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BREAKI NG THE SI LENCE.
PART THREE.

| NTRODUCTI| ON

My name is Eileen Chubb; | am t he four
Comassion in Care. I am al so a-for mer

bl ower 7] Bupa

My work brings me into daily contact v
bl owers ( Staff ) who are concerned at
vul nerable people in care.

| haweysalapproached the investigation

to include a number of random homes al
been 1 nformed of concerns.

Part of my work i nvolves Vvisiting car e
not be apciccuksiendg oofn t heir homes | real.
much | eeway. I have given them an adyve
bad care provider. However it has bec
are serious problems iniBompaehygmés ghwit

number of concerns being reported co0mg
si ze.

As a former Bupa care worker who repor
vul nerable el derly people which was f
appendi x for tmng EnqarrgncepoftBu I
that fails to | earn from mlstakes, WhE
| ed to abuse continuing unchecked. Suc
be of concern but when it i s acaroempan)
of the most wvulnerable, i1t is a cultur
About the homes used in this repo

The homes are taken from the foll owincg

Tales od nShpectUwdw. ¢ o Bg@&ssi gni ncare. co

Media reports.

Freedom of I nformation requests.

l ndi vi dual testi mony.


http://www.compassionincare.com/

Heal th and Safety prosecutions and cc

The Nursing and Midwifery Council ( O
Coroners |l nquests
|l vwea only used a couple of examples wh
concerns. The reason for this is that
and neglect occurred, the homes were |j
the events took placée Farthhia C&QOLS 01
Apart from the homes used 5i@nt htehri sB urpeap c
homes where concerns have been raised
whi ch | have not included as the iInfor

I n tot al 10bomé s Buhpase R&d serious and

't should be noted that most abuse ne\
available information about bad homes
published in CQC inspection reports. I
i nformation as safeguarding alerts or
suffering Iis exposed. However there i ¢
suffering, -prowers whdsbteak the siler
abuse to take pl ace.

Il n 1999 hle bMhew t |l e on the horrific abu
Houdé&,ears | ater | am stil/l trying to
Both residents abtdotweesbr loew WWaingt Ime r
people have to suffer before action i s
Currentl!l Pl Wivwess!|l ei sk all to report cot
i n thebiwbwetl being the one with no | ot
go on to thrive, are often promoted ar
The Public I nt eraes tf aDil seadl a sob fpe whgetc th W
and those they tried so hard to protec
scrap PI DA and create a new | aw that v
bad companies and their Directors to &
that i1t is safe to speak out.

Il woul d call this new | aw Ednas Law.

Eileen Chubb
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BUPA HAQGQME
| SARD HOUSE BROMLEY
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BUPA HQ@ME

WENTWORTH CROFT PETERBOROUGH.

|l nci dent Report @80®@6rce FOI) August
The family of a residentwihtad phevhomes |
about the |l ack of basic care, which ir
on their motherds neck and a bl ocked c
MRSA whilst i n the home. Three mont hs
as a resatdée Doéum pPgressure sore.

l nci dent Report (Source Compassion in
I n the summer of 2006, J removes her r
a for mal compl aint. She would find H Vv
I n urine it umgad tsheeakehdhitrhrasmmd pool ed o
drastic weight | oss which was reversec
home. Hal operidol drugs were obtained
over a |l ong period of time. andewvanmg he
our helpline; she could not understanc
( The Authority that investigates all &
action. I obtained information that |
Adul ts Board,e ammomaggdrhefrr arh Bupas Went
l nci dent eport (36006ce Media Report)
The NMC strlke of f Nurse Bernadette Sce
home. The incidents included medicati c
sufferers to clai ®da@0Prd a 4 year p

| nci dent Repor'fAu@g®auwré6ce FOI ) 4

A relative contacts the regulator sayi
the toilet for over 2 hours with her ¢
the home to invdVenitiwareht Cems$el cenac!| uc
chose to stay2homrtshe toilet for

|l nci dent Report (383007ce Media Report)
NMC Stri ke off Nurse Julie Nash for at

croft.
| nci dent Repoi®h(Souzmk?z Ol )

An anonymo+d oWrirstrliemgs CQC with conce
so | ow that residents care is at ri sk.

10
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cident Repor'fbec®othle@?2 FOI ) 5
relative rings CQC desperate
I rst.

f or h el

ci deepnotr tR ( SoUS ept 200 @8 4

resident from Wentworth Croft rings
mber of the night staff, saying he I
sident is so afraid he barriscades [
re worker is on duty. The resident i
SO The home manager is asked to I n\

cident ReportsSd soemt@d FOI ) 23
secondbIWhwert lrei ngs CQC and says that

wn iwoWehtCroft in the |l ast two mont
aving. Staff morale is very | ow and
ress. Staffing |l evels are below an &
or 9 staff ped4d ehift thleerce ama@es olme gn
ys, no clean sheets for beds, and tt
readbare and torn There are no pill
spital printed on t hewrlwhweahysaaayese ftihl
rkimyoar week, residents care i s suf
a resident who has developed pressit

e Whbilsotweer sai d they had told the ma
out these concer nst hamdg fhealdt cfhoabnbgeed . c
e CQC asksbltdawe rwhiifsttlileey can pass on
nager, which they do. The manager r e
evious actions were sufficient.

cident Report (S2w0&e FOIlI) September
nt wor tihnfCarorhd CQC t halhl awde hi ltals Wha ¢ ¢
| egations about a member -bfoweght n
ates various forms of abuse have t a
ne of the allegations iIisvbhbsegqguastlayw
ted to range from rough handling to
feguarding.

L
k
I
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cident Repor'focted®6se FOI) 7

relative informs CQC that they foun:q
oft, there wausr ianes tarnodn g hsemerl Ir edfat i v
ndow was | eft open. There room was ¢
ross the floor. The home manager was
s the resident was referred to the (
t such a response iIs not dealing wit

cident Repo2008 Source FOI)

ntworth Croft i1 nforms the CQC that
re verbally abused by a member of s
tnessedcdttalfifs . meTmber was suspended bu
Il nstated as the witness said they di

-~ )

cident Repor2td h( Dercetm&RF. O. | )

relative raises concerns that his wi
spite carte imad elbde eamdl esthe devel oped
e had been found Iying in faeces. St
the short time she was in that home
rd to get her Dback t o bhhoowneshedewass pr
rried because she iIis due to stay t he
mpl ain but just wants her to be car e

cident ReportydqmBwauorgG% FOI) 20

resident from Wentworth Croft is fou
tfhoerieehead which is not consistent w
her arm consistent with being sqguece
nager that she was assaulted by anot

cident Report £868@rce FOI) March
C is cakmbdrbygfatme public on behalf

ower who fears |l osing her job and wi
e caller says they were shocked wher
e wel fare of residents and gstraufnf. anc
e wibil otwlee has worked in that home ¢t
l I owi ng,

resident twll @dwerhet Manti sriilght staff ha
d and that is how she sustained a br

ntworth Cr oftt ttoolrdce potraf ft hn s .
sidents hav eA?2alnwBbaDlclho wsahnocuel dofbe wused
ey need such as toiletries, this all/l

12
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residents have no toiletries and t
rs.

Somei dests are being put at serious ri
d with violent disruptive resident
mal e resident (Who was named) was
dent and the manager told staff nc
bell soraruep rtiongannghofur at a ti me a
f to attend to residents.
manager was said to have poor rel e
proachabl e.
rotas were completed according to
to theg maemaegagretttheng t he best shi
f were afraid of making a compl air
gainst those staff 1 f the manager
dent Report 2088&urce FOI) May
ft hb IWthwesrt T veho wor ks f or areragency
i ng a shift at Wentworth Croft anc
cy who told her to ring CQC, whicth
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The
repo

Whbilsotweer sai d st aff had told her s
dent s. She said hoists were not u s
si dleemd MR®DA was sitting with other
essed wound on their hand.

her resident with a pressure sore
said hygiene in Wentworth Croft we
had been tobbowapbpthar s ®lo sddhteieogms
taken apart from transferring a st
home.

dent Report (SD2w0%*e FOI) September
Safeguarding Adults Board infor mec
t the care of a rElBatdesttafat Wemneé¢ wna
i ng this person, their ear drops v
rs were not monitored and they dic
cribed. The concerns were partial!/l
ul | Report on Weohdoohh Croft Can
compassi drail ecamnténg hetiUad (

FOI document can be found in the &
rt.
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BUPA HGME

OAKHURST GRANGE CRAWLEY

| nci dent Report (Sourcé®22méedi a Report)

Things got so bad in Oakhurst Grange i
A Bupa spokesperson said:

AWe take the I ssuesctiaomrsedern inou dley .CQFo
Il nspection in October we i mmediately I
| mprovement plan to ensure standards &
l nci dent Report (3306d0Oce Media Report)
NMC stri ke off Bupa Séei wennhut ® e wdir &l e
anot her Bupa home near by and was repor
she could barely stand. She was asked
was | ater discovered sl umped over the
havé&easwhy she was told to do the medi
Aston Grange occu’2roeldd on December 1
However prior to this, in November 201
Grange the Deputy Manager noted she we
chrmaitwice and had to be escorted from
teetering up the path and falling iIntc
stop Ms Ruto returning to work shifts
Ot her witnesses gave evi demngcee osft aifnfc iw
unable to |l ocate Ms Ruto on one occasi
found asl eep in a cupboard.

