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Our role as social care
ombudsman:
a one-stop-shop for independent redress

Since the Local Government Ombudsman (LGO) was established by Parliament in 1974, we have been
able to consider complaints about council run and funded adult social care services. From 2009, our role in
providing a route to independent redress was extended to all privately funded social care.
Since then the LGO has been able to operate as the single ombudsman service for all adult social care,
dealing with unresolved complaints about any registered care service, whoever is using it and however it has
been arranged or funded.
We also have statutory powers to carry out joint investigations with the Parliamentary and Health Service
Ombudsman. This removes the requirement for people to personally refer their concerns to two different
ombudsmen where issues of health and social care are involved. In a landscape where social care and
health are increasingly integrated, a single investigation provides a more effective way of ensuring that
complaints are resolved and lessons are learned.
Our role provides us with a unique insight into the experiences of people who have been let down by the
social care system, especially for those people who have moved from private to public funding.
As social care ombudsman we work closely with partners across the social care landscape. This includes
sharing relevant information with the Care Quality Commission (CQC), the regulator for health and social
care, to ensure that systemic issues identified in complaints inform regulatory action.
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Foreword

a long way to go to ensure that
complaints handling is meeting the
needs of the public.

“
”

It is
important to
remember
that behind every
complaint are the
experiences of a
person and often their
families and loved
ones.
I am pleased to publish our review
of adult social care complaints, the
first such report I have published in
my role as social care ombudsman.
Our position at the apex of the
complaints system means that we
see those issues that have not been
resolved locally.
Adult social care is the fastest
growing area of our work. With
the highest uphold rate, we are
more likely to find evidence of
maladministration or service
failure in social care than in any
other area of our jurisdiction. This
report highlights the trends and
themes that we have seen in those
complaints. Our data demonstrates
that the social care system still has
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It is important to remember that
behind every complaint are the
experiences of a person and often
their families and loved ones. In our
report we tell some of their stories
to highlight the voices behind the
numbers. Whether this was an
elderly woman whose dignity and
privacy was ignored or a young
man with autism who did not
receive the support he needed their experiences say more about
the state of social care than our
statistics could ever show alone.
The steps being taken in the NHS to
implement the recommendations of
the Francis and Clywd-Hart reviews
are also beginning to touch upon
parts of the social care system.
Any improvements that they deliver
to the way social care complaints
are handled are to be welcomed.
However, we must avoid the risk
of treating adult social care as
an afterthought to be addressed
wherever its issues overlap with
those of the NHS. We must not
wait for a significant failing in adult
care to prompt us to more closely
examine the way social care
providers deal with complaints and
to ensure the complaints system
meets the needs of its users. The
complaints data presented here
provides sufficient reason for us to
improve the social care complaints
system now and our report suggests
some steps that can be taken.
Our experience of providing an
independent view on social care
complaints shows that a complaints
system that is meeting the needs of
users is:

Easy to use - people should know
how to raise a complaint, not face
barriers when complaining and
should feel confident in raising their
concerns. Our report questions
whether the complaint system is
accessible to the people that need
it.
Working effectively - the provider
should be able to resolve
complaints at the first attempt. The
case studies in this report provide
examples of where this did not
happen and where people had to
battle to seek the right outcome.
Accountable - services should be
accountable to users and subject to
effective governance. This might be
through local councillors on scrutiny
committees or boards of private
providers. Our report concludes
by posing questions for elected
members and others that we believe
will help encourage stronger local
accountability.
The evidence in this report identifies
the challenges that lie in the way
of delivering accessible, effective
and accountable services. It also
poses questions that providers,
commissioners and scrutineers of
services need to ask of themselves
and their services. I hope that my
report will be the trigger needed and
that my future reports will deliver a
more positive assessment of social
care complaints.

