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	Purpose of the Report
	For committee oversight of the findings of the Public Services Ombudsman for Wales’ Public Interest Report (Case 202407678) relating to the management of an orthopaedic patient’s Referral to Treatment (RTT) pathway. 

The paper outlines the identified failings, systemic implications, agreed recommendations, and required governance oversight.


	Key Issues



	· Update of the current position in relation to the 2 outstanding Ombudsman recommendations in this matter


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

	
	☒	☐	☐	☐
	Recommendations

	Members are asked to:

Receive this report, note the current position in relation to outstanding actions and health board response.








Public Services Ombudsman for Wales – Public Interest Report (Case 202407678)

1. INTRODUCTION

The Public Services Ombudsman for Wales (PSOW)  issued a Public Interest report in relation to Case 202407678 in November 2025. Public Interest reports are issued in special circumstances where the findings of an individual investigation go beyond an individual complaint and raise wider concerns that the public should be aware of.

Case 202407678 relates to the management of an orthopaedic patient’s Referral to Treatment (RTT) pathway. The PSOW found that there had been an unacceptable delay in Mr W (the patient) receiving total knee replacement surgery after a wait of over four years. The PSOW found that Swansea Bay University Health Board had incorrectly re-set Mr W’s waiting time in October 2023, which increased his overall wait for surgery.

This paper outlines the identified failings, systemic implications, agreed recommendations, and required governance oversight in response to the report.


2. BACKGROUND

The PSOW upheld a complaint from a patient (Mr W) who had been waiting since August 2019 for a total knee replacement. A significant failing occurred when Mr W’s waiting time ‘clock’ was incorrectly re-set in October 2023, without clinical justification and without informing him. This error, coupled with other administrative and communication failings, resulted in Mr W missing his opportunity to undergo surgery. At the time of eventual review, he was no longer clinically suitable for the intervention.

The PSOW found evidence of systemic weaknesses in waiting list management, documentation standards, and understanding/application of RTT guidance. 

This case follows three previous Public Interest Reports issued to Swansea Bay in January 2024 concerning similar waiting list management failings. 

Despite a full audit undertaken in response to those earlier reports, the PSOW concluded that it was apparent that errors continued to occur, raising concerns about the reliability and robustness of the Health Board’s previous audit processes.


3. GOVERNANCE AND RISK ISSUES

The PSOW made the following recommendations, all of which have been accepted in full by the Health Board:

Within 4 weeks:

a) Chief Executive to provide a formal written apology to Mr W – completed
b) Report to be shared with all relevant staff, with reflection on the need for clear clinical documentation before deeming a patient unfit - completed

Within 12 weeks:

c) Appointment of an independent person to undertake a re-audit of the orthopaedic waiting list focusing on: 

1. any other incorrect RTT clock re sets
2. patients not informed of clock stops
3. any similar errors in pathway management.  Patients identified as affected must be notified, apologised to, and have their waiting list dates corrected.

d) RTT training for staff to be strengthened and to explicitly include scenarios similar to Mr W’s case.

e) Report to be shared with the Health Board; a nominated Committee must maintain oversight and monitor compliance with the recommendations - completed

Recommendations C and D have not been completed for the reasons set out below.

Recommendation C

The Health Board initially advised the PSOW that there were plans to deliver RTT training on an All-Wales basis. This training was expected to include scenarios similar to those arising in this case. The PSOW has indicated that this would not meet the requirements of this recommendation.

In light of this, there is now an urgent need to commission a Swansea Bay–specific independent review in order to provide appropriate assurance to the PSOW.

The health board has undertaken the following actions:

1.  NHS Performance and Improvement have been contacted for advice on whether they have previously commissioned similar pieces of work. NHS Performance and Improvement are considering this request.
2. Audit Wales were approached to explore whether they would be able to support such a review. Audit Wales responded that they were unable to support.
3. A meeting is planned with Internal Audit to determine whether this review could be incorporated into the existing audit plan for 2026/27. In the meantime, Internal Audit is reviewing the background information to inform this discussion.
4. Colleagues from the Getting It Right First Time (GIRFT) programme have been contacted and provided with an outline of the requirements. They are considering the request internally and will advise whether they are able to support, although early indications suggest this may not be feasible.

[bookmark: _Hlk226719939]Recommendation D
The health board’s Planned Care Academy introduced a training module for staff in March 2026 that covers in-patient and day case functionality within the Welsh Patient Administration System. Delivery of this training will reduce the risk of administrative errors within the system.
Training on complex pathways and clinical modules are still in development. The health board is working collaboratively with neighbouring health boards, Welsh Government, and NHS Performance & Improvement to develop these at a national level. This training will include scenarios such as Mr W and is expected to be ready late in 2026.

4. FINANCIAL IMPLICATIONS

The health board has not received a claim in relation to this matter. The cost of the external review associated with Recommendation C is yet to be determined. 

5. RECOMMENDATION

Members are asked to receive this report, consider the current position in relation to outstanding actions and health board response.









	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 
	​​x☐​ 

	
	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 
	​​x☐​ 

	
	Partnerships for Care 
	​​☐​ 

	
	Excellent Staff 
	​​☐​ 

	
	Digitally Enabled Care 
	​​☐​ 

	
	Outstanding Research, Innovation, Education and Learning 
	​​☐​ 

	Health and Care Standards 

	(please choose) 
	Staying Healthy 
	​​☐​ 

	
	Safe Care 
	​​x☐​ 

	
	Effective  Care 
	​​x☐​ 

	
	Dignified Care 
	​​☐​ 

	
	Timely Care 
	​​x☐​ 

	
	Individual Care 
	​​☐​ 

	
	Staff and Resources 
	​​☐​ 

	Quality, Safety and Patient Experience 

	This report describes the effect on the patient’s experience through an avoidably long wait for our care.

	Financial Implications 

	There are no known financial implications at this point. However there is potential for clinical negligence claims to be made against the health board for future cases of this nature.

	Legal Implications (including equality and diversity assessment) 

	Under the Duty of Quality the health board is required to demonstrate how it is learning from patient experience and cases such as this.

	Staffing Implications 

	There are no known staffing implications associated with this paper.

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

	The case described in this report represents a failure to meet our responsibilities for a Healthier Wales in the Well-being of Future Generations Act.

	Report History 
	Quality and Safety Committee April 2026

	Appendices 
	 None
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