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Cyflwyniad 
 
Cyhoeddir yr adroddiad hwn o dan adran 23 o Ddeddf Ombwdsmon 
Gwasanaethau Cyhoeddus (Cymru) 2019. 
 
Yn unol â darpariaethau’r Ddeddf, mae’r adroddiad yn ddienw er mwyn 
sicrhau, hyd y bo modd, bod unrhyw fanylion a allai olygu bod modd 
adnabod unigolion wedi cael eu newid neu eu hepgor.  Mae’r adroddiad 
felly yn cyfeirio at yr achwynydd fel Miss V. 
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Crynodeb 
 
Cwynodd Miss V am y gofal a thriniaeth a roddwyd i’w chyfnither, Ms F, gan 
Fwrdd Iechyd Prifysgol Cwm Taf Morgannwg (“BIP Cwm Taf Morgannwg”) a 
Bwrdd Iechyd Prifysgol Bae Abertawe (“BIP Bae Abertawe”).  Yn benodol, 
roedd yn pryderu bod BIP Cwm Taf Morgannwg a BIP Bae Abertawe 
(“y Byrddau Iechyd”) wedi colli cyfleoedd i adnabod a thrin llid y pendics 
Ms F, a achosodd ei phendics rhwygedig.   
 
Ni chadarnhaodd yr Ombwdsmon y gŵyn yn erbyn BIP Bae Abertawe 
oherwydd canfu ei bod yn annhebygol y bu Ms F yn dioddef o lid y pendics 
yn ystod ei hamser o dan ofal Bwrdd Iechyd Prifysgol Bae Abertawe.  
 
Cadarnhaodd yr Ombwdsmon y gŵyn yn erbyn BIP Cwm Taf Morgannwg.  
Canfu fod BIP Cwm Taf Morgannwg wedi colli cyfleoedd i adnabod a thrin 
llid y pendics Ms F yn ystod ei hymweliadau ag Uned Triniaethau Dydd 
mewn Argyfwng yn Ysbyty Tywysoges Cymru ar 17 a 20 Gorffennaf 2020.   
 
Canfu’r Ombwdsmon y bu methiannau i amau llid y pendics a derbyn Ms F 
i ysbyty ar 17 Gorffennaf, gan ystyried ei phoen difrifol yn yr abdomen, ei 
phwysedd gwaed anarferol o isel a chanlyniadau profion gwaed a oedd yn 
dangos presenoldeb haint sylweddol.  Bu methiannau hefyd i ragnodi 
gwrthfiotigau a threfnu ymchwiliadau addas ac amserol, gan gynnwys 
sganiau.  Yn hytrach, cafodd Ms F ei hanfon adref, a dywedwyd wrthi 
ddychwelyd am ymchwiliadau pellach ar 20 Gorffennaf.  Roedd hyn yn 
fethiant gwasanaeth sylweddol.    
 
Canfu’r Ombwdsmon, ar ôl i sgan ar 20 Gorffennaf ddiystyru cerrig bustl fel 
diagnosis posibl, y bu methiant pellach i dderbyn Ms F i’r ysbyty ar gyfer 
rhagor o ymchwiliadau i achos ei symptomau.  Canfu nad oedd yn briodol 
anfon Ms F adref ar 20 Gorffennaf gyda chyngor i ddychwelyd am 
adolygiad ac ymchwiliadau pellach 2 ddiwrnod yn ddiweddarach.  Roedd 
hyn yn fethiant gwasanaeth sylweddol arall.  Yn anffodus, ni ddychwelodd 
Ms F am adolygiad pellach, a bu farw yn ei chartref ar 1 Awst 2020.  
Canfu’r Ombwdsmon, yn ôl pwysau tebygolrwydd, pe bai BIP Cwm Taf 
Morgannwg wedi darparu gofal priodol ar 17 neu 20 Gorffennaf, byddai llid 
y pendics Ms F wedi’i adnabod a’i drin, a byddai ei marwolaeth wedi’i 
hosgoi. 
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Argymhellodd yr Ombwdsmon y dylai BIP Cwm Taf Morgannwg, o fewn 
1 mis o’r adroddiad hwn: 
 
• Darparu ymddiheuriad gwenieithus i Miss V a’r teulu am y methiannau 

a nodir yn yr adroddiad hwn a chydnabod iddo golli cyfleoedd i gymryd 
camau a fyddai’n debygol o fod wedi osgoi marwolaeth Ms F. 

 
• Cefnogi teulu Ms F trwy gynnig manylion cyfreithwyr sy’n gallu darparu 

i deulu Ms F cyngor cyfreithiol cyfrinachol ac annibynnol i asesu 
cynnwys a chanfyddiadau’r adroddiad hwn er mwyn iddynt dderbyn 
iawndal priodol oddi wrth BIP Cwm Taf Morgannwg, am yr 
anghyfiawnder sylweddol a achoswyd i’r teulu.  Dylai BIP Cwm Taf 
Morgannwg, o fewn 1 mis o ddyddiad yr adroddiad hwn, sicrhau iddo 
gyllido cefnogaeth gyfreithiol briodol i deulu Ms F er mwyn hwyluso 
hwn. 

 
• Rhannu copi o’r adroddiad hwn â’r Ymgynghorydd Cyntaf a’r 

Ail Ymgynghorydd a darparu tystiolaeth i’r Ombwdsmon eu bod wedi 
myfyrio ar y methiannau a nodwyd a sut y gallant wella eu harfer yn y 
dyfodol.  

 
• Atgoffa pob clinigwr sy'n gweithio mewn lleoliadau triniaeth ddydd i fod 

yn ymwybodol, pan fyddant yn asesu cleifion â phoen abdomenol, nad 
yw cyfran sylweddol o gleifion yn dangos llid y pendics nodweddiadol. 

 
Ac o fewn 6 mis o’r adroddiad hwn:   
 
• Rhannu copi o'r adroddiad hwn gyda'r rhai sy'n bresennol yng 

nghyfarfod nesaf y Tîm Llywodraethu Llawfeddygol Clinigol a darparu 
tystiolaeth bod y canfyddiadau wedi'u hystyried a'u trafod. 
 

• Cynnal adolygiad i arfer a gweithdrefn (“yr adolygiad”) o fewn yr 
UTDmA a’i leoliadau triniaeth ddydd arall i sicrhau bod y methiannau a 
nodwyd yn yr adroddiad hwn wedi cael sylw priodol, gan gynnwys (ond 
heb fod yn gyfyngedig i) ystyriaeth o’r canlynol:  
 

i. Sut i sicrhau bod ymchwiliadau priodol (gan gynnwys sganio 
CT) yn cael eu cynnal ar gyfer poen abdomenol sydd heb ei 
ddiagnosio pan fydd tystiolaeth o haint/llid. 
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ii. Sut i sicrhau bod gwrthfiotigau yn cael eu rhagnodi’n briodol 
pan fydd tystiolaeth o haint/llid.  

 
iii. Sut i sicrhau bod dilyniant priodol, gan gynnwys profion gwaed 

trachefn, a gwaith diagnostig yn cael eu cwblhau cyn rhyddhau 
claf pan fydd profion gwaed cychwynnol yn awgrymu haint/llid.  

 
iv. Sut i sicrhau bod cleifion sydd angen rheolaeth fwy gweithredol 

nag y gellir ei ddarparu yn yr UTDmA yn cael eu huwchgyfeirio'n 
briodol. 

 
• Creu cynllun gweithredu yn seiliedig ar ganlyniadau'r adolygiad a'i 

rannu gyda fy swyddfa ac unrhyw adran glinigol y gallai'r 
canfyddiadau fod yn berthnasol iddi. 

 
Mae’r Ombwdsmon yn falch o nodi bod BIP Cwm Taf Morgannwg, wrth roi 
sylwadau ar fersiwn drafft o’i hadroddiad, wedi derbyn ac wedi cytuno i 
weithredu’r argymhellion hyn.  
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Y gŵyn 
 
1. Cwynodd Miss V am y gofal a thriniaeth a roddwyd i’w chyfnither, 
Ms F, gan Fwrdd Iechyd Prifysgol Cwm Taf Morgannwg (“BIP Cwm Taf 
Morgannwg”) a Bwrdd Iechyd Prifysgol Bae Abertawe (“BIP Bae Abertawe”).  
Yn benodol, roedd yn pryderu bod BIP Cwm Taf Morgannwg a 
BIP Bae Abertawe (“y Byrddau Iechyd”) wedi colli cyfleoedd i adnabod a 
thrin llid y pendics Ms F, a achosodd ei phendics rhwygedig. 
 
Ymchwiliad 
 
2. Cafodd fy Ymchwilydd sylwadau a chopïau o ddogfennau perthnasol 
gan y Byrddau Iechyd ac ystyriodd y rheiny ar y cyd â’r dystiolaeth a 
ddarparwyd gan Miss V.  Yn ogystal, cafodd gyngor clinigol gan un o’n 
cynghorwyr proffesiynol, Mr Misra Budhoo, Llawfeddyg Cyffredinol a’r 
Colon a'r Rhefr gyda dros 20 mlynedd o brofiad (“y cynghorwr”).  
Gofynnodd fy Ymchwilydd i’r Cynghorwr ystyried, heb ôl-ddoethineb, a fu’r 
gofal neu'r driniaeth yn briodol yn y sefyllfa y cwynwyd amdani.  Rwy’n 
penderfynu a fu safon y gofal yn briodol trwy gyfeirio at safonau neu 
reoliadau cenedlaethol perthnasol a chanllaw proffesiynol neu statudol a 
oedd yn berthnasol ar adeg y digwyddiadau y cwynwyd amdanynt.    
 
3. Nid wyf wedi cynnwys pob manylyn yr ymchwiliwyd iddo yn yr 
adroddiad hwn, ond rwyf yn fodlon na chafodd unrhyw beth arwyddocaol ei 
esgeuluso. 
 
4. Cafodd Ms V a'r Byrddau Iechyd gyfle i weld a rhoi sylwadau ar 
fersiwn drafft yr adroddiad hwn cyn cyhoeddi'r fersiwn terfynol. 
 