Dr Jane Martin
Local Government Ombudsman
May 2014

At a glance:
social care complaints in 2013

2,456

registered complaints and enquiries

442

assessment & care
planning complaints

46%

429

fees, grants and
payment
complaints

of complaints upheld

130%

increase
since 2009

406

residential care
complaints

40%

25

of complaints
received
come from 25
councils

13.8%
increase
since 2012

The numbers:
what we saw in 2013

This report covers the adult
social care complaints that we
have considered during the 2013
calendar year. What constitutes
adult social care is often the
subject of debate, especially as the
boundaries with healthcare become
less defined. This report focuses
upon complaints about services
provided for adults who need extra
support. This includes:
>>
>>
>>
>>

older people;
people with learning disabilities;
people with a physical disability;
people with a sensory
impairment;
>> people with mental ill health; and
>> carers.
The report considers complaints
about all types of registered
social care providers regardless
of whether care is delivered by a
local authority, commissioned by a
council or privately funded.

Increasing complaints
In 2013 we registered 2,456 complaints and enquiries about adult social
care, representing nearly 12% of all complaints made to the Local
Government Ombudsman. Compared to the previous year, social care
complaints have increased by 13.8% making it the fastest growing area
of complaint across our jurisdiction. This continues a trend that we have
seen over the last four years. Indeed since 2009, when our powers were
extended to cover all social care providers, we have seen an increase in
social care complaints of more than 130%.
In 2013 the majority of complaints were about local authority delivered
services, accounting for 86% of complaints and enquiries registered. This
is comparable with previous years.

Complaints by type

Council delivered (86%)
Private provider (9%)
Commissioned services (3%)
Not specified (2%)
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The numbers:
what we saw in 2013

While we have received complaints
about the social care provision
provided by most local authorities,
a large volume of those complaints
were concentrated in a relatively
small number of local authorities. In
2013, 40% of social care complaints
we received were in relation to 25
local authorities. Many of these are
councils with large populations.
Higher numbers of complaints do
not necessarily suggest poorer
services or less effective complaint
handling. We have therefore
adjusted the overall figures in the
table below to take account of the
population size of the local authority.
This provides a more accurate
picture of those areas of the country
where there is a disproportionately
high number of complaints. The
table lists the 10 local authorities
with the highest ratio of complaints
per 100,000 people. (The Isles of
Scilly, with one complaint has been
excluded as the population is too
low to be statistically comparable.)

Local Authority
East Sussex CC
Redbridge LB
Blackpool BC
Bromley LB
Walsall MBC
Wirral MBC
Ealing LB
Doncaster MBC
Tameside MBC
Stoke on Trent (city)

All local authorities should review
the data on complaints to consider
the quality of care and effectiveness
of complaint handling in their
area. Those scrutinising services
need to look at the details behind
the numbers. Sometimes higher
numbers of complaints reflect
organisations with an open and
mature approach to the concerns of
their service users, where feedback
is encouraged and actively sought
out. Similarly, lower numbers
of complaints can indicate that
there needs to be a focus upon
the accessibility of the complaints
process.

Number of
complaints/enquiries
63
29
14
28
24
28
28
25
18
20

Complaints per
100,000
11.96
10.40
9.85
9.05
8.91
8.76
8.27
8.27
8.21
8.03

The complexity of the picture can be
illustrated by looking at data which
measures the satisfaction of users
of social care in every local authority
area. Map 1 shows the total
number of complaints and enquiries
registered by us in 2013 by local
authority. Map 2 shows levels of
dissatisfaction with care services as
published by the Health and Social
Care Information Centre (Personal
Social Services Adult Social Care
Survey, England 2012-13, Final
Report, Experimental statistics).
The two maps demonstrate that
there is not a direct correlation
between dissatisfaction with
services and volume of complaints
made to us. Those local authorities
with high dissatisfaction but low
complaints need to examine
whether they operate complaints
processes that are accessible or
whether there are barriers that
discourage or prevent users of care
services from raising concerns.
Conversely, councils with low
dissatisfaction but high numbers
of complaints to the ombudsman
should consider whether users of
services are having to escalate their
concerns to us due to inadequate
complaints resolution at the local
level.
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Map 1: complaints and enquiries we
received per 100,000 people in 2013

7 or more complaints per 100,000
people
greater than or equal to 5 but less than
7 complaints per 100,000 people
greater than or equal to 2 but less
than 5 complaints per 100,000
people
Less than 2 complaints per
100,000 people
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Map 2: dissatisfaction with care
services by local authority*

7% dissatisfaction & above
greater than or equal to 5%
dissatisfaction but less than 7%
greater than or equal to 2%
dissatisfaction but less than 5%
less than 2% dissatisfaction

*Source: Health and Social Care Information Centre (Personal Social Services Adult Social Care Survey, England 2012-13,
Final Report, Experimental statistics)
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The numbers:
what we saw in 2013
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Frequent types of complaints and enquiries
500

100

0

domiciliary care
(178)

200

safeguarding (196)

300

transport (211)

400

residential care (406)

The sector should challenge itself
to understand the story behind this
low number of complaints. It may
be that this reflects high levels of
satisfaction but it may also mean
that the public are unclear about
how and where to raise concerns
and complaints.

