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EXECUTIVE SUMMARY

This is the report of a Serious Case Review of the events at Parkfields care home
that resulted in the conviction in April 2010 of the home’s registered manager,
Rachel Baker, for misappropriation of drugs, manslaughter and perverting the course
of justice. Staff members had raised concerns in January 2007 that led to an
extensive police investigation, which covered the care of ten older people then
resident or formerly resident at the home, and Mrs Baker's own medical care. The
purpose of the Serious Case Review (SCR) was to find out whether there were
lessons to be learned about the way that professionals and agencies work together
to safeguard adults in the period up to January 2007.

All the organisations relevant to this situation were represented at senior level on the
Review Panel, which was chaired by an independent person. Each organisation
carried out a full review of its involvement, and those reviews were the basis for the
review panel’s discussions and recommendations.

The report has four main elements after the introductory sections: good practice that
was noted, lessons that have been learnt, changes in policy and practice that have
been made since the events, and recommendations for action to improve adult
safeguarding further. The passage of time since the events means that many
improvements have already been put in place by the agencies involved and these
are referred to both in the report and in the action plan, as are relevant national
policy changes.

The report concludes that, even if the necessary improvements identified during the
course of the review had been in place at the time of the events, it is not clear that
these could have come together at any point to identify the true nature of the
manager’s behaviour. They might have had an impact on one or more aspects of
the course of events but, viewed together and with hindsight, actions or events which
at the time were not individually of serious concern may seem more obviously
abnormal and demanding of a strong response, than was evident at the time.

A key point relating to this is that policies, procedures and regulatory systems are
generally designed to identify incompetence, poor practice and poor management
and can do this very effectively. They are not designed to identify or prevent
deliberate criminal actions of the sort that emerged in this case. This report
suggests that any changes to such systems need to strike a careful balance. They
need to ensure objectivity, to enable concerns to be pursued effectively and to be
mindful of the risk of deliberate deviant behaviour, but not to be so onerous that they
impede the delivery of good care that is timely and responsive to individual needs or
prevent good professional relationships from flourishing.

It is clear that lessons have been learnt by all the organisations involved, both
through this SCR process, and through their own responses to the events at the
time. The report makes twenty one recommendations for action that the review
panel believes can further improve the safeguarding of adults and the action plan
sets out each agency’s responses to all the recommendations.
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1. INTRODUCTION

This report has been commissioned by Somerset Safeguarding Adults Board under
its procedure for conducting Serious Case Reviews. The procedure requires that “A
Serious Case Review should be undertaken when:

e A vulnerable adult dies (including death by suicide) and abuse or neglect is
known or suspected to have contributed to their death. In these
circumstances the Safeguarding Adults Board should always carry out a
review about the way agencies and professionals worked with the vulnerable
adult.

e A vulnerable adult has suffered:

0 A possible life-threatening injury through abuse or neglect

0 Serious sexual abuse

o Persistent, serious and permanent damage to health or development
through abuse or neglect and the case gives rise to concerns about the
way in which local professionals and services worked together to
safeguard vulnerable adults

0 Serious abuse takes place in an institution or when a number of
abusers are involved.”

The purpose of a Serious Case Review as stated in the procedure as follows: “The
purpose of having a Serious Case Review is not to investigate, or to blame. lItis to
find out whether there are lessons to be learned about the way that professionals
and agencies work together to safeguard vulnerable adults by:

Making sure the procedures of all agencies work well

Improving the way agencies work together

Developing new and better ways of working

Producing an Overview Report which brings together all the agency Reports
and suggests ways of doing things better.

This report deals with the care of residents at Parkfields residential home in Butleigh,
Somerset. The Somerset Safeguarding Adults Board decided to establish a Serious
Case Review following a three year police investigation and the Crown Court trial of
Mrs Rachel Baker, the Registered Manager of Parkfields, who was also a Registered
Nurse. During the course of the trial Mrs Baker admitted that she had become
addicted to pharmaceutical opioid drugs. The trial concluded with her being found
guilty in April 2010 on ten counts of misappropriation of residents’ controlled and
other drugs, one count of perverting the course of justice and one count of
manslaughter of one resident of the home. The circumstances clearly met the
criteria for a Serious Case Review and, once the criminal proceedings were
complete, the Review Panel started its work in August 2010.