Deddfwriaeth berthnasol  
 
5. Ymgorfforodd Deddf Hawliau Dynol 1998 (“yr HRA”) y Confensiwn 
Ewropeaidd ar Hawliau Dynol  (“y Confensiwn”) yng nghyfraith y DU.  Mae 
Erthygl 8 o’r Confensiwn yn amddiffyn hawl person i barch at ei fywyd 
preifat a theuluol, ei gartref a gohebiaeth.  Dim ond er mwyn amddiffyn 
hawliau pobl eraill y gellir ymyrryd â'r hawl hon.  Derbynnir y gellir hefyd 
edrych ar Erthygl 8 ar y cyd â hawliau eraill, lle na chyrhaeddir y trothwy i’w 
gweld ar wahân. 
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6. Rhaid i bob awdurdod cyhoeddus ddilyn y Ddeddf Hawliau Dynol a 
pharchu ac amddiffyn hawliau dynol unigolyn.  Nid swyddogaeth fy swyddfa 
yw gwneud canfyddiadau diffiniol ynghylch a yw corff cyhoeddus wedi torri 
hawliau dynol unigolyn trwy ei weithredoedd (neu ei ddiffyg gweithredu).  
Fodd bynnag, wrth ystyried a fu camweinyddu neu fethiant gwasanaeth ar 
ran corff cyhoeddus, gallaf ystyried a yw cyrff cyhoeddus yn ystyried 
hawliau dynol pan fyddant yn cyflawni eu swyddogaethau pan fo hyn yn 
ystyriaeth berthnasol.  Yn unol â hynny, byddaf yn nodi pan fydd materion 
hawliau dynol yn cael eu cynnwys ac yn gwneud sylwadau pan fydd 
tystiolaeth nad yw corff cyhoeddus wedi rhoi digon o sylw iddynt. 
 
Y digwyddiadau cefndir 
 
7. Roedd Ms F yn byw gartref gyda’i mab, sy’n awtistig, ac a oedd yn 
21 mlwydd oed ar y pryd.  Roedd ganddi ddiabetes math-1 (cyflwr sy’n 
achosi i siwgr gwaed person fod yn rhy uchel) a hanes o gastroparesis 
(cyflwr hir-dymor lle na all y stumog wagio yn y ffordd arferol).  Mae 
symptomau gastroparesis yn cynnwys chwydu, bol chwyddedig a phoen 
abdomenol.  Roedd gastroparesis Ms F yn ddigon difrifol fel bod ganddi 
gastrostomi endosgopig trwy’r croen (“PEG” – tiwb plastig a osodir drwy’r 
abdomen i’r stumog) i’w helpu i gymryd bwyd.  Cafodd Ms F ei derbyn sawl 
gwaith i’r ysbyty yn y blynyddoedd diwethaf.  
 
8. Cafodd Ms F ei gweld gan Adran Achosion Brys (“AAB”) 
Ysbyty Tywysoges Cymru (“yr Ysbyty Cyntaf” - ysbyty y mae BIP Cwm Taf 
Morgannwg yn gyfrifol amdano) ar 24 Mawrth 2020 yn cwyno am chwydu a 
phoen abdomenol.  Nododd Meddyg AAB fod ei symptomau wedi’u hachosi 
gan “argyfwng gastroparesis”.  Rhyddhawyd Ms F yr un diwrnod.   
 

9. Ar 5 Mai derbyniwyd Ms F i’r Ysbyty Cyntaf drwy’r Adran Achosion 
Brys gyda chwydu a mwy o boen abdomenol a ddisgrifiwyd yn y cofnodion 
fel “yn debyg i’w phoen arferol”.  Nodwyd bod ganddi hypoglycemia (lle 
mae lefel y siwgr yn y gwaed yn disgyn yn rhy isel) a’i bod wedi datblygu 
anaf acíwt i’w harennau (“AKI” – lle mae’r arennau’n rhoi’r gorau i weithio’n 
iawn yn sydyn) o ganlyniad i’w diabetes a gastroparesis.  Cafodd Ms F ei 
ryddhau 8 Mai.   
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10. Ar 5 Gorffennaf derbyniwyd Ms F i Ysbyty Morriston 
(“yr Ail Ysbyty” - ysbyty y mae BIP Bae Abertawe yn gyfrifol amdano) yn 
cwyno ei bod yn chwydu’n aml a phoen ym mhob rhan o’i abdomen.  
Cymerwyd sgan tomograffeg gyfrifiadurol ("sgan CT" - y defnydd o 
belydr-X a chyfrifiadur i greu delwedd o'r tu mewn i'r corff) o'i abdomen ar 
6 Gorffennaf a dywedwyd ei fod yn normal.  Credwyd bod symptomau 
Ms F o ganlyniad i gastroparesis a rheolaeth wael o’i diabetes.  Mae'r 
nodiadau clinigol yn cofnodi bod Ms F wedi gadael yr ysbyty yn annisgwyl 
ar 8 Gorffennaf. 
 
11. Ar 17 Gorffennaf gwelodd Ms F ei Meddyg Teulu a dywedodd y bu’n 
profi poen stumog eithafol am y 2 ddiwrnod blaenorol.  Nododd y 
Meddyg Teulu fod y boen mor ddifrifol fel na allai sefyll.  Dywedodd Ms F fod 
ei bol wedi chwyddo ond nad oedd yn chwydu fel y byddai fel arfer â 
gastroparesis.  Trefnodd Meddyg Teulu adolygiad brys yn Uned Triniaethau 
Dydd mewn Argyfwng yr Ysbyty Cyntaf (“yr UTDmA”) a ysgrifennodd lythyr 
atgyfeirio a oedd yn nodi ei bod yn ymddangos bod poen Ms F wedi’i leoli yng 
nghwadrant uchaf dde ei habdomen.  Awgrymodd y Meddyg Teulu y gallai 
Ms F fod yn dioddef o gastroparesis, rhwystr yn y coluddyn neu golig bustlog 
(poen sydd fel arfer yn digwydd yn rhan dde canol i uchaf yr abdomen ac a 
achosir gan garreg bustl yn blocio'r tiwb sy'n draenio bustl - hylif corfforol sy'n 
helpu treuliad - o goden fustl i'r coluddyn bach). 
 
12. Yn ddiweddarach y diwrnod hwnnw, cafodd Ms F ei hasesu gan 
Lawfeddyg Ymgynghorol (“yr Ymgynghorydd Cyntaf”) yn yr UTDmA.  
Dywedodd Ms F fod ei phoen yn “ofnadwy” ac “ddim fel yr arfer.”  Nododd yr 
Ymgynghorydd Cyntaf nad oedd yn chwydu, roedd ei choluddyn yn “iawn” a 
bod ei phoen yn bennaf ar yr ochr dde, uwchben y botwm bol ond yn effeithio 
ar yr abdomen cyfan.  Gwnaeth sylwadau nad oedd symptomau Ms F yn 
ymddangos yn debyg i episodau blaenorol.  Gan nodi bod y boen yn 
“goligiog” a “bustl” iawn (yn ymwneud â bustl neu ddwythell y bustl), roedd yn 
amau mai cerrig bustl oedd yr achos.  Yn ôl BIP Cwm Taf Morgannwg, 
nododd yr Ymgynghorydd Cyntaf arwyddion llid (sef arwyddion haint) yng 
nghanlyniadau prawf gwaed Ms F ond roedd o’r farn nad oedd y rhain yn 
anarferol iddi.  Rhyddhawyd Ms F gyda chynllun i ddychwelyd ar 
20 Gorffennaf i gael sgan uwchsain ("USS" - y defnydd o donnau sain amledd 
uchel i greu delwedd o'r tu mewn i'r corff) o'i abdomen.  Roedd gan Ms F 
gyffuriau lladd poen pan gafodd ei rhyddhau.    
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13. Dychwelodd Ms F i’r UTDmA ar 20 Gorffennaf lle cafodd ei hadolygu 
gan Lawfeddyg Ymgynghorol arall (“yr Ail Ymgynghorydd”).  Dywedodd 
Ms F iddi deimlo'n llawer gwell heb unrhyw gyfog a bod ei phoen wedi 
lleihau.  Dywedwyd bod yr USS yn normal, a sylwyd ei bod yn edrych yn 
iach yn ystod yr archwiliad.  Penderfynodd yr Ail Ymgynghorydd beidio â 
chynnal ymchwiliadau pellach ond cynghorodd Ms F i ddychwelyd am 
adolygiad ymhen 2 ddiwrnod.  Nododd y dylid trefnu sgan CT a phrofion 
gwaed pellach os nad oedd hi'n well erbyn hynny.  Ni fynychodd Ms F yr 
apwyntiad adolygu ac ni chynhaliwyd unrhyw apwyntiad dilynol.   
 
14. Yn anffodus, ar 1 Awst, canfuwyd Ms F yn farw yn ei chartref gan ei 
mab.  Roedd y dystysgrif marwolaeth yn cofnodi prif achosion ei 
marwolaeth fel: (a) sepsis (pan fo'r system imiwnedd yn gorymateb i haint 
ac yn dechrau niweidio meinweoedd ac organau'r corff), (b) peritonitis 
(haint sy’n effeithio ar leinin yr abdomen) a (c) phendics rhwygedig (byrst) 
(cwd bach tenau yw'r pendics sy’n cysylltu â'r coluddyn mawr).  Canfu 
post-mortem (archwiliad meddygol o gorff person ar ôl iddo farw) 
dystiolaeth o lid difrifol a chronig (hirsefydlog) gyda necrosis (marwolaeth 
meinwe’r corff) a oedd yn “awgrymu llid y pendics rhwygedig cronig gyda 
pheritonitis”. 
 
Tystiolaeth y teulu  
 
15. Dywedodd Miss V fod yr Ymgynghorydd Cyntaf a’r 
Ail Ymgynghorydd yn UTDmA BIP Cwm Taf Morgannwg wedi colli 
cyfleoedd i nodi arwyddion llid y pendics neu bendics rhwygedig ar 
17 Gorffennaf ac eto ar 20 Gorffennaf.  Dywedodd ei bod yn amlwg o 
lythyr atgyfeirio’r Meddyg Teulu ar 17 Gorffennaf fod gan Ms F lawer o 
symptomau peritonitis cyffredinol.  Dywedodd fod Ms F wedi’i hanfon 
adref o’r UTDmA ar 17 Gorffennaf er iddi fod yn dioddef poen dirdynnol a 
dywedwyd wrthi am barhau i gymryd y cyffuriau lladd poen, codin a 
diazepam.  Dywedodd y dylai’r Ymgynghorydd Cyntaf fod wedi dangos 
mwy o bryder am yr arwyddion llid yng nghanlyniadau prawf gwaed Ms F. 
 
