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1. Introduction 
1.1 In accordance with the Social Services Complaints Procedure (Wales) Regulations 

2014 and the Representations Procedure (Wales) Regulations 2014 that came into 

force on 1 August 2014, the Director of Social Services is required to produce an 

annual report on the way complaints are handled and investigated within the service. 

The report is produced by the Customer Care Officer on behalf of the Director of 

Social Services. 

 
1.2 The purpose of this report is to provide information on the number of complaints 

received during the year and reasons for the complaints and details of their resolution 

by the Adults, Health and Well-being Department.  It also includes a summary of the 

lessons learnt and the action taken in relation to the complaints received. 

 

2. Context 
2.1 The Adults Customer Care Officer, as a member of the Safeguarding and Quality 

Assurance Unit, deals with complaints throughout the year in line with the statutory 

Social Services Complaints Procedure guidelines. 

 

3. Access to the Complaints Procedure 
3.1 

 

 

 

 

 

3.2 

When a person contacts the Customer Care Officer, it relates to a dissatisfaction 

with the Department's service, and deciding to make a complaint is usually their last 

resort.  The Officer focuses on ensuring access to the Complaints Procedure so that 

people are aware of their right to be heard.  

 

To this end, information about the complaints procedure receives considerable 
publicity and is available in a variety of formats e.g. leaflets, on-line and 'easy read' 

versions. All the information is available in Welsh and English so that the complainant 

can choose his/her preferred language. Alternative arrangements such as Braille or 

other languages are available.  Advocacy or other support is available to the 

complainant in their chosen language in order to assist the progress of the Complaints 

Procedure.  The Information Officer continuously amends and updates the 

information leaflets. 
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4. Matters recorded as Enquires 
4.1 The aim is to respond to every complaint with fairness, impartiality and respect so 

that the individual is confident that his/her complaint will be handled professionally and 

positively, rather than negatively.  Often, when the individual decides not to follow the 

Complaints Procedure, the matter is dealt with as an enquiry or informal complaint.  

Another example of this would be a letter from a Member of Parliament or local 

Councillor who wishes to express dissatisfaction or wants a specific answer to a 

question.  

 
4.2 By responding positively during these initial steps, some matters can be effectively 

resolved without the need for the Complaints Procedure as this is an opportunity to 

address any misunderstandings or to respond to enquiries. Without a doubt, this is 

the best outcome for everyone. 

 

See Table 1 at the end of this report for an analysis of the outcome of every enquiry 
and the unit/service that is responsible for responding to that particular enquiry and 

Table 2 for more detailed examples of these enquiries. 
 

5. Stage 1 - Social Services Statutory Complaints Procedure - Local 

Resolution                  
5.1 Every effort is made to resolve the complaint so that the complainant and the Service 

are satisfied. Obviously, a local resolution is the best resolution for everyone and this 

can be achieved by investing time and effort at an early stage.  However, if the 

complainant decides to make a formal complaint, the usual procedure is to have 

contact over the phone, by e-mail, or face to face with the complainant or 
representative in order to try to resolve the matter. Over the years, the Customer 

Care Officers have successfully established close working relationships with the teams, 

managers and legal service as a means of discussing and resolving matters, and this is 

reflected in the small amount of complaints that reach Stage 2 of the Complaints 

Procedure. See Appendix 2 for some examples of the complaints that received a 

response at Stage 1 of the Complaints Procedure. 

 

Tables 3 and 4 at the end of the report show a comparison of the number of 

complaints that followed the Complaints Procedure in 2018/19 and in 2019/20.  

 

6. Stage 2 - Social Services Statutory Complaints Procedure - Formal 

Investigation                  
6.1 By following the principle of focusing on a successful early and local resolution, and of 

dealing with matters quickly and effectively, the need to reach Stage 2, which is a 

formal investigation by an independent investigator, is unusual in Gwynedd.  It is 

understood that Gwynedd leads all other north Wales counties in this regard. It is a 

clear sign of the Customer Service Officer's commitment, with the willing 

collaboration of the relevant staff in each individual case, to resolve all complaints in an 

effective and timely manner. 

 

During 2019/2020, no requests were received to progress complaints from stage 1 to 

stage 2 of the Social Services Complaints process. 
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7. Investigations into complaints received by the Public Services Ombudsman 
7.1 
 

 

 

 

If the complaint is not resolved at the end of an investigation under Stage 2 of the 

Complaints Procedure, the complainant has the right to refer the case to the Public 

Services Ombudsman for Wales, or the Welsh Language Commissioner, or the 

Equality and Human Rights Commissioner, depending on the nature of the complaint. 

7.2 

 

 

 

 

 

 

 

7.3 

During 2018/19 the Department received a request for information from the 

Ombudsman to assist with an investigation into a complaint from a member of the 

public in relation to this Department, the Health Board and an External Provider. The 

outcome of that investigation was received at the end of 2019, and the report was be 

published in accordance with the Ombudsman's guidelines on the Council's website 

and hard copies available from Siop Gwynedd.  For information, the Ombudsman's 

report has been attached to this report.    

The Council has accepted the Ombudsman's recommendations from this report, and 

has started the process of implementing them.  

 

8. Adherence to the Statutory Complaints Procedure Response Timetable 
8.1 

 

 

 

 

 

8.2 

The Local Authority has a duty to provide information on the way it investigates and 

deals with complaints within the timetable noted in the Guidelines and Regulations. 

The Service managed to respond to 85% of Stage 1 complaints within this timetable 

during 2019/20. See Table 5 at the end of this report for further details. 

 

The reasons for the late responses were related to work pressures on the relevant staff 

who responded to the complaint, and the absence of the Customer Service Officer due 

to annual leave. The timetable for providing a written response confirming the outcome 

of the discussion is five working days, which is very tight. Nonetheless, the majority of 

complainants do receive a response within the timetable or have agreed to extend the 

timetable. 

 

9. Gwynedd Council's Complaints Procedure 
9.1 Some matters that are beyond the remit of the Social Services Complaints Procedure 

are dealt with under Gwynedd's Corporate Complaints Policy. The Department's 

other responsibilities is also a reason for these complaints, e.g. Housing matters. Not 

all complaints are brought to the attention of the Customer Care Officers, as perhaps 

some will have been referred directly to the service. 

 
9.2 The following are examples of general complaints: - a member of the public 

complaining about the Housing Service's ruling that they were not eligible for social 

housing; spelling mistakes in an official document; a private home owner asking for 

advice about central heating and fixing a boiler. 
 

9.3 No complaints were received this year that were dealt with under Gwynedd's 

Corporate Complaints Policy. 
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10. Learning Lessons and Identifying Trends  
 

10.1 
 

Learning Lessons 

 

A quarterly report on dealing with complaints is presented to the Adults, Health and 

Well-being Department's Management Team. This is an opportunity to analyse every 

complaint and to discuss and learn in order to improve the service provided to 

Service Users. 
10.2 The Management Team includes the lessons learnt in its amended work plans and any 

training needs are identified. The current lessons to be learnt log is administrated by 

the Customer Care Officer. The log is regularly distributed amongst the Senior 

Managers in order to inform them of the lessons that have been identified. The log will 

be updated with any information about actions taken in connection with the lessons to 

be learnt. Hopefully, this will be a more effective way of identifying lessons and 

ensuring that improvements are implemented. 
 