The Terms of Reference for the review are attached at Annex 1.

2. SUMMARY OF EVENTS

2.1. At the time of the events that led to this Serious Case Review being
commissioned, Parkfields Care Home was registered to provide support to
sixteen older people. It was situated in the village of Butleigh in Somerset and
drew the majority of its residents from the Glastonbury/Street area of Somerset.
The home had self funded residents and those funded by the Local Authority.
As well as the residential beds the site also contained several self contained
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bungalows, these were not part of the registration, but it appears a level of
support was provided by the care home staff to those living in these properties.

2.2.The registered owners of the home were Mr and Mrs Baker senior, but the day to
day running of the Home was undertaken by their son and daughter in law, Leigh
and Rachel Baker. Rachel Baker was the registered manager of the home.
Parkfields had a positive reputation in the local community. Its last inspection
report from the Commission for Social Care Inspection, dated 13" June 2006,
had been good and the Home had well established links with health and social
care staff in the area.

2.3.The investigation into events at Parkfields began in January 2007 following
concerns raised by care staff in the home. An extensive police operation
followed and Rachel Baker was later charged with the murder of two of the
home’s residents. She was also charged with a series of drug offences and with
perverting the course of justice. At her trial in 2010 Rachel Baker was cleared of
the murder of both residents, but was found guilty of the manslaughter of one of
them. She also admitted to ten counts of possessing class A and C drugs and to
perverting the course of justice. She was sentenced on 21% May 2010 to ten
years’ imprisonment.

2.4.In parallel with the start of the police investigation, Somerset County Council,
NHS Somerset, the Commission for Social Care Inspection and Somerset
Partnership NHS Trust worked jointly over three months to ensure that
appropriate care and support continued to be provided to the residents of
Parkfields and to keep their relatives informed. They also prepared for a
possible home closure and, finally, moved into multi-agency work on the urgent
closure of the home and the safe movement of the residents to new homes in
early 2007.

3. THE SERIOUS CASE REVIEW PROCESS AND ORGANISATIONS INVOLVED

3.1.0nce the Safeguarding Board had decided that a Serious Case Review (SCR)
should be undertaken, an independent Chair was identified to lead the process.
The review was carried out by a multi-agency panel of senior representatives
from all the organisations involved in the case. The panel agreed the Terms of
Reference for the SCR and the process for completing Individual Management
Reviews (IMRS).

3.2.Individual Management Reviews were submitted from:

Somerset County Council

NHS Somerset

South Western Ambulance Services NHS Foundation Trust
Somerset Partnership NHS Foundation Trust

Care Quality Commission (successor to Commission for Social Care
Inspection and Healthcare Commission)

3.3. Information to support the work of the review was supplied by Avon and
Somerset Constabulary.

3.4.The police investigation eventually involved ten former and current residents of
Parkfields. The review Chair wrote to all the relatives who had been involved in
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the events and to the two staff who had raised the concerns that led to the
investigation, to inform them about the Serious Case Review. She also offered
them the opportunity to talk to her directly about the work of the review and any
issues they wanted particularly to bring to the review's attention. Some of them
took up this opportunity or wrote a letter expressing their views.

3.5. The information that needed to be considered in the course of the SCR was both
substantial in volume and complex. It dealt with the individual care relationships
with each resident and the medical care of Mrs Baker as well as the activities of
and relationships between the organisations involved. These factors all
contributed to the length of the review process.

3.6. Individual Management Reviews were then the basis for detailed discussion and
mutual challenge by the whole panel in order to fulfil the purpose of the SCR: to
identify the lessons that can be learnt and agree the actions needed to improve
ways of working. The remainder of this report sets out the results of those
discussions.

4. IDENTIFICATION OF GOOD PRACTICE

4.1.1n any review process it is as important to identify good practice that needs to be
maintained and developed as it is to identify shortcomings to be corrected. In
this case there were a number of particular examples to note where individuals
took responsible professional action in response to what they had observed or
been told.

4.2.District Nurses alerted their senior managers as soon as they became aware of
the fact that the home manager was acting outside her remit by providing
nursing care to residents of a residential home not registered for nursing care.
They also raised the issue with the home manager herself.

