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Compassion In Care

Investigation Into FAILURE TO INVESTIGATE

PARKVIEW RESIDENTIAL & NURSING HOME

BOLTON

PART ONE
Who Knew What and How Long Ago?
Extracts from Care Quality Commission reports

with Comments by Eileen Chubb

Section One: Inspection Reports

The following selection of CQC Inspection reports highlight what the authorities knew, when they
knew it and how persistent were the issues involved.

May 2012 Registered for Nursing

Overall judgment is that the home was not meeting one or more standards.

Page 8 states "we were told by some people who use the service that sometimes the majority of
staff were hard to understand as their first language was not English".

Page 10 "Care plans were disorganised, this made them difficult to read and it was not easy to
understand the current care needs and risks of people who use the service."

Parkview Bolton Investigation Part 1 by Compassion In Care
Copyright Eileen Chubb updated 05.03.18 — not to be reproduced without permission of author  Total pages 44



COMMENT: If you cannot read the care plans and understand the needs of the people, how
can inspectors judge whether there are enough Staff to meet their needs?

Page 11 "All care plans and assessments were written by the same member of Staff. This made
it difficult to determine whether other Staff were able to assess the care needs of the people
who use the service."

"We did not see any documented evidence when people who had been nursed in bed had been
turned to prevent the development of pressure ulcers."

"We did observe that one person was turned at regular intervals and that all pressure care and
general nursing care had been appropriately undertaken."

"We noted that some of the people who use the service looked dehydrated."

Page 12 "The care files reviewed had a basic nutritional assessment tool but there was no
guidance of actions recorded that demonstrated appropriate steps were taken when any
nutritional risk has been identified. We did not see any food charts in use and we only saw one
fluid chart in use despite several people looking dehydrated."

Page 13 "The feed was to be administered by percutaneous endoscopic gastromy (PEG).”

COMMENT: Clearly this home is registered to provide nursing care and there is evidence that
people have conditions that require nursing care. Please note this in relation to further
documented evidence in relation to staffing ratios.

Page 16 "One room was quite isolated, as there were no other people in their rooms at all during
our visit and we did not see any Staff in that area. One person was in bed with the door wedged
open. In the event of a fire there would be no protection against smoke. Numerous doors were
wedged open with either chairs, wooden wedges or other equipment throughout the home."

Page 18 “We looked at the staff establishment of the home, which provides both nursing and
personal care. We found that on every shift, both covering days and nights, a registered general
nurse (RGN) was allocated on duty. On the day of the visit the manager was also the RGN on
duty. We saw that the ratio for Staff was good. The off duty rotas were completed at least two
weeks in advance. It was difficult to determine the number of hours worked per person on some
rotas, as duties were recorded as ON or on others as 8=8."

Comment In other words nobody knows what the needs of the Residents are in relation to
setting the Staff ratio, compounded by the fact that even the inspectors cannot understand
what is written on the rotas. Throughout this report there is no reference to a nurse working
on the floor. This raises the question, are homes registered by the CQC for nursing care actually
being staffed by nurses, and if not why have they kept their nursing registration?
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Compassion In Care has previously reported on another unconnected home, where ten people
died from infected bed sores in a seven day period. It was clear from our examination of the
inspection reports about that home, which was residential, that it had no nurses on duty but it
was allowing people who required nursing care to reside in the home, ultimately resulting in
the deaths and appalling negligent circumstances that persisted in the following years. The
CQC noted that people required nursing in bed but did not check that their needs could be met
in a residential home. | will comment on this in more depth at the end of the inspection report
section.

Page 11 "The manager told us the deputy manager of the home had been seconded to another
home belonging to the provider to oversee the management of that home until a manager was
appointed."”

COMMENT: Why on the CQC website, regardless of whether this provider has two homes
open or not, is the inspection history of each home not accessible to the public? I can find no
single reference to the name of the other home. This information is very important because if
this provider had another home then it would assist the public in choosing a care home if they
could see the culture in both. This applies also to any provider with multiple homes.

Page 22 “During the sampling of care files we found that records were being completed about
nursing and personal care delivered that were dated and timed hours before. For example, on a
daily progress sheet for 14 May 2012 when read at 3.30pm said "6pm. Care as planned.
Medication given as prescribed. Protol water given as directed by Dietician. Toileted every 2
hours — PAC position changed. Water 200ml given prior to commencing Jevity promote 1000m|”.
This constituted a false record and was discussed at length with the manager and provider. The
manager said she had done this because an agency nurse was on duty and it gave her guidance.”

Page 22-23 "We saw that a copy of the complaint procedure was displayed around the home.
This gave conflicting information, in places it referred to the Commission for Social Care
Inspection and in others to the Care Quality Commission (CQC). It also advised people that CQC
would be happy to investigate complaints. The manager was advised that the CQC did not
investigate complaints and that all complaints would be referred back to the home or social
services."

COMMENT: We will be giving full information regarding a subsequent Coroner's inquest in
which a Police Detective Inspector stated that he could find no evidence of the home falsifying
records. We will provide full details of a culture of repeated falsification of records, which is
evidence that both the Police and Coroner should have considered had a proper investigation
been conducted, as would have been done under Edna's Law.
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Page 9 "When we arrived a radio was on in the lounge area tuned to a popular station with
music blaring out. The choice of music did seem inappropriate for the majority of people sitting
in the lounge at the time. Bhangra music (popular music associated with Punjabi) was playing in
one person's bedroom and later in the afternoon, the radio was tuned to an Asian speaking
station. The person's first language was English. The care plans indicated that this person's
preference was to listen to classical music.”

“Overall judgement. The provider was not meeting this standard. We judged that this had a
minor impact on people using the service."

COMMENT: The music issue is NOT minor, this can have a very damaging impact. | have
witnessed firsthand this being done to someone in a care home. It should not be assumed it
is done out of ignorance, sometimes it is done as a deliberate "punishment". For someone
who enjoys classical music to be subjected to the noise this individual was subjected to can
have a major impact, eg such tactics are recognised in prisoner of war situations as a pre-
interrogation technique to break people's spirit.

COMMENT: Re “CQC do not investigate complaints” - | rest my case. As for the difference
between CSCI and CQC, please note that David Behan was in charge of both regulators.