See the copy of the Lessons Log on pages 7 and 8 of this report for further 

information about the lessons identified during the year. 

 
10.3 
 
 

 

10.3a 
 
 

 
 
 
 

10.3b 
 

 
 

 

 

 

 

 

10.3c 

 

 

 

 

 

 

 

 

 

10.3d 

 

 

 

 

 
 
 

Complaints and Enquiries Trends - Adults, Health and Well-being 

Department 

 

As part of the complaints data analysis for quarterly reports, the Customer Care 

Officer identifies trends in the nature of the complaints and enquiries received. This is 

useful in identifying whether similar problems frequently arise in specific fields that 

lead to several complaints about that problem.   

 

A theme that has been evident since around 2016 is the complaints stemming from 

the difficulties experienced in providing a sufficient level of domiciliary care hours, 

especially in rural areas of Gwynedd. We are pleased to report that only one 

complaint was received on this theme during 2019-20, which suggests that the hard 

work in improving the situation in relation to the timely provision of domiciliary care 

across Gwynedd is continuing to be successful. 

 

During the first quarter of this year, the changes dating from 01/07/19 to the charging 

policy for Telecare services in Gwynedd meant that some service users' financial 

contribution increased. An increase in the number of enquires on this issue had been 

anticipated, and arrangements were made for the Customer Care Officer to explain 

these changes to those enquiring.  The details of each enquiry were collected so that 

the Telecare Manager could directly contact the service users that wished to discuss 

their personal circumstances with the Assistant Technology Officer.   

 

The Customer Care Officer is part of the Safeguarding and Quality Assurance Unit 

(Adults), and has a close relationship with the Care Monitoring Officers and the 

Safeguarding Officers. This is essential in order to share information to identify 
Safeguarding Cases, and also to share information about any complaints received 

about the care of individuals in residential homes that could be a symptom of wider 

care problems in those institutions, that require further investigation. 
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 Training and Staff Awareness of the Complaints Procedure 
11.1 

 

 

 

 

 

 

 

 

11.2 

 

 

 

 

 

 

11.3 

Providing training to staff about the Complaints Procedure is an important aspect of 

Customer Care, so that staff members are fully aware of the procedure and are 

confident of their role within it. In order to ensure that every staff member receives 

training, it is intended that the provision will move from the traditional workshop 

session to an e-Learning module. This should facilitate things and reduce the costs 

related to conducting traditional sessions. 

 

Welsh Government is currently in consultation to create a new complaints procedure 

which better corresponds to the principles of the Social Services and Well-being 

(Wales) Act 2014. The North Wales Customer Care Officers' group, of which the 

Gwynedd Customer Care Officer is currently the Chair, has contributed to the 

engagement process by preparing a series of suggested changes to the procedure. 

 

As a review of the complaints procedure is ongoing, there are no plans to provide full 
training for staff on the complaints procedure in the near future as it is likely that 

training will have to be held again on any new procedure that comes into force. Once 

the Government has approved the new guidance, we will then provide training for 

staff on the new rules. In the meantime, the Customer Care Officer is available at all 

times to provide answers to any questions from staff about any aspects of the 

Complaints Procedure. 

 

12. Other Duties 
12.1 The Customer Care Officer (Adults) is a member of the Disabled Parking Spaces 

Panel which is responsible for coordinating the process of assessing applications from 

the public for special disabled parking spaces outside their property. A Panel meeting 

is held every three months. The Officer is responsible for ensuring that application 

forms are up-to-date and correct, and is responsible for receiving enquires over the 

phone, by letter and e-mail. The Officer assists the Panel's Administrative Assistant to 

communicate application results by letter after every Panel meeting. 

 

13. Expressions of Gratitude  
13.1 As well as responding to concerns, complains and other comments from service users, 

their families, and members of the public, it is also crucial that we acknowledge and 

record the expressions of gratitude we receive from our service users, families, 

members of the public and from staff from other agencies.  

 

The number of expressions of gratitude has increased this year as the Customer Care 

Officer has carried out work, with the aid of team leaders and managers across the 

Department, to promote staff awareness in general of the need to record any 

'expressions of gratitude' they receive for their hard work. 

 

See analysis of the number of expressions of gratitude in Table 6 and examples of 

expressions of gratitude in Table 7 at the end of the report. 

 
14. 2020/21 Work Programme 
14.1 Continue to respond to concerns, enquiries and complaints by adhering to the Welsh 

Government Social Services Complaints Procedure, ensuring that the lessons to be 

learnt from every case are addressed by the Departmental Management Team 
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regularly and in a timely manner. Continue to monitor actions that take place to 

develop the service. 

 
14.2 The Customer Service Officer will continue to chair the North Wales Customer Care 

Officers Group (NWCOG) for the coming year. Meetings are held every three 

months. The Customer Care Officer has also accepted the responsibility of 

administering the North Wales list of Independent Investigators who assist us to 

complete investigations into complaints under Stage 2 of the Social Services' 

Complaints Procedure. The Independent Investigators on the list are extremely 

experienced individuals within the field of social care and/or customer service, and we 

are working hard to attract more Welsh speakers to this important role.  
  

15. Statistics on the use of Welsh and English when responding to complaints 

and enquiries 
15.1 The Customer Care Officer responds to enquiries and complaints in the chosen 

language of the enquirer or complainant. 

 

See the relevant figures on the use of both languages in Table 8 at the end of this 

report. 

 

16. A summary of the actions to respond to the main trends, and lessons 

learnt from complaints received in 2019/20. 
16.1 

 

 

 

 

16.2 

 

 

 

 

 

 

 

The actions that respond to the lessons and trends identified when dealing with 

complaints and enquiries are already being implemented, and improvements to the 

service have already become evident.  

 

A copy of the Lessons to be Learnt Log 2019/20 has been included on pages 7 and 8 

of this report, which includes information about further actions completed in relation 

to some of the lessons learnt in 2019/20. 

 

 



7 

 

LESSONS LOG STEMMING FROM COMPLAINTS AND ENQUIRIES – ADULTS, HEALTH AND WELL-BEING DEPARTMENT - 2019/20 

Reference and date 
received 

Brief Description of 
the Complaint 

Lesson 
identified 

Relevant 
Manager/Staff 

Senior 
Responsible 

Manager 

Target Date 
for Action 

Date of 
Discussion for 

the Adults 
Management 

Team 

Comments of the 
Management 

Team 

Outcome of the 
action 

GC/06351-19 
30/04/2019 

A day services user's 
relative complained 
that the home's staff 
had not contacted him 
soon enough to report 
that his wife had had 
an accident. Also 
alleged that a dirty 
commode had caused 
her to develop a UTI.  
Sought an explanation 
and an apology 

Staff to be in 
closer contact 
with families if 
any type of 
accident occurs. 
Nobody had 
contacted the 
family to report 
that an accident 
had occurred. 