16. Dywedodd Miss V na ddylai'r Ail Ymgynghorydd fod wedi anfon Ms F 
adref ar 20 Gorffennaf heb gynnal ymchwiliadau pellach, o ystyried bod yr 
USS wedi eithrio diagnosis o gerrig bustl.  Dywedodd fod mam Ms F wedi 
galw’r UTDmA ar 20 Gorffennaf yn gofyn i Ms F gael ei chadw yn yr ysbyty 
ond dywedwyd wrthi fod ei USS yn normal ac nad oedd unrhyw reswm i’w 
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derbyn.  Dywedodd Miss V fod y cyffuriau lladd poen yr oedd Ms F yn eu 
cymryd ar y pryd yn cuddio ei symptomau ac yn rhoi camargraff o'i chyflwr.  
Gan gymryd hynny i ystyriaeth, dywedodd nad oedd dibynnu ar Ms F i 
ddychwelyd ymhen 2 ddiwrnod am adolygiad pellach yn ddigon.  Dywedodd 
na ddychwelodd Ms F oherwydd bod y diffyg ymchwiliadau a gynhaliwyd yn 
ystod ei hymweliadau â’r UTDmA wedi gwneud iddi deimlo ei bod yn 
dychmygu’r holl sefyllfa ac yn gwastraffu eu hamser.   
 
17. Mewn ymateb i fersiwn drafft o’r adroddiad hwn, dywedodd Miss V 
iddi gredu’n gryf bod y Bwrdd Iechyd wedi torri hawliau dynol Ms F.  
Dywedodd ei bod yn bryderus iawn ynghylch y diffyg proffesiynoldeb a 
ddangoswyd gan glinigwyr ym mhob un o ymweliadau Ms F â’r UTDmA.  

 
18. Yn ei llythyr cwyn i BIP Bae Abertawe, dywedodd mam Ms F iddi 
gredu bod yn rhaid y bu ei merch yn dioddef o lid y pendics pan gafodd ei 
derbyn i'r Ail Ysbyty ar 4 Gorffennaf.  Roedd yn pryderu bod clinigwyr yn yr 
ysbyty wedi methu â nodi mai llid y pendics Ms F oedd yn achosi ei phoen 
abdomenol.  
 
Tystiolaeth y Bwrdd Iechyd 
 
19. Yn ei ymateb i’r gŵyn wreiddiol, dywedodd BIP Cwm Taf Morgannwg 
y trafodwyd y pryder yn helaeth yn ystod cyfarfod y Tîm Llywodraethu 
Llawfeddygol Clinigol a chytunwyd bod Ms F wedi derbyn “y gofal safonol, 
fel y byddai’r llawfeddygon eraill wedi’i ddarparu”.  Dywedodd na fu unrhyw 
gamddiagnosis gan na ddangosodd Ms F yn yr UTDmA â symptomau a 
oedd yn awgrymu llid y pendics acíwt neu bendics rhwygedig.  Dywedodd 
fod symptomau nodweddiadol o beritonitis cyffredinol yn cynnwys gwewyr 
abdomenol dwys, tynerwch abdomenol, bol chwyddedig ac abdomen llawn, 
twymyn, cyfog, chwydu, colli archwaeth, dolur rhydd, allbwn wrin isel, 
syched, anallu i basio carthion neu wynt, blinder a dryswch.  Dywedodd 
mai'r nodweddion mwyaf trawiadol oedd poen abdomenol difrifol, yr anallu i 
symud a theimlo mor sâl fel bod angen sylw meddygol brys.  Dywedodd fod 
gan Ms F ar 17 Gorffennaf boen coligog yn y cwadrant uchaf ar y dde a 
oedd yn arwydd o gerrig bustl ac nad oedd ganddi rwymedd na chwydu, 
ond bod ei choluddyn yn rhydd. 
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20. Dywedodd BIP Cwm Taf Morgannwg fod profion gwaed Ms F yn 
dangos cynnydd mewn arwyddion llid ond nad oedd y rhain yn anarferol yn 
ei hanes meddygol.  Dywedodd fod ei phoen yn gwella erbyn 20 Gorffennaf 
ac nad oedd ganddi unrhyw broblemau cyfog na choluddyn.  Dywedodd y 
tybiwyd bod symptomau Ms F wedi gwella pan na ddaeth i gael adolygiad 
pellach.  Dywedodd fod hyn yn anffodus wedi atal ymchwiliadau pellach a 
allai fod wedi canfod achos ei symptomau ac ymestyn ei bywyd.   
 
21. Yn ei ymateb i’r ymchwiliad hwn, dywedodd BIP Cwm Taf Morgannwg 
y gallai symptomau Ms F fod wedi’u cuddio gan y cyffuriau lladd poen yr 
oedd yn eu cymryd, ond na fyddent wedi cuddio arwyddion peritonitis 
cyffredinol.  Dywedodd fod yr achos wedi'i drafod yn y Cyfarfod 
Llywodraethu Llawfeddygol a bod y rhai a oedd yn bresennol wedi cytuno 
bod cyngor rhwyd ddiogelwch priodol wedi'i roi. 
 
22. Darparodd BIP Cwm Taf Morgannwg sylwadau gan Ymgynghorydd 
llawfeddygol GI Uchaf sy'n gweithio yn yr Ysbyty Cyntaf.  Dywedodd fod 
peritonitis yn gyflwr hynod boenus ac nid oedd yn glir pam nad oedd Ms F 
wedi dychwelyd i gael adolygiad ar ôl 48 awr neu wedi hynny.  Dywedodd, 
ar ôl adolygu’r adroddiad post-mortem, ei bod yn fwyaf tebygol bod pendics 
Ms F wedi rhwygo ar ddiwrnod olaf ei bywyd.  

 
23. Mewn ymateb i’r ymchwiliad hwn, dywedodd BIP Bae Abertawe nad 
oedd tystiolaeth glinigol, radiolegol na biocemegol ei bod yn dioddef o lid y 
pendics acíwt neu gronig yn ystod derbyniad Ms F i’r Ail Ysbyty rhwng 
5 - 8 Gorffennaf.  Dywedodd fod Ms F wedi cael ymchwiliadau priodol i 
ganfod achos ei phoen abdomenol a dywedwyd wrthi fod ei symptomau'n 
nodweddiadol o gastroparesis.  Dywedodd fod archwiliad corfforol yn 
cadarnhau poen yn yr abdomen isaf ond nid poen ochr dde yn rhan isaf yr 
abdomen, a fyddai'n ddisgwyliedig mewn cleifion â llid y pendics.  
Dywedodd fod y profion gwaed amrywiol ar gyfer llid/haint i gyd o fewn yr 
ystod arferol ac nad oedd tymheredd Ms F wedi codi, a allai fod wedi 
dynodi haint hefyd.  Dywedodd hefyd nad oedd y sgan CT ar 6 Gorffennaf 
yn dangos unrhyw newidiadau i bendics Ms F o gymharu â’r sgan blaenorol 
ym mis Hydref 2019, heb unrhyw newidiadau llidiol yn y braster o amgylch 
y pendics. 
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Cyngor Proffesiynol 
 
24. Dywedodd y Cynghorwr fod rheolaeth glinigol Ms F yn yr UTDmA ar 
17 Gorffennaf yn is na’r safonau disgwyliedig.  Roedd canlyniadau’r profion 
gwaed, ynghyd â darlleniad pwysedd gwaed systolig (sy'n mesur y 
pwysedd gwaed pan fydd y galon yn curo allan) o lai na 100 yn dynodi 
haint sylweddol.  Yn benodol, dangosodd y cyfrif celloedd gwaed gwyn lefel 
uchel iawn o neutrophils (sef math o gell gwaed gwyn), sy'n aml yn gyson â 
haint bacteriol, a bod y prawf protein C-adweithiol (“CRP”) (sy'n mesur 
lefelau o protein sy'n gysylltiedig â llid) hefyd yn uchel iawn.  Gyda'i gilydd, 
dylai'r canfyddiadau hyn fod wedi ysgogi ymchwiliadau pellach gan 
gynnwys dadansoddiad o nwy’r gwaed (prawf i wirio cydbwysedd ocsigen a 
charbon deuocsid a chydbwysedd asid ac alcali yn y gwaed) ac USS erbyn 
18 Gorffennaf fan bellaf.  Byddai’r USS wedi diystyru cerrig bustl a ddylai, 
yn eu tro, fod wedi ysgogi ystyriaeth o sgan CT.    
 
25. Dywedodd y Cynghorwr y dylai'r trothwy ar gyfer ystyried derbyn 
Ms F i'r ysbyty fod wedi bod yn isel o gofio ei hanes o ddiabetes a 
gastroparesis a'r anawsterau diagnosio a ddaeth yn sgil y rhain.  Pa un 
bynnag, roedd y canfyddiadau clinigol, gan gynnwys difrifoldeb poen Ms F 
er iddi fod yn cymryd cyffuriau lladd poen yn rheolaidd, cynnydd sylweddol 
yn ei harwyddion llid a’i phwysedd gwaed anarferol o isel, yn golygu ei bod 
yn bodloni’r meini prawf derbyn.  Dywedodd, hyd yn oed pe bai’r diagnosis 
awgrymedig o gerrig bustl yn briodol, roedd y canlyniadau gwaed yn 
dangos bod angen rheolaeth fwy gweithredol ar Ms F nag y gellid bod 
wedi’i darparu yn yr UTDmA.   Dywedodd y dylid bod wedi trin Ms F â 
gwrthfiotigau o 17 Gorffennaf ac y byddai hyn yn debygol o fod wedi newid 
cwrs ei chyflwr. 
 
26. Dywedodd y Cynghorwr bod darparu meddyginiaeth lleddfu poen i 
gleifion â phoen abdomenol yn arfer briodol ac yn flaenoriaeth, ac nad 
oedd tystiolaeth bod hyn yn ‘cuddio’ y diagnosis. 
 