COMMENT: There have been various reports where the home has been rated as compliant
despite plaster falling off the walls, filthy dirty skirting boards, heavily stained furniture and
carpets. Other serious issues found to have been non-compliant are suddenly judged
compliant and then non-compliant, which raises the question: if the plaster has been falling off
the walls and they go back and still find it falling off, how could it ever have been rated
compliant in the intervening periods?

July 2015 The home is judged Inadequate.

Page 6 The inspection was brought forward from the date they had originally scheduled due to
information received.

COMMENT This means they were told the home was inadequate and they had to come in
after the harm had been done.

Page 7 "We found areas of Parkview that were unclean and presented a risk to people in relation
to infection prevention and control. There was a staircase leading to the 2" floor and we saw
that there were several spillages in this area, which were not cleaned at any point during the day.
Many of the toilets, baths, and bathrooms that were accessible to people were dirty and there
were stains on the floor and on the toilet. One of the baths we saw had a dirty cushion from a
wheelchair in it, another bathroom contained personal hygiene products including a bar of soap,
flannel and towel. There was a smell of urine that was present in both the communal areas and
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some people's bedrooms. Carpets were dirty and in need of replacement. We also saw stains
on the wallpaper and what appeared to be old food and drink on the walls and floor in two of the
bedrooms we looked at."

"The registered manager told us the standard staffing levels were four care Staff in the day and
two care Staff on the night shift. If the registered manager was working during the day they were
included as one of the four care Staff.”

COMMENT: This home is registered and described by CQC in this inspection report as Parkview
Nursing and Residential Home. Where are the nursing Staff and how many nursing homes in
England has CQC wrongly registered as "Nursing"? | will go into further detail on this in our
summary section.

Page 7: "Some people living at Parkview require two staff to assist them with tasks such as visiting
the toilet. This would leave two Staff to support the remaining thirty people. We also saw one
person living at Parkview was frequently involved in tasks such as moving furniture, picking up
rubbish and getting cushions for people."

COMMENT: This is a Resident they are talking about, someone that needs care being used to
provide care.

Page 7 "During the inspection we had concerns with how the service managed risk, for instance,
one person who lived at the home was judged to be at high risk of falls. However there was no
record of any prevention measure in place to help keep this person safe. We observed this
person during the day and noticed they were very unsteady on their feet. They had fallen at the
home two days prior to the inspection. As a result the manager said that in order to prevent this
happening again, this person had been placed under constant supervision by Staff, however we
observed this person being assisted to walk by another Resident because there were no Staff
present. This placed this person at risk of falling again."

COMMENT: This placed the other Resident at risk also. Please note how people at high risk of
falls are cared for in this nursing home. | will deal with this issue in more detail in the summary.

Page 8 "One member of Staff told us when they had raised safeguarding concerns with the
registered manager that they felt the information had not been acted upon initially and had
not been taken seriously."
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Page 9 "The registered manager told us two satisfactory references would be obtained for all
Staff before they started work. However, we found there was only one reference in one of the
Staff member's files we looked at. The registered manager told us the other reference was
probably in an email but had not been printed. After the inspection the provider sent us a copy
of a second reference that had been obtained. This was dated two days after the inspection”.

COMMENT This home tells lies and yet still the regulator allows the manager to remain in
post.

Page 10 "At one point during the inspection we observed a person become agitated and grab
the wrist of one of the two Staff members supporting them. The Staff asked another person
living at Parkview for help and this person intervened to remove the person's hand from the Staff
member's wrist".

COMMENT Clearly neither the Staff ratios nor skills in this home can meet the needs of the
Residents. If that is happening in front of the inspectors then what is happening every day
when they are not present?

Page 12 "One person told us some Staff are kind, they can be grumpy but they're alright. Another
said On the whole there are those who will do that little bit more but others who will do just what
they have to do and no more."

"We also observed some people were wearing soiled clothes."

"We found there were not many clothes in some people's rooms. A relative told us clothes were
rarely hung up."

"We saw the service had installed CCTV in areas of the home including the lounge and communal
garden. The cameras were not obvious in the communal areas and we could not see a sign
advising of the presence of CCTV until this was pointed out by the registered manager. The sign
was addressed to Staff and informed the Staff that it was present for the purposes of crime
prevention, training and monitoring. We were told people had been consulted when it was first
installed, however there had been no consultation since its installation over a year and a half
ago."

COMMENT: Re CCTV our report Reality (CCTV) Check shows that crime prevention, training
and monitoring are the last things CCTV can achieve and that those homes which are installing
it without consulting the Residents sum themselves up by that very fact.

Page 13 "One person we spoke with told us they had spent most of the day in bed as there was
nothing to do."
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"It became apparent that the registered manager did not allow people to watch television before
4dpm. The registered manager told us this was to encourage people to interact with each other
and to take part in activities".

COMMENT Prohibiting people from watching the television until a set time shows an
institutional attitude to care and complete disregard for Residents’ choices and rights. | also
note that people were not allowed to sleep in, they had to be up for breakfast at a certain time.
Most people had to be out of bed by 8am in the morning. Again this reflects an institutional
approach and lack of care.

Page 15 "We received a mixed response when we asked Staff if they liked working at Parkview
and if they felt they were treated fairly. One member of Staff told us Everybody is friendly and
gets on and another said The registered manager looks after their Staff. However two Staff said
they were not treated fairly and were not happy......... they had raised issues in relation to staff
welfare. They said their concerns had not been taken seriously...... the registered manager after
the inspection ....said they were unaware of any particular issues".

COMMENT: This is clearly not a home where Staff would raise concerns lightly or where any
concerns would be responded to appropriately.

September 2015: Inadequate rating.

Page 2 "Overall we found eleven breaches of the Regulations. These related to safety of the
premises, safe management of medicines, infection control, assessment and management of
risk....meeting nutrition and hydration needs, Staffing, training and assessment of needs and
preferences, records and systems in place to monitor the safety and quality of service, and
requirements relating to the registered manager. We are considering our enforcement options
in relation to the regulatory breaches identified. We will report further when any enforcement
action is concluded."

"Parkview Residential & Nursing Home is a large property built on three levels with a passenger
lift to all floors. The home provides accommodation and nursing care for up to thirty-three
people. The home did not provide and was not registered to provide nursing care at the time of
our visit. The provider has requested that their name be changed to reflect this."