4.3. The home manager had a long history of migraine which had shown a marked
increase in frequency and severity since 2004. The GP who took over her care
in early 2006 referred her to a consultant neurologist very early in his attempts to
manage her migraine symptoms, attempted to speed up her appointment on
more than one occasion and took telephone advice from neurology prior to her
first appointment.

4.4. The community pharmacists noted the pattern of prescribing to the home
manager and contacted the GP on at least two occasions to discuss alternatives
to the use of pethidine in treating the symptoms of intractable migraine.

4.5. The receptionist/ dispensing staff at Glastonbury surgery alerted a GP when they
noticed that requests for prescriptions by the home manager began to escalate
substantially. The GPs reviewed the management of her migraine and ceased
prescribing opioid injections within days of this alert from members of the
practice team.

4.6. A Community Psychiatric Nurse raised concerns about the level of prescribing to
one resident directly with the GP, resulting in a reducing dose.

4.7.0nce CSCI had been contacted by the staff raising concerns (the
“whistleblowers”) quick and appropriate action was taken in response.
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5. LESSONS LEARNT

5.1.

Lessons have been learnt by all the organisations involved, both through this
SCR process, but also more immediately from their own responses after the
events at Parkfields. This should be clear in what follows below and in the
recommendations and actions that are proposed in response to that learning.
The learning is set out under a number of key themes that are then carried
through into the recommendations and action plan.

Checks and Balances in Systems and Professional Relationships

5.2.

5.3.

5.4.

5.5.

At the centre of these events is the, very unusual, figure of a trusted
professional Registered Nurse, who broke the law and failed to uphold her
Code of Professional Conduct; who allowed the needs of her addiction to take
precedence over the needs of the vulnerable older people for whom she was
responsible, resulting in the serious neglect and abuse that was exposed in the
criminal proceedings. A key element of the context for the panel’s discussions
was the fact that policies, procedures and regulatory arrangements are
generally designed to be capable of identifying incompetence, poor practice
and poor management and can do this very effectively. They are not, however,
designed to identify or prevent deliberate criminal actions and the implications
of this are referred to later in this section.

Professional working relationships tend to be conducted on a similar basis,
since it is generally possible to expect that colleagues are acting professionally
and in good faith. Staff at every level have a responsibility to be alert to and
guestion incompetence, poor practice and poor management, but are much
less likely to infer from their observations or concerns that a colleague is taking
deliberate harmful and criminal steps.

In addition, this particular home and manager were well-regarded by the local
community, from which many of the residents were drawn, by residents’
relatives and by professional colleagues. The Commission for Social Care
Inspection always had good feedback from service users and relatives when
they conducted their inspections and inspection outcomes were generally good.
General Practitioners working with the home’s residents felt able to rely on the
manager’s judgement about individual residents’ health needs to a great extent,
including in matters about palliative care at the end of life. She was also
considered to be an “expert patient” in relation to her own medical care, and her
views about her treatment needs were respected.

There was substantial contact between representatives of the organisations
involved in the review and Parkfields, and Individual Management Reviews and
the review panel discussion did identify necessary improvements in process or
practice. If these had been in place and implemented at the time they might
have improved the checks and balances in the system and relationships and
have had an impact on one or more aspects of the course of events. However,
the review concluded that it is not clear whether and how these could have
come together at any point to identify the true nature of the manager’'s
behaviour. Viewed together and with hindsight, actions or events which at the
time were not individually of serious concern may seem obviously abnormal
and demanding of a strong response, when they would not have seemed so at
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5.6.

5.7.

5.8.

5.9.

5.10.

the time. Nevertheless, it is essential to act on the identified key areas for
improvement and these are set out in paragraphs 5.6 — 5.15 below.

The home manager was a registered nurse but, as the manager of a residential
care home that was not registered for nursing care, she should not have been
providing nursing care to residents, which should have been provided by
community nurses. The District Nurses noticed this breach of the regulations
and raised it at different times over a number of years with the home manager
herself, their manager and relevant GPs about their individual patients, but the
issue was not resolved. This had two specific effects:

¢ Referrals to the District Nursing service were lower than average for a home
of this sort, so there was less professional nursing input to the home and
less knowledge of the residents’ range of needs and how they were
changing;

e The home manager had more direct involvement in residents’ nursing care
than was usual or appropriate.

GPs were not aware of the different regulations governing the provision of
nursing care in nursing homes and residential care homes.

