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	Report Title
	Ombudsman Groundhog Day 2 Report: An opportunity for cultural change in complaint handling

	Report Author
	Erica Thomas-Howells, 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 Health Board’s response to the Public Services Ombudsman for Wales’ press release ‘Groundhog Day 2 Report: An opportunity for cultural change in complaint handling?’

Also enclosing a report on upheld poor complaints handling – themes & learning.  All upheld Ombudsman complaints are added to a quarterly learning brief for shared learning and included in complaints investigation training. 


	Key Issues



	The Health Board is providing assurance to the Ombudsman regarding the work being done to improve complaints handling, both corporately and within the Service Groups.  The Ombudsman has also been advised of the forums their press release is being shared for learning and assurance purposes. 


	Specific Action Required 
(please choose one only)
	Information
	Discussion
	Assurance
	Approval

	
	☐	☐	☒	☐
	Recommendations

	Members are asked to:
· Note the contents of the report and Appendices;
· Note the response to the Ombudsman recommendations set out on page 3 of this report and
· Note the summary of complaints upheld in Appendix 2 and lessons learned and that these have been shared with the Service Groups and incorporated into complaints investigation training. 





Ombudsman Groundhog Day 2 Report: An opportunity for cultural change in complaint handling?

1. INTRODUCTION
The Health Board received a notification from the Ombudsman regarding a Press Release called ‘Groundhog Day 2: An Opportunity for Cultural Change in Complaint Handling?’, attached as Appendix 1, received on 13th June 2023, and published on 15th June 2023.   

2. BACKGROUND
The Groundhog Day 2 report is in relation to NHS complaints handling on an All-Wales basis and highlights a case from each Health Board to promote learning from complaint handling.  An accompanying letter was sent to the Chief Executive on 15th June 2023 in accordance with the Public Services Ombudsman for Wales Act 2019.  

The report includes a number of general recommendations to all Health Boards in Wales which the Ombudsman advises will be helpful for organisations as Health Boards implement the Duty of Candour and Quality reports.

3. GOVERNANCE AND RISK ISSUES

The following is noted for Swansea Bay in the press release:

Mr D complained that he was not informed of his positive COVID-19 test when he was a patient at X Hospital. He also said that he was not given the right discharge advice about self-isolation. Shortly after Mr D was discharged, his wife, Mrs A, caught COVID-19 and sadly died. We could not be sure how Mrs A caught COVID-19; we focussed only on whether the ward procedures which were in place at the time of Mr A’s discharge were followed.

The Health Board acknowledged in its complaints response that there was no record of Mr D being given information in an appropriate discharge letter. The Ombudsman was concerned that Swansea Bay University Health Board could not provide them with evidence to show that it told Mr D about the positive COVID-19 test or gave him information and advice about the self-isolation period, as it should have done, according to its ward policy at the time.

The Ombudsman recommended that the Health Board should apologise to Mr D and pay him £750 in recognition of these failings. The Health Board agreed to this as an alternative to an Ombudsman investigation (as an early resolution, which are encouraged by the Ombudsman). However, although the Health Board accepted that its records were incomplete and agreed to the Ombudsman recommendations, it took further detailed discussions (also with its legal department) before the full settlement, including the modest financial payment, was finally accepted.

The Health Board’s Complaints Department and Morriston Quality & Safety Group had discussions regarding this matter with the Health Board’s Legal Department, as the recommendation from the Ombudsman was noted as being an admission of breach of duty of care.  This was not appropriate or indicated in this matter – therefore the recommendation was slightly amended, to not admit a breach of duty in this matter, which was agreed by the Ombudsman.

The Ombudsman requested that the Health Board share the report with the Quality & Safety Committee to draw its attention to the recommendations which are outlined at page 22 of the Report:
· review the resources available to complaints teams in their Health Board
Health Board has requested Welsh Risk Pool to undertake this review which will be completed in Q4.
· consider whether the option to provide staff investigating complaints with independent medical advice, is considered on a case by case basis.
The Health Board’s Quality and Safety Teams, during the course of investigating complaints, obtain comments on the issues raised from the relevant clinicians and nursing staff involved with the care of the patient. The Clinical Leads/Clinical Directors are also invited to review and provide comments and clinical opinion on the response to the complainant.
Following this, the response is quality assured by the Quality and Safety Manager, prior to being provided to the relevant Service Group Medical Director or Nurse Director for final review and signing.
The opportunity for complaints investigators to highlight if they feel that independent medical advice is required, which would be on a case-to-case basis, is already an option available to complaints investigators.  Where cases are complex then obtaining expert medical advice is already an established process undertaken by the Health Board during complaints investigations.
· reflect upon the lessons highlighted in this report when scrutinising their performance on complaint handling.
On a monthly basis, the Health Board conducts a Concerns Redress Assurance Group (CRAG) where the Corporate Complaints Team review recently closed complaints. Each month a ‘deep dive’ review is undertaken on each Service Group in rotation, as well as the review of a selection of closed complaints from the other Service Group. During this review, any agreed actions by the Service Group are monitored by the Corporate Complaints Team to confirm actions are completed to ensure compliance.
· ensure that lessons learned from the PSOW’s findings and recommendations are included in their Health Board’s annual report on the Duty of Candour and Quality.

The lesson learned from the findings and recommendations will be included in the Health Board’s annual report on the Duty of Candour and Quality. The Groundhog Day 2 report and findings will also be taken to the Patient Safety Congress to ensure shared learning across the health board.

The Ombudsman advised that she will be following up on the recommendations in the Annual Letter to the Health Board and as part of their ongoing engagement with the Health Board’s Ombudsman Lead.  This report has been presented at Morriston Quality & Safety Meeting, Quality & Safety Group and also the Health Board Patient Stakeholder Experience Report to share the learning across the service groups.

A review of the complaints upheld by the Ombudsman relating to complaint handling are provided in Appendix 2 and the learning has been shared with the service groups and will be included in training provided on complaint investigations.

4.  FINANCIAL IMPLICATIONS
The Ombudsman recommended that the Health Board made a payment of £750 to the complainant.  As noted above payments have been made in recognising the upheld complaints relating to complaint handling.

5. RECOMMENDATION
Members are requested to:
· Note the contents of the report and Appendices;
· Note the response to the Ombudsman recommendations set out on page 3 of this report and
· Note the summary of complaints upheld in Appendix 2 and lessons learned and that these have been shared with the Service Groups and incorporated into complaints investigation training. 


	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

	Lessons learned from the findings and recommendations will be included in the Health Board’s annual report on the Duty of Candour and Quality.  The Groundhog Day 2 report and findings will also be taken to the Patient Safety Congress to ensure shared learning and assurance. 

	Financial Implications

	The Ombudsman has requested a review of resources available to complaints teams within the Health Board.  We have advised that in-line with the Welsh Government’s forthcoming PTR Regulations review, and anticipated changes to the Regulations, the Health Board strives to always develop and improve, and we will of course once again evaluate resources available to complaints teams within the Health Board as soon as the new PTR Regulations come into fruition. 


	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
	Appendix 1: ‘Groundhog Day 2: An Opportunity for Cultural Change in Complaint Handling?’
Appendix 2: Summary of complaints upheld
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