COMMENT: The CQC are saying this home did not provide and was not registered to provide
nursing care at the time of their visit, however they actually state in this report that this is a
residential and nursing home.
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The report does not touch whatsoever upon these issues:

e at what point was this home changed to a residential home?
¢ what Residents were moved from this home who had nursing needs?
e what continuing care funding has been refunded to the NHS?

The home is saying they have no residents who require nursing care, however | can find no
evidence that this was checked.

Page 2 "We had concerns that the manager did not have the required skills to manage the service
effectively".

COMMENT: As far as | am aware, this manager has been in post and registered by the CQC as
a fit and proper person for at least ten years. Raising the question if the person has not got the
proper skills, why did the CQC register them as a manager?

Page 2 "We found a door in front of a steep staircase to the basement was unsecured on several
occasions. We looked at records of maintenance which had shown the electric system to be
unsatisfactory. Several faults had been identified by an electrician as requiring urgent or
immediate action.” The provider had not taken action to ensure the people living in the home
were safe.

"Medicines were not managed safely. We found stocks of medicines that were not on people's
medication records and found missing signatures on the records. We found two people had not
received their medicines as prescribed. The home was not following it’s documented procedures
around medicines and stock control was poor."

"We observed a paddling pool that was set in the bath of a bathroom, accessible to people using
the service that was not cleared up properly. The rationale for using this item was not clearly
recorded.”

COMMENT: Commonsense would not be asking about the rationale, it would be to say: What
on earth is this doing in the bath with urine and how long has it been there?

Page 2 "We found not all Staff were providing support with moving and handling or had received
the appropriate training. We also observed unsafe practice in relation to moving and handling.
The service supported people with a wide range of needs, however no specialist training had
been provided, for example in supporting people with mental ill health or drug addiction".

Page 3 "Whilst referrals had been made promptly to other health professionals, the records did
not always demonstrate that advice in relation to food and nutrition was being followed. Staff
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told us they thought the records were not accurate. We looked at one person's records which
appeared to have been amended between the first and second days of our inspection".

COMMENT: Another clear item of evidence that records were being falsified, yet again the
Police and Coroner did not consider this long history of evidence of past falsification.

Also, the home has now started to admit younger people with various health and mental ill
health needs, to live alongside the frail elderly people with dementia. This should not be
allowed. People with various different needs should not all be mixed into one care setting. It
is neither fair on the younger people nor those with dementia and often can lead to a situation
where Resident on Resident assaults take place. For example | have seen people with dementia
wandering in a lounge where there are younger people with mental health needs who have
lashed out at the older person when they have started to touch them. This home now seems
to be pursuing a policy of fill the beds with anybody with care needs, regardless of what training
Staff have in looking after people with drug or alcohol addiction alongside people with
dementia. The staffing levels in this home add to the mix of a highly risky situation which is
likely to lead to catastrophic consequences.

Page 7 refers to "An external professional who was working with the service part-time on a
temporary basis.”  The information we have received indicates this might be the current
manager.

COMMENT: We will return to this point later.

Page 9 "However three of the six people we asked about Staffing levels told us there were not
many staff on the night shift".

COMMENT | will return to this point in my summary.

Page 10 "Those staff members said it would be difficult to support people in an emergency
situation, such as a fire. We asked the registered manager who would provide support to people
requiring 2:1 assistance to people at the same time as ...... or whilst one of the night Staff was
conducting the medicines round. They replied At the moment, no-one but we're open to
suggestions.

...... on the 2nd day of inspection.....person fallen out of bed, this had occurred due to the person
wanting to get to the lounge to sit with their friend. We asked why............. the manager replied
I've no idea, the night staff must have been busy.”
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Page 11 "One person's moving and handling risk assessments did not match the support
currently being provided to them. Another person had moved to the home over two months
prior to our visit and had no risk assessment in place."

COMMENT: There are people being admitted to this home, the inspectors have no idea what
their needs are, they just take the word of the home that nobody requires nursing care.

Page 14 "From looking at care plans, and speaking with Staff we were aware that the home
provided support to both younger and older adults and also people with a wide range of support
needs. This included people living with dementia, people with drug and alcohol addiction, people
with physical support needs and people with mental ill health. We asked the manager what
training the Staff had received to assist........... The registered manager told us Staff had not had
much training but these people did not require much in the way of support.”

COMMENT: So CQC are aware what category of care this home is providing only when they
inspect and look at care plans and ask Staff. Surely when a home registers to provide care,
CQC should register it for providing that category of care. It should not be the case that
inspectors turn up and discover by chance that this home is providing that category. In other
words, the home is admitting whoever it wants, in order to make money, and then telling CQC
afterwards. From looking at care plans and speaking to Staff, it is not what is on the CQC
website. It gives the public a definite statement that this home provides specific categories of
care so is another example of misleading information given to the public.

Page 14 "On several occasions we observed poor practice in relation to moving and handling,
such as people being lifted under their arms".

COMMENT: | will deal with this in my summary.

Page 16 "Some people living at Parkview had a high level of independence. We saw these people
were free to access the community and free to come and go as they please.”

COMMENT: How are these people's addictions being managed? While this independence
should be encouraged, this is a home where frail elderly people are living alongside younger
people who freely come and go from the home, there is a clear risk to frail people living in the
home but also to Staff who are not trained to deal with these issues. Drug or alcohol addiction
should be a category of care that is totally separate. Letting people come and go is not caring
for them.
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At no point throughout this report can | find any evidence that those Residents who had been
residing in the home for some time, had been consulted about the changes the provider had
decided to accommodate, and nor were their families consulted. If they had been, they may
have had objections — unlike the CQC.

Page 20 "Care plans, risk assessments and other documents were difficult to read due to the
legibility of the handwriting in them. We found records of food and fluid intake indicated low
levels of fluid intake that staff believed had been recorded incorrectly. On the first day of
inspection we looked at one intake chart that indicated a low level of fluid intake and made the
registered manager aware of our concerns. When we looked at the same record on the second
day, it appeared that some of the numbers had been altered. We asked the provider to
investigate this and report back to us. They told us......... no-one took responsibility for this and
would provide training around record-keeping.”

COMMENT: Firstly this is not about training. This is deliberately falsifying records and the fact
that it can be so blatantly done in front of inspectors indicates a culture where altering records
is the norm. Asking the manager to investigate this shows a culture within the regulator of
taking assurances at face value even when they discover irrefutable evidence themselves of
serious criminal falsification of medical records.

