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	Name of Meeting
	SBUHB Board

	Report Title
	Public Service Ombudsman Annual Letter

	Report Author
	Erica Thomas Howells, Concerns Assurance Manager & Ombudsman Lead 

	Report Sponsor
	Elizabeth Rix, Executive Director of Nursing

	Presented by
	Elizabeth Rix, Executive Director of Nursing

	Freedom of Information 
	Open

	Purpose of the Report
	This report updates the Board with the Public Service Ombudsman Annual Letter for Swansea Bay University Health Board for the period 2024/25.


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

	
	☒	☐	☒	☐
	Recommendations

	The Board is recommended to:
· DISCUSS the report and identify any further actions to be taken; and
· Take ASSURANCE from the actions being progressed.





PUBLIC SERVICE OMBUDSMAN ANNUAL LETTER REPORT

1. INTRODUCTION
This report provides the Board with the Public Service Ombudsman Annual Report in relation to complaints referred to the Ombudsman during 2024/25.

2. BACKGROUND
The Public Service Ombudsman provides an Annual Letter, attached as Appendix 1, to each Health Board in Wales.  Also enclosed is the Annual Letter data, which has allowed the Health Board to analyse its performance in comparison with other Health Board’s in Wales.

3. GOVERNANCE AND RISK ISSUES
There has been an increase in the number of cases referred to the Ombudsman during the reported period of 2024/25 compared to 2023/24, on an All-Wales basis.   The Ombudsman reports that again they saw an increase in the number of people contacting them about public services. Since 2019-20, the volume of new complaints about public services reaching the Ombudsman’s office has increased by 44%. The Ombudsman further advises that they also closed a record number of complaints about public services – 5% more than last year. This year, the Ombudsman intervened, found that something has gone wrong, and recommended how to put things right, in 18% of complaints that they closed. Positively, this year the Ombudsman resolved many more complaints early on. 87% of Ombudsman interventions this year involved Early Resolution, compared to 70% in 2023-24. 
	 
	2022/23
	2023/24
	2024/25

	No. Complaints to Ombudsman
	137
	132
	134

	No. Proceeded to Investigation
	19
	10
	18






Assurance: The number of Complainants approaching the Ombudsman has increased in numbers by 2, from 132 (0.35%) last year to 134 (0.34%) this year – Swansea Bay’s percentage per 1000 residents in our catchment area is 0.34%, which is 0.01% lower per 1000 residents than last year.  This is similar to Betsi Cadwaladr also at 0.34% and Hywel Dda at 0.33%.  The Service Groups Quality & Safety Teams are good at ensuring that the Ombudsman paragraph is in all communications with patients and encourage Complainants to approach the Ombudsman if they are not content with their response. 
The Concerns Assurance Manager & Ombudsman Lead delivers tailored Complaints & Ombudsman training and also regularly attends the Consultant Development Programme to provide training to newly qualified consultants within the Health Board, ensuring a culture of learning and improvement is conveyed throughout the Service Delivery Units within the Health Board.  The Concerns Assurance Manager & Ombudsman Lead is also Co-Chair of the Ombudsman Network.
4. Public Service Ombudsman’s Annual Letter 
The Ombudsman Annual Letter was received on 14th August 2025, a revised letter, due to inaccurate figures, was received on 30th September 2025.  The Annual Letter coincides with the publishing of the Ombudsman Annual Report – it advises that the Ombudsman saw an increase in the number of people contacting them about public services. Since 2019-20, the volume of new complaints about public services reaching the Ombudsman’s office has increased by 44%.  The Ombudsman advises that they closed a record number of complaints about public services – 5% more than last year. In the past year, they intervened - found that something had gone wrong, and recommended how to put things right - in 18% of complaints closed. Positively, in the past year, the Ombudsman resolved many more complaints early.  87% of Ombudsman interventions this year involved Early Resolution, compared to 70% in 2023-24.  The Ombudsman has provided assurance that they understand that people who raise their concerns with them want their complaints resolved as quickly as possible and they are committed to dealing with them in a timely manner. Overall, the Ombudsman assessed incoming complaints, or intervened with an Early Resolution, within an average of 4 weeks, which is well within their target of 6 weeks. The Ombudsman has also reduced the time it takes to complete an average investigation, from 64 weeks in 2023-24, to 53 weeks in the past year.  Currently 54 organisations across Wales operate the Ombudsman’s model complaints policy. This includes all local councils, all Health Boards and now most housing associations - representing about 85% of the complaints the Ombudsman receives.

5. Complaints relating to Health Boards
During 2024-25, the Ombudsman received 949 complaints about Health Boards. This is an increase of 1% since last year, which illustrates that the rate of Health Board complaints is slowing down. However, the Ombudsman are now receiving 26% more complaints about Health Boards than in 2019-20.  By far, the most common area of these complaints is clinical treatment in hospital. In addition, approximately 16% of complaints about Health Boards related to complaint handling. The Ombudsman has advised that this is a welcome drop from 18% from the previous year. The Ombudsman intervened in 27% of Health Board complaints that closed – compared to 31% last year.   

Assurance: In 2024-25, the Ombudsman received 134 complaints regarding Swansea Bay University Health Board and closed 136 – some complaints were carried over from the previous year. The number Swansea Bay interventions by the Ombudsman is 33 interventions, reduced from 41 last year, the Ombudsman intervenes in 24% of all complaints received (28% last year) Swansea Bay is the third lowest Health Board in Wales for Ombudsman interventions.  Swansea Bay Ombudsman complaints, in relation to complaint handling, have dropped to 0 (0%) this year from 26 (20%) last year – which is positive.

6. Ombudsman Recommendations 
The Ombudsman made 86 recommendations to Swansea Bay during the past year. To ensure that their investigations and reports drive improvement, the Ombudsman follows up compliance with the recommendations agreed. In 2024-25, 86 recommendations were due. 64% of the recommendations due were complied with in the timescale agreed. 