Council 
Residential 
Home Staff and 
Managers 
(Internal 
Provider) 

Internal 
Provider 
Service Senior 
Managers 
(Residential 
Homes) 

ASAP    A message has 
been sent to 
staff in Gwynedd 
Council homes 
to emphasise the 
importance of 
reporting 
immediately to 
families about 
any accidents 
involving their 
relatives 

GC/07636-19 
12/12/2019 

A relative of a former 
Telecare service user, 
criticising the tone and 
contents of a letter 
from the 
administrative team 
requesting the return 
of the equipment.  The 
message regarding the 
death of the service 
user had not been 
effectively 
communicated 

Better 
communication 
required among 
staff to ensure 
that appropriate 
wording is used 
in letters sent to 
families 
following the 
death of a 
service user, 
requesting the 
return of 
equipment.  

Telecare Service 
Staff 

Senior 
Business 
Manager 

ASAP    Staff have been 
reminded of the 
need to ensure 
that letters sent 
to families and 
service users are 
carefully worded 
to be 
appropriate to 
the 
circumstances. 



8 

 

LESSONS LOG STEMMING FROM COMPLAINTS AND ENQUIRIES – ADULTS, HEALTH AND WELL-BEING DEPARTMENT - 2019/20 

Reference and date 
received 

Brief Description of 
the Complaint 

Lesson 
identified 

Relevant 
Manager/Staff 

Senior 
Responsible 

Manager 

Target Date 
for Action 

Date of 
Discussion for 

the Adults 
Management 

Team 

Comments of the 
Management 

Team 

Outcome of the 
action 

between staff before 
action was taken. 

 

GC/08011-20 
21/02/2020 

A service user's 
relative was unhappy 
as he had received a 
letter about 
domiciliary care costs 
from the Income and 
Welfare Unit in English 
only.  Wanted a Welsh 
copy of the letter and 
asked for assurance 
that this would not 
happen again. 

Remind staff 
that they need 
to follow the 
Council's 
language policy 
when 
responding to 
correspondence. 
Also noted that 
it is good 
practice to 
identify the 
language choice 
of the service 
user and/or 
carer 

 

Income and 
Welfare Unit 
Staff  

Senior 
Business 
Manager 

ASAP   Staff have been 
reminded of the 
need to ensure 
that letters sent 
to families and 
service users 
comply with the 
Council's 
language policy 
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TABLE 1: Informal Enquires and Complaints received 2019-2020 
 

 Adults Internal 

Provider  

Business Housing  External 

Provider  

Cross-

service  

Total  

Solicitors 

 

1      1 

Ombudsman 

 

       

Local members 

 

1   1   2 

Members of 

Parliament or 

Assembly 

Members 

 

21  5    26 

Users 

 

2 1 3    6 

Relative and/or 

Carer 

 

11 5 8  1  25 

The Public 

 

5  4 1   10 

Advocate 

 

1      1 

Other Agent 

 

6  1    7 

Issues with 

Disabled 

Parking Spaces  

 

9      9 

Other Counties 

 

  1    1 

Social Worker 

 

       

Older People's 

Commissioner 

 

       

Welsh 

Language 

Commissioner 

 

       

Gwynedd 

Council Staff 

(other 

Department) 

 

1      1 

CIW 

 

  1    1 

Health Board 

Staff 

 

2      2 

TOTAL  

 

60 6 23 2 1  92 
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 TABLE 2: Examples of Complaints and Enquiries 2019/2020 - ADULTS 

Ref. Brief description  Category Stage Unit / Team Outcomes 

GC/6351-

19 

A day service user's 

relative complained 

that the home's staff 

had not contacted him 

soon enough to report 

that his wife had had 

an accident. Also 

alleged that a dirty 

commode had caused 

her to develop a UTI. 

Sought an explanation 

and apology 

Complaint Stage 1 Internal 

Provision 

(Residential 

and Day Care) 

A message has been sent to 

staff in Gwynedd Council 

homes to emphasise the 

importance of reporting 

immediately to families 

about any accidents 

involving their relatives  

A full response and apology 

provided in writing to the 

family.  

GC/6645-

19 

A service user 

dissatisfied with the 

outcome of the 

financial assessment of 

her contribution 

towards domiciliary 

care costs. Requested 

a review of the level of 

her financial 

contribution. 

Complaint Stage 1 Income and 

Welfare Unit 

(Business) 

A review of the financial 

assessment was 

undertaken, and the 

financial contribution was 

subsequently reduced. A 

full explanation of the 

outcome had been 

provided to the service 

user.  

GC/6745-

19 

A relative was unhappy 

with the delay before 

moving a service user 

from a nursing home 

to having domiciliary 

care. The complexities 

of the situation had 

caused this. 

Complaint Stage 1 Adults Service 

(Meirionnydd) 

The situation had been 

resolved and a further 

enquiry from the Member 

of Parliament also received 

a full response. 

 

GC/06819-

19 

A service user's 

relative alleged that 

her mother had been 

injured by falling in a 

nursing home, and that 

nobody had recorded 

this. Wanted an 

investigation and an 

explanation.  

 

Complaint Stage 1 Residential and 

Day Care 

(Internal 

Provider) 

Full response provided 

along with a full apology. 

The target date for 

responding had not been 

reached due to the detail 

and nature of the 

investigation into the 

matter, and as the relevant 

staff were on leave and/or 

on sick leave. 

GC/7636-

19 

A relative of a former 

Telecare service user, 

criticising the tone and 

contents of a letter 

from the administrative 

team requesting the 

return of the 

equipment.  The 

message regarding the 

death of the service 

user had not been 

effectively 

communicated 

between staff before 

action was taken. 

Complaint Stage 1 Telecare 

Service 

(Adults) 

A need was identified to 

improve communication 

among Team members to 

ensure that appropriate 

wording is used in letters 

sent to families when 

similar circumstances arise 

in future.  

GC/7657-

19 

A service user 

expressed concern 

about the 

Complaint Stage 1 Adults Service 

(South 

Meirionnydd) 

An apology and a full 

explanation had been 

provided. Full care had 
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 GC/07176-

19 

A member of the 

public requested 

confirmation of the 

process of applying for 

a parking space, and 

the reasons why a 

relative of his had been 

refused. 

 

Enquiry   Disabled 

Parking Spaces 

(Customer 

Care Officer) 

A full explanation and 

further information about 

the process were provided. 

GC/07435-

19 

A Member of 

Parliament expressed 

concern on behalf of a 

service user's family 

about his inability to 

pay the home fees as 

her savings had 

decreased. 

 

Enquiry 

from a 

Member 

of 

Parliament 

 Adults Service 

(Caernarfon) 

A full response was 

provided, noting that she 

could receive a financial 

assessment in order to 

receive assistance to pay. 