No-one will take responsibility at the home or within the regulator so it will happen again and
again.

Page 21 The CQC make a fuss saying it is no smoking, when in fact someone does smoke in the
home, rather than the big issue of the home taking inappropriate categories of people and
having no nurses.

April 2016 Requires Improvement (ie it is not safe).

Page 4 "We found care plans did not always provide relevant information for staff......this
includes missing information about epilepsy, diabetes and turning regimen".

"A new manager had started working at the home since our last inspection and registered with
us in January 2016 although they were not present during this inspection."

Page 9 "We also saw no evidence of appropriate risk assessment being carried out by the service
to mitigate such risks."

Re risk assessments: ".....generic statements copied and pasted.....In one, a male Resident had
been referred to as female with the wrong name....... At the time of the inspection there were
20 people living in at the home and only 9 PEEPS were in place."
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Page 10. We also saw no evidence of risk assessments being conducted relating to falls and
Waterlow. A Waterlow chart would identify the potential risk of a person developing pressure
sores. We saw there were blank Waterlow documents in care plans, however these were
incomplete. The deputy manager told us falls risk assessments had not been completed but
would do so immediately following the inspection. According to the accidents and incidents
records, one person had fallen from bed on four occasions."

Page 10 "However we found further on ongoing concerns with regard to other aspects of
medicines handling of all eleven people whose medication records we looked at".

Page 11 "The stock levels and usage of controlled drugs, such as morphine, must be
recorded....... we found such drugs were not recorded in the controlled drug register.....legal
requirement."

"We found there were enough staff working at the home to care for people safely. The home was
unable to take new admissions and as a result there were only twenty living in the home."

COMMENT: In other words an embargo had been placed on new admissions.

The report goes on to say the home has improved in other areas whilst being inadequate
regarding safety. However I can find no evidence of any improvement and in fact enforcement
action should have been taken on serious concerns long ago. Example: Is the service effective?
The inspectors say the home has improved, however on the same page we find the following
quote:

Page 13 “....which had also been raised as an issue at the last two inspections."

COMMENT: The home is not safe, and even though the other areas have been rated as
improved, the overall rating has gone from Inadequate to Requires Improvement.

However this is often the case at the points where CQC should take enforcement action to close
a home that is suddenly rated as improved with little evidence, then subsequently harm is
suffered by people because of the CQC’s lack of action.

April 2016 Rated Good all areas

COMMENT:

This is incredible given the number of things that were wrong and | find it hard to believe a
home can improve that much in eight months. Looking at the evidence for this, people said
they were happy, which they also said in the reports which were dire.
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At the time of the inspection there were seventeen people living at the home, it was still only
half full. They have a safeguarding and whistleblowing policy in place but | do not regard that
as evidence of improvement.

COMMENT: The biggest abuse is putting people at risk through mixed dependencies when
there are neither the skills nor the Staffing to provide for mixed categories.

On page 8 one of the five people whose medicine was checked by inspectors, did not have their
medicine available. | fail to see how this is evidence of good management, just because the
manager rang and obtained them after this was raised by the inspectors. What if the missing
medicines were painkillers and the person remained in pain —how long for? Until the next CQC
paid a visit and noticed?

There is a cosmetic paper trail of guidance for "what if" situations to satisfy the easily satisfied
cQc.

The main body of the report is page 6 to 18, around twelve pages about policies and
procedures. Policies and procedures were in place on the Herald of Free Enterprise but people
still died.

The following information was passed to us by a source who may have been a member of the
public, a Staff member, or a relative as we receive information about care homes from many
sources, and given the past history of this home the information chimes to be truthful.
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Section Two: The Current Situation

CQC website screenshot taken 01.03.18:
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@ parkviewhome.org.uk/services.htm|

Nursing Care:

This is care provided by

—
Registered Nurses and trained
é carers and this is designed for
those that require nursing care

as well as the activities of daily
living. Our care team will ensure that your loved one
will receive personalised care, treatment and

support from us

Continuing Care:

For those residents who have a
long term condition that requires
on-going specialist care outside
of the hospital
— Parkview offers a mixture of
nurging and residential care. In many cases a
orker will have carried out an assessment

mine what level of care a person requires
our Home Manager will also be happy to

discuss this with you

In House Services

@ parkviewhome.org.uk

From the
Director's Desk:

x|

My wife and | have been in the health care

Welcome to Parkview,

business for over 30 years, together with our
team, our aim is to give our residents a warm
friendly and open living environment

We are lucky to have such a location where
residents can enjoy the park as well as the
characteristic and homely nature of building
One visit we hope, will certainly convey that
feeling

| am always available to answer questions or
to hear feedback and suggestions, so please
feel free to get in to touch

AWARDS & Bolton
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Residential Care:

— This is care that is provided by

fe

trained carers rather than nurses
Residential care is designed for
those who need assistance with
the activities of daily living; for
example washing, dressing, eating and mobility
We will ensure that their every need is met - from
their arrival here at Parkview Home

Respite Care:

Respite care enables home based carers the

We offer a range of short-term or
respite care packages in our
home for people that do not
require long stay or permanent
admission to a care home

opportunity to take scheduled holidays or breaks
throughout the year. This may be for a few days or a
few weeks. We ensure respite stays are as non-
disruptive as possible to regular routines and habits

, Scope of the Ser...

9 B &

e @ ¢ | Q ParkviewBolton —> YING & O D@ =9

Getting the
Correct care:

Our senvice options

There are a number of ways in which Parkview
support your care, as listed below. Our team
is very happy to discuss with you what level
and type of care would be most suitable. All
these options are available on a daily or long
term basis

« Nursing Care
« Residential Care
« Continuing Care
« Respite Care

« Disabled Care

VIEW ALL SERVICES | 2

CareQuality
Commission

<]

’ Parkvie...
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Community Board Powered Support

GO TO COMMUNITY BOARD

APPLY ONLINE NOW!
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Sign up for Newsletter .

Sign up for our monthly newsletter to

Y sign in - Mozilla.. &Y Sign In - Mozlla...