What is more worrying is the fact that
drunk on DBO6eéfmbby Ashton Grangei,ftsshe v
at Oakhurst Grange, ''sstheerwa = nn Dteed mberb
she mistook a teddy bear for a baby.

|l nci dent Report (SouwrOcle3 Medi a Report)
It i s announced that the council I S mc
Grange astyt haend wealffeare I s at risk, th
first media report on this home noted
residents. Bupa subsequently closed ¢t}

14



BUPA HGME

WEST RI DI NGS CARE HOME WAKEFI ELI

|l nci dent Report (Sourcz20M&£di a Report)
Heal th and Safety9f@reage outde Phypd i asf tleer
dropped from a hoist at West Ridings ¢

Haemorr hage.

| ncntdeReport (Source M&dD9a Report) Jan
NMC caution nurse after she obtained ¢
and was selling them in the car park.
residents who would not have received
st ol en.

l nci dent Report (Health28668 Safety Cac
Heal th and Safety prosecute Bupa after
fractures both | egs after being dr oppe
alone. This care wor kersthaRd doinnlgys sctaarret
few days earlier Mur i el Lindley died

My ful |l report on West Ridings care hc

www. compassi drail ecamntndg pexktiUad (

15
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BUPA HOGME

ST JAMES PARK BRADPOLE

t (See0NMMC v Priscill
a Smith is struck off by
gerous administration o

|l nci dent Repor
Nurse Priscildl
she Wwaswialg dan
period of ti me.

|l nci dent Report (See 2NOMCO v | . Has ki ns)
Nur se | Haskins is struck oHbfrebgribed!?
drugs to residents, falgihgidgumedhtdrt
her person She took call bell s away f
the whistle and said Haskins administr
the | ast straw. Haskins had wor ked at
all thewdri kmeed sthhreer e many staff must ha
behaviour. The Temazapan she administe
prescribed for those residents and wer
the missing drugs should have been not
My ful |l repoRar lbonc &n RKe nmesund at

wWww. compassi dail eca ot ng mpmexiUad (
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BUPA HGME

CLAREMONT CARE HOME AYR SCOTLAN

|l nci dent Report (3008ce Media Report)
Care worker 18Bod sMadGismm ssed for postin

the residents at Claremont on the inte
|l nci dent Report (3008ce Media Report)

NMC stri ke off Nurse FgederetcbdePbwr seoect
who had dementi a.

l nci dent Report (3008Bce Media Report)

Nurse David Rodger is convicted for sl
Cl aremont .

|l nci dent Report (3830d2ce Media Report)

Jani ce |l over a seniofrscaceuwedkerf atb!
residents an20a%a011bet ween

Gl over i said to have stuck a pen i nt
sl eep on the floor. She continually be
the residents an8tatkdwépnpel shadguagtee
bul |l i ed.

| nci dent Report (Sour"®@ed1Medi a Report)

Nurse Zareena Khatun was reported to
the night"of Résneen2 A was found on tl
hi xefaand forehead. He was administere
neurol ogi cal checks were carried out.

17



BUPA HOME

DONNI NGTON NURSI NG HOME NEWBURY BERI

|l nci dent Report (Sdarce Media Report)
Whi sitlleewer s i nform the CQC of widespre
care at Donnington. The CQC inspect tF
urine soaked bed as staff are too bus)
to have been | efeatwiorhdut n&noddgl tHhome
s mel t
Bupa says they are putting an action f
management and retrain staff.
However, the staff knew that what was
took their concerntsaftfo tClQLt. ndeed st maitn
There are clearly too few staff to car
|l nci dent Report ( S@0nde Medi a Report
Nurse Barbara Kowal ska ranted at el der
calling him dirty and fniodstehyt ealnldi nrgu bhbie
you do that again you wil/ be eating ¢
witnessed this reported it to a coll es
anything to Kowal ska.
BUPA HGME

WARREN HALL TI VEDALE
|l nci dent Report ( Sour@é®lldedi a Report
I n 2007 an 81 year old resident at War
i n agony by his daughter. |t was discoc
i sierted a feeding tube into his |lung.
refused to admit |iability and Mr Kemt
years before Bupa offered an out of cc
l nci dent Report ( SowkmWde Medi a Report
A2%%ear ol d care worker iIs arrested af
assaul8theearanol d resi dent at Warren Hal
pending inquiries.
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Po s3t

A I have worked in one of their homes
there. What a mistake that was. | feel
not done so. The way he was treated we
he was in séaedre@opabeeandncouraged to
t i me He was |l eft in his room most of
or al mor phine to control pain. He coul
water never mind anything elsfe.l dw kthm v
state he did not have it, as | had it
register saying he had it Therefore |
compl aining that i s what would have he
| was forcjeab oluy afr enyi me of bullying

BUPA HAGQME

CLARE HALL SOMMERSET
I ncident Report ( SoufMweRdHE2A | t h and Se
Heal t h tanwdf SmAZ23 BspGa result of a fat al
Bupa did not control the risks of bed
equi pment, failure to provide Health &

i nstructions for staff.

|l nci dent ReepoMeéedi § Be@AdO¥ ) March

Bupa iA35ja0f@@r a second resi dteanngldedes
i n bed rails at Clare Hall. Bupa were
assessment and inadequate staff traini

Two deat hs i n fti voef ytehaer ss aanse af arielsiun g s
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BUPA HQGQME

AMBERLEY COURT, BI RMI NGHAM.

Py

S5 ce Media report.
was faodrmirtetsepd tteo char
bedroom and shoul
d in her wheel che
down i n her w

|

0

i dget O
wheel
| ef t
ni ng.
bel e
O6 Cal
rges ¢

n—"o o
co 4T

e
h
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h
h e ni g
een checked hou
ght.
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BUPA HQGME

AMERI ND GROVE BRI STOL

Il dent Report (2@BbLrce Media Report
ee years after complaining about tl}
eived in Amerind Grove care home. F
LGO (Ombudsman}y &dhe bodé&r @dwWt bo pi
costs of removing Mrs Shepway t o &
| ai nt were made to both Bupa and
ays on, who found her lying in &
bl ekedi ogs| yhieedaadl eft there
an said:

i's particul ar/
g alerts ( Abo
the time Mrs S
by the council
detected soonero

P
Y
C

o =
ST 0o nonm

troubling i
t Amerind Gr
epwdbyswasacd
then t he poc

cQ@ QTS
o—~Qc —3
®Y TS TS
® X0 - Qco
Soca

cident Report ( Souzz(cle2 Medi a Report
sley Weir a staff member at Ameri nd
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BUPA HGME

ABBOTSLEI GH MEWS SIDCUP KEN
|l nci dent Report ( Heal2®W03&and Safety pr
93 year ol d Charlotte Woods is droppeoc
and dies fnopmrhes. Bupa are prosecut e
f1 MAOdD, 00R Health and Safety spokesper
A Untrained and poorly supervised car e
Il ncorrect hoist to transfer a @ssident
Lots of policies and procedures but tF
schedule similarly not foll owedo

BUPA HQME

THE SI DCUP NURSI NG HOME KENT
|l nci dent Repoat RéEpBoOux e Medi
78 ear old Jean Bore dies i n agony frol

spending four weeks at the Sidcup Nur

|l nci dent Report ( Sou2(Xxl4 Medi a Report
82 year ol d I rene Schoepff easf doa.nd c
Police officer attending the scene at
assistant, Emily York, asked to speak
told the staff not to say much to the
suspicious Hewagwvar tihtatl|l airesr Serhoepf f
reliant on staff to turn her in bed, r
narrative verdict the Coroner sai d:
A There was no satisfactory explanatic
found The pr ecoifs ehecri rpcousmsttiaonnc esshen f o
of death remain unexpl ainedo.
BUPA HQME

ELM RI DGE couLBY NEWHAM
l nci dent Report (2®044rce Medi a Report
Trevor Mdrrroine bduirenss sustained si x mont
scalded in the bath at EI m Ridge care
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BUPA HAGQME

KI NGSWOOD HOUSE BROMLEY

l nci dent Report ( e B290u0)0c e Heal th and ¢
Unnamed mal e resident with dementia f a

pasbgrcalls an ambul ance as the staff
the fall. The man dies from his injuri
l nci dent Report (poSoRO® @R Local Medi a
Bupa | oses the contract for the Br oml e
over by Shaw Healthcare. Shaw Healt hce
report | isting widespread serious prokt
former Bupa hbmasdi lobsdi agd Kingswooc
Probl ems included
Staff with outstanding disciplinary ac
Poorly tsapeed,] sen staff and some wer ¢
car e.
A disproportional hi gh numberi e$ resic
requiring hospital treat ment .
BUPA HQME
NETHERTON GREEN DUDLEY

|l nci dent Report ( Sourd®9Medi a Report
El even residentsod, esiim af tteme ddea tples i
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BUPA HGQGME

HI GHFI ELD CARE HOME HAL ESWORT
l nci dent Report ( Sourz®k®02Medi a Report
Joan Gadds a reelsd dceanrte ahto ndei gihsf iadmi t t e
suffering from infected bedsores and i
dehydration. She dies a short while | e

BUPA HAQGME
BEPORD CARE HOME LEI GH

|l nci dent Report ( S®2WOr0Be Medi a Report
Standards at the Bedford care home ar e
their | oved ones suffered appalling cc
Residents had suifstedwbuagkefandot hec
pressure sores.

