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	Name of Meeting 
	SBUHB Board
	Report Title
	Public Services Ombudsman for Wales Special Report - Case 202407678

	Report Author
	Erica Thomas-Howells, Concerns Assurance Manager

	Report Sponsor
	Executive Director of Nursing and Patient Experience
	Presented by
	Hannah Parsons, Assistant Director of Operations

	Freedom of Information
	Open

	FoI Closed detail
	

	Impact Assessment Summary Outcome
	IA Completion date

	Not required - this report provides assurance & oversight information to Board, outlining organisational risks associated with delayed implementation of Ombudsman recommendations & identifies actions required to achieve compliance & reduce risks to patients.
	Click or tap to enter a date.
	Purpose of the Report
	For Assurance
	Report Summary; detailing any action required

	The Board is asked to receive and consider the Public Services Ombudsman for Wales' Special Report. The Ombudsman has expressed significant concerns regarding the Health Board's failure to complete two recommendations arising from a previous Public Interest Report concerning orthopaedic waiting list management. The Board is asked to note the findings and risks identified, and to support the immediate actions required to achieve compliance.  

	Key Issues

	The Ombudsman has determined that the Health Board has not implemented recommendations relating to an independent audit of the orthopaedic waiting list and staff training on Referral to Treatment (RTT) guidance. The Ombudsman considers that the delays represent a continuing risk to patients and has therefore exercised powers under Section 28 of the Public Services Ombudsman (Wales) Act 2019 to issue a Special Report. The report will also be shared with the Minister for Health and Social Care and Healthcare Inspectorate Wales.

	Decision / Action required
	No

	Recommendations

	Members are asked to:
· RECEIVE for ASSURANCE;
· CONSIDER the content of the Ombudsman's Special Report;
· CONSIDER the reputational, governance and patient safety risks identified;
· SUPPORT the implementation of the actions required by the Ombudsman;
· RECEIVE further progress reports until all recommendations are fully implemented;
· AUTHORISE the Chair to provide assurance to the Ombudsman regarding Board oversight of implementation arrangements.






PUBLIC SERVICES OMBUDSMAN FOR WALES SPECIAL REPORT

1. INTRODUCTION
This report provides Board members with an overview of the Public Services Ombudsman for Wales' Special Report and outlines the actions required to ensure compliance with the Ombudsman's recommendations.
2. BACKGROUND
The Public Services Ombudsman for Wales has issued a Special Report in relation to the Health Board’s implementation of recommendations arising from a previous Public Interest Report concerning orthopaedic waiting list management. The Special Report raises concerns regarding the pace of completion of two outstanding recommendations: an independent audit of the orthopaedic waiting list and enhanced staff training on Referral to Treatment guidance. This paper summarises the background, risks, required actions and governance arrangements to support Board oversight and assurance.
3. CASE SUMMARY AND OMBUDSMAND FINDINGS
In January 2025, the Ombudsman received a complaint from a patient ("Mr W") concerning delays in receiving orthopaedic surgery and the management of his Referral to Treatment waiting time.

Following investigation, the Ombudsman concluded that the patient's waiting time clock had been reset incorrectly in October 2023. The Ombudsman found there was no documented clinical evidence that the patient had been deemed medically unfit to proceed with surgery and that the reset of the waiting time clock had not been communicated to the patient.

A Public Interest Report was issued on 20 November 2025. The Health Board accepted the findings and recommendations in full.

The recommendations required:

1. A formal apology to the patient.
2. Sharing learning from the case with relevant staff.
3. An independent re-audit of the orthopaedic waiting list.
4. Enhanced staff training regarding application of RTT guidance.
5. Board oversight of recommendation implementation.

The first two recommendations were completed within the required timescales.

However, recommendations relating to the independent audit and staff training remained outstanding beyond the implementation deadline of 12 February 2026.

The Ombudsman notes that this case follows three previous Ombudsman Public Interest Reports issued in January 2024 relating to orthopaedic waiting list management in Swansea Bay University Health Board. Those reports also identified failings in waiting list management and resulted in an audit being undertaken by the Health Board.

The Ombudsman's principal concerns are that:

· An independent audit has not yet commenced and agreed scope arrangements remain incomplete.
· No definitive timeline has been provided for completion of the audit.
· Evidence of implementation of revised training has not been provided.
· The Health Board has not demonstrated sufficient progress despite repeated requests from the Ombudsman's Office.
· There remains a risk that other patients may have had waiting times managed incorrectly.

Consequently, the Ombudsman has exercised powers under Section 28 of the Public Services Ombudsman (Wales) Act 2019 to issue a Special Report.

The Ombudsman has made the following further recommendations:

Within Four Weeks (25th September 2026):

a. Provide an appropriately amended case study, and evidence of its distribution. 
b. Provide the scope of an independent audit, to be agreed by my office, and a confirmed timeframe for the audit to be undertaken. 
c. Present this report to its Board and for the Chair of the Board to provide assurance to my office that the Health Board is implementing these recommendations.

Within twelve weeks (20th November 2026):

d. Provide evidence that training has been developed that specifically addresses the failings of Mr W’s case and a confirmed timeframe for its implementation.



