Review of Ombudsman cases where poor complaints handling is upheld.
	Complaint ID
	Ombudsman Findings
	Themes
	Learning


	ID-930

Singleton & NPT (Rheumatology)
	The Health Board acknowledged the Ombudsman findings of shortcomings in its handling of the complaint and the complaint response (for example not referring to the Consultant’s comments following his review of the patient’s care). 
	Robustness of Response

	The findings have been fed back to the relevant speciality and shared amongst staff to ensure learning and to prevent a recurrence. 

The Health Board offered an apology ex-gratia payment to the patient of £500 as an apology for the poor complaint handling.

	ID-1981

Primary Care & Community 
	The Ombudsman could not determine whether the complainant’s allegations that the complaint handler was rude to him on the telephone was accurate due to conflicting evidence from the complaint handler who advised she had to terminate the call due to the complainant being aggressive, the Ombudsman advised that as the call wasn’t recorded, they could not investigate this further.  

The Ombudsman further advised that as the complainant had to chase the Health Board as to why the response was delayed, they partially upheld that there was poor complaints handling as an update should have been provided to the complainant that there was going to be a short delay (of 10 days due to staff sickness) to be compliant with the PTR.  
	Failure to keep the complainant updated in relation to the delay in providing the response, which led to the frustration of the complainant having to chase the Health Board for an update.
	The importance of keeping complainants fully updated when a response is going to be delayed.

The importance of good communication with complainants.

Being compliant with the PTR Policy by providing holding letters/emails/telephone updates to complainants.

Apology provided.

	ID-4607

Mental Health & Learning Disabilities 
	The Ombudsman advised that the Health Board’s response to the complaint did not provide sufficient evidence to support its conclusion that there was no breach in the duty of care owed to the patient.  With reference to this conclusion, it relied upon a number of inaccurate and irrelevant statements.
	Robustness of response.

Accuracy of response/failure to fully respond to all issues raised.
	Share the report for the purpose of reflection in the 
context of continued professional development.

Ombudsman recommendation for and apology to be provided along with £250 payment for poor complaints handling.



	ID-7430

Morriston (Surgical)
	The poor complaints handling element of the complaint was settled at the commencement of the investigation, via early resolution, when the Health Board apologised to the complainant for the handling of her complaint, including a complaint meeting not being arranged.
	Failure to arrange a meeting with the complainant in a timely manner, in-line with the PTR Policy.

Delayed response.
	Early resolution to arrange meeting within a prescribed timescale – along with the importance of arranging timely meetings with complainants and clinicians. 

Apology provided for the delay experienced by the complainant, and a payment of £250 for the delay and distress caused by the delay.

	ID-8025 & ID-8027

Morriston (T&O)
	The Ombudsman advised that the Health Board’s complaint handling was clearly confused - it dealt with the patient’s first letter of complaint, but when it subsequently received a further letter of complaint it referred that to the Private Hospital (patient was outsourced) to deal with. 

The Ombudsman was satisfied by the Health Board’s explanation to the Ombudsman that, in line with its contract with the Private Hospital, it was for the Private Hospital to deal with the complaint under PTR. 

However, the Ombudsman further advised that the Health Board should have referred the first letter to the Private Hospital, which would have avoided the subsequent confusion, and the necessity for the Community Health Council advocate to challenge the Health Board’s handling of the complaint.

	Failure to allocate/forward the complaint to the Private Hospital from the outset.
	The importance of ensuring that private/outsourced patients’ complaints are appropriately allocated by the Health Board from the outset.

Apology provided by Health Board and Private Hospital, payment of £250 made by the private hospital.
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ID - 930     Singl eton &  NPT  (Rheumatol o g y )  The Health Board acknowledged  the Ombudsman findings of  shortcomings in its handling of  the complaint and the complaint  response (for example not  referring to the Consultant ’ s   comments following his review  of the patient’s care ) .    Robustness of  Response    T he findings have   been fed  back to the relevant speciality  and shared amongst staff to  ensure learning and to prevent  a recurrence.      The Health Board offered an  apology  ex - gratia payment to  the patient   of £500 as an  apology for the poor complaint  handling.  

ID - 1981     Primary   Care &  Community   The  Ombudsman could not  determine whether the  complainant’s allegations that  the complaint handler was rude  to him  on the telephon e  was  accurate due to conflicting  evidence from the complaint  handler who advised she had to  terminate the call due to the  complainant being aggressive,  the Ombudsman advised that as  the call wasn’t  recorded,   they  could not investigate this further.        The Ombudsman further  advised that as the complainant  had to chase the Health Board  as to why the response was  delayed, they partially upheld  that there was poor complaints  handling as an update should  have been provided to the  complainant that there was  g oing to be a short delay (of 10  days due to staff sickness) to be  compliant with the PTR.    Failure to  keep  the complainant  updated in  relation to the  delay in  providing the  response,  which   led to the  frustration of  the   complainant  having to chase  the Health  Board for an  update.  The importance of keeping  complainants fully upda ted  when a response is going to be  delayed .     The importance of  good  communication with  compl ainants.     Being compliant with the PTR  Policy by   providing h olding  letters/emails/telephone  updates  to compl ai nants.     Apology provided .  

ID - 4607     Mental Health &  Learning  Disabilities   The Ombudsman advised that  t he Health Board’s response to  the complaint did not provide  sufficient evidence to support its  conclusion that there was no  breach in the duty of care owed  to the patient.  With reference to  this conclusion, it relied upon a  number of inaccurate and  irrele vant statements .  Robustness of  response.     Accuracy of  response /failure  to fully respond  to all issues  raised.  Share the report  for the purpose  of reflection in the    context of  continued  professional development.     Ombudsman recommendation  for  and apology to be provided  along with  £250 payment for  poor complaints handling .      