BUPA HQ@ME
BEACON EDGE CUMBRI A

l nci dent Report ( SP0tdée Medi a Report
William Bowman 2223ChawdniéaBensonong
convicted of abusing elderly resident s
an earlier hearing and described as de
few of the incidents at Beacon Edge we
heang. Those incidents mentioned incl L

Takin
One r
chair.
Anot her resident had her hair yanked.
Ot hers were assaulted and tormented.

os of residents in humiliat
t stood sobbi ngAlaQs® sdiet hiar
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AWhi stlloewer Mi ss Burns, was wor king he
and was so disgusted by what she saw s
reported her concerns to Soci al Servi

The News and Star asked Bupa why the
suchgatliome and would any managers be
Bupa responded by i mpidbyionwg nghee@iold i co less
used which clearly was not the case.

-
C

I f Miss Burns had not reported what st
continued unchec&edd WwWaeepoints |

The Whbilsotweer felt they had to resign i
|l f this one person could see so much
space of just one shift, why did no ot
forward amncderrnasi?se con

The WHhbilsotweer was new and yet the abuse
carry out the abuse in front of her. 1
of vulnerable people was carried out [
behave in this way.

BUPA HQ@ME

ST DAVI DS HOME REDCAR

|l nci dent Report ( Sour6€&4Medi a Report
Resi dent Dorothy Robson dies after a
cei tohgpapsed onto her. A Coroner ds 1In
St Davidodéos that the evacuation was <ch
I n evacuation procedures.

f
g
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BUPA HQ@ME
THE DALES BRADFORD

cident Report ( Sourxz@®lM™Medi a Report
ree Care workers from the Dal es car e
| ene 2Hulainah Tanz2e3el a Safdar

corded their abuse ontemobpbibel phedean
rtured el derly residents. The ot her
med as Hannah Parveen who i s beli eve

ver al clips show el derly resident Mr
| aughi ngumargulisl,edhilsadcdh causing con
nds pushed into his mouth. Mr Costig
y's in distress The other resident
d assaulted as she sits ormentelded.f |l oor
e third care worker jailed, Paul Poc
caught on camera watching, and not
s too afraid to report it.

e abuse was only discovered ms a colL
otage on her phone and then reportec
l i ce

ny staff in this home must have at s
and yet it was the family member of
ar m.

I s casebe somotefd thbhe first cases bro
pacity Act.

e first ever case prosecuti2dn was al
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BUPA HQ@ME
BAKERS JQOUR LONDON

l nci dent Report ( 'Srowguwset MeMd %. Report
Nur se Romona Dublas, 41, has been con\
under The Ment al Capacity Act. Dubl as
resident of Bakers Oduwer-niamaevd of earaal a e me
resi dent was photographed held up by
A social worker at Newham Council was
i nformed the police. A Newham council
A We are pleased to fpullaypra speacrutt iiom ,t hm
resulted from good partnership work be

My ful |l report on Bakers Court can be
wWww. compassi dmail eca oé ng pmaschUead (

BUPA HQME

ANCASTER COURT, HASTI NGS

| nci dent Report (SbDcteb®dMed2@OReport)

Care worker Rebecca Reasbeck is char ge
have sted it hghtesi dent @ bead.edl rasneaea Heer:
arson attack. Reasbeck is bailed and
pending trial. | checked to see if the
ot her care homes, there was not.
Reaswask subsequently found guilty of
She pleaded that she did not intend 1t
the alarm for the attention of being t

was a fire.
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BUPA HQ@ME

RI VER COURT WATFORD

( 'SmalbrrciearMe dd ®0 Repor t
Il ed at Kestral Court. I
s eh ti ns hceh adrigeed oant tkhees tnriag

l nci dent Rep t
9 d
r
e at Bupas River View Cc
d
u
|

Maud Lever
however the u
full time nurs

Maud Lever die from Hypothermia after
open window. Nurse Chandradeo Seerator
home and all ni ghtHeatwokid sit rbal r@a@uwrn tr e d
reference from Bupa for his second | ok
t his Nur se 2whosu rwso rskhiinfgt s .

A Coroner ruled Mrs Lever died as a r ¢

| ncident report ( S®pr¢® ®mOOi a Report
9% ear old Gwenoline Hoar died from hol
only resident i n River View Court to s
reveal ed at a Coroner 6s inquest.

After the home was said to be I mprovir
fr om zero to one star. The council |0

View Court was found to have serious f

BUPA HQ@ME

STONEDALE LODGE LI VERPOOL
| nci deonrtt Re(p Source2Méf@ia Reports )
Bupa care home manager, Karen Sout hern
Capacity Act. Bupa were sl ammed by t he

putting profits ahead of the care of r
During the hebhlowgpo avaWhiastfloe mer mana

dammi ng evidence against Bupa. This e\
prosecution. Nurses from the home saic
management but were ignored.
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Joyce Farrow was a resi denteratP aSutla meed e
Sl aughter, kept a diary of what care
the extracts.

Jullw OXNo gl assesd, no teeth, no shoes
August 23 APl ace is filthy, no one ar
outside mot hemawws aroa@am, and told the nui
because of the garden. More | ikely the
am finding there iIis no such thing as &
dementi ao

AugustFdBuond mother nakkdasqui bn avéeedh

Sept erhbielrhe7 day of Mrs Farrows death.
I have complained and written and moar
to protect my mother, she has passed ¢
i'S no nursing going ono

fteke hearing Mrs Slaughter said;

Care home staff in this country are
raid to report abuse in case they | c
pa said much has changed at Stonedal
und over 80%tefl tbkahobmesgood or exc

W o>

f
u
0

nci dent Report (

n
h
SoZuOrche Medi a Report
iz Perry has remove he
i
g

d mot her from
oncerns to the pol ce She sai d her ¢
n just teandalag sLadgeastamd suffered ser
rm. Her mot her was only placed in t

aid at first she had banged her arm
not know how the injuries occurred.

My full repaolrga LoondgSed ocneend be found at
wWww. compassi dril ecamnténg pheeciUaend (

e
h
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BUPA HQ@ME

BEECHCROMHMHRASTI NGS

l nci dent Report ( ST e Medi a Repor
95 year ol d Kathleen Challis was giver
mi stake. Staff at Beechcroft realised

out the fluid. They swiime d almer alwaps But
hel p her but she di-edi shi Rigspeant €onrc
mortem examination revealed she had st
| arynx and the burns had gone through

BUPA HQ@ME

ASTON COURT SUTTON COLDFI E
l nci dent Report ( S®2Wrlcle Medi a Report
Il ris Teal 91, suffered an unexpl ained
Aston Courst ,adamd tved to hospital where
deteriorated and she died. | 20Ww&s not
after | awyers intervened on behalf of
apology for the first ti me.
The | awyers for the family said:
A That i1t is so frustrating that two
what happened to I ris and they feel t
to be open about the failings in care.
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BUPA HQ@ME

UNNAMED BUPA HOME MANCHESTE

l nci dent Report ( S»012itors Web Site
92 year old Dorothy Mason fel20%fIr.om he
t

She suffered cuts o her face and, oVe
wakl and became progressively more unwe
admi tted to Hospital where she died fr
denied any responsibility.
It was not wuntil the family took | egal
evidence t hyataBruegpead ftionaddmpensation in
settl ement .

BUPA HGME

CHASE VI EW ESSEX
l nci dent Report ( S@Q0WOde Medi a Report
A heart br odk ean psroont ehsetl out si d&y €hasel Vi
mot her, Lily Pannell, had been a resic
pressure sores that became infected ar
she die@o®m0May
Her son, Paul Pannell , said:
AThat he hoped the protest might save
same ordeal o
Bupa sai d:
A They strongly denied the allegati ons:t
with the home. 0
Chase View care home was issued a warr

Februad®ad things were so bad,.

om infected bedsores was nc¢
thers could have been spar e
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BUPA HGME
ASHLEY CARE HOME GLOSTERSH
cident Report ( Sourzxz®0&8Medi a Report

rati o 8%p wrireido,f rom the | ast of nine
a Coroneros inquest, a nurse from £

aid:usiBelMma Spurrio was a tal/l man he

at he r ea-ltlonen eccareed. @ n e

the nighafoér My 3SRurrio fell and h
aff at Ashley care home and judged t
waant to hospital as he was struggl.
had multiple rib fractures. He di ec
cident al deat h.

needed more care t
enthe get him trar
re he needed.