The service user was 

offered a financial 

assessment.  

 

GC/07770-

20 

A member of the 

public asked how to 

report to the Council 

that motorists without 

a blue badge were 

parking in disabled 

parking spaces.  

 

Enquiry  Disabled 

Parking Spaces 

(Customer 

Care Officer) 

The enquirer was advised 

to contact the Environment 

Department through the 

Council's website or Galw 

Gwynedd 

GC/07786-

20 

A member of Mencap's 

staff enquired about 

whether there were 

any processes to 

appeal against a service 

user's support 

assessment.  

 

Enquiry 

from a 

Third 

Sector 

Agency 

 Learning 

Disabilities 

Service 

Explanation provided that 

there is no formal appeals 

process, although a formal 

complaint could be made 

through the Social Services 

Complaints Process. 

Awaiting further contact. 

 

GC/07951-

20 

A Member of 

Parliament requested 

that an officer from the 

Department contacted 

a service user to 

discuss problems with 

her Direct Payments 

arrangements. Contact 

had been made to 

resolve the situation 

 

Enquiry 

from a 

Member 

of 

Parliament 

 Income and 

Welfare Unit  

A response had been 

provided to the Member of 

Parliament, and the service 

user had been contacted to 

resolve the situation. 
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TABLE 3: Social Services Statutory Complaints Procedure 2019-2020 

 Adults Internal 

Provider  

Business Housing  External 

Provider  

Cross-service  Total  

Stage 1  8 4 2  1  15 

Stage 2  4      4 

Ombudsman 1      1 

Total  13 4 2  1  20 

        

TABLE 4: Social Services Statutory Complaints Procedure 2019-2020 

 Adults Internal 

Provider 

Business Housing  External 

Provider  

Cross-service  Total  

Stage 1  5 4 5    14 

Stage 2         

Ombudsman        

Total  5 4 5    14 

 

 

 

 
TABLE 5: ADHERENCE TO THE STAGE 1 COMPLAINTS PROCEDURE 

TIMETABLE - ADULTS 
Complaints 

received 12 

months 

after the 

incident 

Acknowledged 

within 2 days 

Discussion to 

resolve within 

10 days  

Decision announced 

within 5 days after 

the discussion 

Response time 

extended 

Average number of 

days extended 

0 14 12 12 2 20 

 
TABLE 6: NUMBER OF EXPRESSIONS OF GRATITUDE DURING 2019-2020 - 

ADULTS 
Adults Internal 

Provider (Home 

care and 

residential) 

Business Housing  External 

Provider  

Cross-service  Total  

35 72 5 0 0 0 112 

 

 

 

TABLE 7: EXPRESSIONS OF GRATITUDE AND APPRECIATION (ADULTS) 

EXAMPLES FROM 2019/2020 

 
Quarter 1 “This day service has been a 

central part of Mum's week, and 

has given her the opportunity 

to mix with others and make 

new friends. It fills the void and 

the days with kindness and 

friendship. I am grateful from 

the bottom of my heart that 

Thank 

you 

Residential and Day Care (Internal 

Provision) 
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this type of service exists - it's 

priceless!” 

 

Quarter 1 “I am writing this letter to say 

that I have had recent 

conversations with the 

Occupational Therapist and 

have been impressed by his 

insight and interest in our 

situation. He has gone the extra 

mile in his attempts to help and 

seemed very involved and 

interested in what I was saying. 

He actually listened! That is 

very important to an elderly 

person like me who is often 

made to feel ignored when 

their welfare is discussed. As far 

as we are concerned the OT 

deserves a medal for his 

attitude towards us. I was 

brought up to think of social 

services as the “bad guys” – I 

have been proved very wrong!” 

Thank 

you 
Adults Service (Adults) 

Quarter 2 “A brief and inadequate note 

from us as a family to thank you 

for all the care that ** received 

over the past two and a half 

years. He received all possible 

assistance and support, and felt 

safe and comfortable amongst 

you all.  He was allowed to be 

himself, to relate stories, to 

joke and to live as 

independently as possible. Our 

words cannot fully express our 

gratitude to you” 

 

 

Thank 

you 

 

Residential and Day Care (Internal 

Provision) 

Quarter 2 
“We would like to state how 

pleased we are with the new 

system recently introduced for 

providing care in the home. It is 

a vast improvement on the 

previous service. Having a 

regular team of three carers has 

introduced a vast level of 

stability into Mum’s life. She is 

so much happier knowing that 

she will always have the same 

Thank 

you 
Home Care (Adults, Internal 

Provision) 
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team of dedicated carers 

looking after her and she has 

built up a great deal of trust in 

them. This is extremely 

important given that she has 

very poor sight and hearing. 

The new system has introduced 

a much greater degree of 

structure and stability into both 

the lives of the carers and the 

service users. This can only be a 

positive move. Mum has 

described the new system as 

‘wonderful’ and the change in 

her when she was notified of 

the changes was immeasurable. 

She told me she had some 

wonderful news when I rang 

her. Living a fair distance away, 

it is very difficult for family to 

visit regularly but we do have 

peace of mind knowing that 

consistent care is in place. The 

new system has taken away a 

lot of our worries and 

concerns.” 

 

Quarter 3 
“Can I just say a huge thank you 

for your support on our joint 

visit. Due to Mrs. X’s diagnosis 

of Dementia, she can present 

with challenging behaviour and 

be reluctant to accept support 

or equipment. I have been 

attempting for ages to 

encourage Mrs. X to have a falls 

detector and heat sensor in 

place as she is at severe risk of 

falls and burning items on the 

cooker.   

Mrs. X responded well to your 

calm and confident manner and 

you were able to build up an 

excellent rapport with her. 

Therefore, Mrs.X was able to 

relax and listen to the reasons 

for having this equipment 

installed. You were also able to 

explain clearly what was 

involved in the package and 

how it would assist her, 

Thank 

you 
Telecare Service 
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without making her feel that 

you were making decisions for 

her or taking over.  

I am very grateful for your 

support with this and other 

joint visits we have carried out 

with difficult clients, they are 

invaluable when encouraging 

clients with Dementia to accept 

Telecare packages. I look 

forward to working with you 

again in the future.” 

 

Quarter 3 “I wish to give you heartfelt 

thanks for the caring, kind and 

loving care shown by each of 

you towards X over these last 

years. As a family, we could not 

have wished for a better place 

to care for X.  We have been 

extremely fortunate in finding a 

place such as this, with such 

tender care provided by the 

staff. As a sign of our 

appreciation I wish to present 

this cheque for £1000 in 

memory of X" 

Thank 

you 
Residential and Day Care (Internal 

Provision, Adults) 

Quarter 4 “Further to your letter 

enclosing the receipt from DSL 

following the installation of the 

chair lift on the stairs. I wish to 

express my huge appreciation 

for your prompt and effective 

service. I am also extremely 

grateful to the Council for their 

unexpected generosity and 

willingness to help people such 

as myself.  I have already 

expressed my gratitude to 

Llinos M Evans (Disability 

Liaison Officer) and was pleased 

to provide her with a positive 

feedback form. My gratitude to 

everybody for providing such an 

excellent service is 

immeasurable." 
 