27. Dywedodd y Cynghorwr fod rheolaeth Ms F yn yr UTDmA ar 
20 Gorffennaf hefyd yn is na'r safonau sy'n dderbyniol o safbwynt clinigol.  
Dywedodd er bod yr Ail Ymgynghorydd wedi dweud ar gofnod bod Ms F 
“yn teimlo’n well”, sylw goddrychol oedd hyn.  Nododd nad oedd unrhyw 
gofnod o unrhyw arsylwadau o dymheredd, pwls, cyfradd resbiradol na 
phwysedd gwaed Ms F.  Roedd diagram gyda'r graddliwio i'w weld yn 
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awgrymu poen ar ochr dde'r abdomen ond dim cofnod o unrhyw sylwadau 
cysylltiedig na sgorau poen.  Roedd y diagnosis tybiedig o gerrig bustl 
wedi'i ddiystyru ar sail yr USS arferol, ond nid oedd unrhyw esboniad wedi'i 
gofnodi am y poen abdomenol parhaus yng nghyd-destun y canlyniadau 
gwaed annormal a phwysedd gwaed isel blaenorol.  Dywedodd, o ystyried 
nad oedd esboniad hyd yn hyn ar gyfer arsylwadau a chanfyddiadau Ms F, 
dylid bod wedi cynnal rhagor o brofion gwaed a dylid bod wedi ystyried ail 
sgan CT hefyd.  Dywedodd y dylai adolygiad o'r wybodaeth a oedd ar gael 
fod wedi arwain at ystyried rhesymau eraill am yr haint ymddangosiadol, 
gan gynnwys llid y pendics posibl.  
 
28. Dywedodd y Cynghorwr fod esboniad BIP Cwm Taf Morgannwg fod y 
gofal yn briodol gan nad oedd Ms F wedi dangos bod ganddi lid y pendics 
nodweddiadol yn ddigonol.  Dywedodd ei bod yn hysbys nad yw cyfran 
sylweddol o gleifion yn dangos llid y pendics nodweddiadol.  Dywedodd fod 
poen abdomenol acíwt yn ddangosydd cyffredin o lid y pendics a pan fydd 
unrhyw boen ochr dde neu boen abdomenol cyffredinol yn bresennol, rhaid 
ystyried llid y pendics fel diagnosis posibl.  Dywedodd fod digon o 
dystiolaeth, at ei gilydd ac ar y pryd, i ystyried llid y pendics.  Er ei bod yn 
rhesymol ystyried cerrig bustl fel diagnosis, byddai hyn wedi cael ei 
eithrio’n gynt pe bai’r USS wedi’i gynnal ar 17 neu 18 Gorffennaf.  
 
29. Dywedodd y Cynghorwr ei bod yn annhebygol bod Ms F yn dioddef o lid 
y pendics yn ystod ei derbyniadau cynharach i'r ysbyty.  Cyn 17 Gorffennaf, 
dim ond ychydig yn uwch yr oedd canlyniadau CRP Ms F ac adroddwyd bod 
sgan CT ar 6 Gorffennaf yn normal.  Dywedodd mai prin oedd y manylion yn 
yr adroddiad post-mortem mewn perthynas â chanfyddiadau’r abdomen, ond 
roedd yn cefnogi’r casgliad bod Ms F yn dioddef o lid y pendics neu haint 
tebyg yn yr abdomen o 17 Gorffennaf.  Methwyd y diagnosis hwn.  Dywedodd 
fod y methiant i gwblhau gwaith diagnostig digonol wedi cyfrannu at 
farwolaeth Ms F o sepsis.  Ar y sail honno, dywedodd y byddai wedi bod 
modd osgoi marwolaeth Ms F. 
 
30. Dywedodd y Cynghorwr ei fod yn synnu nad oedd ymchwiliad 
BIP Cwm Taf Morgannwg wedi nodi unrhyw bwyntiau dysgu nac 
argymhellion er gwaethaf arwyddion clir bod y rheolaeth yn annigonol ar 
17 a 20 Gorffennaf.  Dywedodd fod marw o lid y pendics yn anghyffredin, 
ond bod marwolaeth o lid y pendics na chafodd ei ddiagnosio ar ôl 
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rhyddhau claf yn llai cyffredin fyth.  Dywedodd y dylai BIP Cwm Taf 
Morgannwg adolygu: 
 

• Rôl sganio CT ar gyfer poen abdomenol sydd heb ei ddiagnosio lle 
mae tystiolaeth o haint, yn enwedig mewn lleoliadau triniaeth ddydd. 

 
• Yr arfer o ran y gwaith dilynol yn yr UTDmA pan fo profion gwaed 

cychwynnol yn annormal i fod angen ail brofion. 
 

• Y meini prawf rhyddhau ar gyfer yr UTDmA pan fo tystiolaeth bod 
haint yn bresennol. 

 
Dadansoddiad a Chasgliadau 
 
31. Wrth ddod i’m casgliadau, rhaid imi ystyried a fu methiannau ar ran y 
Byrddau Iechyd ac, os felly, a achosodd y methiannau hynny anghyfiawnder 
i Ms F neu ei theulu.  Wrth wneud hynny, rwyf wedi ystyried a oedd camau 
gweithredu’r Byrddau Iechyd yn bodloni safonau priodol yn hytrach nag arfer 
gorau posibl.  Cefais gymorth hefyd gan gyngor y Cynghorwr, yr wyf yn ei 
dderbyn yn llawn, ond fy nghasgliadau fy hun ydynt.   
 
32. Cwynodd Miss V fod BIP Bae Abertawe wedi colli cyfleoedd i nodi a 
thrin llid y pendics Ms F yn ystod ei derbyniad i’r Ail Ysbyty rhwng 5 ac 
8 Gorffennaf.  Nid wyf yn cadarnhau'r gŵyn hon.  Wrth ddod i’r casgliad 
hwn, caf fy arwain gan y cyngor clinigol a gefais ei bod yn annhebygol y bu 
Ms F yn dioddef o lid y pendics ar yr adeg hon.  Dywedodd y Cynghorwr 
fod canlyniadau profion gwaed Ms F a diffyg tymheredd uchel yn awgrymu 
nad oedd ganddi haint sylweddol.  At hynny, pe bai Ms F wedi bod yn 
dioddef o lid y pendics ar y pryd, mae’n debygol y byddai wedi cael ei 
ddatgelu ar y sgan CT ar 6 Gorffennaf, ond adroddwyd bod hyn yn normal.  
Ar y sail honno, gall Miss V a’i theulu fod yn dawel eu meddwl na fyddai’r 
gofal a ddarparwyd gan BIP Bae Abertawe wedi cyfrannu mewn unrhyw 
ffordd at farwolaeth Ms F.   
 
33. Cwynodd Miss V fod BIP Cwm Taf Morgannwg wedi colli cyfleoedd i 
nodi a thrin llid y pendics Ms F yn ystod ei hymweliadau â’r UTDmA.  
Rwy'n cadarnhau’r gŵyn hon.   
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34. Roedd gan Ms F hanes hirsefydlog o gastroparesis a achosodd boen 
ac anghysur sylweddol yn ei habdomen a oedd wedi golygu y bu rhaid iddi 
gael ei derbyn i’r ysbyty sawl gwaith yn ystod y misoedd blaenorol, gan 
gynnwys ei derbyn i'r Ail Ysbyty dim ond pythefnos cyn iddi fynychu’r 
UTDmA am y tro cyntaf.  Fodd bynnag, nododd yr Ymgynghorydd Cyntaf ar 
17 Gorffennaf fod Ms F mewn “poen ofnadwy” ac nad oedd ei symptomau 
i’w gweld yn debyg i episodau blaenorol.  Er y dywedodd y Cynghorwr ei 
bod yn rhesymol ystyried cerrig bustl fel diagnosis posibl, dywedodd y 
dylai'r canfyddiadau clinigol fod wedi ysgogi cynllun ar gyfer rheolaeth 
glinigol fwy gweithredol nag a fyddai wedi bod yn bosibl o fewn yr UTDmA.  
Dylai Ms F fod wedi cael ei derbyn i’r ysbyty ar sail difrifoldeb ei phoen, 
ynghyd â’i phwysedd gwaed anarferol o isel a’i chanlyniadau profion gwaed 
a ddangosodd fod haint sylweddol yn bresennol.  Nododd y Cynghorwr fod 
profion gwaed o dderbyniadau blaenorol wedi dangos dim ond cynnydd 
cymedrol o ran ei harwyddion llid.   
 
35. Caf fy arwain gan dystiolaeth y Cynghorwr i ganfod y dylid bod wedi 
dechrau Ms F ar wrthfiotigau ar 17 Gorffennaf ac y dylid bod wedi cynnal 
ymchwiliadau ychwanegol.  Er ei bod yn briodol trefnu USS, dylid bod wedi 
cynllunio hyn ar gyfer y diwrnod canlynol fan bellaf.  Dylid bod wedi trefnu 
dadansoddiad o nwy’r gwaed ac, yn dilyn yr USS, dylid bod wedi cynnal 
sgan CT hefyd.  Roedd y methiant i dderbyn Ms F am ymchwiliadau 
pellach ar 17 Gorffennaf yn fethiant gwasanaeth sylweddol.  
 
36. Dychwelodd Ms F i'r UTDmA ar 20 Gorffennaf i'w hadolygu 
ymhellach.  Cofnododd yr Ail Ymgynghorydd iddi ddweud ei bod yn teimlo 
“llawer gwell” a bod yr USS yn normal.  Gofynnodd i Ms F ddychwelyd am 
adolygiad pellach ar 22 Gorffennaf a nododd y gallai sgan CT a phrofiad 
gwaed arall gael eu hystyried os nad oedd hi'n well erbyn hynny.  Caf fy 
arwain gan dystiolaeth y Cynghorwr i ganfod nad oedd y dull hwn o fewn yr 
ystod o arfer clinigol derbyniol.  Roedd yr USS wedi eithrio cerrig bustl fel 
diagnosis, ond ni chofnodwyd unrhyw ymgais i ystyried diagnosis amgen a 
allai fod wedi egluro achos canlyniadau profion gwaed annormal Ms F a’i 
phoen abdomenol.  Nid oedd cyfiawnhad clinigol dros ddibynnu ar asesiad 
goddrychol Ms F o’i phoen fel dangosydd bod y broblem, nad oedd wedi’i 
esbonio bryd hynny, yn datrys.  Roedd y methiant i gadw Ms F yn yr ysbyty 
tra bod ymchwiliadau pellach yn cael ei gwneud, gan gynnwys sgan CT a 
phrofion gwaed, yn fethiant gwasanaeth sylweddol arall.   
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37. Rwy’n derbyn tystiolaeth y Cynghorwr y dylai symptomau Ms F a’r 
canfyddiadau clinigol o 17 Gorffennaf fod wedi ysgogi ystyriaeth o lid y 
pendics posibl, gan gymryd i ystyriaeth fod ganddi boen abdomenol difrifol 
ac nad yw nifer sylweddol o gleifion â llid y pendics yn dangos symptomau 
nodweddiadol.  Nid oes unrhyw dystiolaeth wedi'i chofnodi bod llid y 
pendics hyd yn oed wedi'i ystyried fel diagnosis posibl naill ai ar 17 neu 
20 Gorffennaf.  Roedd hwn yn fethiant gwasanaeth sylweddol oherwydd 
mae'n bosibl iawn y gallai ymchwiliadau angenrheidiol fod wedi’u hysgogi 
pe bai llid y pendics wedi cael ei ystyried.   
 