The complaints we received covered a wide variety of concerns but there
were a number of issues that we saw repeatedly. The charts below and
on the next page highlight the most common types of complaints that we
received in relation to social care and the proportion that were upheld
following an investigation.

fees,grants & payments (429)

The overall picture shows that a
relatively low number of complaints
about private providers reach the
ombudsman. In 2013 we received
218 complaints and enquiries
accounting for just 9% of all adult
social care complaints. This
share of complaints has remained
constant since our jurisdiction was
extended to private providers.

Frequent issues

assessment & care planning (442)

Examining what is happening with
local authorities only provides part
of the picture. Our jurisdiction as
ombudsman for all registered social
care providers allows us to offer a
perspective over the entirety of the
social care complaints system. In
addition to publishing data about
council-delivered care, for the first
time we are also publishing details
of those private providers that we
have received complaints about
during 2013. This can be found in
the data annex at the end of this
report.

The numbers:
what we saw in 2013

Frequent types of complaints and enquiries - proportion upheld
Upheld
Not upheld

48%

Assessment &
care planning

52%

44%

Fees, grants &
payments

56%

51%

Safeguarding

49%

44%

Residential care

56%

55%

Domiciliary care

45%

30%
70%

Transport
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The numbers:
what we saw in 2013

Assessment and care planning
Assessing and planning for people’s care needs is not
optional. Councils are under a clear legal duty to carry
out an assessment for everyone in their areas who
may be in need of community care services. Subject
to eligibility tests the council must then provide those
services.
With a clear statutory obligation on local authorities
it is a cause for concern that more complaints are
made about assessment and care planning than
any other issue. In 2013, 442 complaints included
concerns about this area, an increase of 7% on the
previous year. Over half of complaints investigated
were upheld. The concerns that people raise are
often about the process used for assessing needs.
Peter’s story highlights a too common complaint that
a council had not taken all the facts into account when
carrying out their assessment. The consequence of
this is that people, often in very vulnerable situations,
are left without the care and support that they need.

Ignoring the evidence
Peter has autism, epilepsy and moderate learning
disabilities. He lives at home with his mother. After his
NHS funding was withdrawn the council assessed his
needs but failed to comply with its legal duty to agree an
aftercare plan.
Care professionals raised concerns that the care
package offered would not meet Peter’s needs but our
investigation showed that the council failed to take into
account all the relevant evidence. As a result Peter and
his mother were left without the support they needed
and Peter was unable to access respite. Their frustration
was further increased when the council’s response to
the complaint contained inaccurate information.
We recommended that the council reassess and
expedite the process of identifying Peter’s needs so a
care package could be agreed. We also recommended
that they apologise for the way they carried out the
original assessment and for how they responded to the
complaint. We also recommended a financial remedy.
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Disregard for dignity
Rebecca had a care package
that provided her with support
for preparing meals, collecting
her pension and with showering.
Following a reassessment the
council reduced the amount of
time that she received support
for. In particular Rebecca was offered reduced support
for showering as they felt it could take less time if she
did fewer tasks herself. Rebecca considered it was
important to shower herself to maintain her privacy.
When the assessment was carried out the council
failed to complete the section for considering risk to the
service user.
When we investigated the complaint we found that the
council had not demonstrated that it had considered
the risk to Rebecca of reducing her care package. In
particular the council gave insufficient regard to the
importance of Rebecca’s dignity and privacy when
relying upon carers to carry out intimate tasks. We
recommended that the council review Rebecca’s care
plan and carry out a proper risk assessment; apologise
for failing to carry out adequate reviews and provide a
financial remedy.

