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4 July 2019 

 
Dear Ms Harman, 
 
Thank you for inviting Dr Paul Lelliott and I to provide evidence on 12 June 2019 
to the Joint Committee on Human Rights (JCHR) inquiry into the ‘Detention of 
children and young people with learning disabilities and/or autism’ with the focus 
on Whorlton Hall. I hope that the Committee found our evidence useful and that it 
helps the Committee with its report.  
 
It is clear that we did not see what was happening at Whorlton Hall in 2019, and 
for this I am sorry. We want to do all that we can to protect people and their 
human rights in the services that we regulate. As an organisation, we are 
committed to making the changes necessary to improve how we do this.  
 
I would like to provide some updates and clarifications on several issues raised in 
the Committee and share information we committed to providing during the 
session. 
 
Independent reviews 
 
You may be aware that the two independent reviews mentioned in our 
appearance before the Joint Committee on Human Rights are now established.  
 
We have commissioned clinical psychologist Professor Glynis Murphy to 
undertake an independent review of our regulation of Whorlton Hall between 
2015 and 2019, and to make recommendations for how the regulation of similar 
services can be improved.  Professor Murphy is a professor of clinical 
psychology and disability at The Tizard Centre, University of Kent – a leading UK 
academic centre working in autism, learning disability and community care.  
 
A separate independent review into how we dealt with concerns raised by Barry 
Stanley-Wilkinson in relation to the regulation of Whorlton Hall is being 
undertaken by David Noble QSO. That review will focus in particular on concerns 
raised about the draft report prepared in 2015, and how they were addressed 
through our internal processes.  
 
We hope that the latter review will be of a relatively short duration so that its 
findings can be available as soon as possible. I am determined to get to the 
bottom of exactly what happened in 2015. Without anticipating the findings, I 
would like to reiterate a point made to the Committee.  
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We have four ratings - outstanding, good, requires improvement and inadequate. 
Inadequate refers to institutions that one would describe as unsafe. Requires 
improvement refers to institutions where there are some things that, left 
unchecked, may lead to unsafe practice.  
 
If we had seen abuse on the 2015 inspection of Whorlton Hall, urgent action 
would have been taken. In the face of such evidence shown on Panorama, the 
only appropriate action would have been a rating of inadequate, an immediate 
referral to the police, urgent enforcement action to limit or cancel the hospital’s 
registration and a request that commissioners identify alternative placements to 
protect patients from harm.   
 
In the draft reports from 2015 on Whorlton Hall, the suggested rating was 
‘requires improvement’. That is not a rating that would be proposed in the face of 
evidence of the abuse later seen in the secret filming.  
 
The footage from Panorama highlighted just how difficult it is to get under the 
skin of this type of closed culture where people are placed for long periods of 
time in care settings far away from their communities, weakening their support 
networks and making it more difficult for families to visit them.  
   
Since September 2017, over 50 separate visits or meetings were held at 
Whorlton Hall by the local authority safeguarding team, commissioning groups, 
clinical professionals, the police, and ourselves. Although some were in response 
to allegations of abuse, the allegations were not substantiated or upheld. Our 
own inspectors attended visits or meetings over 10 times in this period. None of 
these meetings or visits identified the evidence that appeared in the programme.  
 
A pertinent question will be whether there are ways in which even those who 
deliberately abuse patients, and collude to avoid scrutiny and detection, can be 
detected by any visiting inspectorate or health and social care professional. This 
is a matter that deeply concerns us, and we are exploring ways in which we can 
better assess the experience of care of people who may have impaired capacity, 
or even be fearful to talk about how they are being treated. This will also be an 
important part of our response to the findings of Professor Murphy’s independent 
review.         
 
The role of commissioning 
 
We recognise our role and purpose in the wider system that is responsible for 
health and social care services in England and realise that in the case of 
Whorlton Hall we have failed to detect abusive practices.   
 
The oversight of any service cannot be based on inspection alone. There must 
be effective alliances between commissioners, providers and professionals and 
ourselves as well as a free flow of information from patients, provider staff, 
advocates and family members.  
 
The commissioning process is not fit for purpose when it is applied to people with 
complex needs who require care that cannot be provided by local services and 
whose needs cross boundaries between providers, commissioners of healthcare, 
social care, public health and education.  



 

 

This is the situation for people with a learning disability and or/autism and 
complex needs who are placed for long periods of time in care settings far away 
from their communities.  
 
The model of hospital care for people with a learning disability or autism in 2019 
is the same as in 2012, despite the need for change having been identified 
following Winterbourne View. While we have not registered any new learning 
disability hospitals, existing services have continued and not been replaced by 
community provision that offers an effective alternative to hospital care or a ‘step-
down’ service for people with significant needs. Commissioners need to 
collaborate at a local level and involve family carers in defining need. They must 
commission innovative, locally-based services that are developed with clear 
measures of success and represent the needs and aspirations of people with a 
learning disability.  
 