Assurance: The Health Board strives to improve providing evidence to the Ombudsman within the prescribed timescales and has fed back the importance of providing evidence in a timely manner to the Service Groups.  Bi-weekly meetings are held with the Service Group’s Quality & Safety Teams to ensure that evidence is provided to the Ombudsman within a timely manner.

The Ombudsman’s Complaints Standards Authority has been providing variance data to the Health Board

The NHS average for 2023/2024 was that evidence was provided to the Ombudsman nearly 2 days over the due date.  In 2024/2025, the NHS average 0.10 days late.  Swansea Bay has provided evidence to the Ombudsman 2 days before the agreed timescale (compared to 3 days late) last annum:
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Assurance: The Health Board will continue to liaise with the Ombudsman’s Complaints Standards Authority on a quarterly basis. We will continue to meet bi-weekly with the Service Group’s Quality & Safety Teams, and ensure that any delays are escalated to the Service Group’s Triumvirate, to ensure that the prescribed timescales set by the Ombudsman are met by the Health Board.

7. Ombudsman Public Interest Complaints and compliance with recommendations
In January 2024, the Ombudsman published 3 Public Interest Reports relating to Swansea Bay’s management of orthopaedic care. In light of their findings that the complainants were treated unfairly because of errors in the way the waiting lists were managed, the Ombudsman recommended that the Health Board audits its waiting list to establish whether other errors have been made on waiting times or whether patients have been improperly removed from the list. The Ombudsman has advised that there were significant delays in achieving compliance with some of the recommendations made within the agreed timescales. This was due to the audit of the waiting list taking far longer than anticipated.  However, the Ombudsman has advised that they are pleased that compliance is now complete.

Assurance: The Ombudsman provided a timescale of 1 month to complete the full review of the Orthopaedic Waiting List, which was an unachievable timescale for the extent of the work required.  The Service Groups have been reminded to ensure that timescales are achievable prior to agreeing to the Ombudsman’s recommendations at Draft Report stage, as the Ombudsman are always amenable to discussions surrounding attainable timescales. 

We continue to strive to improve on providing evidence within the prescribed Ombudsman timescales, which has improved – from 3 days late last year to 2 days early this year, by having bi-weekly meetings with each Service Group’s Quality and Safety Team and ensuring that information is regular chased prior to the Ombudsman deadline.

8. Complaints Statistics
The Ombudsman continues work to publish complaints statistics, gathered from public bodies, with data published twice a year. This data allows us to review information with greater context.  

During 2024-25, 6.13% of complaints made to NHS bodies went on to be referred to the Ombudsman.  

The Ombudsman published 1 thematic report, which included as case studies complaints about Health Boards - ‘Equality Matters’ (January 2025): a thematic report on inclusion and accessibility across public services. 

9. Proposed Actions for the Health Board following receipt of the Annual Letter:

	Action 
	Responsibility 
	Due date

	Present the Annual Letter to Board at the next available opportunity and notify the Ombudsman of when these meetings will take place.  
	Concerns Assurance Manager & Ombudsman Lead
	27 November 2025

	Consider the Annual Letter data, in-line with our data, in order to continually improve the Health Board’s complaints performance, including any patterns or trends and our organisation’s compliance with recommendations made by the Ombudsman’s Office.

	Concerns Assurance Manager & Ombudsman Lead
	November 2025

	Provide the Ombudsman with a copy of the Health Board’s Annual Report for 2024-25 on the Duty of Candour and Quality
	Concerns Assurance Manager & Ombudsman Lead
	Published on 
9 September 2025


	Inform the Ombudsman of the outcome of the Board’s considerations and proposed actions on the above matters at your earliest opportunity.
	Assistant Head of Concerns
	December 2025



10. RECOMMENDATION
The Board is recommended to:

· DISCUSS the report and identify any further actions to be taken; and
· Take ASSURANCE from the actions being progressed. 



	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

	Taking action to learn from patient experience and complaints aims to reduce the amount of incidents/harm to patients in our services.

	Financial Implications

	No financial implications 

	Legal Implications (including equality and diversity assessment)

	If complainants are not satisfied with their responses, then they may pursue a civil claim.

	Staffing Implications

	No staffing implications.

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

	No implications.

	Report History
	Previous updates have been provided the Board. 

	Appendices
	Appendix 1 Public Service Ombudsman Annual
Appendix 2 SBU Annual Report and Accounts 2024-25
Appendix 3 Annual_Letters_24-25_ENG/CYM



Ombudsman 2021-2024

No. Complaints to Ombudsman	2022/23	2023/24	2024/25	137	132	134	No. Proceeded to Investigation	2022/23	2023/24	2024/25	19	10	18	





[image: C:\Users\ge120276\AppData\Local\Microsoft\Windows\INetCache\Content.Outlook\2PB7IN9H\OBW_FULL COLOUR - RGB (002).jpg] 2
Board – 27 November 2025
image1.png
Aneurin Bevan University Health Board

Betsi Cadwaladr University Health Board

Cardiff and Vale University Health Board

Cwm Taf Morgannwg University Health Board

Hywel Dda University Health Board

Powys Teaching Health Board

Swansea Bay University Health Board

Velindre University NHS Trust

Welsh Ambulance Services NHS Trust

NHS Average AVT

23/24 24/25

3 0

=7 =il

=il -3

= -10

3 -2
s
1.99 0.10




image2.jpg
$5>

¥

/
0

g_
&20

=
>
-
m
A

Bwrdd lechyd Prifysgol
Bae Abertawe

Swansea Bay University
Health Board




image3.jpeg
Un Bae Ary Cyd

One Bay Way