We also see examples of where the process itself
ignores the fact that there is a person behind each
care assessment. This is someone with individual
circumstances whose needs and worries should be
at the heart of determining the care they require. In
Rebecca’s case, the focus on process meant that her
right to have her dignity and privacy respected was
overlooked meaning that the care package did not
meet her needs.
Assessing and planning for care needs is perhaps
one of the most fundamental local authority duties.
Our data shows that councils are getting this basic
obligation wrong. This report is an opportunity for all
councils to learn from the cases we have published
and to review their own processes to ensure that the
needs of the person are central to decisions about
care provision.

The numbers:
what we saw in 2013

Fees, grants and payments
Last year 17% of complaints included concerns about
the financial elements of care provision, whether that
was charges being made for care or about access to
financial support. More than half of those complaints
raised issues of fees being charged in circumstances
where they should not.
The law, regulatory and government guidance sets out
the circumstances where a local authority must, may
or cannot charge for care services. Despite that clear
guidance complaints are referred to us where fees
were wrongly charged. In Sonia’s case a council sought
to make a provisional charge which was not allowed
under statutory guidance. This was not a one-off error
by the local authority, affecting a single individual. Our
investigation found this was a wider failing where a
policy was being applied that impacted upon many
people locally.

An unfair policy
Sonia is visually impaired and lives at home on her
own. She went into hospital after she broke her pelvis
and a social care assessment was carried out by her
council. They wrote to her to provide details of her care
package. She was unable to read this and although
council officers knew of her visual impairment they
failed to make adjustments for it. The council needed
to assess whether Sonia would need to contribute
towards the cost of her care. However, contrary to
statutory guidance they operated a policy of issuing a
provisional charge until the financial assessment was
carried out.
We determined that the application of this policy was
both maladministration and service failure. Following
our recommendations the council waived Sonia’s
charges and made a financial payment in recognition
of the time and trouble in pursuing the complaint. Our
investigation also found that other people in the area
were affected by the council’s policy. We recommended
that the council withdraw their provisional charging
policy; identify those people affected by it and refund
any provisional charges that should not have applied.

Clarity of fees
Jenny lived at a private care home for the final two years
of her life. She went there for residential care and the
fees were paid privately. During her time at the home
Jenny required nursing care. The care provider did not
give Jenny a contract for her residential stay, or any
written information about her fees but a weekly fee was
agreed. Jenny and her family understood that this was
the amount she would pay for the duration of her stay.
For the final six months at the home the NHS paid
a contribution towards Jenny’s care costs. Invoices
were provided that deducted this contribution from the
previously agreed fee and the family paid these. After
Jenny passed away her family received a final invoice
which increased the weekly fee and backdated the
increase.
The lack of clear information about fees had caused
confusion for the family. The care home had also
overcharged for its services. We recommended that the
care home refund the overpayment; act to ensure the
accuracy of its invoices and give information about fees
in writing and in a timely manner. We also recommended
that it improve its complaints process with written
information that refers people with concerns to us and
the CQC.

Private providers are also failing to handle the issue of
fees correctly. We receive complaints that providers have
sought to charge so called ‘top-up fees’ in circumstances
where the person’s care needs should be fully covered
by public funding. Our investigation into Jenny’s
complaint highlighted this issue and also identified
concerns that people are not being given clear and
comprehensive information about their financial liabilities.
The debate about the future funding of care provision
is one that is gaining an increasing public and political
profile. However, the data from last year’s complaints
shows that the issue of funding and fees is one that is
having a practical impact on people now and where, in
more than 50% of cases we are upholding the complaint.
Care providers should not wait for a national debate
before taking such concerns seriously.
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The numbers:
what we saw in 2013

Residential care
In 2013 we received 406 complaints about residential
care, more than twice as many as we received about
domiciliary care. Indeed, in the last year complaints
about residential care have grown by a quarter, the
largest increase we have seen across social care
complaints.
These complaints often come from family members
because the person in the care home cannot complain
or feels unable to raise concerns about the place
where they live. Family members want to feel confident
that their loved one is in safe hands and will be well
cared for when they are not around. Monitoring care
and condition of people in residential care forms an
important part of providing that reassurance. David’s
story illustrates how a failure to check on basic areas,
such as nutrition and fluid intake adequately, can leave
family members feeling uncertain about whether the
best care was provided, particularly where their relative
has passed away in difficult circumstances.