The home manager’s provision of nursing services, in breach of regulations, to
the residents contributed to Parkfields taking on or continuing to care for people
whose needs potentially exceeded the home’s registration since it masked their
level of dependence. The review panel noted that in some cases health or
social care staff had advised families that Parkfields was not appropriate for
their relative’s level or type of need, but its strong local reputation had led them
to choose it anyway. In addition, some residents’ needs increased sufficiently
during their time at Parkfields to have justified review of their placement and
possibly moving elsewhere for appropriate nursing care to be provided. Ifa
review had decided to give priority to continuity of care at Parkfields then
District Nurses should have been asked to provide the necessary nursing care.

Residents’ families understandably valued Parkfields’ apparent ability to
provide continuing care through to the end of life. Some professionals also
regarded this positively for individuals, and GPs, for example, had confidence in
the home manager’s advice and her apparent ability to manage their patients’
nursing care. However, those involved did not identify that collectively the
resident group had begun to exceed the registered role of the home, with
consequent risks to the quality of care they received and risk of breach of
regulation.

Procedures were in place at the time for review of the three-bed contract that
Somerset County Council (SCC) had with Parkfields and for individual reviews
of residents, which were carried out by the council’s link social worker for
Parkfields. In addition, there were twice yearly liaison meetings between the
link social worker and home manager, joined on some occasions by the district
nurse and/or community psychiatric nurse.

Reviews for which SCC was responsible were completed regularly, but
appeared not to meet the standards required at the time in respect of the
recording of the review and its outcome, so it is not evident that standards
about the involvement of the resident, comprehensive consideration of the
resident’s social and health care needs and links with other professionals
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5.11.

5.12.

5.13.

5.14.

5.15.

involved with their care were met. The practice of the link social worker
carrying out all reviews with a particular home could be positive in developing a
working relationship, but limited the range of social workers having contact with
any particular home.

The liaison meetings were not well recorded, and the outcomes of the
discussions do not appear to have been linked to the individual resident’s adult
social care file. They provided an overview of the home’s residents, including
discussion of changing dependency levels, but it was not clear how the findings
had been followed up, for example by referral to health services, such as
District Nursing. It was also hard to track links between the review and liaison
discussions. Better implementation of the procedures would have created a
clearer picture of individual residents’ situations and of the home’s resident
group as a whole.

Part of ensuring that there are appropriate checks and balances in a situation is
the identification and management of conflicts of interest. In this case such a
conflict existed in the home manager having the same GP as the residents of
the home. General Medical Council best practice guidelines advise avoiding
the provision of general medical services to close friends or colleagues. Where
it is not possible to avoid this completely then appropriate clinical supervision
needs to be in place to mitigate the potential associated risks. In this case the
conflict of interest was not identified and therefore not managed.

More broadly, the review recognised that the strong reputation of Parkfields and
its manager, and the trust placed in her had almost created a “closed system”
of relationships. Concerns raised by staff in the home through their line
managers were referred to the home manager, and GPs’ confidence in the
home manager’s views about her residents’ needs meant that they tended to
refer queries raised with them back to her for an expert nursing opinion. Social
workers and psychiatric nurses participating in liaison meetings were generally
dealing with the manager, as would be usual in that kind of setting, but do not
appear to have been consistently balancing her views by direct contact with
residents or their relatives at these points. The overall impression is that the
expectations of cross-checking opinions and proposed care arrangements that
were in policies and procedures at the time were not being consistently applied;
habitual confidence was over-riding critical inquiry and persistent questioning
when concerns were identified.

The home’s relationship with the statutory regulator, from the establishment of
the National Care Standards Commission in 2002, reflected the generally good
reputation of Parkfields and its manager. The home consistently met the
majority of required standards, no concerns were expressed by the home’s staff
or residents and there was no information from other sources to raise concerns.
The home manager was considered to be a respected person with a long-
established good reputation. However, as a result of the police investigation it
is clear that she had become adept at misleading people.

The purpose of a regulatory inspection is distinctly different from a criminal
investigation. It focuses on monitoring compliance with required standards and
achieving improvement where necessary, and the depth of inquiry is designed
to fulfil that role. Its scope is strictly defined so, for example, while it has now
emerged that residents in the bungalows at Parkfields were receiving care from
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5.16.