38. Caf fy arwain gan dystiolaeth y Cynghorwr i ganfod ei bod yn debygol 
y bu Ms F yn dioddef o lid y pendics (neu haint clinigol tebyg yn yr abdomen) 
o 17 Gorffennaf.  Ar y sail honno, ystyriaf fod BIP Cwm Taf Morgannwg wedi 
colli cyfleoedd ar 17 a 20 Gorffennaf i adnabod y broblem a darparu triniaeth 
briodol.  O ystyried tystiolaeth y Cynghorwr, dof i’r casgliad, pe bai 
BIP Cwm Taf Morgannwg wedi darparu gofal a thriniaeth briodol i Ms F, ar 
bwysau tebygolrwydd, byddai ei marwolaeth wedi’i hosgoi.  Ni allasai'r 
anghyfiawnder dilynol i Ms F a'i theulu fod yn fwy difrifol.  Mae’n rhaid bod y 
modd y bu farw Ms F a’r ffaith iddi gael ei darganfod wedi marw gan ei mab 
wedi peri gofid mawr i’w mab a theulu Ms F. 
 
39. Mae’n hynod anffodus na ddychwelodd Ms F i’r UTDmA ar ôl 
2 ddiwrnod yn unol â chyngor yr Ail Ymgynghorydd ar 20 Gorffennaf.  Pe 
bai wedi, y cynllun oedd iddi gael sgan CT a fyddai,  rhwng popeth, wedi 
bod yn debygol o arwain at adnabod yr haint a'i drin yn llwyddiannus.  
Roedd y ffaith na ddychwelodd Ms F yn amlwg yn ffactor arwyddocaol a 
gyfrannodd at ei marwolaeth.  Fodd bynnag, mae tystiolaeth Miss V yn 
awgrymu nad oedd Ms F yn teimlo, ar sail ei phrofiad o’r gofal a 
ddarparwyd yn yr UTDmA, y byddai mynychu eto wedi bod o fawr o fudd.  
Os felly, yn anffodus, roedd hi wedi camgymryd, ond mae'r dystiolaeth na 
chynhaliwyd digon o ymchwiliadau ar 17 a 20 Gorffennaf yn esbonio sut y 
gallai fod wedi llunio'r farn hon.  Pa un bynnag, nid yw cynnig cyngor rhwyd 
ddiogelwch yn lleihau’r methiannau a nodir uchod.  Pe bai'r ymchwiliadau 
priodol wedi'u cynnal, mae'n debygol y byddai Ms F wedi cael triniaeth 
briodol yn yr ysbyty neu gartref ac ni fyddai wedi bod angen dibynnu ar 
ddychwelyd yn ddiweddarach.    
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40. Rwy’n ymwybodol y bydd yn arbennig o annifyr i fam Ms F ddysgu am 
y cyfleoedd a gollwyd fel y nodir uchod, oherwydd mae’n ymddangos y bu 
mor bryderus am ei merch ar 20 Gorffennaf nes iddi alw’r Ail Ysbyty i ofyn 
iddi gael ei derbyn.  Dywedodd y dywedwyd wrthi nad oedd hyn yn 
angenrheidiol oherwydd yr USS arferol.  O ystyried tystiolaeth y Cynghorwr, 
mae’n amlwg y dylid bod wedi cymryd ei phryderon yn fwy difrifol.  
 
41. Fel y nodir ym mharagraff 6, nid fy rôl fel Ombwdsmon yw gwneud 
canfyddiadau diffiniol ynghylch a yw corff cyhoeddus wedi torri hawliau 
dynol unigolyn.  Fodd bynnag, mae’n berthnasol nodi y gallai 
amgylchiadau’r gŵyn fod wedi ymgysylltu â hawliau Erthygl 8 Ms F a’i 
theulu i barchu eu bywyd preifat a theuluol.  Mae’n debygol y byddai 
dyddiau olaf Ms F gartref wedi cael eu difetha’n ddifrifol gan y boen a’r 
dioddefaint a achoswyd gan llid y pendics/yr haint nad oedd wedi’i 
ddiagnosio.  Fel y nodir uchod, mae’n rhaid y bu darganfod corff ei fam, 
Ms F, gan ei mab awtistig, yn y cartref teuluol, yn hynod drawmatig iddo a 
byddai hefyd wedi cael effaith negyddol sylweddol ar y teulu ehangach. 
 
42. O ystyried y dystiolaeth o fethiannau a nodwyd gan y Cynghorwr, 
rwy’n bryderus na chanfu ymchwiliad BIP Cwm Taf Morgannwg i gŵyn 
Miss V unrhyw fethiannau yn y gofal a ddarparwyd i Ms F ar 17 neu 
20 Gorffennaf, er gwaethaf y ffaith i’r achos gael ei drafod “yn fanwl” mewn 
cyfarfod Llywodraethu Llawfeddygol Clinigol.  I’r gwrthwyneb, y farn yn y 
cyfarfod oedd bod Ms F wedi derbyn “y driniaeth safonol, fel y byddai’r 
llawfeddygon eraill wedi’i darparu”.  Mae’n siomedig ei bod yn ymddangos 
bod BIP Cwm Taf Morgannwg wedi colli cyfleoedd clir, yn ystod y broses 
ymateb i gŵyn, i adnabod methiannau yn gynharach ac osgoi’r angen i 
Miss V gwyno wrthyf.  Mae’r pryderon hyn yn codi amheuaeth ynghylch 
cadernid adolygiad gofal BIP Cwm Taf Morgannwg mewn ymateb i’r gŵyn 
hon ac yn amlygu’r angen i’r hyn a ddysgwyd yn yr adroddiad hwn gael ei 
rannu’n eang o fewn ei dîm llawfeddygol.  
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Argymhellion 
 
43. Rwy’n argymell y dylai BIP Cwm Taf Morgannwg, o fewn 1 mis o’r 
adroddiad hwn: 
 

a) Darparu ymddiheuriad gwenieithus i Miss V a’r teulu am y 
methiannau a nodir yn yr adroddiad hwn a chydnabod iddo golli 
cyfleoedd i gymryd camau a fyddai’n debygol o fod wedi osgoi 
marwolaeth Ms F. 
 

b) Cefnogi teulu Ms F trwy gynnig manylion cyfreithwyr sy’n gallu 
darparu i deulu Ms F cyngor cyfreithiol cyfrinachol ac annibynnol i 
asesu cynnwys a chanfyddiadau’r adroddiad hwn er mwyn iddynt 
dderbyn iawndal priodol oddi wrth BIP Cwm Taf Morgannwg, am yr 
anghyfiawnder sylweddol a achoswyd i’r teulu.  Dylai BIP Cwm Taf 
Morgannwg, o fewn 1 mis o ddyddiad yr adroddiad hwn, sicrhau 
iddo gyllido cefnogaeth gyfreithiol briodol i deulu Ms F er mwyn 
hwyluso hwn. 

 
c) Rhannu copi o’r adroddiad hwn â’r Ymgynghorydd Cyntaf a’r 

Ail Ymgynghorydd a darparu tystiolaeth i’r Ombwdsmon eu bod wedi 
myfyrio ar y methiannau a nodwyd a sut y gallant wella eu harfer yn 
y dyfodol.  
 

ch) Atgoffa pob clinigwr sy'n gweithio mewn lleoliadau triniaeth ddydd i 
fod yn ymwybodol wrth asesu cleifion â phoen abdomenol nad yw 
cyfran sylweddol o gleifion yn dangos llid y pendics nodweddiadol. 
 

44. Rwy’n argymell y dylai BIP Cwm Taf Morgannwg, o fewn 6 mis o’r 
adroddiad hwn:  
 

d) Rhannu copi o'r adroddiad hwn gyda'r rhai sy'n bresennol yng 
nghyfarfod nesaf y Tîm Llywodraethu Llawfeddygol Clinigol a 
darparu tystiolaeth bod y canfyddiadau wedi'u hystyried a'u trafod. 
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dd) Cynnal adolygiad i arfer a gweithdrefn (“yr adolygiad”) o fewn yr 
UTDmA a’i leoliadau triniaeth ddydd arall i sicrhau bod y methiannau 
a nodwyd yn yr adroddiad hwn wedi cael sylw priodol, gan gynnwys 
(ond heb fod yn gyfyngedig i) ystyriaeth o’r canlynol:  

 
i. Sut i sicrhau bod ymchwiliadau priodol (gan gynnwys sganio 

CT) yn cael eu cynnal ar gyfer poen abdomenol sydd heb ei 
ddiagnosio pan fydd tystiolaeth o haint/llid. 

 
ii. Sut i sicrhau bod gwrthfiotigau yn cael eu rhagnodi’n briodol 

pan fydd tystiolaeth o haint/llid.  
 

iii. Sut i sicrhau bod dilyniant priodol, gan gynnwys profion gwaed 
trachefn, a gwaith diagnostig yn cael eu cwblhau cyn rhyddhau 
cleifion pan fydd profion gwaed cychwynnol yn awgrymu 
haint/llid.  
 

iv. Sut i sicrhau bod cleifion sydd angen rheolaeth fwy gweithredol 
nag y gellir ei ddarparu yn yr UTDmA yn cael eu 
huwchgyfeirio'n briodol. 
 

e) Creu cynllun gweithredu yn seiliedig ar ganlyniadau'r adolygiad a'i 
rannu gyda fy swyddfa ac unrhyw adran glinigol y gallai'r 
canfyddiadau fod yn berthnasol iddi. 