Monitoring matters
When leaving hospital, David
arranged a self-funded
placement at a nursing home. He
was malnourished and needed
a pressure relieving mattress.
Whilst at the home David fell out
of bed and injured his head. He
was admitted to hospital a few days later where he
passed away. David’s family complained that the home
failed to monitor his food and fluid intake and did not
follow good practice when responding to a fall. They
were left not knowing whether David’s health would
have deteriorated to the same extent had it not been
for those failings. We upheld the family’s complaints.
In response to the complaint the nursing home had
already implemented a head injury policy. We also
recommended that they review their risk assessments
and monitoring procedures; apologise to the family for
the failures David experienced and provide a financial
remedy.
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Respecting personal choice
Helen lives in a residential care home and is funded
by the council. As a result of a stroke she can’t
use her left side, is in a wheelchair and is not able
to dress herself. She prefers to wear trousers.
However, the care home staff dressed her in skirts
with no underwear as it made personal care tasks
easier. Helen found this degrading, undignified and
upsetting, especially when friends and family were
visiting.
As a result of the complaint the council apologised
and refunded the full charges, along with a small
additional payment. The care provider, who was
acting on behalf of the council, sent all of their staff
on dignity training and made further commitments to
highlight the importance of dignity and choice with
their staff.

We recognise that there are many dedicated staff in
care homes who strive to provide a high quality service
in what can be a fulfilling yet challenging environment.
However, we do hear concerns that the needs of the
individual are not always respected, especially where
these are perceived to be an inconvenience or creating
additional tasks. When Helen complained to us about
her experiences in a care home, she felt that her
wishes and need for dignity were seen as secondary to
the needs of the care home.
Residential care often requires a lifestyle change in
different surroundings with unfamiliar people. Personal
choice and dignity are small but important ways that
people seek to adapt to those changes. By highlighting
issues such as Helen’s we aim to draw attention to
the ways that the quality of residential care can be
improved and as a result we hope the growing trend of
complaints in this area can be reversed.

The numbers:
what we saw in 2013

Safeguarding
Safeguarding is essential for
providing safe and secure care. It is
therefore especially concerning that
we received almost 200 complaints
where safeguarding concerns were
raised, a 14% increase over the
last year. Local authorities with
social services departments are
responsible for co-ordinating the
development of local policies and
procedures for the protection of
vulnerable adults from abuse and
should have regard to government
guidance.
Safeguarding complaints we see
often highlight failures to implement
those policies. This might be where a
council has carried out an insufficient
investigation or where they have
failed to involve all relevant parties
such as carers and family members.
Sometimes we hear that a council
has failed to act properly once
allegations of abuse have been
proven. In the case of Joe we found
that a council had failed to listen to
the warnings that were being given
by a care provider and did not enact
its own safeguarding procedures. To
compound the situation the council
then failed to address the complaints
properly by providing inaccurate
responses.

Responding to neglect
Mark complained the council failed to respond
properly to allegations of neglect made by his
father’s care provider. He said the council also
failed to consider whether his father (Joe) had
the mental capacity to make decisions about his
care. Joe had Alzheimer’s. He lived with his other
son who was his main carer. A care provider
visited Joe at home once a day while his son was at work.
The care provider alerted the council on a number of occasions that
Joe had no clothing, could not feed himself and could not walk on
his own. It said Joe was cold and his bed was usually soaking wet.
A council social worker visited Joe and decided there was nothing to
suggest he did not have the capacity to make decisions about his care.
Mark’s brother subsequently cancelled the care provider’s visits. Three
months later Joe was admitted to hospital and died shortly afterwards.
The council responded to complaints from Mark and accepted the care
provider’s concerns should have triggered a full review of Joe’s needs.
However, three different managers responded to the complaints. One
letter was sent to the wrong address and others contained errors.
We decided the council should have assessed Joe’s capacity to
make decisions about his care and that, if it had done this, it was
likely to have decided he did not. The council should have also dealt
with the care provider’s concerns under its safeguarding procedures.
The council agreed to issue a revised report on Mark’s complaint
containing accurate information, recognising Joe had dementia,
identifying its failings and the lessons learned, and apologising to
Mark. The council also agreed to review training to ensure staff identify
safeguarding alerts.