Ratings reviews and enforcement record 
 
It may be helpful to clarify the point I made to the Committee about rating 
challenges. Our inspection reports are prepared on the basis of evidence 
gathered from our inspections and they are subject to a rigorous internal quality 
assurance process. This approach ensures that we produce robust and 
consistent reports and ratings that maintain confidence in our judgements and 
can withstand challenge from providers that might delay or impede our regulatory 
action. If a provider does use legal action to challenge our reports or enforcement 
action, we will robustly defend our judgements, and have done so on numerous 
occasions.   
 
Where we find evidence of poor care on an inspection, we will include it in the 
inspection report and we will consider appropriate enforcement action. We have 
a record of taking enforcement action when necessary to protect vulnerable 
service users, and this year alone we have placed four hospitals that admit 
people with a learning disability and/or autism into special measures.  
 
We have also faced legal challenges against our decisions to refuse registration 
on a number of occasions. Since June 2017, there have been three tribunal 
decisions relating to Registering the Right Support in the adult social care sector, 
and there are a number of cases that remain on-going. We will continue to 
defend our decisions against these types of challenges to protect the rights of 
people who use services. 
  
The immediate role and action of an inspector when concerns are identified 
 
We have processes to ensure that when we are made aware of concerns 
indicating potential abuse or neglect in health and social care systems, these are 
dealt with appropriately and immediately. However, the statutory duty to 
investigate safeguarding issues and resolve them at an individual level is held by 
the local authority.  
 
Where the inspection team, or a Mental Health Act reviewer, identifies abuse 
they will immediately ensure that the matter is referred to the local safeguarding 
team and police.  
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This aspect of our role is explained on our website. Our inspectors and Mental 
Health Act reviewers are empowered, and expected, to do this themselves when 
it has not already been done by the service. It requires no reference to any 
‘senior’ manager. 
    
Information received during an inspection (whether through direct observation, 
records checks, or meetings with individuals including patients, carers or staff) is 
assessed by the inspection team and may inform the focus of their activity, their 
judgement, rating, and any enforcement action taken.  
 
Where we cannot be assured that an incident has been dealt with appropriately, 
or we suspect that what we have uncovered shows systemic failings in the 
management of the service, then appropriate enforcement action will be 
considered. Very shortly after the inspection there would be a management 
review meeting, where the inspector presents their findings in discussion with an 
appropriate group that may include CQC managers, policy colleagues, and 
professional or legal advisors. We assess the severity and the likely impact of 
any risks identified on the inspection. This would determine the level of 
enforcement action we would take. This could be civil or criminal action; the issue 
of warning notices or conditions on registration; or notice that a location will be 
removed from the registration, which would effectively close the service down.  
  
Where we are alerted to potentially abusive practices through information 
received directly from patients, individual members of the public, or individual 
health and social care professionals, we expect this to be managed in line with 
our internal policy around dealing with concerns and complaints. This document 
can be found in the annex.  
 
All information received outside the inspection and visiting process is assessed, 
prioritised and acted upon appropriately. Teams at our National Customer 
Service Centre (NCSC) use a decision-making support tool to assess information 
received from patients, members of the public or professionals to identify if 
people may be experiencing or are at risk of experiencing harm or abuse. All 
information is categorised as level 1, 2, 3 or 4 and handed over to the relevant 
inspector within 24 hours of receipt. The inspector then reviews this information, 
determines what regulatory action should be taken and records the action on our 
systems. That decision will be determined by factors such as other intelligence 
held in relation to that provider and what a proportionate response would be. For 
example, it may be proportionate to deal with concerns as part of the next 
inspection, or more immediate action may be required. 

 
Mandatory training for staff at registered providers 
 
Mandatory training is training that an organisation determines to be essential for 
safe and efficient practice and to reduce organisational risks and comply with 
policies and regulatory requirements. Skills for Health developed the 
Statutory/Mandatory Core Skills Training Framework which identifies statutory 
and mandatory training including Equality, Diversity and Human Rights; Health, 
Safety and Welfare; moving and handling and safeguarding of adults and 
children. 
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Providers are sent a provider information request before a comprehensive 
inspection, which should include the compliance of staff at that location with 
mandatory training. It is expected that inspectors will have reviewed this before 
going on inspection. When on inspection the inspection team would seek 
evidence that staff know how to identify and report abuse or neglect, including 
attending mandatory training.  
 
Training for CQC inspectors 
 
Inspection staff have access to learning resources on learning disabilities, 
including autism.  Our learning resources are accessible via our learning 
management system and includes training on a wide range of topics, such as 
communication strategies for people who have difficulties in being understood; 
NICE guidance on supporting people with a learning disability; Positive 
Behaviour Support training, and resources from the Tizard Centre.  
 