Thank 

you 
Adults Service 

Quarter 4 
“We wish to thank you and all 

Plas Hafan's staff for the 

excellent care provided to our 

Thank 

you 
Residential and Day Care (Internal 

Provider, Adults) 
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mother during her period with 

you. It has been a comfort to us 

as a family to know that she is 

happy and safe in your care, and 

is provided with the best 

attention and worthwhile 

experiences. Plas Hafan's 

welcoming environment and the 

sensitive and cheerful care 

offered to the residents and 

families are to be highly praised 

and are of the highest possible 

standard" 

 

 
TABLE 8: Complainants' chosen language when making an enquiry/complaint during 

2019/2020 (ADULTS) 
 

 Welsh English Total 

Informal Enquiries and Complaints 36 56 92 

Stage 1  9 5 14 

Stage 2 0 0 0 

Ombudsman 0 0 0 
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Introduction 
 
This report is issued under s16 of the Public Services Ombudsman (Wales) 
Act 2005. 
 
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 Mrs M, and to her son as Mr N. 
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Summary 
 
Mrs M’s son, Mr N, suffered from drug-induced psychosis and acquired 
brain injury.  He received a package of care, funded jointly by 
Gwynedd Council (“the Council”) and Betsi Cadwaladr University 
Health Board (“the Health Board”), and provided by Cartrefi Cymru (“CC”), 
a registered domiciliary care provider.  Mrs M complained about: 
 

a) the care given to Mr N by CC 
 

b) failings in communication between the Council, the Health Board and 
CC, resulting in CC not receiving comprehensive documentation/risk 
assessments/care plans for Mr N. 
 

Sadly, Mr N choked while eating alone in his bedroom, and died despite 
first aid being administered by his carer. 
 
The Ombudsman found that the Council and the Health Board jointly funded 
Mr N’s care, with the Council being the lead commissioner.  However, despite 
there being an overarching, general contract with CC for the provision of care, 
there seemed to be no documentation showing the awarding of the contract 
and the specific terms relating to Mr N, and the respective responsibilities of 
the parties.  This amounted to maladministration on the part of both the 
Council and the Health Board.  In addition, there was no documentation to 
show that the Council, as lead commissioner, had monitored the delivery of 
the service under the contract. 
 
Although the Ombudsman could not say with any certainty that any of the 
bodies had seen a risk assessment relating to the risk of Mr N choking, CC 
should have carried out its own choking risk assessment in view of Mr N’s 
obvious vulnerabilities. 
 
The Ombudsman upheld the complaint against all three bodies.  However, 
he did not conclude that any of the failings he identified had caused or 
contributed to Mr N’s death.  However, Mrs M would be left with the 
uncertainty that, but for the failings, things might have been different. 
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The Ombudsman made the following recommendations: 
 

(a)  The Council and the Health Board 
 

1. Within one month of the issue of the report, both the Council 
and the Health Board should apologise to Mrs M for the failings 
I have identified. 

 
2. Within three months of the issue of the report, both the Council and 

the Health Board should review their respective contract governance 
arrangements to ensure that contract management is in line with 
good practice (as contained in the Contract Management Principles 
and the principles in the Wales Procurement Policy Statement). 

 
(b) The Health Board 

 
3. Within three months of the issue of the report, the Health Board 

should remind staff members with responsibility for managing a 
service user’s Care and Treatment Plan and care package of the 
need to ensure they comply with the requirements of NICE Clinical 
Guideline CG136 and the Mental Health (Wales) Measure 2010 
and the Mental Health Act 1983 Code of Practice.  

 
(c) CC  

  
4.  Within one month of the final report, CC should apologise to 

Mrs M for the failing I have identified.  
 

5. Within three months of the final report, CC should remind 
members of staff with responsibility for delivering care plans of 
the importance of ensuring all relevant assessments are carried 
out, and the care package reviewed, as soon as possible after 
being contracted to provide care. 
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The Complaint 
 
1. Mrs M’s son, Mr N, suffered from drug-induced psychosis and acquired 
brain injury.  He received a package of care, funded jointly by 
Gwynedd Council (“the Council”) and Betsi Cadwaladr University 
Health Board (“the Health Board”), and provided by Cartrefi Cymru (“CC”), a 
registered domiciliary care provider.  Mrs M complained about: 
 

a) the care given to Mr N by CC 
 

b) failings in communication between the Council, the Health Board 
and CC, resulting in CC not receiving comprehensive 
documentation/risk assessments/care plans for Mr N. 

 
Investigation 
 
2. The Investigator obtained comments and copies of relevant documents 
from the Council, the Health Board and CC and considered those in 
conjunction with the evidence provided by Mrs M.  The Investigator took 
advice from one of the Ombudsman’s professional advisers, a Registered 
Mental Health Nurse and NHS Commissioning Manager with experience of 
commissioning continuing healthcare packages for individual patients with 
complex needs.  His name is Danny Alba.  The Adviser was asked to 
consider whether, without the benefit of hindsight, the care or treatment had 
been appropriate in the situation complained about.  I determine whether the 
standard of care was appropriate by making reference to relevant national 
standards or regulatory, professional or statutory guidance which applied at 
the time of the events complained about.  The Investigator also discussed the 
question of the procurement of services by public bodies in Wales with an 
officer of the Welsh Government’s National Procurement Service.  I have not 
included every detail investigated in this report but I am satisfied that nothing 
of significance has been overlooked. 
 
3. Mrs M, the Council, the Health Board and CC were all given the 
opportunity to see and comment on a draft of this report before the final 
version was issued. 
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Relevant legislation 
 
4. Clinical Guidelines (“CG136”) issued by the National Institute for 
Health and Care Excellence entitled “Service user experience in adult 
mental health: improving the experience of care for people using adult NHS 
mental health services” advises that the care plan should support “effective 
collaboration with social care and other care providers during endings and 
transitions”. 
 
5. Guidance from the Crown Commercial Service on Contract 
Management Standards contain Contract Management Principles.  The 
first 3 Principles are: 
 

• Ensure that contracts are known and understood by all those who 
will be involved in their management. 
 

• Be clear about accountability, roles and responsibilities. 
 

• Establish and use strong governance arrangements to manage 
risk and enable strategic oversight. 

 
Although it is not a requirement for public bodies in Wales to follow this 
guidance, the principles contained in it represent good practice. 
 
6. The Wales Procurement Policy Statement (issued by the 
Welsh Government in June 2015) covers contract management.  Public 
bodies are expected to adhere to the principles contained in the Statement.  
These include ensuring adequate skills and resources are in place to carry 
out effective procurement and contract management and ensuring regular 
contract performance management reviews are conducted. 
 
7. I have issued Statutory Guidance on the Principles of 
Good Administration and Good Records Management1 to which public 
bodies in Wales must have regard when discharging their public functions.  I 
also issued guidance in my Casebook2 to public bodies in Wales delivering 
services through arrangements with third parties.  