Failing to implement proper
safeguarding procedures can
lead to tragic consequences. The
increasing numbers of safeguarding
complaints that we receive show that
councils still have some way to go to
demonstrate that they can respond
swiftly and effectively to protect
people in vulnerable situations.
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The numbers:
what we saw in 2013

Complaint outcome and remedies
Last year we considered 1,846
complaints about adult social care.
There were:
>> 1,610 decisions about services
delivered directly by a local
authority;
>> 177 about privately funded
providers; and
>> 59 decisions on complaints about
services commissioned by a
council.
Of those complaints where we
concluded an investigation, 46%
were upheld. We upheld a higher
proportion of social care complaints
than in any other area within our
jurisdiction.
The chart below shows the
proportion of complaints that were
upheld for each type of provider.

Upheld
Not upheld
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Privately delivered

0

Commissioned

20

Council delivered

60

All social care

100

Across all social care complaints
we found that the complaints we
upheld about council commissioned
services were more likely to reveal
evidence of failings. More than 65%
of complaints about commissioned
services were upheld by us;
compared to 51% by privately
funded providers and 41% for those
delivered directly by the council.
Every complaint we uphold is a
missed opportunity for the provider
to resolve the issues directly. Where
we uphold a number of complaints
about a provider they should
reflect on what more they can do
to improve their local complaint
handling.
While the uphold rate for complaints
remains so high it clearly
demonstrates that the social care
complaint system is not sufficiently
effective. Later in this report we
identify proposals for how the
system could be improved to
deliver more effective complaint
handling and suggest questions
that providers, commissioners
and scrutineers should be asking
to provide assurance on their
effectiveness.
Our powers give us wide scope to
make recommendations that meet
the individual circumstances of the
complaint. The case studies in this
report show the range of remedies
that we have been able to secure,
whether that was refunding fees to
Jenny’s family; reviewing Peter’s
care needs; or withdrawing an unfair
policy that impacted upon Sonia and
many others.
The decision statements we
publish on our website provide
a clear picture of the different
ways we have sought to resolve
maladministration or service failure.

Our recommendations will typically
ask a provider to do one or more of
the following:
Apologise - many people want to
know that a provider acknowledges
the impact that their actions have
had. An apology, properly given, is a
powerful way of demonstrating that
the person has listened to users
and has reflected upon the quality
of their service. It is because of this
that we have usually recommended
that a provider apologises where we
have upheld a complaint.
Review - we are often told by a
person making a complaint that
they want to ensure that the same
problems are not experienced by
other people. Care providers have
many policies and procedures in
place that are designed to ensure a
high quality service and compliance
with legal obligations.
Where we have found that those
policies have not been sufficient
or properly implemented we
have recommended that they
review those policies, often to
identify others that have been or
could be affected. Some of our
decisions have included specific
recommendations for change
such as explaining how a person
can complain to us in a written
complaints procedure.
Act - where possible we look to
ensure that problems are put right
or are prevented from happening
again. This has included actions
that directly benefit the individual,
such as a change to a care plan
or a financial remedy. We have
also suggested action that benefits
users of a service more generally,
such as recommending that staff
attend dignity awareness training.
In complaints that involved fees

The numbers:
what we saw in 2013

and charges our recommendations
sought to place the person in the
financial position they should have
been in, often through refunding
overpayments or wrongly charged
fees.
Sometimes we can recommend
some very practical and individual
action to be taken. For example in
a case where the provider’s actions
had added to the grief of a bereaved
relative, we recommended that they
fund bereavement counselling as
part of the remedy.
More detailed information about our
approach to providing remedies for
social care and other complaints
can be found in our Guidance on
remedies. By sharing this we help
bodies in our jurisdiction to provide
appropriate resolution to complaints
that are made at a local level.
Where providers are able to
resolve complaints directly, all
parties benefit. The user of the
service will have their problems
dealt with more quickly, with less
stress and effort on their part and
will feel that their care provider
listens to and respects them.
The provider will find that local
resolution is more cost effective
and helps to deliver a better service
by identifying opportunities for
service improvement. It is for these
reasons that our legislation places
an expectation that providers will
be given an opportunity to resolve a
complaint before we investigate.