BUPA HGME

MEADBANK LONDON

ent Report ( SouRepoD200Y JMA iyl )
derly resident f8rGoena Mealdd ah&ka craeg ¢
ews was admitted to hospital. Her
ank and were so concerned they ce¢
tor at the hospitawasoltdet wWer 5amrc
ration they had ever seen. o0 Mrs |

stminster Coroner, Dr Shirl ey Radcl:i
Mrs Matthews had hugely high sodium
mely dehydratedot eshe MdsdeMat thhe ws
i ng cracked mouth and mouth ul cer
rate to this |l evel in a nursing I

Pat hol ogi st said: A Mrs Matthews
hyidoatcoul d have weakened her I mmuni
cause we cannot say why she died we
uses. o

32



After the inquest Mrs Matthews Daught e

Meadbank, happy, bright and talkdtive,

three times a week and she was al ways
[ t s

compl ain but nothing was done. 0

See my full repowww. comhblaasdb @mik est 0od . C (
the-lds pezxzh ed (

BUPA HGME
DOVE COURT BURNLEY
l nci dent Report ( Sowkr0deO® Medi a Report

A Coroner is to write to a medical S uf
Mar gar etdb@Gr.i nsalaf f at Dove Coouyeamere

ol d was too weak to climb out of a cc
by staff she managed to climb out of t
wiring under the bed nd died from str
Reaxr ding an accidental verdict, the <co
A It was believed there was no chance
did get out and what happened next 1is

BUPA HGME

ASPEN COURT DERBYSHI RE
|l nci dent Report ( So20ooé Media Report
As part of a special l nvestigation by
reporter worked at Aspen Court and f ol
sewred. Several residents were Itting

S
Bupa sai d; People |Iiked that kind of f
judgement on what she thought was goocC
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BUPA HGME

PUTTENHAM HI LL SURRY
cident Report (2®B00nrce Media Report
Coroner has ruled that neglect contr
enel | who died after being given ar
omasdodgédet hat should hawvBenbéesn &Bdmi h
s Bidvreint s . He died in hospital the n
roner sai d: A But we cannot dismiss
at h. g
e incident took Ildl a&aaeg eathofmet.t enham

BUPA HGME
BARTON BROOK MANCHESTER

cident Report ( Sour2dlel 2Me di a Report
nur sebs care of an el derly de ®iddent
s called by a Coroner AMinimal, unpr
r veteran Harold Massey 83 died at E
stro ignored the pleas of two care v
ssey was turning blTuhee amndo waasr ei ns tgarfe
ntinued to check Mr Massey every hal
vere urine infé006n on December 28
e Coroner said: iR He could see poter
tion had been taken earlier. o
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BUPA HGME

OAK LODGE SOUTHAMPTON
l nci dent Report (2GBbDLrce Medi a eport
Oak | odge has been issued warning nNot i
had rancerdnxowi th staff at the homeo T
not protecting residents from the ri sk
staff were using the wrong |lifting eql

BUPA HGME

BERRY HI LL NOTTI NGHAM
|l nci dent Report ( Source Health and Se
2013
An i mprovement notice was issued to Bl
home. Heal th and Safety emasiud:e it hlaher e

empl oyees and service users were not e

BUPA HGME

OLD GATES BLACKBURN
l nci dent Report ( Sourze Media Report
Abdul l a Khan, a nurse at Ol d Gates wa:s
care. An el derly resident who broke &
Khan gave two paracetamol to the resic
said: AThe residemt owas screaming in
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BUPA HGNE

MI LLVI EW LANCASHI RE

|l nci dent Report ( 250lux ce Media Report

A care worker at Mi Il Il view saw resident
wor kerin dM Ni zeyi mania. The care worker
what she had seen but did so the folloc

BUPA HGME

MANLEY COURT NDON L O
|l nci dent Report ( Sourcz2z0Mxdi a Report
CQC visit Manley Court when informed ¢
not enough staff and residents were | e
residents did not haveeaencalilvemelalny Ar

BUPA HGMNE

ADMI RALS REACH ESSEX
|l nci dent Report ( Soa0dXk4e Media Report
82 year ol d George Maswooti tedndéeadenshr al
i nto the night. Mr Mason had Dementi a.
att0.a4m0 he had drowned in the river Che
The victimbébs family attended a three ¢
sai d: AThere had beenal2s3 Reddhd eBu md
also failed to inform the authorities
home
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BUPA HGME
THE ELMS WHI TTERSLEY
l dent Report nla Patvbitse )NMC v RO
manager of the El ms care home RonNe

ster by th NMC. She was responsik
I n

| e
s where n e residents wasted away

BUPA HGME

SHELTON LOCK DERBYSHI R

—

Report ( 200> ce Media R
Lock care home accepts t

Coroner6s ingquest int
nat ur al causes was
' charts had not bee
st Mrs Ross's son, A
Bupa acknowl edged t
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BUPA HGME
STADI UM COURT STOK

cident Report ( Source NMC )

puty manager and nurse Maria Regal a
ter a resident died f,racdm Sam dowvuent dCoosue
rr- my full reportwww. Sdmgaum Ceiurc g r e
t HensPredsl ed (
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BUPA HGME
PARKLANDS BLOXWI CH
l nci dent Report ( Source2@®&l th and ¢

|l rene 9HVieends t en days after falling fro
moved by staff at Parkl ands.

BUPA HOME 4

CARDERS COURT CASTLETC
l nci dent Report ( Sourc2e01Medi a Report
Bar bara Ol dham, 85, was discovered to
Promazine, on a near nightly flmaisids f or
that for a separate period of a week ¢
prescribed dose.
Her son sai d: AfHe had concerns about
i nto Carders Courto He added:
A His mother is now well caredt bok BN,

mont hs to get the drugs out of her sys

The Safeguarding Adults Board voted tc
to three. Concluding that Mrs Ol dham Vv
Carders Court

The threes mefmblehe Safeguarding Adul ts
upholding the concerns wer e,

Racheal Dodge, Safeguarding

Rose EIl ward, Bupa, Carders Court
Janine Kelly, Bupa, Carders Court.
't simply beggars belief that uBabhbsge r1 ¢
el derly resident are allowed to make t
giving someone charged with a murder &
wonder Safeguarding iIis such a failure.
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BUPA HGME

THE RED HOUSE PETERBOUR

|l nci dent Report ( Source minute9®08f a
HELD ON MAY'5009.

Residents and Relatives present 19 (I have used initials to protect the identity
of those present)

Staffpresent. LS Manager, RD Deputy Manager, ActivitiesoGalinator SP.

AGENDACARE STAFF. A relative RS asked the manager if she thought there
was enough care staff as he was not happy to see just one member of staff on
duty in the old house at certainties. MR (relative) said she was shocked to
see residents were confined to their rooms on Easter day due to staff
shortages.

The Manager LS said she was not aware of any shortages on Easter day, nor
was she aware any residents had been confined to theim®due to staff
shortages.

AH (Relative) said he visited on Easter day and can confirm what MR claims.
LS (Manager) said she would look into this further.

AH (Relative) said he had read the CSCI (REGULATORS) guidelines on staff for
care homes and he felhe Manager was not employing enough staff to cover
day and night shifts. He felt there should be one member of staff per five
residents and asked the manager how many staff were on each shift.

LS (Manager) said that if the home was at full capacity thiddvoe the case if

the staff were left as they were but there were staff to meet requirements.

The Manager pointed out that there were times when staff rang in sick prior to
a shift change over and so inevitably there would be a shift which occasionally
was short of one carer.

MR (Relative) said there was just four care staff on duty Easter Sunday for all
the residents in the main building.

MM (Relative) Said she was upset her husband had to wait forty five minutes
after his request to use the toilet andntad caused him a lot of distress.

39



LS (Manager) Said if she could provide her with a date and time when this
happened she would check it on the call bell recording system.

MQ (Relative) said that he was fed up attending these meetings as nothing

ever changd and he felt that LS (Manager) was just glossing over all the

problems. He said she ( Manager) had been repeatedly told that problems with

her staff were always evenings and weekends when no manager was around

but still things had not improved.

MS(Rel&t S0 &l AR KAa Y2G0KSNIDa Dt O2dzZ R yz
never answered in the home when he rang to speak to her.

MR (Relative) asked Manager if she was aware that carers disappeared at
teatime, she had noticed on many occasions that certain caverg off for

breaks or just stood around talking over residents.

MR ( Relative) Went on to say that when the dining room has no care staff
GKAOK A& dzadztte GSFGAYS YR 6SS1USyRa
the call bell in case of emergencies.

AH (Relative) said that he had repeatedly brought this up and he felt it very

unsafe for residents to be left on their own in the dining room without any way

of contacting a member of staff.

LS (Manager) said that a care staff member was usually with résigethe

dining room to which AH (Relative) replied this was not the case whenever he
visited evenings or weekends.

AH (Relative) said it was quite evident that when he did turn up a member of
a0FFTFT g2dd R GKSY FLIISFNI FYR aale Ay O°F
Both MR and AH (Relatives) agreed that the kitchen staff were better with the
residents than the care staff were.

MR (Relative) said she was not prepared to give names but it was obvious to

her that two or three of the care staff were just not suitabletie role of

caring for the residents.

RS (Relative) asked LS (Manager) if you are not as short staffed as you say then
why do you work here some nights. To which LS replied that she covered

VdZNE SQa aKATFOa gKAfAGD (GKSe joy&deBserzy Y |
contact with her residents by working occasional shifts.