In addition, there are a number of core service frameworks to support inspection 
teams in undertaking their inspection activity. A core service framework brings 
together all the relevant guidance and tools that an inspector or Specialist 
Advisor (SPA) needs to inspect a core service. These are supported by a number 
of brief guides intended to guide inspectors on specific issues relating to the care 
of people with a learning disability or autism. 
 
Our review of restraint, seclusion and segregation 
 
In late May 2019, we published the interim report of our review into the use of 
restraint, seclusion and segregation1, which we were asked to undertake by the 
Secretary of State for Health and Social Care.  
  
The interim report had a strong focus on the protection of human rights and 
strengthening the role that independent advocates play. I would like to thank 
families, carers and people who use services for their work on the External 
Advisory Group for this review, and in helping us to move this forward. 
 
In our interim report, we concluded that many of the people currently in 
segregation did not receive the help they needed early in life to prevent them 
reaching the point where admission was deemed to be the only option left. We 
also concluded that a noisy ward environment is simply not the best place to care 
for someone with a learning disability and/or autism in the long-term. We have 
recommended that all parties involved in providing, commissioning or assuring 
the quality of care of people in segregation, or people at risk of being segregated, 
should consider explicitly the implications for the person’s human rights. We are 
also calling for a strengthening of the safeguards that protect the safety, welfare 
and human rights of these people whose situation has rendered them highly 
vulnerable.  
 
We take the recent resignations from the Expert Advisory Group incredibly 
seriously and will continue to try to engage with those that stepped down, and 
work with them to find a way forward. We are committed to working with people 
with direct experiences, families and carers to ensure that their voice is central to 
our review and our emphasis on this will not change.  

                                                 
1 Interim Report: Restraint, Seclusion & Segregation 
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We are holding several other events over the course of the year to engage with 
people with direct experiences, and our final report on the review will continue to 
have a human rights focus at its heart. We know that the only way a difference 
can be made in this area is by listening to people’s experiences to understand 
what went wrong, and hearing from them about what needs to change for things 
to improve.  
 
It is vitally important that anyone who uses or works in health and care services 
feels able to share concerns about the care they experience or deliver in 
confidence, and we are committed to improving our handling of concerns and 
issued raised. The issue must remain in the spotlight, with all parties working 
together to prevent the likelihood of this happening in the future. 
 
Experts by Experience 
 
The team that undertook the inspection of Whorlton Hall in March 2016 did not 
include an Expert by Experience (people with lived experience of health and care 
services). This will be considered as part of the independent reviews.  
 
While there were initial issues with the delivery of some aspects of the contracts 
for Expert by Experience services in 2016, these were resolved. For a significant 
period of time both of the suppliers contracted to provide these services have 
been meeting their contractual obligations, and routinely employing Experts on 
inspections. We continue to invest and develop the Experts by Experience 
programme to ensure that we have enough people to fulfil our requirements to 
have Experts on inspection for 2019/20.   
 
As an example, we visited Whorlton Hall as part of the thematic review looking at 
restraint, seclusion and segregation in April 2019. This visit did involve an Expert 
by Experience and also a national professional advisor, an MHA reviewer and 
CQC policy advisor. 
 
In addition, the new contract (which is currently being re-procured to commence 
in 2020) will be seeking to increase the number of Experts on adult social care 
and mental health inspections. 
 
Specific services referenced at the session 
 
I would like to update the Committee on the three specific services that were 
raised during the session. 
 
St Andrew’s Northampton 
 
I have attached an annex to provide information on St Andrew’s Northampton 
including a timeline dating back to 2013 of actions and enforcement taken. 
 
The Willows and Oaktree Manor 
 
We are currently looking into the information that was mentioned by Mr Mann MP 
regarding The Willows in Wisbech and Oaktree Manor in Clacton-on-Sea. I would 
strongly encourage the Committee to share any information you have on these 
services and any others to ensure safe and effective care for the people using 
them.  



 

 

 
Further information 
 
I hope that this has helped to offer further clarification to the Committee. We will 
ensure you are kept up to date on the progress of both independent reviews. I 
would like to stress that both reviews are fully independent of both CQC and 
Department of Health and Social Care.  
 
I am sure that the JCHR have received a high volume of information as a result 
of its inquiry and I would encourage the sharing of any information relevant to the 
independent reviewers as they take their investigations forward. Equally if 
concerns relate to specific services outside of the scope of those reviews I would 
be grateful if you could share that information with us. 
 
If you have any further queries, please do get in touch at 
Parliamentaryaffairs@cqc.org.uk.  I look forward to reading the Committee’s 
report once it has published. 
 
Yours sincerely  
 

 
 
Ian Trenholm 
Chief Executive 
 
 
Cc: Rt Hon Matt Hancock MP, Secretary of State for Health and Social Care 

Caroline Dinenage MP, Minster of State, Department of Health and Social 
Care 
Dr Sarah Wollaston, Chair of the Health and Social Care Select 
Committee 
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