Make an
Appointment: &

Feel free to arrange an appointment
This can be done via phone or email, Please

do not hesitate to contact us

We will get back to you as a matter of

priority.
(4 +44 - 01204 - 363105
BA < hello@parkviewhome

or fill in the form on our Appointments page

FILL IN THE FORM
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BETIER

RNHA
Registered Nursing
Home Association
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Section Three
What Compassion In Care Discovered

We sent the following email to the Coroner's court, Greater Manchester Police and Bolton
Safeguarding. The inquest was attended by Compassion In Care. The accompanying statements
have been provided by us with permission given by the Fishwick family to publish.

20" February 2018
To the Coroner
Bolton

(Sent by email)

An inquest is to take place this Friday 23™ February 2018 regarding the death of Millicent
Fishwick who died at Park View Residential Home in Chorley Bolton BL1 4AP.

We are a registered charity which supports whistleblowing staff who have concerns, as well as
relatives of people who have concerns about care. We also receive concerns via visitors to the
home and others and it is in this capacity that we have been contacted today by someone who
does not wish to be identified, who has passed to us the following detailed information which we
are bringing to your urgent attention as we believe criminal offences have been committed and
that people currently residing in this home are at serious risk and we have the express permission
of the source to have this evidence entered for the inquest.

| will also be contacting the Police to whom | have permission to pass this information.

We are quite happy to go on the record as a charity regarding the information but we will not
disclose the source.

The information is as follows:

The manager of the home has asked Staff to falsify care records to be presented at the Coroner's
court on Friday 23rd February 2018. Staff have been bullied into going to court to back up the
manager.

The following information shows the circumstances in relation to Millicent Fishwick's death are
continuing and causing high risk to other vulnerable people in this care home.
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The following examples of such risks have been highlighted to us:

The manager sleeps in the home up to six days a week around the clock. People in the home are
at high risk of falls and are suffering falls on every shift. Many of the Residents are covered in
bruises, others are in pain either from ongoing conditions or from injuries incurred by a fall.

There is corroborating evidence in numerous Bruising Charts which Staff have completed.
Staff raising concerns that an ambulance should be called have been ignored.

There is also corroborating evidence in a cleaning book which is located in the laundry/linen area
of the home, showing examples of care Staff being asked to do cleaning and highlighting just one
of the recent serious falls, where an ambulance was not called, but where the home manager
had logged that the carpet in room 9 needed to be cleaned because it was covered in blood.

Staff have been texted and called at all hours when off duty to be told what they will be allocated
to do when they come in, ie admin and cleaning duties out of the care hours, and there are
written records available to show that Staff are being asked to do cleaning, administration,
leaving one member of Staff to care for all the 33 residents.

The falls that are happening on an hourly basis are not being reported to the authorities, most of
the people in the home are covered in unexplained bruises.

Two cleaners recently left the home and need to be interviewed, because they intervened.
Also a deputy manager of the home recently left in similar circumstances.

One resident was in serious pain and constipated for ten days because medication that he was
prescribed had not been ordered.

Many people prescribed pain relief or other medication do not receive it because the manager
says they do not need it.

Moving and handling is putting people at serious risk of harm because of the staffing levels, for
example a lone carer should not be using the hoist.

The Staff are all good but many are too frightened to whistle blow.

One Resident for example has brittle bone disease and Staff have been told routinely to draglift
her.

Call bells continually ringing, people falling because Staff cannot get to them in time.
One Resident was described as "vomiting faeces".
One woman has a huge lump on her back as a result of a fall.

Another person is falling three or four times on each shift.

Parkview Bolton Investigation Part 1 by Compassion In Care
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Seven people are bedbound but there are not enough Staff to attend to their needs, so they are
often soaked in urine, not turned to prevent pressure sores.

The male Residents have had the chargers removed from their electric razors by the manager,
who has arranged for some person to come in and then shave the men at £10 a time.

People are not washed properly and not bathed.
No temperature checks have been done on the hot water in the bathrooms.
The investigator needs to look at the Staff handover book located in the office.

In around December 2017 the manager stitched the head (not butterfly stitching) of a Resident
instead of taking them to hospital.

Many people are crying in pain, not given pain relief.

Staff are bullied constantly, and are being bullied and harassed if they try to call for a GP or an
ambulance.

Some care Staff have been told by the manager to clean people's rooms in the middle of the
night.

It is a dangerous high risk situation. Staff do not trust CQC. Staff felt they would not be believed
because the home is rated "Good" by the CQC.

The manager told Staff that "the CQC won't do anything about concerns because | trained the
local inspectors myself."

Some Staff have no contract. The manager has been having Staff handover talking about the
Millicent Fishwick case and trying to influence Staff who are going on Friday.

| note as in 90% of the concerns we receive re care homes that the homes are rated "Good" by
the CQQC, as is Parkview Care Home, and in my view has led to the situation where the Staff do
not trust the CQC as a consequence.

The manager has repeatedly refused Staff requests to call for ambulances. One woman who was
seen to have had a serious fall and was bleeding badly, the manager refused to call an ambulance.

Yours faithfully

Eileen Chubb

Founder & Director of Compassion In Care
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Failures in investigation by the authorities

Unfortunately the evidence given by Compassion In Care to the authorities was not properly
investigated, firstly by the Police, or otherwise they would have discovered the same evidence
of falsification of care records which was a longstanding inherent culture within this home.

The investigation undertaken by CIC has uncovered clear evidence in public documents of an
inherent culture in Parkview involving the falsification of care records. Had the concerns passed
to Police been investigated they equally could have uncovered this evidence. Alas this was not
the case, therefore there will be clear procedures in Edna's Law for the investigation of such
issues in future.

The following pages contain statements to the inquest and our comments.
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The Police investigation into the concerns raised by Compassion In Care
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COMMENTS on Police investigation:

1. Why did the Police and Coroner not ask for nursing observations charts, which would be standard
documents to present to an inquest following a death in a nursing home and are conspicuous by
their absence in this case?

2. “Atthe time Risha Chapman was attending to Gordon Fishwick and hearing a scraping noise
looks up to see Millicent fall and bang her head.”

What is the basis for Detective Inspector Moore’s statement? Because Risha Chapman very clearly
did not state she had seen Mrs Fishwick “bang her head”, quite the opposite in fact: Risha Chapman
stated: “I did not see Milli bang her head....”

3. DI Moore stated “Parkview......provides both Nursing and Residential care” so he has mistakenly
assumed that 24 hour nursing care was being provided when in fact it was not.