 
45. Rwy’n falch o nodi bod BIP Cwm Taf Morgannwg, wrth roi sylwadau 
ar fersiwn drafft o’r adroddiad hwn, wedi derbyn ac wedi cytuno i 
weithredu’r argymhellion hyn.  
 
 
 
 
Michelle Morris       5 Gorffennaf 2022 
Ombwdsmon/Ombudsman  
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Introduction 
 
This report is issued under s.23 of the Public Services Ombudsman 
(Wales) Act 2019. 
 
In accordance with the provisions of the Act, the report has been 
anonymised so that, as far as possible, any details which might cause 
individuals to be identified have been amended or omitted.  The report 
therefore refers to the complainant as Miss V. 
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Summary 
 
Miss V complained about care and treatment provided to her cousin Ms F, 
by Cwm Taf Morgannwg University Health Board (“Cwm Taf Morgannwg 
UHB”) and Swansea Bay University Health Board (“Swansea Bay UHB”).  
Specifically, she was concerned that Cwm Taf Morgannwg UHB and 
Swansea Bay UHB (“the Health Boards”) missed opportunities to identify 
and treat the appendicitis that caused Ms F’s ruptured appendix.  
 
The Ombudsman did not uphold the complaint against Swansea Bay UHB 
because she found that it was unlikely that Ms F had appendicitis during 
the time she was under Swansea Bay UHB’s care.  
 
The Ombudsman upheld the complaint against Cwm Taf Morgannwg UHB.  
She found that Cwm Taf Morgannwg UHB had missed opportunities to 
identify and treat Ms F’s appendicitis during her attendances at the 
Ambulatory Emergency Surgical Unit at Princess of Wales Hospital on 
17 and 20 July 2020.   
 
The Ombudsman found that there was a failure to suspect appendicitis and 
admit Ms F to hospital on 17 July, taking into account her severe abdominal 
pain, unusually low blood pressure and blood test results which indicated the 
presence of a significant infection.  There were also failures to prescribe 
antibiotics and arrange appropriate and timely investigations, including 
scans.  Instead, Ms F was sent home and told to return for a review and 
further investigations on 20 July.  This was a significant service failure.   
 
The Ombudsman found that, after a scan on 20 July ruled out gallstones as 
a potential diagnosis, there was a further failure to admit Ms F to hospital 
for more investigations into the cause of her symptoms.  She found that it 
was not appropriate to send Ms F home on 20 July with advice to return for 
review and further investigations 2 days later.  This was another significant 
service failure.  Sadly, Ms F did not return for further review, and she died 
at home on 1 August 2020.  The Ombudsman found, on the balance of 
probabilities, that if Cwm Taf Morgannwg UHB had provided appropriate 
care on 17 or 20 July, Ms F’s appendicitis would have been identified and 
treated, and her death would have been avoided. 
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The Ombudsman recommended that Cwm Taf Morgannwg UHB should 
within 1 month of this report:  
 
• Provide a fulsome apology to Miss V and the family for the failures 

identified in this report and acknowledge that it missed opportunities 
to take steps which would likely have avoided Ms F’s death. 

 
• Support Ms F’s family by offering details of solicitors who can provide 

Ms F’s family with confidential, independent legal advice to assess 
the contents and findings of this report in order that they receive 
appropriate financial compensation from Cwm Taf Morgannwg UHB, 
in recognition of the significant injustice caused to the family.  Cwm 
Taf Morgannwg UHB should, within 1 month of the date of this report, 
ensure that it funds appropriate legal support to the family of Ms F to 
facilitate this. 

 
• Share a copy of this report with the First and Second Consultants 

and provide evidence to the Ombudsman that they have reflected on 
the failings identified and how they can improve their practice in the 
future. 

 
• Remind all clinicians working in ambulatory settings to be mindful 

when assessing patients with abdominal pain that a significant 
proportion of patients do not present with typical appendicitis. 

 
And within 6 months of this report:  
 
• Share a copy of this report with attendees of a forthcoming meeting 

of the Surgical Clinical Governance Team and provide evidence that 
the findings have been considered and discussed. 

 
• Carry out a review of practice and procedure (“the review”) within 

the AESU and its other ambulatory settings to ensure that the 
failings identified in this report have been appropriately addressed, 
including (but not limited to) consideration of: 
 

i. How to ensure appropriate investigations (including CT 
scanning) are carried out for undiagnosed abdominal pain 
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where there is evidence of infection/inflammation. 
 

ii. How to ensure that antibiotics are appropriately prescribed 
where there is evidence of an infection/inflammation. 
 

iii. How to ensure appropriate follow up, including repeat blood 
tests, and diagnostic work is completed prior to discharge when 
initial blood tests suggest infection/inflammation. 

 
iv. How to ensure that patients who require more active 

management than can be provided in the AESU are 
appropriately escalated. 

 
• Produce an action plan based on the outcomes of the review and 

share this with my office and any clinical department for which the 
findings may be relevant. 

 
The Ombudsman is pleased to note that in commenting on the draft of her 
report Cwm Taf Morgannwg UHB accepted and agreed to implement these 
recommendations. 
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The Complaint 
 
1. Miss V complained about the care and treatment provided to her 
cousin, Ms F by Cwm Taf Morgannwg University Health Board 
(“Cwm Taf Morgannwg UHB”) and Swansea Bay University Health Board 
(“Swansea Bay UHB”).  Specifically, she was concerned that 
Cwm Taf Morgannwg UHB and Swansea Bay UHB (“the Health Boards”) 
missed opportunities to identify and treat the appendicitis that caused 
Ms F’s ruptured appendix. 
 
Investigation 
 
2. My Investigator obtained comments and copies of relevant 
documents from the Health Boards and considered those in conjunction 
with the evidence provided by Miss V.  My Investigator also obtained 
clinical advice from a professional adviser, Mr Misra Budhoo, a 
General and Colorectal surgeon with over 20 years of experience 
(“the Adviser”).  My Investigator asked the Adviser to consider whether, 
without the benefit of hindsight, the care or treatment was appropriate in 
the situation complained about.  I determine whether the standard of care 
was appropriate by referring to relevant national standards or regulatory, 
professional or statutory guidance which applied at the time of the events 
complained about.  
 
3. I have not included every detail investigated in this report, but I am 
satisfied that nothing of significance has been overlooked. 
 
4. Miss V and the Health Boards were given the opportunity to see and 
comment on a draft of this report before the final version was issued. 
 
Relevant legislation 
 
5. The Human Rights Act 1998 (“the HRA”) incorporated the 
European Convention of Human Rights (“the Convention”) into UK law.  
Article 8 of the Convention protects a person’s right to respect for their 
private and family life, home and correspondence.  This right can only be 
lawfully interfered with in order to protect the rights of others.  It is accepted 
that Article 8 can also be viewed in conjunction with other rights, where the 
threshold is not met to view them in isolation. 
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6. All public authorities must follow the HRA and respect and protect an 
individual’s human rights.  It is not my office’s function to make definitive 
findings about whether or not a public body has breached an individual’s 
human rights by its actions (or inaction).  However, when considering 
whether there has been maladministration or service failure on the part of a 
public body, I may consider whether public bodies have regard for human 
rights when they are performing their functions when this is a relevant 
consideration.  Accordingly, I will identify where human rights are engaged 
and comment when there is evidence that a public body has not had 
sufficient regard for them. 
 
The background events 
 
7. Ms F lived at home with her son, who is autistic, and who was 
21 years old at the time.  She had type-1 diabetes (a condition which 
causes a person’s blood sugar to be too high) and a history of 
gastroparesis (a long-term condition where the stomach cannot empty in 
the normal way).  Symptoms of gastroparesis include vomiting, bloating 
and abdominal pain.  Ms F’s gastroparesis was sufficiently severe that she 
had a percutaneous endoscopic gastrostomy (“PEG” – a plastic tube which 
is inserted through the abdomen into the stomach) to help her take on food.  
Ms F had been admitted to hospital many times in recent years. 
 
8. Ms F was seen at the Emergency Department (“ED”) at 
Princess of Wales Hospital (“the First Hospital” - a hospital for which 
Cwm Taf Morgannwg UHB is responsible) on 24 March 2020 
complaining of vomiting and abdominal pain.  An ED Doctor noted that 
her symptoms were caused by a “gastroparesis crisis”.  Ms F was 
discharged the same day.   

 
9. On 5 May Ms F was admitted to the First Hospital via the ED with 
vomiting and increased abdominal pain which was described in the records 
as being “like her usual pain.”  It was noted that she had hypoglycaemia 
(where the level of sugar in your blood drops too low) and had developed 
an acute kidney injury (“AKI” – where the kidneys suddenly stop working 
properly) as a result of her diabetes and gastroparesis.  Ms F was 
discharged on 8 May. 
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10. On 5 July Ms F was admitted to Morriston Hospital 
(“the Second Hospital” - a hospital for which Swansea Bay UHB is 
responsible) complaining of frequent vomiting and pain all over her 
abdomen.  A computerised tomography scan (“CT scan” - the use of 
X-rays and a computer to create an image of the inside of the body) of her 
abdomen was taken on 6 July and was reported to be normal.  Ms F’s 
symptoms were thought to be due to gastroparesis and poor diabetic 
control.  The clinical notes record that Ms F left the hospital unexpectedly 
on 8 July. 
 
11. On 17 July Ms F saw her GP and reported that she had been 
experiencing extreme stomach pain for the previous 2 days.  The GP noted 
that the pain was so severe that she could not stand up.  Ms F said she felt 
bloated but was not vomiting as she usually would with gastroparesis.  The 
GP arranged an emergency review at the First Hospital’s 
Ambulatory Emergency Surgical Unit (“the AESU”) and wrote a referral 
letter which stated that Ms F’s pain seemed to be localised to the right 
upper quadrant of her abdomen.  The GP suggested that Ms F might be 
suffering from gastroparesis, a bowel obstruction or biliary colic (pain which 
typically occurs in the middle to upper right part of the abdomen and is 
caused by a gallstone blocking the tube which drains bile – a bodily fluid 
which aids digestion - from the gallbladder to the small intestine). 
 
