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Chief Executive of Betsi Cadwaladr University Health Board Gary Doherty said:

“I would like to start by fully acknowledging the difficult wait that families and our staff involved in this investigation have endured. It has taken longer than I would have wanted but I think you will all appreciate that it is vital that the independent investigation had the time, scale and scope they needed to produce the full and definitive account we needed of what happened on Tawel Fan ward, as well as a detailed context of the situation across Betsi Cadwaladr at the time. 
“Equally I acknowledge that while the Thematic Report gives the overall findings of the investigation, for the families and staff, their individual detailed reports are still to come and we must ensure that we support them through this next stage of the process. 

“Today’s report provides us with a full, evidence-based view that is the result of a comprehensive investigative process which included over 100 interviews of families and staff and over half a million pages of information including police transcripts, medical records, staff records and corporate records. 

 “We have just received the full final report and will be reviewing it carefully. We accept its findings and I am immediately establishing a taskforce led by the Executive Director of Nursing and Midwifery to build on our existing work programmes to take forward the recommendations at pace, alongside our partners and with engagement with the families.

“The report identifies that, on occasions, the experience of patients and their families was compromised by a combination of factors, exacerbated by significant financial restrictions, poor service design and ineffective governance arrangements, which impacted on both the quality and effectiveness of the care and treatment patients received. I am very sorry this was the case and I am determined that these findings will inform and drive our work to deliver improvements across all of our services.

“The report also finds that the care and treatment provided by the doctors and nurses on Tawel Fan ward was of a good overall general standard, and that there is no evidence to support earlier findings that patients suffered from deliberate abuse or wilful neglect or that the system failed to deliver care and treatment in a manner that could be determined to meet the threshold for institutional abuse.

“The progress we have already made to drive improvement is described in detail within the report including substantial changes in the way BCU is organised and operates, a series of improvements in our dementia services including our Dementia Strategy, better support to the care home sector and the strengthening of our Safeguarding governance.  
“As you would expect, we have not waited to receive the report to develop or expand a number of further improvements which include developing new care pathways, a programme to implement Dementia Passports in our emergency departments, open visiting hours across all of our hospitals and John’s campaign so that relatives and carers can see their loved ones whenever they wish, as well as further strengthening our ability to offer patients care in their language of choice. 

“However we are clear that we have much more to do and this report gives us an opportunity to make improvements across all of our adult services – not just mental health services – to ensure that older vulnerable patients receive a consistently good standard of care wherever they are cared for. 
“We have a new executive clinical leadership team in place who are resolved to use today’s findings to drive forward the changes needed to provide safe, high quality care that puts the individual patient’s need first.  
“I am committed to ensuring that the Health Board has good governance so it can run effectively and efficiently, being open and accountable to the people we serve for the work that we do.

“We will build on the progress made to date engaging with our partners across North Wales to develop a more integrated, person-centred approach to our services.

“I would like to thank HASCAS for their professionalism, hard work and commitment in undertaking this extensive piece of work.

“We are meeting with families and staff to talk them through today’s findings and are committed to supporting them in the days and weeks to come.

“This report and the Health Board’s formal response will go to the Board meeting on 12th July, which is held in public.  

“Finally, I do not underestimate how important and difficult today will be for many people. The Health Board will take responsibility for the recommendations made in the report and turn them into demonstrable improvements for the people of North Wales.”
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