 
1 Issued under s31 Public Services Ombudsman (Wales) Act 2005  
https://www.ombudsman.wales/guidance-policies/ 
2 What’s in the postbag? Casebook 31, page 4 - https://www.ombudsman.wales/case-books/ 
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8. The Mental Health (Wales) Measure 2010, and the Mental Health 
Act 1983 Code of Practice (“the Code”), place legal duties on local health 
boards and local authorities about the assessment and treatment of mental 
health problems.  In particular, paragraph 34.23 of the Code provides that an 
assessment of a patient’s ability to address their personal care and physical 
wellbeing must be included in the holistic assessment. 
 
The background events 
 
9. Mr N had a longstanding history of drug and alcohol use; many years 
before the events in question he sustained serious injuries, including a brain 
injury, and had several stays in an acute psychiatric unit.  A psychiatric 
report in 1999 concluded that Mr N could have a complex diagnosis of 
possible obsessive compulsive disorder, substance misuse and alcohol 
dependence, insulin-dependent diabetes, numerous orthopaedic problems, 
a brain injury, personality disorder and atypical epilepsy secondary to the 
brain injury.  In 2015 Mr N was living in his own rented home with a package 
of 24-hour care funded jointly by the Council and the Health Board. 
 
10. Mr N had for some time been involved with the Speech and Language 
Therapy (“SALT”) service because of reported problems with his swallowing 
and voice.  A SALT assessment in July 2015 noted that Mr N tended to 
overload his mouth, not chew his food properly and eat quickly, which all 
contributed to coughing episodes when eating.  Mr N and his carer were 
given advice about this, including ensuring meat was tender, lean and moist, 
and all food was chopped up small.  The review of Mr N’s Care & Treatment 
Plan (“CTP”) on 30 July referred to him needing “a lot of assistance and 
advice regarding his food and to encourage healthy eating”, but did not 
mention the swallowing problems or the SALT advice (the reference to 
assistance and advice seemed to be in the context of helping Mr N manage 
his diabetes).  At a further SALT review in November Mr N’s eating problems 
were reported to be much reduced since the fitting of new dentures and 
better compliance with the advice given previously.  There was no mention 
of any eating problems/difficulties in the CTP of 20 May 2016. 

 
11. In January 2016 the company providing domiciliary care for Mr N gave 
notice to terminate the contract because of difficulties retaining/recruiting 
staff to work with him.  The Care Co-ordinator (at that time a Community 
Mental Health Nurse employed by the Health Board) made efforts to source 
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an alternative care provider.  However, due to problems identifying a 
replacement, Mr N moved into a supported housing placement in February 
while an alternative care provider was identified.  The Care Co-ordinator’s 
handwritten records show that CC was contacted by Mr N’s father, and that 
by 22 June the contract had been awarded to CC, with the hope that they 
would be able to recruit staff and start working with Mr N in August.  
Sometime in September/October CC staff began shadowing staff in the 
supported housing placement, and Mr N later moved back to his own home 
(the records examined by my Investigator do not indicate when this was). 
 
12. During the time Mr N was living in the supported housing placement he 
was admitted to hospital (on 29 July) following an episode when he choked 
on his food and a food lump was removed from his oesophagus (the tube 
which connects the mouth to the stomach).  Following this, the Manager of 
the placement prepared a risk assessment dated 3 August 
(“the risk assessment”), identifying the risk of choking and providing that 
staff must cut up food (meat/bacon to be cut into very small pieces) 
“as [Mr N] tends to swallow without chewing fully”.  A glass of water was to 
be available, and “staff must remain close while [Mr N] is eating”. 

 
13. At approximately 10:00 on 3 March 2017 Mr N was alone in his 
bedroom when he choked on a piece of toast.  Despite first aid and CPR 
being administered by his carer, Mr N sadly died. 

 
14. The Record of Inquest of Mr N’s death includes the medical cause 
of death as “choking” and records that the “death was due to an accident”. 
 
Mrs M’s evidence 
 
15. Mrs M said that CC had “neglected” Mr N while he was in their care, in 
that they had failed to follow instructions on the care plan following the risk 
assessment (see paragraph 12).  She said that an employee of CC had 
photocopied the risk assessment while Mr N had been living in the 
supported housing placement.  She said that Mr N’s carer did not do enough 
to help him when he was choking.  Mrs M said that Mr N had a lot of 
complex problems, but that CC did not take account of them all in the team 
they recruited to work with him. 
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The Council, Health Board and CC’s evidence 
 
Joint response by the Council/Health Board 
 
16. The Council provided a response to the Ombudsman on behalf of itself 
and the Health Board.  It said that the Council and the Health Board jointly 
funded the package of care for Mr N, and that the Council “agreed to be lead 
commissioners”.  It said that CC spent time shadowing the outgoing care 
provider, and that “all documents relating to [Mr N’s] care were shared prior to 
the transfer of care package”.  The Council said that the care Managers - an 
Occupational Therapist, a Community Mental Health Nurse (both employed 
by the Health Board) and subsequently a social worker (employed by the 
Council) - monitored the care package and liaised with the care providers, 
and conducted “several regular reviews over a period of several years”. 
 
The Council’s evidence 
 
17. In response to further questions the Investigator asked, the Council said 
that the Community Mental Health Team (“CMHT”) was a multi-disciplinary 
team made up of staff from the Council and the Health Board, and whose 
members were “in constant contact with each other about service users”.  It 
explained the identity of Mr N’s Care Co-ordinator at different times.  The 
Council confirmed that the Care Co-ordinator in 2016 (a Community Mental 
Health Nurse) was the person who identified CC as the new care provider, 
and that the change of provider was discussed with the Continuing Health 
Care (“CHC”) Team for advice on funding in June 2016. 
 
18. When asked questions about the risk assessment (see paragraph 12) 
and whether it had been shared with CC, the Council said that “the files are 
accessible to all members of the CMHT therefore all staff involved had equal 
access to all the relevant documents and case notes”.  It said that the risk 
assessment seemed to have been prepared by the Manager of the 
placement; it said there had not been a further care plan review between the 
time of Mr N’s admission to hospital and his death, so “there had not been 
an opportunity to include the risk assessment … in any further care plans”.  
It said it “can be assumed that care plans and any risk assessments 
contained in [the supported housing placement’s] files would have been sent 
to CC when the care package was transferred”.  It said that copies of the  
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SALT assessments (see paragraph 10) were on the social work file, and that 
the supported housing placement support staff were aware that Mr N could 
potentially be at risk of harm from dysphagia (swallowing difficulties) when 
eating. 
 
The Council’s response to the draft report 
 
19. The Council confirmed that the contract for Mr N’s care had been 
awarded to CC following contact being made by the Care Co-ordinator with 
a number of potential providers, without any involvement from the Council’s 
contracts team.  It said such commissioning was not unusual within the 
mental health team, that it was reasonable in view of the urgency of the 
situation, and that contracts of this kind were excluded from the requirement 
for a competitive procurement exercise. 
 