12. Later that day a Consultant Surgeon (“the First Consultant”) 
assessed Ms F at the AESU.  Ms F stated that her pain was “terrible” and 
“not like my usual.”  The First Consultant noted that she was not vomiting, 
her bowels were “ok” and her pain was mostly right-sided above the belly 
button but affecting the whole abdomen.  He observed that Ms F’s 
symptoms did not seem similar to previous episodes.  Noting that the pain 
was very “colicky” and “biliary” (relating to bile or the bile duct), he 
suspected gallstones were the cause.  According to Cwm Taf Morgannwg 
UHB, the First Consultant noted inflammatory markers (signs of an 
infection) in Ms F’s blood test results but considered these were not 
unusual for her.  Ms F was discharged with a plan to return on 20 July for 
an ultrasound scan (“USS” - the use of high-frequency sound waves to 
create an image of the inside of the body) of her abdomen.  Ms F had 
painkillers with her when she was discharged.  
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13. Ms F returned to the AESU on 20 July where she was reviewed by 
another Consultant Surgeon (“the Second Consultant”).  Ms F reported 
that she felt much better with no nausea and that her pain had decreased.  
The USS was reported to be normal, and she was observed to be well on 
examination.  The Second Consultant decided not to carry out further 
investigations but advised Ms F to return for a review in 2 days’ time.  He 
noted that if she was not better by then, a CT scan and further blood tests 
should be arranged.  Ms F did not attend the review appointment and no 
further follow up was carried out.   

 
14. Sadly, on 1 August, Ms F was found dead at home by her son.  The 
death certificate recorded the main causes of her death as: (a) sepsis 
(when the immune system overreacts to an infection and starts to damage 
the body’s own tissues and organs), (b) peritonitis (infection of the lining of 
the abdomen) and (c) ruptured (burst) appendix (the appendix is a small, 
thin pouch which is connected to the large intestine).  A post-mortem 
(the medical examination of a person’s body after they have died) found 
evidence of severe and chronic (long standing) inflammation with necrosis 
(death of body tissue) which was “suggestive of a ruptured chronic 
appendicitis with peritonitis”. 
 
The family’s evidence 
 
15. Miss V said that the First and Second Consultants at 
Cwm Taf Morgannwg UHB’s AESU missed opportunities to identify signs 
of appendicitis or a ruptured appendix on 17 and 20 July respectively.  
She said it was clear from the GP’s referral letter on 17 July that Ms F had 
many of the symptoms of generalised peritonitis.  She said that Ms F was 
sent home from the AESU on 17 July despite being in agonising pain and 
was told to continue to self-medicate with the painkillers codeine and 
diazepam.  She said that the First Consultant should have shown more 
concern about the inflammatory markers in Ms F’s blood test results. 
 
16. Miss V said that the Second Consultant should not have sent Ms F 
home on 20 July without carrying out further investigations, given that the 
USS had excluded a diagnosis of gallstones.  She said that Ms F’s mother 
called the AESU on 20 July asking for Ms F to be kept in but was told that 
her USS was normal and there was no reason to admit her.  Miss V said 
that the painkillers Ms F was taking at the time masked her symptoms and 
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gave a false impression of her condition.  Taking that into account, she said 
it was not sufficient to rely on Ms F returning in 2 days for a further review.  
She said that Ms F did not return because the lack of investigations carried 
out at her visits to the AESU made her feel like she was making the whole 
situation up and wasting their time.   
 
17. In response to a draft version of this report, Miss V said that she 
strongly believed that Cwm Taf Morgannwg UHB had breached Ms F’s 
human rights.  She said she was deeply concerned by the lack of 
professionalism shown by clinicians at each of Ms F’s visits to the AESU.  
 
18. In her letter of complaint to Swansea Bay UHB, Ms F’s mother said 
she believed that her daughter must have been suffering with appendicitis 
when she was admitted to the Second Hospital on 4 July.  She was 
concerned that clinicians at the Second Hospital failed to identify that 
Ms F’s abdominal pain was caused by appendicitis. 
 
The Health Boards’ evidence 
 
19. In its response to the original complaint, Cwm Taf Morgannwg UHB 
said that the concern had been discussed at length in a meeting of the 
Surgical Clinical Governance Team and that it had been agreed that Ms F 
had received “the standard care, as the other surgeons would have 
provided”.  It said that there was no misdiagnosis because Ms F did not 
present at the AESU with symptoms suggestive of acute appendicitis or a 
ruptured appendix.  It said that typical symptoms of generalised peritonitis 
included stabbing intense abdominal pain, abdominal tenderness, bloating 
and fullness of the abdomen, fever, nausea, vomiting, loss of appetite, 
diarrhoea, low urine output, thirst, inability to pass stools or gas, fatigue and 
confusion.  It said that the most striking features were severe abdominal 
pain, the inability to move and feeling sufficiently unwell that urgent medical 
attention is sought.  It said that on 17 July, Ms F had colicky, right upper 
quadrant pain indicating gallstones and that she did not have constipation 
or vomiting, but her bowels were loose. 
 
20. Cwm Taf Morgannwg UHB said that Ms F’s blood tests indicated 
raised inflammatory markers but that these were not unusual in her medical 
history.  It said that her pain was improving by 20 July and that she had no 
nausea or bowel problems.  It said that when Ms F did not attend for further 
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review it was assumed that her symptoms had resolved.  It said that this 
sadly prevented further investigations which might have identified the cause 
of her symptoms and prolonged her life.   
 
21. In its response to this investigation, Cwm Taf Morgannwg UHB said 
that the painkillers Ms F was taking might have masked her symptoms but 
would not have masked the signs of generalised peritonitis.  It said that the 
case had been discussed at the Surgical Governance Meeting and that 
those in attendance had agreed that appropriate safety netting advice had 
been given. 
 
22. Cwm Taf Morgannwg UHB provided comments from a 
Consultant Upper Gastro-Intestinal and General Surgeon working at the 
First Hospital.  He said that peritonitis was an extremely painful condition 
and it was not clear why Ms F had not returned for review after 48 hours 
or subsequently.  He said that having reviewed the post-mortem report, it 
was most likely that the perforation of Ms F’s appendix happened on the 
last day of her life.  

 
23. In response to this investigation, Swansea Bay UHB said that during 
Ms F’s admission to the Second Hospital between 5 - 8 July, there was no 
clinical, radiological or biochemical evidence that she was suffering from 
acute or chronic appendicitis.  It said that Ms F underwent appropriate 
investigations to identify the cause of her abdominal pain and she was 
advised that her symptoms were typical of gastroparesis.  It said that 
physical examination confirmed lower abdominal pain but not right sided 
lower abdominal pain, which would be expected in patients with appendicitis.  
It said that various blood tests for inflammation/infection were all within the 
normal range and Ms F’s temperature was not elevated, which might also 
have indicated an infection.  It also said that the CT scan on 6 July showed 
no changes to Ms F’s appendix from the previous scan in October 2019, 
with no inflammatory changes in the fat surrounding the appendix. 
 
Professional advice 
 
24. The Adviser said that Ms F’s clinical management at the AESU on 
17 July fell below expected standards.  The blood test results, combined 
with a systolic blood pressure reading (which measures the blood pressure  
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when the heart is beating out) of below 100 indicated a significant infection.  
In particular, the white blood cell count showed a very high level of 
neutrophils (a kind of white blood cell), which is often consistent with 
bacterial infection, and the C-reactive protein (“CRP”) test (which measures 
levels of a protein associated with inflammation) was also very high.  Taken 
together, these findings should have prompted further investigations 
including blood gas analysis (a test to check the balances of oxygen and 
carbon dioxide and of acid and alkali in the blood) and a USS by 18 July at 
the latest.  The USS would have ruled out gallstones which, in turn, should 
have prompted consideration of a CT scan.   
 
25. The Adviser said that the threshold for considering admission for Ms F 
should have been low because of her history of diabetes and gastroparesis 
and the difficulties in diagnosis these presented.  In any case the clinical 
findings, including the severity of Ms F’s pain despite her taking regular pain 
killers, her highly elevated inflammatory markers and unusually low blood 
pressure, meant that she met the criteria for admission.  He said that, even 
if the suggested diagnosis of gallstones had been appropriate, the blood 
results showed that Ms F required more active management than could 
have been provided in the AESU.  He said that Ms F should have been 
treated with antibiotics from 17 July, and this would likely have changed the 
course of her condition. 
 
26. The Adviser said that it was appropriate and a priority to provide pain 
relief for patients with abdominal pain, and that there was no evidence that 
this “masks” the diagnosis. 
 
27. The Adviser said that management of Ms F at the AESU on 20 July 
also fell below clinically acceptable standards.  He said that whilst the 
Second Consultant documented that Ms F “felt better”, this was a 
subjective comment.  He noted that there was no record of any 
observations of Ms F’s temperature, pulse, respiratory rate or blood 
pressure.  There was a diagram with shading appearing to suggest pain 
on the right side of the abdomen but no record of any associated 
comments or pain scores.  The suspected diagnosis of gallstones had 
been ruled out, on the basis of the normal USS, but there was no 
recorded explanation for the ongoing abdominal pain in the context of the 
previous abnormal blood results and low blood pressure.  He said that 
given that Ms F’s observations and findings remained unexplained, the 
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blood tests should have been repeated and a repeat CT scan should also 
have been considered.  He said that a review of the available information 
should have led to consideration of alternative reasons for the apparent 
infection, including possible appendicitis.   
 
28. The Adviser said that Cwm Taf Morgannwg UHB’s explanation that 
the care was appropriate because Ms F did not present with typical 
appendicitis was inadequate.  He said that it was known that a significant 
proportion of patients do not present with typical appendicitis.  He said 
that acute abdominal pain was a common indicator of appendicitis and 
that where any right sided or generalised abdominal pain is present, 
appendicitis must be considered as a potential diagnosis.  He said that on 
balance, there was sufficient evidence at the time to consider appendicitis.  
Although it was reasonable to consider a diagnosis of gallstones, this 
would have been excluded sooner if the USS had been carried out on 
17 or 18 July.  
 
29. The Adviser said that it was unlikely that Ms F was suffering from 
appendicitis during the earlier hospital admissions.  Ms F’s CRP results 
had only been mildly elevated prior to 17 July and a CT scan on 6 July was 
reported as normal.  He said that the post-mortem report was lacking in 
detail in relation to the abdominal findings, but it supported the conclusion 
that Ms F was suffering from appendicitis or a similar infection within the 
abdomen from 17 July.  This diagnosis was missed.  He said that the 
failure to complete adequate diagnostic work contributed to Ms F’s death 
from sepsis.  On that basis, he said that Ms F’s death was avoidable.  