Within Sixteen Weeks (18th December 2026):

e. Provide the independent audit findings report. 
f. Provide evidence that any patients identified as having incorrect waiting time dates have received an apology, their waiting list date corrected and that appropriate action has been taken to address any failings and systemic issues identified during the audit. 
g. Provide evidence that the updated training has been implemented.

4. GOVERNANCE AND RISK ISSUES
This matter presents significant risks in several areas:

Patient Safety and Quality Risk

The Ombudsman has concluded that there remains a risk that other patients may have experienced inappropriate waiting time management. Failure to complete the independent audit delays identification and remediation of any similar cases.

Governance Risk

The issuance of a Special Report is an uncommon and significant escalation mechanism available to the Ombudsman where recommendations have not been implemented satisfactorily. The report raises concerns regarding organisational oversight, implementation arrangements and assurance processes.

Reputational Risk

The final Special Report has been shared with:

· The Chair of Swansea Bay University Health Board.
· Cabinet Minister for Health and Social Care.
· Healthcare Inspectorate Wales.

This may attract public, regulatory and media scrutiny.

Equality Impact

No specific equality impacts have been identified from this report. Actions arising from the recommendations will apply equitably to all affected patients.

5. OPEN AUDIT RECOMMENDATIONS 

The following recommendations remain open:

	Recommendation
	Status

	Independent audit of orthopaedic waiting list

	Open

	RTT training update incorporating learning from the case

	Open

	Board oversight and assurance

	Ongoing



Implementation will continue to be monitored through the Health Board's governance arrangements until full compliance is achieved.
6. FINANCIAL IMPLICATIONS
There may be costs associated with:

· Completion of the independent audit.
· Additional internal resources required to support audit activity.
· Development and delivery of amended training.
· Corrective actions arising from audit findings.

The financial impact is not currently considered material and will be managed within existing governance and operational arrangements where possible. Any significant resource implications identified through the audit process will be reported through normal financial governance mechanisms.
7. RECOMMENDATION

Members are asked to:
· RECEIVE for ASSURANCE;
· CONSIDER the content of the Ombudsman's Special Report;
· CONSIDER the reputational, governance and patient safety risks identified;
· SUPPORT the implementation of the actions required by the Ombudsman;
· RECEIVE further progress reports until all recommendations are fully implemented.
· AUTHORISE the Chair to provide assurance to the Ombudsman regarding Board oversight of implementation arrangements.
	Governance and Assurance

	Strategic Objectives

	Strategic Objectives
(please choose which is impacted)
	People of Swansea Bay live healthier, fairer and more prosperous lives
	☐
	
	Care is high quality, safe, efficient and delivers the best possible outcomes for people in partnerships  
	☒
	
	Care is delivered in partnership with our communities in safe and appropriate setting, supported by innovation
	☒
	
	The health board is a great place to work where staff feel valued and work together towards a common goal
	☐
	
	The health board is a resilient, sustainable and responsible organisation
	☒
	Health and Care Standards

	Standards (please choose which applies)
	Safe Care
	☒
	
	Timely Care
	☒
	
	Effective Care
	☒
	
	Efficient Care
	☒
	
	Equitable care
	☒
	
	Person-centred Care
	☒
	
	Staff and Resources
	☐
	Enablers (please choose which applies)
	Whole Systems Approach
	☐
	
	Leadership
	☒
	
	Workforce
	☐
	
	Culture
	☐
	
	Information 
	☐
	
	Learning, Improvement and Research
	☒
	Quality, Safety and Patient Experience

	The Ombudsman's findings highlight risks associated with waiting list management, patient communication & adherence to RTT guidance. Effective implementation of the recommendations will strengthen patient safety, improve assurance regarding waiting list administration and support improvements in patient experience & organisational learning.

	Financial Implications

	The immediate financial implications relate to completion of an independent audit and delivery of revised training arrangements. Any further financial consequences arising from corrective actions identified through the audit process will be subject to appropriate governance and approval processes. No specific additional funding requirement has yet been identified.


	Legal Implications (including equality and diversity assessment)

	The Ombudsman’s Special Report has been issued under Section 28 of the Public Services Ombudsman (Wales) Act 2019. The Health Board is expected to respond appropriately to the Ombudsman's recommendations & demonstrate implementation. Failure to do so may increase regulatory & reputational risk. 
No adverse equality impacts have been identified.

	Staffing Implications

	Staff will be required to support the audit process, implement training updates and monitor compliance. The recommendations provide an opportunity to strengthen staff understanding and application of RTT guidance and waiting list management procedures.



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

	Implementation of the recommendations supports long-term improvement in governance, accountability, learning and patient-centred care. The actions contribute to prevention of recurrence, continuous improvement and the development of sustainable systems that support equitable access to treatment.

	Report History

	· PSOW Public Interest Report issued November 2025.
· Three previous PSOW Public Interest Reports relating to orthopaedic waiting list management published January 2024.
· Draft Special Report received from PSOW on 30 July 2026.
· Final Special Report received from PSOW on 27 August 2026.
· Presented to Board in response to Ombudsman recommendation requiring Board oversight and assurance.

	Appendices

	1. PSOW Special Report - Case 202407678.
2. PSOW Covering Letter dated 30 July 2026.
3. FINAL Special Report.
4. Health Board Action Plan.
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