RH (Relative) said that the manager could take it that most people here this
evening are not happy with the staffing situation.
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RH (Relative) said he had read a report on forty homéseimrea; two were
excellent, twelve were good and some had not been rated as yet and asked the
Manager what this home was rated at. The Manager said it was adequate but
she hoped for improvement at the next inspection.

AH (Relative) felt the results ofdlreport were very worrying especially on
medications being administered incorrectly this was putting residents at risk.

LS (Manager) said she was well aware of what was written and that this issue
had now been resolved and speaking to AH (Relative) stie¢trs if CQC were
concerned they would have intervened but this had not been the case.

LS (Manager) said she personally ensured medications were now always
delivered correctly.

RQ (Resident in the home) Said that an agency nurse had given her more
tablets than she required at the weekend and had she not been conscious of
the fact she could have overdosed by taking more than she needed.

AH (Relative) asked LS (Manager) if Company xxxx were happy with just an
adequate marking for such a large home, to wHihreplied they were quite
happy with the way it was being run but of course we are striving to improve

all the time.

'l o6wStl 0ABSy0 | a1SR gKeé OFNB LXlya @S
OYlI Yyl ISND NBLX ASR (KSé& KI @r$helassfey 1 S LI
8SINAR (2 LINPGSOG NBaARSydQa LINAQI Oeo
RD (New Deputy) asked AH (Relative) where he had looked up the CQC report
as most relatives read these reports before putting their relatives in a home.

AH (Relative) relayed that he had come acrossé¢pert purely by accident a

few weeks ago and was not aware of its existence before now.

RD (Deputy Manager) said she had been a manager and a deputy manager in
care homes for many years and she had never sat at such a hostile residents
and relatives meeig.

RS (Relative) Said that perhaps it was time to move on to the rest of the
agenda and LS ( Manager) said that if anyone has any problems they should
always come to see her. To which RS (Relative) replied, | have been coming to
you for the past two yearBut nothing appears to change.

HOUSEKEEPING AND LAUNDRY.

MR (Relative) said clothing had been returned in a shabby state.
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though she had been financially compensated it was woidgenough as these
were presents and one of which cost seventy pounds, he felt he should not
have to go to Borough to purchase replacement clothing for his mother
because they were going missing and they were not paying for his time or fuel
only the cosbf missing garments.

Several relatives asked if clothes were ironed as clothes were returned badly
creased. LS (Manager) said that a steam iron was used so garments should not
be returned creased.

At this point RS (Relative) produced a pillowcaserned to his mother that

day which was full of creases.

RD (Deputy) said perhaps clothes were being tumbled dried for too long

making them difficult to iron.

LS (Manager) admitted there had been problems in the laundry recently and
would speak to them tomrrow to get things improved.

Both MM and S daughter said that for the money they were paying each

month they should not have to take washing home to do and LS (Manager)
agreed.

MS asked the Manager how often she held meetings with her staff, especially
laundry and kitchen staffLS (Manager) said that as a matter of course this was
done at least once a month.

AH (Relative) asked if he could change the subject by asking if shift hours could
be changed for care staff as changeover times 8am to 8pm meantitii

was actually no care available on the floor for residents needs unless it was an
emergency.

LS (Manager) said this was currently being discussed with care staff that seems
to be keen to try a change.

RQ (Resident) asked what exactly is a key wddkesith LS manager replied
GKFG + NBAARSYydQa 1Se@ 62NJ SN KIFa GKS (
answer any problems and pick up anything from the shops you may want.

RQ (Resident) asked if she meant like a birthday card or present to which LS
manager said yes.

MR Q said it might be an idea to put a photo of the key worker up with the

name so residents found it easier to know exactly who their key worker is;
everyone present thought this was a very good idea.
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KITCHEN.

RS Relative said reading xwebsite gave the impression that the chef
manager was responsible for fresh healthy choice meals and as everyone
present here knows at xx home, this is just not the case.

RS Asked Manager to explain to him why her staff were ringing him at home
and tellinghim how bad the food is and could he bring food in for his mother.
Mr. Q said the food on offer is institutional food is it not? Nothing like xxxx are
portraying in their advertising.

SL (Resident in home) said we just do not know what we are eatinthbalf
GAYS +a A0Qa a2 oflyR YR | ¢gFdAg 5 KAaA
Mrs. S said it was not the meals so much more the way it had been cooked, the
meat is so grisly that residents are unable to eat it.

RS asked the Manager what the food allowance was per residewlayer

LS said it was quite high.

RS said that prisoners had Two pounds and twelve pence per day and he
K2LISR KA&d Y20KSNNa SEOSSRSR (KAa&h
MR said she was shocked to see how food ran out and RS said that he had
often had to purchase, porridge, soup and hamntis mother as they had

none here.

MR said she visited many care homes in the area and the food here and the
standards are by far the worst she had witnessed.

Mr. Q said that it was obvious that this home was being run on a shoestring
budget which the maager denied.

Mrs. S. Said to the Manager even your own care staff say that your kitchen
staff are like the mafia you appear to let them run the kitchen with no
oversight from yourself and sadly for the residents it shows.

The manager replied this was riote.

Mr. Q asked where all this fresh food comes from? And RS said it came in from
a catering company called 3663.

MQ replied that this was hardly local fresh produce.

S daughter asked why there was still not any fruit provided for residents and
AH repli@l that this was brought up at every meeting but was down to kitchen
staff to provide, he had asked kitchen staff why there was never any fruit in
the fruit bowels provided and they said because one resident would eat it all.
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RS said a notice for relativead not been updated it stated all written

problems were to be addressed to area manager, KS, he asked if the sign could

be updated as HB had now taken over from KS although he had written to her

she did not reply.

LS Manager said HB would be visitingtbene on May 2% and he could

arrange to see her then.

RS asked Manager if relatives and residents meeting minutes were shown to

area managers and LS Manager said they were not, to which RS said it was

about time they were so that those above her could gmethemselves exactly

what was going on here.

LS Manager said she could send a copy to PC, to which RS said whose he?

[{ alFlAR KS 62NJ SR Ay GKS O2YLIl yeQa EEI
'l a1SR alylr3aSNI AT (KSe@ -©@hdeh FSs&d @S |
she saw no problem with this.

Several relatives felt six monthly meetings were too far apart and that perhaps

Iy AYOUSNRY YSSGAYy3 O2dd R 06S KStR Ay Gf
LS agreed to.

l nci dent ReZpOIr3x ( NMC)
The NMC strike.... LOCANEWPAPER REPORT DATED OCTOBER 2013

G! bdzNAES FNBY ¢KS wSR 1 2dzaS> I LIS NBR
assistant to give a sedative drug to a resident not prescribed it.

Nurse Mwaka Nachilongo accepted the allegations. She did not call a GP or

recard the medication. There had been earlier incidents of concern about this
nurse going back as far as 2004 on medication issues and in 2006 when she
FIAfSR (2 LINPOARS OF NBodé

See my fulll reporwww.nc drmpepa RKeiddidioms &r a.t
of tHespreael ed (
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http://www.compassionincare.com/

BUPA HGME

SEABROOK MANOR LONDON

l nci dent Report ( Souzz(cled Coroners Rerg

Th€oroner sent a regulation 28 report
when a risk of further deaths has beer
happened in the case of Roy Godfrey, v
Seabrook Mad®rf dmultyhe®P@XB medics attend
an hour with Mr Godfrey and the deci si
to go to hospital as the care home agrt
Godfreys care. Paramedics advised the
over niegxhtte ransa | head i njuries were appa
Il ncreased swelling, nausea or deterior
should be call ed.

The correct checks were not carried ol
neurol ogi cal checkKih ewenreex t d anroe nd tn ga IMr
at the udua®BIA.t Hme wafs taken to a | oung:
was found unresponsi ve.

He was taken to hospital where a CT sc
and a midline shift of nthejlurgi nvwvalsedmri
fatal Mr Godfr'édy MPi €ddbdneyulwps24n | or
warfarin and el derly patients on warf fz:
I f a head injury iIs sustained.

At the 1 nquest the deputy manhagtert He or
staff on duty should have been aware ¢
have carried out the instructions of t
The Coroner said: f | have heard a gr e
Ambul ance Service innvelsatiganiobom & htlyc
conducted into this case. They had t he
advisor and had identified all the rel
action required to address those i ssuUE€e
provi cheed paagee document headed , Summer
was the only investigation document . |
to prevent future deaths and | bel i eve

take such actiono
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BUPA HGNE

BEREWEEKE COURT HAMPSHI F
|l nci dent Report ( Sour6é&a3Medi a Report
Maj or concerns about the care of resic
raised in March 201BoméhandCQE€l Il nBppat
the I ssues.

But since then |little has been done t ¢
Il nspectors there are not enough staff.
Foll ow up inspections in April, May ar
I mprove the pownrcretasredandad fomg number
Bupa said we have made significant | mg
support of our partners.