4. DI Moore stated: “I therefore find that no one person has been grossly negligent in their duty of
care.” NB The duty of care in a nursing home staffed by trained nurses is not the same asin a
residential home staffed by care assistants with no clinical qualifications.

5. Edna’s Law will investigate not only “suspicious” deaths but also neglect in care settings and
elsewhere.
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Joanne Fishwick’s statement:
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1 am Joanne Claire Fishwick and | reside ot |E Martin Avenue, Famwerth, Bolion

1 make this statément in melation de the death of Billicent Ireng Fishwick who died on § Decemmber 3017 at
The Boyal Bohion Hespital, Minerva Boad, Femscath, Bolion

Millic Fishwick was my mother and | would like io take this opparfunity 1oecll you a little abous her life

kdy meother, Millse was bom oo 50 May 1940 in Bolion, Her malden neme wis Gregory, Her parels wire
Edwin and Alice Gregory, wnformangtely Edwin sever retored from the war as he passed away in 2 prisoner
of war camp. From this marmiage they had 4 children, Mavis, Bob, Sylvia and Millie. Alice remarried on 17
March 1951 and ber new bosband was Edward Murphy, who brought up the children as his awn, They then
had & further child together, Tomy.

ey enodlecr marmicd Jack Cooper on 21 Jang 1961 a0d from this marmisge had 3 chiklren, my sisters Sharoa,
Gillian (a0 is deceased) and Tracey. lack passed away and Mum then meamied Gordon Fishwick dase of
hirihs §F 51933, om 4 March 19M). They then hed & Rerther ran ehdldeen, Julie asd myeel [, Masme. Gondon
adopted the three ather children.

By mnotheer wrs & g emed Baker amd my Tnther 2 Foreman Fesin ‘Wiorker.

Up until M lifi was normal, she wag G and healthy, She enjoved dancing. rock and rall, jive, this keps
thezn bl 138,

LI
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In 2008 my mather was dagnased with bresst cancer and my father with dementia. Due %0 health problems
shew moved o warden coatrolled living, Wesvers Court in Bolian,

Wy mother had chamotberagny traatsnent for the brenst cancer and went iste remigion, Later the cances
weturned, this time in her ear. Again she received treatment and went imto remission. She had nvoe enokes
Bl hier specch amd moserents were not affected.

Life contimued, they would spend time with family sl enjoyed doys cof. My fathers dement was
prcEressing shoady end mum was doing well, Bhe il have recarment chesi infecisons for which she neadsd
Thaspitalisation on severm| oceasions. Each time aur family bad to bitoane a carer for my dad.

Im early 2007 it was fch that carers wene necded 1o assst teein, Carers come intwics a day al first bt s
ingreased o4 tinses a day 1o care for both mum and ded.

En July 2017 muam hed & B 0ff a pavement and frscoared e neck of femus, She underssent an operation in
i me fracre s shie recovenesd really well from this.

In Sepeember mum develyped another chest infeetion and tests showed il was an shseess on et lung. She
wis hosphialised agoin. We all rallsed around to look afler Disd, we Bl been looking for a residential can:
hame which would e both mum snd dad iogether. An opportunity came up #1 Fark View Residential Caro
Home, Chorley Miew Road, Baltan, They would iake both mum and dad

Dad moved inta Park View on 25 Septembeer 2007 and soum moved inon 17 Ociober 2007 when she was
discharged firom Royal Bolean Hospital.

W hud some 1eething probilems ot te beginming with medbcalian and with Trad s1ik being very dependent
upca Mun, staff should bve istervensd. Wendy Haker Dickingon, Director of Services had o megting widh
iz 1o ot though the issuzs, i became clear through tet meesing that 311 Hooth end her had anderlying
ISEUCE,

Wi erusted that the issucs wene going 1o be resalved bub sadly tal was nol ihe cise. We permanenily had
ongeing ismes. Wendy always promnised they would be soried. We fzlt thal papereork was beng fonged
and complebed either befone the cvening or afler, mich laer,

W Feel that we wene nod informed of 211 insidenes o the heme, of i we wene oaly given pantial information.

1i01 Hipodh, wias the mansger ol deis podst but left in Decemiber prior o mum's fall

Cin 4 December 2017 | was contected by Wendy Baker Dickinson at 2245 1o advise that musn hisd bl a bt

REETRETER I'athirs ::|:-'||:|||-I--|
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of a fall. Mum had overbalanced whilst walking back to her room from the ik when she had reached for
Fer room door kandle. Wendy said [ didn™t peed o worry thal mesm was fine just 2 bit shaken, she kad f5llon

caitt her kmees and that she had hanged her ching and lip om the Zimiver frame. She would ring 111 b be an
the safe side but she did not think that mum would nesd 10 go te hosplal

She reassured me tha she woubd keep a closs eye on sum and monicor her closely. She sked nos to bet
musm know that | kneww she bad fallen because according oo Wendy mumn hed reguesned ihat she did not el
us ikan ghe bad bad a fall. She dids’s want musn 10 bide things from ker if she broke her comfidence. In the
same comversalion she asked if we had put in 2o official complaing regarding the medication and alsa in
relaticm to the way she hail spoken in one of iy sisicns

I tald her that we hadn ' s [ thewght we had worked though everything.  Ended call on s positvs mo saying
shar wacsald mconitor s and pod b sy,

| received acall af 3. % 3hs and that was from Wendy asking me e go 1© Park View a8 g e condijion had
deteriorated. | iold Windy 8 ring am ambulance and | would gt there 28 soom 25 | could,

1 then peceived A farther call fropn Wendy 58 03, 50 welling mi o get there quick 45 mum was deteriomling.
Tasked had she ramg or an ambalance and she said sho had. 1ipld her | need 1o get off the phone 1o camy on
getting ready to go down o Park View.