Local resolution
Councils and private providers must ensure that users of their services
know and understand how to raise a complaint. Where local complaints
processes are not clearly accessible people sometimes bring their
complaints to us prematurely and need to be referred back to the
provider.
In the last year 17% of complaints about councils had not yet been
raised directly with the council. For privately funded care 15% still
needed to be raised locally. However nearly a quarter of complaints
about commissioned care services had not been raised with the council
which suggests that the public are not clear enough about who to
complain to in these circumstances.
We believe it is important that the public are supported locally so they
understand who is accountable for service delivery and how to get
things put right as soon as possible, without the need to come to the
ombudsman. When councils commission and pay for a service on
behalf of the citizen they should provide clear information about the
complaints process, recognising that the council remains responsible
for the quality and efficiency of the service.
We know from the people who come to us that confusion over how
to complain adds to the stress when families already feel vulnerable.
Giving people a very clear sense that they can make their views
and concerns felt – and they will be listened to – is a key purpose of
ensuring easy access to a complaints process.
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The future:

a vision for social care complaints

Over the last few years much attention has rightly been given to the effectiveness of the health complaints system.
Our experience of resolving social care complaints has shown that many similar questions remain about the
effectiveness of the social care complaints system. The data we have published in this report shows that many
barriers stand in the way of people being able to make a complaint when social care providers let them down.
The recommendations resulting from the Francis and Clwyd-Hart reviews, accepted by Government, can be
applied equally to social care. Now is a timely opportunity for health and social care to take a consistent approach
to complaints handling; one that is supportive, responsive and with transparent mechanisms for learning from
complaints and concerns.
If providers are to draw upon user feedback to deliver improvements to services it is essential that a complaints
system exists that is accessible, effective and accountable.

Accessibility
˃˃ Statutory signposting
including a sign in
every setting
˃˃ Right to advocacy
support

Social care
complaints

Effectiveness
˃˃ Common standards for
complaint handling
˃˃ Underpinned by
regulatory framework

Accountability
˃˃ Annual review
of complaints by
providers
˃˃ Mandated data returns
to CQC
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The future:

a vision for social care complaints

Accessibility
An essential element of making
the complaints system accessible
is ensuring that service users
know about their right to complain
to the provider and their right to
seek the view of an independent
ombudsman.
Experience from both the financial
and legal sectors has shown that
the requirement to signpost the
complaints process is most effective
when information is provided at the
time the service is being delivered.
Statutory signposting provisions
have meant that the burden of
ensuring users understand the
complaints process has shifted
from the users themselves to the
provider.
A similar statutory requirement
for providers of adult social care
could be an important first step in
ensuring that users of services,
their families and representatives,
understand how to complain and
have the reassurance of knowing
that there is an independent avenue
to seek redress when complaints
are not resolved locally.
All providers could be required
to clearly explain how to make a
complaint directly to themselves.
They could also be required to
explain the role of the ombudsman.
Such a statutory provision could
be taken into account by the Care
Quality Commission (CQC) when
considering providers’ compliance
with regulatory standards.
A sign in every care setting would
be a simple means of ensuring
people are more aware that they
can complain when things go
wrong. Each sign should outline
how a person can make a complaint
or raise a concern, who they can
turn to for independent support

if they want it and that they have
the right to go to an independent
ombudsman if they remain
dissatisfied.
Of course, while statutory
signposting might go a long way
to making it easier to complain it
would not address the fears and
concerns that many users may
have about making the complaint.
Worries about the consequences
or difficulties of complaining will not
be resolved simply by making the
process more visible.

By extending the availability of
advocacy to include social care
provision, users would have
access to greater support and
reassurance when considering
making a complaint. It would
also help to ensure that there
is a consolidated, independent
advocacy service for users of an
increasingly integrated health and
social care system.