BUPA HGME
SUTTON LODGE SURRY

I nciRemart ( Source20OMeddi a Report )

Care Assistant Susannah Carr 43, wor ke
She suffered from mild schizophrenia &
when the offence was committed. She tc
who wadkerwiamg around the home to the re
her to a chair. Fortunately Carr went
staff member what she had done and was
She was prosecuted under the Mental Ce
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BUPA HOGME

ST CHRI STOPHORS HERTFOF

|l nci dent Reposritt e )Legal Web

Bupa nurse Margaret Fenty sl apped an e
dirty bugger whemolsdet icrmagigdhriothher vul n
The frail victim of the sexual assaul:'t
just moved her out of the way and fail

BUPA HGME
BRANDON PARK SUFFOLK

|l nci dent report (28&8Brce Media Report)
A Coroner6s inquest into the death of
suddenly in December 2012 at Brandon [
been adend nt s¢ eanti bi otic, Trimethropr:i
sticker on her notes. Shortly after be
unwell with | aboured breathing and par

decl ared dead at the scene.
A post mortem ednfcrlaurd eadl s heegaliand hear
said: AThey had |l earnt i mportant | essc

BUPA HGME

HATFI ELD PEVERAL LODGE

ncident report ( Source Media Report
Staff -wWhowete from Pever al Lodge cont a
the staffing | evels at the home are t e
Bupa say they are reviewing the staffi
Were Bupa awaroencogr nsheprsitoarf ftso cCQC bec
|l f so why did they ignore the staffs ¢
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BUPA HGME

COLLI NGWOOD LONDON
|l nci dent Report ( Sour@e61MMC v Ol ughbil
Nurse Osironke Olugbile has been struc
residents call bel |l s Ol ugbile al so |
her time dressing them the next day. ¢
bed by her hair.
The 3IMhbileower who finally reported Ol ug
report her because she had told them t
witch doctor back home in Africa.o
Ol ugbil e had worked at Collingwood frc
She rreqgd sase & 0Mbr se 1 n

BUPA HGME

ACACI A LODGE | RTHI NGBOR
|l nci dent Report (268&d8rce Media Report
Bupa nurse Paula Fuller, hadadebeaevmi ditst L
wor king at Acacia Lodge |l eft a dying r
Full er was asked by a care worker to
door and |l eft him dying in great distr
the manodosscaberinog the NMC hearing she
panicked as she had just started workKk
foa2azyears. 0 Why was she employed if she

BUPA HOGOME

OAK LODGE HAMPSHI R
l nci dent Report ( SourzeéelMedia Report
A Rel ative said: AThey had raised conc

year. o Two subsequent CQOGrithapéstionts
care of residents.
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BUPA HGME
ASHBY COURT ASHBY

t Report
Greasl ey
wor ker sc
st Mr s G
S

( 2500ux ce Medi a Report
ahByY €eart owdsrdsopgp
oped her up instead c

easl ey suffered a broc
bone <cau d a fatal bl ockage.
care worker I nlis iAfbyiarhga ma ma dama d it ceedn

Greasl ey who must have been i n dre

juries and her broken hip was only ¢

came unwel |

0
r

e
B

BUPA HGME
HEATHBROOK BI RMI NGH

An FOlI request made by Compassi

same general concerns being rai
cewer s, about poor care ateHeathb

with the CQC and the Safeguardi
ed that sbolnoeweorfs tihnev oWhviesdt Iwver e d
or insubordination. |l n one i nste
f member whoaitersusepansdad eldut

T Qo — o 0

e main theme of the concerns relate
the poor care of residents. These ¢
y apparent action being taken. Howe\
dged ctohmpn itameg same theme starts aga
ve needl essly suf fbelroewde r sa nadr ef uarftrhaeird
ei r names.

Pl ease see the appendi x for a full C Of

49



>—~0T T —

WSSO ST NT>—
Y TOYWDD®DO T SS

ocoQ 410> T UV ZT TS S N

QO —~ d S

©® T 00 S

Q)

©Q d® — O ®d O

OO0 D

cident Repor
alth and Saf
ovide staff

|

BUPA HGME

EASTBANK GLASGOW

t ( Sourceold&alth and ¢
ety 1 ssue Bupa with an i
at East bharhkanwlilti mgt raanidn ifr
ti

provi de f ng equi pment whi ch has:s
rm.

cident Report ( Souz2z@ee7Media Report
87 year ol d resident at Eastbank ce
oke Hhers ICiap.r ol | had dementia and wa
aff noted that she was | i mping but
n, Jim who is a paramedic vVvisited he
r son said AHe had visitredhdéis mot
turned he found her i n agony and she
dly bruised el bow. 0 He call ed an amkt
spital where it was discovered she I
eatre but diead d&ofcd w rltdlorusat maeabtl taly e

i d; AThey were confident she had rec
cident Report ( Sou2@3 Medi a Report
Year ol d Margaret Hall was ter minal
fetltiefmg ism a crowded | ounge i n front
d not received any of her pain relie
series of complaints since she went
r daughter founatiheof sbholveérwagei nasa
rgotten about her.

r daughter had compl ained previousl.y
rphine she needed. She said:

found her in a packed | ounge right
e the deat hley waosl ohuorl doifn gh emmy. hSahnd t i
i n and clutching her chest. o

joint investigation into Bupa Care I
re and Privat2O0OE$SsuHaAfND2NMhmne hi man be
und i n the appendi x)

e invesatigafB@Bupfa thlbpemes, t here were

n and nine gave some cause for conce
od and only one small home Bal carr es
nsistently excell ent.
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Since 2009 Easéebankahad beweer bt han we
The investigation has found that home:
actually mean misery and neglect for

BUPA HGME

HI L\LI EW CLYDEBANK

l nci dent Report ( S@Q0nd®e Medi a Report
Hi Il View has been criticised by the
three complaints made by the family of
weeks after brtehaekihhogmeh.er hi p at

Her family received a bill for her <car
di spute the amount they have been char
Bupa sai d: AThe complaints investigat e
was no question about the quality of t
l nci dent Report ( 2S00lulr ce Medi a Report
The NMC have uspended nurse Susan Thc
residents at H|II View, including recoc
She also told a resident that wet$shaogl
the bed.

BUPA HGME

HI GHGATE LANARKSH

l nci dent Report ( S200u0r8c e Health and ¢
Bupa were fined AS5 FirsBliQabethfStevensbre8BWwas r e s &
dropped, sustained a broken neckanddiedA car e wor ker who F
recently started work at the home was
to move a resident.
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BUPA HGME

NEWCARRON COURT FALKI RK
|l nci dent Report ( 2500& ce Medi a Report
The NMC stri ke of nurse David McDade f
twisting his arm behind his back and f
said: A iefrylt hwnmgt e oevmm | woul d be writ]
threatened to catheterise an el derly v
frequentl y.

Bupa sacked him and reported him to NN

to be heard, he obtasheemal ogkeereBapaf

to work in another care home where he
BUPA HGME

DARNLEY COURT GLASGO

l nci dent Report () Soead¥4L Medi a Report
Darnl ey Court and Pé&n+rtalraen d ohniels|l narme dar
worst in Scotland. Peopl e were not was
with medication and fears over staffir
The inspection reports foff peéodbphthdeseft
for the want of basic care.
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BUPA HG®GME

Al LSA CRAI G CESSNOC¢
l nci dent Report (2@B00rce Medi a Report
John C8 Ilionsst al most four stone in 11
admi tted to hospital badly dehydrated,
| ong toenails and his teeth were bl aclk
socks, pants and ¢ ognewm.e el seds dressi
He had pneumonia and died three days |
would find him soaked in urine, being
should have been given a soft diet Hi
medi cation wasohguwred asnder whaiss ntot gi v
swall ow it. o
The regul ator upheld the familyds ¢ omg
| mprove, yet the next i1 nspection founc

|l nci dent Report (3008ce Media Report)
A media iomvdotuinglatMRSA on the wall s at
An outbreak of vomiting and diarrhoea
Dirty incontinence pads were stuffed ¢
Staffing numbers were so | ow staff <col
A whibd tolweemt acted the newspaper in des

sums of r

R Residents were paying huge
no one el se

She added; AResidents had
going on at Ailsa Craigho
Bupa denied there were any issues.
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BUPA HG®GME

PENTLAND HILL EDI NBURGH

In my investigation into what was known about Pentland Hill, | have taken
the facts from regulators reports, concerns, medigo@ts and witness
testimony.

This report is the result.

AUGUST 2007.

Things were so bad in this care home that 19 relatives wrote a joint letter
outlining their concerns to both BUPA and the regulator. They said many
issues had been raised before andeyrno longer had confidence in the
management.

The Issues raised were,

Alarming staff turnover,

Lack of qualified staff,

Poor staffing levels,

The cleanliness of the home and the residents,

Torn sheets,

Improper supervision at mealtimes,

Poor food and a geerally demoralizing atmosphere.

BUPA promised to implement an action plan as a result of these complaints.

When a relative raises a concern to the authorities it is usually as a last resort
and | have always seen this as an early warning that should tiedon.

When 19 relatives raise such serious concerns as a group it says things are so
bad in this home people have already suffered harm and are at serious risk of
further harm.

INSPECTION REPORT MARCH 2009.
1 Year 7 Months later.

Pages 6/-8
States that there were issues with staff not reporting matters of concern.
There have been issues with poor quality food.

5 4



The regulator sent the home 40 questionnaires to give to relatives, only three

were returned.

Pages 1412

It is noted that there were sevengople in a lounge but only three were

given a drink and one of those three needed help to drink and was not given
help.