Start my partner rang my ofhor sister, Julie, and 10dd hor to gel down o Pask Yiew. 1 called Sharon o lei
e knodw s will. Sharan then rang our other sister Tracey in Comwall,

When | srived ot Park View sy shaier Julie kad arrived, My muns was imeomscions on her bed and she bad
Bzen incontinenl of urine and & Fast response paranedic was with her. Wendy and my sister Julie took oy
father 1o tee dining, room 1o siop him becoming disiressed. Wendy stayed with dad arsd Juls: relumed 1 the
rocirn, Talking fo riam, reassuring ber we were thers. Her eyves Mumered bricly and she wok ane shap
intake af bresth and thes appeared o stop bretkinp, W ssezicted the pprmmadic o et mom on e flosr and
the arnbulance crew arrived and we left them working on mum whils we made or way bo the Eoyal Baolton
Hospital

Ml weas in resus for & while and when we were allovwed i see her ahe was an lifi suppor and we were tald
& hisd suffersd & massion: Beed om the bram. The doctos wens consalling wilh the surgeons at Salfoed
Foyal Hospital to 5o if the blesd was aperable. Eventually they confirmed it was imoperable and they woul@
b uemigg aff the it sapport machise

W asked A0 w could wail [or iy szl K amve beliee lurning ofT the life support bt we were told this

w RESTRICTED {when complein)
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was not possible.
Myself, my partner Stuart and my sistor Julie were with naan when she died bt my other two sisters Sharon

And Tracey coubdn't be there which was very distressing for them

At the time mum disd we accepeed Wendy's explanation of what happened bat in light of recent cveats with
Jad we now ssapect that nwsen'’s 21l was more serious than we were ked 1o belseve and that the foll coused the
locd which 163 10 her death,

We have atso since leame that no one actually witnessed sum [Blling 5o we don't know how long she wis on
the Boor for or bow choaely monitored or even whether |1 was actully called 10 sssess ber. We just have
Wendy's version of events.

We entrusted cur precious mum into Your care, expecting her to be looked afier and 10 have her basic care
necds met. She wasn't just a resident — she was our mum snd we feel badly let down.

Millic is dearly Joved and dearly missed by al her familyand friends. She was like 3 second muam to a lot of
peeple. She was urselfish and always put other people fist often to the detriment of her own wellbeing

She was fun Joving. fusny, & great cook, a grest wife anda grest mum, grandmother and great grandmother.
She avercame some enormous obstacles (n her life with a great sense of humowr. She will be focever i our

bearts.
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COMMENT

I share the concerns of the Fishwick Family that the events relating to the two falls and
hospitalisation of Mr Gordon Fishwick was relevant evidence into the circumstances of Mrs
Millicent Fishwick's death. However the Coroner did not allow this information.

Also the Coroner did not deal with the current information supplied by Compassion In Care
that falls and lack of medical treatment are an issue at this care home currently.
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Statement of Senior Carer Risha Chapman:

WITNESS STATEMENT

(0 Act TRET, . 8; WG Ac) 1880, 55 5A 3 a) and S8; WA Bulss 1989, r.70)

URN 17 -
Slatarment of: Mihs Chapran _——J—- —_ ]_J

Ape Hunder 18: Dver 18 il arvmr A0 ot ‘oeer 187 Ducupaiion: Garer

Thia elaemend [coneisting of 3 papes sach sigeed Iy mel IS irue fo the bestol my keosbdge and bels! and | make F
knwing Fal, if 8 b tenduced in swdence. | shal e Kabin b prossction # | heve wifully stated anything in i, weich |
kora 10 b i i s o b rue.

'1-:};? o R Date: 207 Fabwuary 2018

Crecil Loz il wikas areidancs b visually recorded [ fsanply witisss defais on fnsf sage)

Sigraturs? 5. o

1:am Risha Chapman and on tha 100 Jurs 2016 | was bieed as a Senir Caver 8l Park View Residenhal Cane
Home based on Chanay Naw Read Ballon | would normally wark nighis 81 ihe cars home working trom Sgen
ull #am and hava been & Carer for e post 12 years,

I hatve bean askid bo meke 8 slatement in relaton o the desth of Mrs killoan Fishsdok who | know g W7

and sadly passed away an the S December 2047,

Il becaims & raskdn) AL the care home In Solober 2047 sherily aMer ber hushand Gardon Fahwick. Gordan
Fishwick cama irdo the homa sulfaning with dementfa and both ha ard M6 shared a room Eegethar which was
erlher Room 12 or 124,

Thay later moved 1o & bigger raam wisch was room 18

Crri the 4 jh Decamber 2007 | was working nights at the core homa sorong fram Spen o Bam, A& e e we
had twa cther membars of stafl on duly calied Ellise Magan and Mioma {earel semember her sunamss} Tha
manager Wendy Dickingan was alsa prisenl. The care home was almost ull with appmomasesy 26 o 28
msdenks.

I'vens on my Meds rownd 8l approximalely 10pm when | was giving medicaion o Goedon Fisbaack w ragm

18, Milliwassl i the room as | was giing Gerdan his tableds As | was jus| insking | heard tha door handie

F
Sagratures

TOOMERN T M

)/J*"L};(M" : Signalure witressaed by
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e Y e

RESTRICTED {whan « ampdana)

e )|

Statamenst of Rriha Chepman

tummy b open and then the sorapmg of medal an b Geor s il ssung open. As |Humed o ok whal i was [
Witk cdoar thal M had fallen on entenng e room and had fsllen orto her Zimmer frame. The seraping sound
& tha door was clearty T dmmer frama as Mili fall cver Siough the door. | did ol Sase MR Bsrg Fer head
it it wears chass 10 the wardrobe whan shi landad an the Noor. She was face down on B feor and siuck in
the midcle of the Zimmer frame.  Mill was scaaming in e sc | immediately went over o e and s o
Eligs was walking et and asked her to get Windy Dickensan fhe cars home managar whe s ragistensd
nurse. Wandy must have bean close by & sha was with ma after a few seconds as | stared in do & lop 1o e
paarvary of Ml

I neilad et MIE Fad Dpead coming Tnom her lip that may hava Bean fram her bfing Fer lip as o result of tha fall
and sha akes ioked @3 Rough he had bruissd har shins a6 sha b tha Traena of the Zimmer. Wandy cams
andl g MIN sos reagaurarce and chedeed ber over as wall ‘Waendy askesd ma lo assist ber in gotiing MR
o &M up ared than assisled in gelling ber inlo a chair.