20. The Council said the Care Co-ordinator would have been very aware 
of the need to ensure CC was fully informed of Mr N’s needs.  It said it could 
find no evidence that the risk assessment (see paragraph 12) was brought 
to the Council’s attention. 
 
21. The Council said that CC was a longstanding provider of supported 
housing in the area, and that an overarching contract between the Council 
and CC was in place at the time for the provision of services, including 
mental health services.  The Council provided a copy of this contract, which 
included provision for details of individual projects, and the care to be 
provided, to be included in separate schedules.  However, when asked for 
the relevant schedules, the Council confirmed there were no specific 
schedules available on file, but referred to entries in case notes and 
provided invoices as evidence that the contract was awarded to CC.  The 
case notes record that the Care Co-ordinator met representatives from CC 
who carried out a “brief assessment” of Mr N; CC was to email the 
Care Co-ordinator costings, which she would pass to her Manager along 
with others she had received.  The next entry records that CC had been 
awarded the contract. 
 
22. The Council said that it disagreed with the view of the Adviser, and the 
recommendation that its contract governance arrangements should be 
reviewed.  It said it had introduced a Quality Assurance and Safeguarding  
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Team in 2017, which had improved its ability to monitor on a routine basis 
with the focus on quality of care; it said it was considering the need to further 
increase its staffing capacity within the team. 
 
23. The Council said that the contract management provisions in the 
Crown Commercial Services guidance (see paragraph 5) were high level 
principles for all contracts, designed for managing significant contracts for 
supplies of goods and services.  It said that the delivery and quality of care 
would be monitored by the key worker, who would report back any issues 
about the standard of care to the Council as their partner. 
 
The Health Board’s evidence 
 
24. In response to similar questions the Investigator asked, the 
Health Board said that Mr N’s package of care “would be routinely reviewed 
as part of a Care & Treatment Planning meeting held between the 
Care Co-ordinator, the provider and the commissioners”.  It said that at the 
time of Mr N’s death a planning meeting was being arranged but was 
delayed as the provider Manager was off sick.  The Health Board said that 
the contract with CC was arranged through a tendering process which 
included representatives from the Council, the CMHT and the CHC team.  It 
said that payments to CC were made by the Council, with the Council 
re-charging the Health Board for its agreed share of the cost. 
 
25. The Health Board said that there was no copy of the risk assessment 
in any of the Health Board records, and there was no mention of it in any 
subsequent care notes or CTPs.  It said that although there was a handover 
between the supported housing placement and CC, the content of the 
handover/shadowing was not detailed. 
 
CC’s evidence 
 
26. CC said that Mr N’s father had first approached CC about providing 
support for Mr N and that the service was commissioned by the 
Health Board.  It said that the only documentation it had received to enable it 
to be satisfied it could meet Mr N’s needs were: 
 

• A CTP from the CMHT (dated 20/05/15, which was noted to be 
reviewed by 20/05/16). 
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• The care plan from the previous support provider (dated 12/10/14). 
 

• A letter from the CMHT (dated 12/04/16, containing a summary of 
Mr N’s history, although it does not indicate to whom it was sent). 

 
27. CC said it had carried out the following risk assessments: 
 

• Assisted living service delivery plan. 
• Behavioural management plan. 
• Diabetes management. 
• Supported living service. 
• Medication and wellbeing. 
• Stimulant drinks. 
• The impact of unhealthy choices on my life. 
• Traffic light hospital assessment – in the event of admission to hospital. 

 
28. CC said that the fact that Mr N had “24 hour support” did not mean he 
would not be left alone in a room.  It said that Mr N was entitled to 
independence and privacy, and that even if a member of staff had been in 
the room when he choked they would not have been able to dislodge the 
obstruction.  It said there was nothing in the documentation provided to CC 
to indicate that Mr N had problems swallowing.  It said that Mr N’s father, 
who was very involved in Mr N’s daily care, had told the Regional Director 
that there was nothing physically wrong with Mr N.  Although a SALT 
assessment was mentioned in the letter from the CMHT, it said there were 
no ongoing issues.  It said that Mr N would sometimes get up during the 
night to make himself a snack, or help himself to food during the day; this 
was consistent with supported living principles where people are 
encouraged to make choices and live as independently as possible, with 
staff providing support when needed. 
 
29. CC said that the carer had done everything he could to save Mr N, and 
had followed the instructions of the 999 operator, only leaving Mr N to check 
for the arrival of the ambulance crew.  It said that an expert witness at the 
Inquest had concluded that the carer provided the best possible care in 
extremely challenging circumstances. 
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30. CC acknowledged that its Transition Plan guidance was not used 
when setting up the new service for Mr N, and that this was a failing; 
however, it said this would not have changed the way it supported Mr N 
when eating.  CC said its internal investigation had highlighted areas for 
improvement in management and quality systems and said that work was 
ongoing on these. 
 
Professional Advice 
 
31. The Adviser noted that the Council was the lead commissioner, and, 
together with the Health Board as associate commissioner, jointly 
commissioned the care package for Mr N.  He said such arrangements are 
common practice, and both the lead commissioner and the associate 
commissioner are parties to the contract.  He said it was the lead 
commissioner’s role to tender the contract and procure the service, and to 
be responsible for contract monitoring, contract review and contract 
management.  He noted the Council had not produced any tender, 
procurement or contract documents, or any minutes or notes of any 
contract review meetings.  He said that responsibility for monitoring Mr N’s 
care package as part of the CTP, however, rested with the Health Board.   
 
32. The Adviser referred to guidance from the Crown Commercial Service 
on Contract Management Standards.  The “Principles” listed include 
ensuring that contracts are known and understood by all those who will be 
involved in their management, and being clear about accountability, roles 
and responsibilities.  The Adviser concluded that the Council failed to 
comply with these principles. 
 
33. The Adviser said that because contract delivery was not sufficiently 
monitored, the Council would not have known whether service provision 
complied with the contract specification requirements i.e. the care package.  
If it had been, the Council would have known to what extent the 
Health Board was managing CC in terms of the CTP and care package and 
to what extent CC was complying with the contract specification, and how 
complete the contract specification was (in terms of including previous 
choking risk assessments, reports, care plans etc).  Although it was 
appropriate for some of the functions (such as the monitoring of the care 
package and the CTP) to be delegated to the Health Board, ultimately the 
Council retained overall responsibility and accountability for the contract. 
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34. The Adviser was concerned that the Council was unable to provide 
any contract documentation when requested.  He said that, from a review of 
the records, the Council seemed unable to distinguish between contracting 
practice and managing service provision.  He said that, although both are 
intrinsically linked and dependent on one another, it was the Council’s 
responsibility to manage the contract, and the Health Board’s responsibility 
to manage Mr N’s care package.  He said both parties should have fully 
understood their roles and responsibilities. 
 