CKSNB gla Iy Aydz2ft SNIyOS 2F | NBaa
Page 15.
¢tKSNBE Aa SOARSYOS GKIFG adlFFAy3a €S

The home is graded as good.

INSPECTION REPORT MAY 2011
2 Years 2 months later.

Pages 120-21

Evidence from residents that staffing levels are too low.

Some people did not know how to raise concerns.

Three out of ten relatives thought there were not engh staff.

Three thought the home was not clean.

Four had issues about the food.

A person says the home needs a lot more trained staff and cleaners.
Another says the staff are constantly changing.

Another person said staff came on duty with hangovers.

Another person felt concerns were not acted on and there were issues with
falls.

Pages 31

Evidence of low fluid and food intake.
Pressure mattresses were not set correctly.
Lack of investigation into unexplained bruising.
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34-35

The paperwork is checked anthe judgment made there are sufficient staff.
There are serious issues with medication. Staff had altered the prescribed
doses of medication.

Medication was unaccounted for.

Relatives say people are left alone in the lounge areas but inspectors do not
witness this.

42.
A relative says staff are all sitting together writing up care plans.
Graded adequate in two areas and good in two.

Page 49.

The inspection history shows good grades are not maintained and drastic
swings between good to weak are commonottever the issues behind this
are not addressed.

INSPECTION REPORT SEPTEMBER 2011
16 weeks later

Page 3.

Now the home is back to adequate and weak ratings.

tKS NBaAARSY(1Qa RSLISYRSyOe NYuaAy3aa GKI
relied on to discountthe concerns of relatives are now found to be

inaccurate.

Page 19.
States a relative raised a concern with the inspector.

Pages 23 and 26

A resident in bed lying on their side with their face toward the pillow was
been fed by a staff member. Inspectorsdge this to affect enjoyment of the
meal but | would have though this could put someone at risk of choking.
People were left at tables long after the meal was over.

Pressure relieving mattresses were not set correctly.
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There had been an incident that wasot recorded correctly.
Charts were being filled in advance.
People were not given tea all morning.

Pages 30, 31 and 34.

Medication is still a mess. Staff are altering prescription doses.

Medication is unaccounted for.

On one unit there were two relative, two students and the usual number of
staff struggling to serve lunch.

Inspectors ask staff, residents and relatives who all said there were not
enough staff to care for people.

The inspectors decide to check the content of the dependency level check
used by the company and find that dependency levels have been
underestimated.

Therefore the QUEST documents for every home owned by this company are
open to or complicit in the abuse. If staffing levels are set too low people will
suffer. If this situation ocurs out of ignorance it is neglect but if it is
premeditated than it is deliberate abuse.

The home is not clean, dirty sinks, floors, windowsills and tables.

INSPECTION REPORT FEBRUARY 2012
5 Months later.

Pages 26, 28, 29

Pressure relief mattressesot set correctly.

One person was sat in a wheelchair for over two hours, a member of staff
could not explain why.

Incidents were not recorded or action taken.

Medication was not given as prescribed.

People are at risk of pressure sores from sitting in vehehairs.
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Pages 32, 34 and 39.

Inspectors say the home is now staffed according to dependency levels and
the Rota changed to reflect this.

Missing property not recorded.

Afternoon charts filled in during the morning.

A resident says they wait a long timfer their buzzer to be answered and
inspectors ring the buzzer and it took staff ten minutes to answer because
they were busy, yet staffing levels are now judged sufficient.

Staff have been trained but it was not put into practice.

Concerns were not actedn.

INSPECTION REPORT JUNE 2012
16 Weeks later.

Pages 22, 24 and 25.

60 surveys sent out only 8 returned, residents with dementia the main client
ANRdzL) F2NJ 0KAA O2YLIl yeée KIFI@S y2id 0SSy )
participation strategy.

There was little forpeople to do and staff were busy attending to people.

Some people have a brush or comb and toiletry bags which were dirty.

There were not enough tables and chairs for people.

People were sat in the dining room up to half hour before lunch.

Some people weresat at the dining table from breakfast until after lunch

before being moved.

Pages 28, 30 and 36

Says the issues remain the same from last inspection.

¢KS vdzSaid R2O0dzySyid RAR y20 | OOdzN) GS¢t @
One resident was calling out constantlgtaff reassured but did not listen to

what they were saying.

Staff did not see one resident fall asleep in their soup.

People were not given the assistance they needed to eat.

Call bells in rooms were disconnected.

These issues are not considered to be tfesult of staffing levels being too

low and yet they are all evidence of just that.
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INSPECTION REPORT NOVEMBER 2012
5 Months later.

Page 4.

The home still barely scraping an adequate rating.
The issues are the same as at last inspection.

WHAT HAS HAHENED SINCE

The home was closed to admissions after widespread concerns and the police
are into investigating the deaths of four residents. As a result of the press
coverage further appalling information came to light. The regulator quickly
down- gradedthe home.

INSPECTION REPORT JULY 2013
8 Months later.

Throughout the report the tragic consequences of ignoring failings year after
year.

The home is now rated unsatisfactory weak. Not for the first time.

Now the home is threatened with enforcement acn and then the company
will promise yet another improvement action plan and the whole sorry saga
will start all over again.

Pages 15, 16.

List the concerns of relatives and residents.

Of the 60 questionnaires that were alleged to have been sent out, dhly

were returned and for first time inspectors check if people received them and
find they had not been forwarded by the home which explains the low
returns for years previously.

The home is dirty and smells.
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On a hot sunny day people were unable to go sige.

People were left in wheelchairs all day.

Immobile people sat distressed in a very noisy lounge.

People did not get help to eat and drink. One person was seen trying to eat
soup with a knife.

Charts and care plans were lacking details.

Medication is sill a mess.

The smells, was excessively hot, one toilet had a leaking soil pipe which had
tape wound round it as a repair.

Call bells could not be heard when used.

Staff turnover was high.

People said they were afraid to complain

Accidents and deaths hadot been reported.

There is clear evidence that staffing levels are too low.

PRESS COVERAGE.

20" November 2013...

A nurse who worked at Pentland Hill for more than two years tells STV she
aFART G¢KIFIG GKS aidl FFAy3 fsie@hthed AY
home because she could not work in the conditions. Despite previous
inspections saying the home was adequate. The nurse said she never
believed the staffing levels were safe. We were told the staff numbers were
correct, it was impossible, ther is absolutely no way that amount of staff
could look after all those residents.

b20KAY3 SOSNI OKIyaISR &KS &l AR®E
BUPA has promised a robust action plan.

Compassion in Care and Private Eye magazine carried out a joint
investigation into BUPA homes acroSeotland and found all but one that did
not have similar problems.
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Among the emails,

Ga@ FTlFIUOKSNI RASR Ay GKS K2YS AY wnannd I
recommendations had been made. Too late for our father but we hoped
20KSNB ¢2dzf R 0SS aL)l NBR¢

a L heYof tiree whistleblowers who reported malpractice and abuse. We
were set up and sacked; we lost our identity and nearly our home... Whistle
blowers must be prepared to lose everything for doing what they thought
g a NRARIKGODE

G! y20KSN YI y einkgedeiié interuelied to OdveNdis mother in
time but was unaware that repeated concerns were being raised about the
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One lady worked at the home and her mother was a resident, her statement
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criminal activity is routinely concealed as a matter of policy.

,, On the morning of October 222009 | received a call from my place of
work, Pentland Hill Care Home; the acting manager told me she had bad
news, my mother Agnes Nisbit who was a resident in the home had been
assaulted the evening before by an employee at the home, a care worker.
Little did | know how this was going to change my life. | contacted my sister
and we went down to the home to see our nmu and find out what had
happened.

When we saw our mum we were shocked, she looked battered. She had
several obvious injuries, bruising to both her eyes, a swollen and obviously
fractured nose, bruising to both temples, a cut inside her upper lip caused by
her own lower tooth, bruises on her right arm and a bruised and swollen

little finger on her right hand.

The care worker (Assailant) had been examined at the time and was found to
have no sign of injury or bruising.

We were in shock. Staff members weresibly upset. Then we started to
think why was mum left all night on her own in such a state?
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Why were the police not called at the time?

Why were we not contacted?

It had happened at about 10pm the evening before. Things did not add up
and were about to geworse.

| was called over to the office, there was a call for me. My brother
accompanied me over to the office where there was a BUPA support
manager waiting. She told me that the regional manager was on the phone
and she put the phone on loudspeaker s all could hear the conversation.

The R.M, who had been contacted after the assault by the nurse in charge of
the home that evening and said how sorry she was but that she ,, had no idea
that an assault had taken place,, and that she was under the iagsion that

my mum had a bleeding nose. It was an angry discussion but she insisted that
she did not know about the assault. It was a wédhown fact that at that

time that a senior manager had to be contacted for permission to call out the
police.

| believe the night nurse involved had previously called out the police

without permission believing there was an intruder in the building and she
was reprimanded by senior management for not following BUPA guidelines. |
myself questioned a manager about this drwas told ,,I think all care homes
do this,,

The next few months and years have been a nightmare. We contacted
Alzheimer Scotland, the Care Commission etc., lots of interest but we did not
seem to be getting our voices heard. We decided to ask the thamed Care
Commission for copies of their investigation of the incident.