In recent reforms to the health
service Parliament focussed upon
the role of advocacy to support the
public in making their voice heard.
The Health and Social Care Act
sought to meet this need through
the creation of Healthwatch and by
giving local authorities a statutory
responsibility to provide health
complaints advocacy.
However, a similar advocacy
function does not exist for adult
social care. While some areas of the
country have access to advocacy,
often provided on a voluntary basis
or through the goodwill of the local
community, the coverage is patchy
and inconsistent.
We receive complaints across
our jurisdiction where the person
affected is being supported by
an advocate, whether that is an
MP, voluntary organisation or
formal advocacy service. This
brings many benefits. Helping to
articulate the complaint, overcoming
communication barriers or providing
the information needed to conduct a
swift and effective investigation has
shown us that advocacy can play
a key role in making the complaint
system more accessible.
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Effectiveness

Accountability

A more accessible complaints
system in social care is only
worthwhile if complaints are then
handled effectively at the local level.
The data about complaints to us,
and the individual stories that we
hear, show that the effectiveness
of complaints handling varies from
council to council and provider to
provider. The public need to feel
reassured that when they need to
make a complaint it will be handled
properly irrespective of where they
live or how their care is funded.

If we are to measure whether the
complaints system is becoming
more accessible and effective,
service providers need to be
accountable for the way they
respond to people’s complaints.

In our role as social care
ombudsman we could publish,
in consultation with others,
common complaint standards
for all providers which could help
to deliver that reassurance. While
we can already provide guidance,
formal underpinning would give the
public confidence that their provider
would deal with their complaint in
accordance with the standards. It
could mean that the standards form
a part of the regulatory framework
that CQC monitors. Formal backing
could also include a thorough
consultation process so that any
standards we set would be informed
by the views of those that use and
understand the social care system.
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Strong local accountability requires
strong local scrutiny. Complaints
can provide a wealth of information
to help inform the scrutiny process,
whether through locally elected
councillors or through independent
board members of private providers.
Reviewing the lessons from
complaints should be a standing
item for boards and for local
government scrutiny committees
so that providers can be held to
account for the service they provide
and for the improvements they
deliver in response to feedback. As
a minimum reporting requirement,
an annual review of complaints
by all social care providers and
commissioners would support the
ownership of first tier complaints
handling that is essential for
achieving improvements.
Putting complaints data at the
heart of the suite of information that
measures a provider’s performance
would also help to ensure that
feedback from people drives service
improvement. As recommended by
the Francis Inquiry in relation to the
NHS, a mandated data return to
CQC from all social care providers
about patterns of complaints,
how they were dealt with and the
outcomes would shine a spotlight
on local complaint handling. We
know that CQC is considering
this recommendation, and we
are working with them and other
strategic partners to strengthen
the information received and drive
improvements.

An open and transparent approach
to complaints is key to supporting
local accountability. Since April
2013 we have published details
of all complaint decisions on our
website, the first public sector
ombudsman in the UK to publish
such comprehensive information.

The future:

a vision for social care complaints

Locally driven improvements
Delivering a social care complaints system that is accessible, effective and accountable will require co-operation
from all people and organisations involved with social care. This report has highlighted important questions about
the accessibility, effectiveness and accountability of the social care complaints system. Below we have set out
the questions that need to be asked at a local level by those that deliver social care services, those that scrutinise
social care delivery and those that commission such services.

Accessible complaint
processes

As a social care
provider do you:

As a councillor or
board member do
you:

As a
commissioner of
services do you:

Effective complaints
handling

Accountable services

>> provide clear
>> ensure that staff
>> actively seek feedback
information about how
understand their
from the users of your
to complain and the
roles in responding to
service?
role of the ombudsman
complaints?
>> have mechanisms for
in a format that meets >> have clear
independent scrutiny of
your customers’
management oversight
your service?
needs?
of complaint handling?
>> clearly explain to the
customer their right to
take their concerns to
the ombudsman?
>> know what your
>> review data on
>> use lessons from
organisation’s
the outcome of
complaints as an
complaint procedure
complaints?
evidence base in your
is?
scrutiny of services?
>> monitor how many
>> have access to
information about how
many complaints are
made and what they
tell you about service
quality?
>> provide information
to users that helps
them to understand
your continued
accountability for the
services provided?

>> ensure that providers
have local complaints
processes that
clearly signpost
complaints back to the
organisation?

complaints are
escalated to the
ombudsman?

>> maintain oversight of
complaint handling by
providers?
>> have sufficient access
to information from
providers to enable an
effective consideration
of a complaint?

>> directly engage
with service users
to understand their
experiences?

>> include complaint
handling requirements
in your contractual
arrangements with
providers?
>> use feedback from
complaints as part
of your performance
assessment of
providers?
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