35. The Adviser said that there was no evidence in the records provided 
by the Council that it shared contract documentation with the Health Board 
or CC.  It said that there was evidence that the Health Board’s 
Care Co-ordinator [also referred to as the Care Manager] (firstly an 
Occupational Therapist then a CMHT nurse) carried out the monitoring and 
review of Mr N’s care package.  However, he said that the “obvious 
omission” was the “crucial information” about Mr N’s risk of choking on 
food – in the SALT assessment and reports (paragraph 10) and the risk 
assessment (paragraph 12).  The Adviser said that contract governance was 
lacking, or misunderstood by the Council, compounded by ambiguous 
respective roles of the Council and the Health Board.  He said that the 
failure to effectively communicate Mr N’s risk of, and propensity for, choking 
from one agency to another failed to meet CG136.  
 
36. The Adviser noted that neither the review of Mr N’s CTP in July 2015 
nor that in May 2016 mentioned his swallowing problems or the SALT 
advice.  He said that the information contained in the risk assessment was 
not effectively passed on to CC, and that as a result the care plan 
implemented, and CC’s support plan based on it, did not make provision for 
Mr N’s risk of choking on food.  This meant that the CTP and the care 
package care plan were not fully in line with the Mental Health (Wales) 
Measure 2010 Part 2 (specifically Chapter 34 on Care and treatment 
planning).  The Adviser said that it was good practice for at risk/vulnerable 
service users to have a choking risk assessment carried out and included in 
their care plan.  He said that, even though the information was not passed to 
CC, CC should have carried out its own assessment based on observations 
and experience of caring for Mr N and because of his obvious vulnerabilities.   
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37. The Adviser said that, in the absence of a clear risk assessment and 
associated care plan/interventions to mitigate the risk of choking on food, 
there was no reason for Mr N’s support worker not to have left Mr N alone 
when eating.  He said that the care provided by Mr N’s support worker on 
the evening of 3 March was in line with principles of good practice, and he 
had no criticism of the way he looked after Mr N.  
 
38. In conclusion, the Adviser said that there were failings by all parties 
involved, but he did not believe that these failings contributed to or caused 
Mr N’s death.  He said that what happened could still have happened even if 
there had been better continuity of care and more effective handover of 
care, and even if CC had carried out a more comprehensive assessment.  
He emphasised that Mr N was in a home setting with supported living, not a 
hospital environment, and the principles of encouraging choice, autonomy 
and self-worth were evident in the support worker’s care that evening. 
 
Analysis and conclusions 
 
39. In reaching my conclusions I have taken account of the advice I have 
received, which I accept in full.  The conclusions, however, are mine alone.  
I would like to take this opportunity to extend to Mrs M my sincere 
condolences on the loss of her son. 
 
40. In considering this complaint I have been dismayed by the inability of 
all 3 bodies to provide key documentation.  Indeed, it was not until it 
provided its response to the draft report that the Council told the Investigator 
that there was an overarching contract in place with CC, and provided a 
copy thereof.  This contract provides for schedules to contain details of 
individual “projects”, contacts and the breakdown of costs for individual 
service users, but when the relevant schedules for Mr N were requested the 
Council confirmed that there were no schedules on file.  The documentation 
which I have seen shows that the Care Co-ordinator at the time, a 
Health Board employee, attempted to identify a suitable care provider for 
Mr N, but neither the Council nor the Health Board have provided anything 
to show how the contract was awarded to CC.  Although I have seen no 
evidence to substantiate it, I have no reason to doubt what I have been 
told – that the Council was the lead commissioner, made the payments to 
CC and re-charged the Health Board for its agreed share.  However, the  
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apparent lack of any documentation to show the awarding of the contract for 
Mr N’s care, the specific terms in respect of Mr N and the respective 
responsibilities of the parties amounts to maladministration on the part of 
both the Council and the Health Board. 
 
41. I am satisfied that it was the Council’s responsibility, as lead 
commissioner, to monitor, review and manage the contract.  I was 
concerned by the failure of the Council to provide any documentation to 
show that it had effectively monitored the delivery of the service for which it 
had contracted and for which it was paying.  I have seen no notes of any 
contract review meetings, although the contract had been in existence for 
some 9 months at the time of Mr N’s death.  The Council’s apparent failure 
to monitor the contract is maladministration.  In contrast, there is evidence 
that the Health Board monitored and reviewed Mr N’s care package. 
 
42. I have received conflicting information about whether the risk 
assessment was shared with CC, either before or after the contract was 
awarded.  Mrs M has told me that an employee of CC had a copy of the risk 
assessment, whereas CC told me that it did not.  The Council said in effect 
that it “assumed” CC had been given a copy; the Health Board said there 
was no copy of it, or any mention of it, in its files, and it had no knowledge of 
information shared with CC as part of the shadowing process.   As the risk 
assessment was not prepared by any of the Council or Health Board 
employees, I have no way of knowing whether either body had a copy of it.  
Neither can I conclude with any certainty whether CC had a copy.  However, 
I do not believe that any of my conclusions depend upon determining this 
question.  I have been advised, and I accept, that CC should have carried 
out its own choking risk assessment of Mr N in view of his obvious 
vulnerabilities.  I find that the failure to do so amounts to a service failure on 
the part of CC.   
 
43. I have found maladministration/service failure on the part of the 
Council, the Health Board and CC.  I consider that these failings, taken 
together, amount to an injustice to Mrs M.  I cannot conclude that any of 
these failings caused or contributed to Mr N’s death, as Mr N might still have 
choked even if none of these failings had happened.  However, Mrs M will 
be left with the uncertainty of not knowing whether, but for these failings, 
things might have been different and the incident might not have happened. 
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44. For these reasons, I uphold the complaint against the Council, the 
Health Board and CC. 
 
Recommendations 
 
45. I make the following recommendations: 
 

(a) The Council and the Health Board 
 

46. Within one month of this report, both the Council and the 
Health Board should apologise to Mrs M for the failings I have identified. 
 
47. Within three months of this report, both the Council and the 
Health Board should review their respective contract governance 
arrangements to ensure that contract management is in line with good 
practice (as contained in the Contract Management Principles and the 
principles in the Wales Procurement Policy Statement). 
 

(b) The Health Board 
 
48. Within three months of this report, the Health Board should remind 
staff members with responsibility for managing a service user’s Care and 
Treatment Plan and care package of the need to ensure they comply with 
the requirements of CG136 and the Mental Health (Wales) Measure and the 
Code.  
 

(c) CC  
 
49.  Within one month of this report, CC should apologise to Mrs M for 
the failing I have identified.  
 
50. Within three months of this report, CC should remind members of 
staff with responsibility for delivering care plans of the importance of 
ensuring all relevant assessments are carried out, and the care package 
reviewed, as soon as possible after being contracted to provide care. 
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51. I am pleased to note that in commenting on the draft of this report 
Betsi Cadwaldar University Health Board and Cartrefi Cymru have 
agreed to implement these recommendations. 
 
 
 
 
Nick Bennett       23 January 2020 
Ombudsman 
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