5.17.

5.18.

staff of the home, they were not at that time registered premises. While they
might properly have raised questions in inspectors’ minds, they would have
needed to have had good reason to demand access to them. No system of
regulation will, on its own, detect or prevent an individual who is intent on hiding
criminal behaviour.

In the light of this range of issues, the SCR panel discussed at length what
changes needed to be made to create systems and promote behaviour that
provide appropriate checks and balances in relationships between
organisations and individuals. These need to ensure objectivity, to enable
concerns to be pursued effectively and to be mindful of the risk of deliberate
deviant behaviour, but not to be so onerous that they impede the delivery of
good care that is timely and responsive to individual needs or prevent good
professional relationships from flourishing.

This was a complex balance to try and strike and the further learning reported
below, the developments since 2007 and the recommendations of this review
all have something to contribute to such a system. It also requires individual
professionals, whatever their work setting, to be alert at all times to signs of
potential abuse or anomalous behaviour and events and to be prepared to
pursue their concerns to a conclusion.

In the report of the Victoria Climbié Inquiry, Lord Laming made the following
comment: “.....The concept of “respectful uncertainty” should lie at the heart of
the relationship between the social worker and the family. It does not require
social workers constantly to interrogate their clients, but it does involve the
critical evaluation of information that they are given. ..... social workers must
keep an open mind.”* The learning from this review, which applies to all the
professional groups involved, is that cultivating an approach that also includes
an element of respectful uncertainty in relationships between professional
colleagues, within the normal framework of trust and confidence, is probably a
necessary foundation for effective safeguarding work with adults.

Training and Policy Implementation

5.19.

5.20.

The paragraphs above refer to a number of training and policy issues, but
several other specific learning points about training needs were noted by the
review panel. The different types of care homes, whether they were registered
for nursing care or not, and the implications of this in general, but in particular
for the role of any registered nurse on the staff of the home, were not widely
understood by the professional groups involved, other than the District Nurses.
This needs to be included in the general training of all health and social care
professionals.

It was not clear that GPs were sufficiently aware of risks and policies about
abuse of vulnerable adults and their specific responsibilities within those
policies. Safeguarding doesn’t seem to have been the context for considering
the concerns that they did identify at the time about some residents’ medication
needs and use. They need to take up the training opportunities that are now
available.

! The Victoria Climbie Inquiry 2003, paragraph 6.602
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5.21.

Some individuals who had received safeguarding training felt that it had tended,
when dealing with possible neglect or abuse by paid carers, to focus on the
actions of front line staff and that the actions and impact of managers needs to
be equally addressed. Training since the events had helped district nurses, for
example, to be more alert to seeing how single incidents might build into a
pattern, and to question appropriately information provided to them. So this
element of training needs to continue for all relevant professionals.

Medicines management

5.22.

5.23.

5.24.

5.25.

5.26.

The prescription, management and use of a variety of drugs, including
controlled drugs, was obviously central to these events, and related both to the
care of the residents at Parkfields and the care of Mrs Baker herself. There are
important learning points on a number of issues and some of them also relate
to the issues of trust and alertness to unusual practice discussed above.

The most general learning point is the need for policies and procedures that
identify and require action on unusual patterns of prescribing, whether that
involves the type of medication being used for a particular purpose or their
dosage and frequency. In this case some GPs and some staff of Somerset
Partnership Trust (SPT) queried the high levels of prescriptions to some
residents, but there was no obvious way in which these concerns and any
pattern that might have emerged from them could be brought together. Within
this general point specific issues that emerged were that policies at the time
about the use of syringe drivers were not sufficiently comprehensive (this has
now been corrected) and the signature lists that record those providing nursing
care did not include all those involved in doing so.

A more specific feature of this case was the number of repeat prescriptions
issued because, for example, the original ones had been lost. It was clear that
stronger controls over the issuing of repeat prescriptions for opioids and
benzodiazepines were required. Once the concern about repeat prescriptions
had been identified in the home manager’s case, action was taken to change
the pattern of prescribing for her. Regular review by the GP of any patients
being prescribed these kinds of drugs would provide an additional safeguard
against risks of individual dependency and of misuse.