 
30. The Adviser said he was surprised that Cwm Taf Morgannwg UHB’s 
investigation had not identified any learning points or recommendations 
despite clear indications that the management was not sufficient on either 
17 or 20 July.  He said that death from appendicitis was uncommon, but 
that death from undiagnosed appendicitis following discharge was even 
less common.  He said that Cwm Taf Morgannwg UHB should review: 
 
• The role of CT scanning for undiagnosed abdominal pain where 

there is evidence of infection, especially in ambulatory settings. 
 

• The practice of follow up in the AESU when initial blood tests are 
abnormal to require repeat tests. 
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• The discharge criteria for the AESU when there is evidence that an 
infection is present. 

 
Analysis and conclusions 
 
31. In reaching my conclusions, I must consider whether there were 
failings on the part of the Health Boards and if so, whether those failings 
caused an injustice to Ms F or her family.  In so doing, I have considered 
whether the actions of the Health Boards met appropriate standards rather 
than best possible practice.  I have also been assisted by the Adviser’s 
advice, which I accept in full, but the conclusions reached are my own.   
 
32. Miss V complained that Swansea Bay UHB missed opportunities 
to identify and treat Ms F’s appendicitis during her admission to the 
Second Hospital between 5 and 8 July.  I do not uphold this complaint.  In 
reaching this finding, I am guided by the clinical advice I have received that 
it was unlikely that Ms F was suffering from appendicitis at this time.  The 
Adviser said that Ms F’s blood test results and lack of a high temperature 
suggested that she did not have a significant infection.  Furthermore, if 
Ms F had been suffering from appendicitis at the time, it is likely that it 
would have been revealed on the CT scan on 6 July, but this was reported 
to be normal.  On that basis, Miss V and her family can be reassured that 
the care provided by Swansea Bay UHB would not have contributed in any 
way to Ms F’s death.   

 
33. Miss V complained that Cwm Taf Morgannwg UHB missed 
opportunities to identify and treat Ms F’s appendicitis during her 
attendances at the AESU.  I uphold this complaint.   

 
34. Ms F had a longstanding history of gastroparesis which caused her 
significant abdominal pain and discomfort which had required several 
hospital admissions in previous months, including the admission to the 
Second Hospital just 2 weeks before the first attendance at the AESU.  
However, the First Consultant noted on 17 July that Ms F was in “terrible 
pain” and that her symptoms did not seem similar to previous episodes.  
Whilst the Adviser said that it was reasonable to consider gallstones as a 
potential diagnosis, he said that the clinical findings should have prompted 
a plan for more active clinical management than would have been possible 
within the AESU.  Ms F should have been admitted to hospital, on the basis 
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of the severity of her pain, combined with unusually low blood pressure and 
blood test results which indicated the presence of a significant infection.  
The Adviser noted that blood tests from previous admissions had shown 
only mildly raised inflammatory markers.  
 
35. I am guided by the Adviser’s evidence to find that Ms F should have 
been started on antibiotics on 17 July and additional investigations should 
have been carried out.  Whilst it was appropriate to arrange a USS, this 
should have been planned for the following day at the latest.  Blood gas 
analysis should have been arranged and, following the USS, a CT scan 
should also have been carried out.  The failure to admit Ms F for further 
investigations on 17 July was a significant service failure.  

 
36. Ms F returned to the AESU on 20 July for further review.  The 
Second Consultant recorded that she said she felt “much better” and that 
the USS was normal.  He asked Ms F to return for a further review on 
22 July and noted that a CT scan and repeat blood tests could be 
considered if she was not better by then.  I am guided by the Adviser’s 
evidence to find that this approach was not within the range of acceptable 
clinical practice.  The USS had excluded gallstones as a diagnosis, but there 
was no recorded attempt to consider alternative diagnoses which might have 
explained the cause of Ms F’s abnormal blood test results and abdominal 
pain.  It was not clinically justified to rely on Ms F’s subjective assessment of 
her pain as an indicator that the, as yet unexplained, problem was resolving.  
The failure to keep Ms F at the hospital pending further investigations, 
including a CT scan and blood tests, was another significant service failure.   
 
37. I accept the Adviser’s evidence that Ms F’s symptoms and clinical 
findings from 17 July should have prompted consideration of potential 
appendicitis taking into account that she had severe abdominal pain and 
that a significant number of patients with appendicitis do not present with 
typical symptoms.  There is no recorded evidence that appendicitis was 
even considered as a potential diagnosis either on 17 or 20 July.  This was 
a significant service failure because consideration of appendicitis may well 
have prompted the necessary investigations.   
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38. I am guided by the Adviser’s evidence to find that it was likely that Ms F 
was suffering from appendicitis (or a clinically similar infection within the 
abdomen) from 17 July.  On that basis, I consider that Cwm Taf Morgannwg 
UHB missed opportunities on 17 and 20 July to identify the problem and 
provide appropriate treatment.  Having regard to the Adviser’s evidence, I 
find on the balance of probabilities that if Cwm Taf Morgannwg UHB had 
provided appropriate care and treatment to Ms F, her death would have been 
avoided.  The resulting injustice to Ms F and her family could not have been 
more serious.  The manner of Ms F’s death and discovery by her son must 
have been a source of great distress to her son and Ms F’s family. 
 
39. It is extremely unfortunate that Ms F did not return to the AESU after 
2 days as advised by Second Consultant on 20 July.  If she had, the plan 
was for her to have a CT scan which would on balance, have been likely 
to lead to identification and successful treatment of the infection.  The fact 
that Ms F did not return was clearly a significant contributory factor in her 
death.  However, Miss V’s evidence suggests that Ms F felt, based on her 
experience of the care provided at the AESU, that a further attendance 
would have been of little benefit.  If that was the case, she was sadly 
mistaken, but the evidence that insufficient investigations were carried out 
on 17 and 20 July goes some way to explaining how she might have 
formed this view.  In any event, the offer of safety netting advice does not 
take away from the failings identified above.  If the appropriate 
investigations had been carried out, it is likely that Ms F would have 
received appropriate treatment in hospital or at home and there would 
have been no need to rely on her returning at a later date.    
 
40. I am mindful that it will be particularly distressing to Ms F’s mother 
to learn about the missed opportunities identified above, because it 
appears that she was so concerned about her daughter on 20 July that 
she called the Second Hospital to ask for her to be admitted.  She said 
that she was told that this was not necessary because of the normal 
USS.  Having regard to the Adviser’s evidence, it is clear that her 
concerns should have been taken more seriously.  
 
41. As noted in paragraph 6, it is not my role as Ombudsman to make 
definitive findings about whether or not a public body has breached an 
individual’s human rights.  It is relevant to note however, that the 
circumstances of the complaint may have engaged the Article 8 rights of 
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Ms F and her family to respect for their private and family life.  It is likely 
that Ms F’s final days at home would have been severely blighted by the 
pain and suffering caused by her undiagnosed appendicitis/infection.  As 
noted above, the discovery of Ms F’s body by her son, who is autistic, 
within the family home, must have been extremely traumatic for him and 
would also have had a significant negative impact on the wider family.   
 
42. Having regard to the evidence of failings identified by the Adviser, I 
am concerned that Cwm Taf Morgannwg UHB’s investigation of Miss V’s 
complaint did not find any failings in the care provided to Ms F on 17 or 
20 July, despite the fact that the case was discussed “at length” at a 
Surgical Clinical Governance meeting.  On the contrary, the view at the 
meeting was that Ms F had received “the standard treatment, as the other 
surgeons would have provided”.  It is disappointing that Cwm Taf Morgannwg 
UHB appears to have missed clear opportunities during the complaint 
response process to identify failings at an earlier stage and avoid the need for 
Miss V to complain to me.  These concerns call into question the robustness 
of Cwm Taf Morgannwg UHB’s review of care in response to this complaint 
and highlights the need for the learnings identified by this report to be shared 
widely within its surgical team.  
 
Recommendations 
 
43. I recommend that Cwm Taf Morgannwg UHB should, within 1 month 
of this report: 
 

a) Provide a fulsome apology to Miss V and the family for the failures 
identified in this report and acknowledge that it missed opportunities 
to take steps which would likely have avoided Ms F’s death. 

 
b) Support Ms F’s family by offering details of solicitors who can provide 

Ms F’s family with confidential, independent legal advice to assess 
the contents and findings of this report in order that they receive 
appropriate financial compensation from Cwm Taf Morgannwg UHB, 
in recognition of the significant injustice caused to the family.  
Cwm Taf Morgannwg UHB should, within 1 month of the date of this 
report, ensure that it funds appropriate legal support to the family of 
Ms F to facilitate this. 
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c) Share a copy of this report with the First and Second Consultants 
and provide evidence to the Ombudsman that they have 
reflected on the failings identified and how they can improve their 
practice in the future. 

 
d) Remind all clinicians working in ambulatory settings to be mindful 

when assessing patients with abdominal pain that a significant 
proportion of patients do not present with typical appendicitis. 

 
44. I recommend that Cwm Taf Morgannwg UHB should, within 6 months 
of this report:  
 

e) Share a copy of this report with attendees of a forthcoming meeting 
of the Surgical Clinical Governance Team and provide evidence that 
the findings have been considered and discussed. 

 
f) Carry out a review of practice and procedure (“the review”) within the 

AESU and its other ambulatory settings to ensure that the failings 
identified in this report have been appropriately addressed, including 
(but not limited to) consideration of:  

 
i. How to ensure appropriate investigations (including CT scanning) 

are carried out for undiagnosed abdominal pain where there is 
evidence of infection/inflammation. 

 
ii. How to ensure that antibiotics are appropriately prescribed where 

there is evidence of an infection/inflammation. 
 

iii. How to ensure appropriate follow up, including repeat blood 
tests, and diagnostic work is completed prior to discharge when 
initial blood tests suggest infection/inflammation. 

 
iv. How to ensure that patients who require more active 

management than can be provided in the AESU are 
appropriately escalated. 
 

g) Produce an action plan based on the outcomes of the review and 
share this with my office and any clinical department for which the 
findings may be relevant. 
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45. I am pleased to note that in commenting on the draft of this report 
Cwm Taf Morgannwg UHB accepted and agreed to implement these 
recommendations. 

 
 
 
 
 
Michelle Morris       5 July 2022 
Ombwdsmon/Ombudsman 
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