They had carried out an investigation at the time and later my brother had
contacted them and asked them to look at the case again as we as a family
were not satisfied that they had doe a proper investigation.

Nothing much came of any of these investigations. Much to my surprise they
never interviewed myself or my sister about what we had experienced. They
only spoke to BUPA people.
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We waited several months but finally received sométhe documentation.

Much of it was not sent to us to protect the person interviewed. However
what was clear was that the regional Manager knew there was an alleged
assault by a care worker and she knew the other staff on duty did not believe
this care wokers story that my wheelchair bound mother had attacked her.
The Regional Manager also admitted to the care Commission that she did not
know why the staff had not believed this care worker.

A strange reaction indeed from a regional manager , she was olbsiyp not
interested. She told the nurse to send the accused worker over to another
unit and a worker from there would take her place. She had sent a text to the
acting home manager, who had not answered her phone on the evening of
the assault, telling hethere had been an incident at the home and could she
deal with it in the morning.

We are not sure when management knew it was our mother who had been
assaulted. With me working in the home and my mum getting daily visits
FNRY Y& FI (KSNJIipkathadnapgendétly Qi O2 @S
We strongly believe that their inaction on the evening of October®21009,

had an effect on the police investigation. The care worker went missing for a
few days and of course my mum was cleaned up, the room was cleaned up
and muns bloodied nightie that was to be kept as evidence went missing,,
never to surface again. We had been told the floor was blood stained, and
the paper towels that the care worker had used to stem the flow of blood
from my mums nose and mouth, all gone. Myum died on the 18 of April
2010 before the trial took place. A trial that would destroy all our faith in the
fairness and justice we expected from a Scottish court.

LG aSSya &ddzFFSNAYy3I FTNRY 'l KSAYSNRa
repeated accusatios a subject for doubt.

We sat through three days of torture, it finished with the jury taking ten
minutes to find the Care worker not guilty. We were so angry with the way
the prosecution handled the case and lodged a complaint and subsequently
had a meeing with the District procurator fiscal at the crown office.

We were left even more angry and frustrated and have since lodged a further
complaint to the lord Advocate of Scotland, we still await a reply.
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Our mum was failed by everyone, Bupa, The Cargpkttorate, the police

and the justice of the land. My dear fathers wish is that he lives to see some
sort of justice, not only for our mum but for all the other elderly people in
care homes, especially those with dementia, where is there protection? My
mother got none.

As a care worker in the home Mrs. Taylor has seen residents left for hours
after soiling themselves.

The home was chronically understaffed and the company put profit before
care.

The home was an accident waiting to happen and it has happkne
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SUMMERY

The | ist could go on forever but | h a\
|l ssues that are raised again and agai:-r
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BUPA MUST ACT ON CLAI MS OVER RESI DEN

We reveal today a horrifying story of
| sard house Residenti al home Such st
what makes this one especially so are
the owner Bupa, the | argest private he
the country. It failed to take proper
sure that theught protbowlk'r ebipd o yvwadr sae,
all eged abuser in another home, Bupa ¢
residential care for the elderly is pr
part of it is, at the very laetastl,t audseec
to be that the old council run homes \
But now there is an unpleasant undertc
private homes, which make all sorts of
they offer bufrwhtel, wwhénevomence to
simply do not seem to |isten to empl o)
precisely these promises |l ndeed, so f
di rectors has advised the government .
prfooundly worrying culture which runs
bottom to top. Bupa must act swiftly t
procedures are modules of good practioc
such apparent cont elnmpo wtmavaaadmspdmny wihli
i tself at the centre of a national sceze
entire market
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1.

THIS REPQORT IS A CONFIDENTIAL DOCUMENT AND MUST NOT BE
DISCLOSED TO A THIRD PARTY WITHOUT THE PRIOR AUTHORISATION
OF THE REGISTERING AUTHORITY

EONDON BOROUGH OF BROMLEY

SOCIAL SERVICES & HOUSING

Isard House —Fnquiry Into Care Practices

List of Contents: 1. Summary of Complaint
2. Summary of Investigations Undertaken
3. The Enquiry Team and Methodology
4, Information

4.1 The premises and staff
4.2 The allegations
4.3 Physical and verbal abuse
4.4  The management of medication
4.5 Neglect and care issues
5. Staffing issues
5.52 Personnel records

6. Conclusions
7. Other Issues
8. Recommendations

8.1  Individual staffing issues
8.4  General staffing issues

85 Medication

8.6  Training and development
8.7  Careissues

Summary

1.1

On the 19" April 1999 at 10am, Ms Chubb and Ms Hook, care staff
from Isard House, attended the Civic Centre offices and handed over
written statements by seven members of staff conceming issues of abuse
and neglect of residents at Isard House. The complaints were specifically
regarding the conduct of the staff on Unit 3 of Isard House towards
residents between June, 1998 and March, 1999,

The statements were received by Monica Hanscomb, Registration &
[nspection Manager (Adults) and Richard Tumer, Principal Registration
& Inspection Manager. Relevant matters were referred to the police. A
Social Services enquiry team were set up to investipate allegations about
the carc and medication of residents in Unit 3.

Carole Newton, Operations Manager for Care First Partnerships attended
a meeling with Registration and Inspection staff later that day
whereupon she was informed of the nature of the allegations.

| S
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2. Summary of Investigations Undertaken

21 A meeting was held at the Civic Centre at 11am on 20" April, 1999 in
the presence of the Police Community Support Unit where WDC Judith
Tayler and Detective Sergeant Ian Pegington were present, It was
explained in detail the visit by two members of staff from Isard House

“and the concerns they had regarding residents there, especially on Unit
3. A small number of staff had apparently personally witnessed some
degree of physical and verbal abuse and other people who had provided
wrilten statements had witnessed areas of neglect and general concerns
regarding poor standards of care.

22 It was agreed that Police officers would interview those particular
witnesses where physical abuse had been suggested, to determine
whether a charge of common assault or actual bodily harm would apply
and that the Registration & Inspection Unit would commence enquiries
and begin to interview all members of staff in the home the following
day about issues of neglect and poor care standards. It was agreed that if
an incident of physical assault was identified during the interviews the
discussion around that issue with the interviewee would be suspended
and referred to the Police in order for them to conduct their own
enquiries. It was also agreed that all relevant parties would be informed
immediately, the Director of Social Services & Housing, Care First
Partnership Ltd, Assistant Director for Community Care and the
Contracts Section, London Borough of Bromley, indicating the nature of
the enquiries to be undertaken and the serious nature of the allegations
being made.

23 It was subsequently determined by the police (althoiigh no writte P

‘Gonfirmation has”been received to date) that it was 1ot possible ;
consider criminal charges as the allegations were technically out of tin

for the purpases of charging and issuing summonses.

24 As aresult, the allegations of assault and the conduct of the staff have
been considered by the enquiry team, under Section 17 which relates to
the investigation of complaints and Section 9 which relates to the
conduct of the home of the Residential Care Homes Regulations 1984,

3. The Enquiry Team and Methodology

3.1 The enquiry team consisted of Richard Turner, Principal Registration &
Inspection Manager, Monica Hanscomb, Registration & Inspectior:
Manager (Adults), Joan Ford, Registration & [nspection Officer, and
Michael Tucker, Registration & [nspection Officer.

52 In view of the broad and serious nature of the complaints and the
comprehensiveness of written statements by some staff it was decided 1o
interview all members of staff in the home. This was done in privacy by
Registration & Inspection Officers, one female and one male. Notes
were taken. It was also agreed that statements would not be disclosed to

2
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a third party except for those allegations where physical abuse had
apparently been witnessed and Police enquiries would be required,

3.3 All those interviewed were asked specifically not to discuss the content
of their interview with anyone.

Information

4.1.1 The Premises and Staff

4.1.2 - Isard House is a home for elderly people in need of residential care. It js
run by Care First Partnerships Ltd for Bromley Council on a five year
contract, The Operations Manageris™ C N The
Registered Home Manager is c 1 and the Deputy Manager
1§

413

4.14 Isard House is a purpose built sixty-five bedded home split into five
separate units, registered as a residential care home for elderly people of
whom thirty-five beds are registered for the elderly mentally infirm.

The home is located in a sub-district of Bromley with limited transport
links. The home has a historic inability to attract staff.

4.1.5 Units 1, 4 and 5 are situated at the front of the building accommodaung
the physically frail but generally less dependent residents.

4,1,6 Units 2 and 3 are situated at the back of the building for elderly mentally
infirm residents. Unit 2 accommodates those with varying degrees of
dementia. Unit 3 1s located physically at some distance from the main
office.

417 The residents on Unit 3 are both physically and mentally frail with

moderate to high levels of dependency requiring an intensive degree of
personal care.  These residents suffer with a high degree of dementia
and are unable to readily voice their concerns or necessarily remember

" toileting, eating, Washlng.- dressmg and socual activities.

Unit 3, as all the Units in the home, require consistent supervision and
monitoring and although a team leader or senior was apparently on duty
for most of the working day, our enquiry suggests that adequate
supervision had not always been provided. Such circumstances would
heighten the risk of abuse or neglect, especially when less experienced
staff are working alone on the unit.

I
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