The review also noted that, at the point where her GP suggested a review of
the use of opiod drugs to treat the home manager’s migraine, she had changed
her GP practice, so the review did not take place at that point. GPs were aware
both of the managers’ personal health treatment and of her professional role.
While, for the reasons discussed above, it is unlikely that they would have
suspected criminal action on her part, it is essential that GPs should seek
advice about any concerns about the possible abuse of prescription drugs by a
professional colleague from the Accountable Officer at the PCT or its successor
body.

The regulator, CSCI, had inspected the home’s management of medication
regularly as part of the overall inspection regime and standards had been met
or, where minor infringements were identified, these had been corrected. The
arrangements at the time were, however, dependent on the home manager
giving an honest account of the drugs being used in the home and inspectors
were not informed about the presence of controlled drugs on the premises.

Approved by Somerset Safeguarding Adults Board 13.05.2011
Page 11 of 23



This learning needs to be applied in the further development of the regulatory
arrangements by CQC.

Avalilability, Use and Sharing of Information

5.27. A number of learning points were identified in the review about how information
was recorded, subsequently used and shared, or not, between different
agencies. Some issues are about whether there are effective systems in place,
and others are about how individual or group working practices develop.

5.28. At the time of the events, systems to link office hours and out of hours medical
contacts was not sufficiently strong to track easily the GP contact with The
home manager about her own health needs and the resulting prescriptions. It
was therefore not easy to keep an overview of her treatment. Similarly, when
she changed her GP practice, firstly she did not notify her original GP of this
and the records were transferred through the usual administrative process
without any comment from the GP. The records that were transferred did not
contain the detail of the frequency of prescription of controlled drugs, so her
new GP was not alerted early to this issue. Steps clearly need to be taken to
improve information transfer so that any patient’'s needs can be seen as a
whole.

5.29.In terms of achieving an overview of the residents’ care and support needs, it
has already been noted above that the recording of reviews and liaison
meetings did not meet expected standards, and that links from those
discussions to individual resident files were not consistent. District Nurses and
other visiting staff to Parkfields tended to rely on the accounts of staff at the
home or the manager, and the District Nurse team professional records for the
individual, for current information about the resident’s care rather than refer to
care plan. There also seemed to be some confusion about whether it was
possible to get access to the care plan. While it is natural to look to staff
working with residents for an up to date account of care, it is also important to
cross-refer to the intended plan so as to see the overall pattern of need and
responses to it. In this case, it might also have identified anomalies in the care
record.

Raising Concerns (Whistle blowing) and staff support

5.30. It emerged from the review’s work that a range of staff in the agencies
concerned were not, at that time, well-informed about how to raise concerns (to
blow the whistle) about failures of care and/or professional conduct. Relatives
had also felt they lacked information about this and about the role of the
regulator and that this needed to be included in the information all homes
provide to residents and their relatives.

5.31. The whole set of circumstances set out above indicates what a serious and
difficult decision it would have been for staff of the home to blow the whistle
when they felt they must act on their concerns. Making allegations about a
home manager’s conduct is difficult in any circumstances and in this case the
concerns were particularly serious and entirely out of line with the manager’s
reputation both in the home and in the local community. The review noted
these difficulties, the fear of not being believed and the penalties that whistle
blowers can pay in terms of loss of employment and the risk of hostility from
colleagues and others who do not share their view.
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5.32.

5.33.

Systems to inform all staff about how to carry out their professional
responsibility to raise concerns that they identify, and then to support them well
when they do so are therefore very important, right through, where necessary,
to the court case. The review noted that the new regulatory arrangements
increase the importance of this kind of reporting so CQC needs to give careful
consideration to the experience and views of whistle blowers in finalising these
arrangements.

Beyond the specific action of raising the concern, all staff involved in the
investigation of alleged abuse and the actions that follow need to be supported
by their employer and/ or professional organisation. They will not only be
continuing to work with people in a very disturbing situation, but may also be
guestioning their own contribution to the events or fearing the impact on them.
Social care staff do not at the moment have a professional body at national
level, and the need for this was raised by one of the staff.

Organisational change

5.34.

5.35.

The review panel was very conscious of the pace and range of organisational
change that affected almost all the agencies involved in the review. During the
period under review the regulatory organisation had changed twice, primary
care trusts had been formed and then reorganised, district nursing services had
had two changes of management arrangements out of hours service
arrangements had changed more than once and the social services department
had changed its re