However, I consider it is appropriate for the Health Board to offer Mrs B redress in recognition of the maladministration and service failure identified in this report, (the unnecessary stress caused by the waiting list error, the failure to be open about this in the complaint response and the unnecessary POA in September 2021) and for her time and trouble in pursuing this complaint. 
d) Review its decision to place Mrs B at the back of the waiting list for the same treatment to her right hip that caused her to be originally added to the waiting list in 2018 and consider whether it is appropriate to apply the time clock that should have started for her left hip in July 2021. Once the decision has been reviewed, her position on the list should be amended in line with the outcome of that review and an explanation of how the amended position was calculated should be provided. 
e) Undertake an audit of the waiting list to establish whether any other errors have been made relating to the re-setting of waiting list times or improper removal from the list. If any are identified. Apologise to those patients and correct the waiting list date accordingly.

4.  FINANCIAL IMPLICATIONS
There is a payment of redress recommended for each complainant, to be made on the 3 Public Interest Reports. Two due to the injustice identified by the Ombudsman and for the time and trouble taken by the complainant to pursue their complaint with the Health Board and Ombudsman.  The payment is in recognition of the maladministration and service failure identified in the report, in relation to the stress caused by the waiting list error and unnecessary Pre-Operative Assessment, along with the time and trouble for the complainant to pursue their complaint. 

5. RECOMMENDATION
Members are requested to:
· Note the contents of the report and Appendices
· Note the recommendations, which will be undertaken and evidence provided to the Ombudsman to provide assurance that the Health Board has complied with the Ombudsman’s requirements by 11th February 2024. 

	Governance and Assurance


	Link to Enabling Objectives
(please choose)
	Supporting better health and wellbeing by actively promoting and empowering people to live well in resilient communities

	
	Partnerships for Improving Health and Wellbeing
	☐
	
	Co-Production and Health Literacy
	☐
	
	Digitally Enabled Health and Wellbeing
	☐
	
	Deliver better care through excellent health and care services achieving the outcomes that matter most to people 

	
	Best Value Outcomes and High Quality Care
	☐
	
	Partnerships for Care
	☐
	
	Excellent Staff
	☐
	
	Digitally Enabled Care
	☐
	
	Outstanding Research, Innovation, Education and Learning
	☐
	Health and Care Standards

	(please choose)
	Staying Healthy
	☐
	
	Safe Care
	☐
	
	Effective  Care
	☐
	
	Dignified Care
	☐
	
	Timely Care
	☐
	
	Individual Care
	☐
	
	Staff and Resources
	☐
	Quality, Safety and Patient Experience

	The 3 Public Interest Reports have been circulated within the relevant Service Groups, amongst the relevant clinicians and also will be taken to the Quality & Safety Group.


	Financial Implications

	The Ombudsman has requested that each complainant receives a payment of redress.


	Legal Implications (including equality and diversity assessment)

	N/A


	Staffing Implications

	N/A


	Long Term Implications (including the impact of the Well-being of Future Generations (Wales) Act 2015)

	N/A


	Report History
	N/A


	Appendices
	[bookmark: _GoBack]TO BE FOUND IN RESOURCE SECTION
Appendix 1 - Public Interest Report 202201496 
Appendix 2 - Public Interest Report 202200425
Appendix 3 - Public Interest Report 202200361
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