Elise than pon Bl o bad whilsl | staried completng paporsak In relation o the socsdent

Wendy then asked me 2 ring 111 and ask for shice s 1 was possibls that she fiad & had injuiy diss b the
fall ared the fact that she hiad alsc been sick, NHE discl indanmed me b monfor Mill who was 580 up i bed

| theem Gontinued 40 complete the papersork for fhe aecadent unlil in (e eary bours of e mormmg whan
Wandy informesd me 1o nng for 2n ambulance as Mili had kst Soneciousness ard was unresponsivg | called
Tof sy anbulancs and was fold bo wall ol the front of tha cane homa (e shew the pamsmedics o her room &NaT
anty & shor walt | showed tha Fast msponsa paramedc o her mom and was asked be contect Mill's By |
mng one of her daughiors and irdomred har of he scciden and she sisbed T she would bl b glhar sletse
and be straight cwer. | than wakad Tor fha amkuléecs srd showed then 1o MIIFs oom_ The Tamily slea armied
wary guickly,

Foould noree s dhal Mill was baing given CPR and Wendy ook Gordon ber husband out of tha o sa thal

b weould mct et distressad at whal was Feggsaning, | was laber asked to get @ wheekchar for the paramedics

L

29D WY [peed)

Signatur winessed by, |
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RESTRICTED {when compiete]

URN [
Siwemenl of - Rishes Chapman | I R

i ceder 1o gat MEE owt B the amibularca. | photocopied MR Medcation Admdsisiralion Reconds and ber
Caraplan and Famded tham bo the paramadics bedors ey ol

W was 8 piai stk dam whan Milli el e bome and |was Pdomsd al about & 45am $hal Mili had passed
vy, | complabed e sockdan documaniation and handed il Weedy

I Jasrny 2008 | bef Park View Residential Sare Homa and stared & rew job ot analhar cans hama

1 am willing i aiend cornes’s cour and Qe avidencs,

Swnature; £57 Gigraabune witnesoed by e s

7 ,fé«f;‘-‘ pe

SIEHTL B30 [easE
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Key points noted by Eileen Chubb which should have been obvious also to the Coroner and
Police:

Ms Chapman’s statement refers to her going to work at Parkview in 2016. | query if she was
aware it was meant to be a nursing home and whether she was aware that there was supposed
to be nurse on duty at all times.

1. I note she makes clear reference to blood coming from Millie's lip and “Wendy asked me
toring 111.” She makes clear reference to Wendy Dickinson asking her to ring 111 even
though Ms Chapman was not clinically qualified to understand the advice and Wendy
Dickinson as a clinically qualified nurse should have undertaken this task.

2. Another important point is that Ms Chapman makes clear reference to the fact that Millie
had been sick prior to this call. Her statement includes clear reference to Wendy
Dickinson being fully aware that there is a possibility of head injury due to the fall.

3. ltis clearly established that the possibility of a head injury has been acknowledged prior
to that first call. (Wendy Dickinson’s statement is below the falls protocol which
follows).

4. Risha Chapman stated “On the 4th December 2017 | was working nights at the care home, working
from 8pm to 8AM. At the time we had two other members of Staff on duty called Ellise Magan
and Nioma (can’t remember her surname). The manager Wendy Dickinson was also present.”

COMMENT: This care home is listed by CQC in the most recent reference to care staff numbers as having
three care workers on duty for the night shift. Ms Chapman quite clearly states her duty hours and states
that two other named staff were also on duty with her. She then makes reference to the manager Wendy
Dickinson being present. It would have been more usual to say Wendy Dickinson was on duty as the nurse
for this shift but she does not say this, she just states she was there.

When an incident like this occurs, whether running either a nursing or residential home, it would be usual
to name those staff who were on duty officially because if someone was present such as Wendy Dickinson
who was not officially on duty would that not raise questions about the home’s liability insurance and
clinical accountability regarding which named staff were making clinical decisions, as Wendy Dickinson
was? There are also implications regarding the Working Times Directive.

In a situation like this it seems that no-one knows exactly where the accountability lies, or who should be
doing what tasks, and we ask also, who is providing nursing cover on nights when Wendy Dickinson is not
sleeping overnight on the premises?
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The following documents are from our online search for guidance for care home Staff re
monitoring basic observations for suspected head injuries. They clearly define the protocols
for post-fall observations in nursing homes. Please note that at no time are these
observations undertaken by HCAs but the guidance defines nursing observations.

Fosl-falis protocol for Hampshiee County Councl Adul Sersioes

POST FALLS PROTOCOL

W3 Revised May Z1E

RESIDENT HAS A FALL

Before moving the resident, wait at least 6 minutes. During that time, check for injury. If
resident's fall was un-witnessed, they have sustained injury or you are concerned, a full
assessment must be completed & action taken as below:

|

|

l

Mo apparent inju
sustalned:

* Mo bruising

* Mo apparent head injury
* Mo pain

* Mobility unaffected

* Mo wounds or bleeding
* Mo limb deformity

Minor Injury sustainad:

* Signs of bruising

* Minor wounds to skin inc.
face

* Sliaht dizcomfort

|

* Assist resident to a
comfortable place (using
hoisthandling aid as
appropriate)

* Complete ‘Post Falls
Assessment Tool' and fax to
GP for information

* Observe resident for 24
hours (ine. vital signs in
nurzing home envirenment)
using” 24 Hour Observation
Log’

* Inform relatives and
document all actions.

|

* Administer first aid and
assist resident to a
comfortable place [(using
hoisthandling aid as
appropriate)

* Complete ‘Post Falls
Assessment Tool' and
observe resident for 24
hours (inc. vital signs in
nursing home environment)
using “24 Hour Observation
Log'

* Complete ‘body map' and
document on care plan

* Inform relatives and
document discussion

* Inform GP (fax ‘Post Falls
Assessment Checklist to
Surgery)

Major | Serious injury

sustained:

* Airway or breathing
problems

* Lozs of consciousness or
Unresponsive

* Acute confusion

* Suspected head injury to
resident taking
anticoagulant. Warfarin;
Apixaban; Rivaroxaban;
Dabigatran.

* Head injury or trauma
{other than shallow injuries
on the surface of the face -
MICE 2007)

* Pain in limbs or chest

* Bleading or extensive
bruising

* Unable to move limbs on

command

|

ANY Change in condition
causing concern — call GP or 999

Complete Incident form

Parkview Bolton Investigation Part 1 by Compassion In Care
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DO NOT MOVE THE
RESIDENT (except for
resuscitation)

Call 995 for ambulance

Follow instructions
from Ambulance

Control (mest paramedics at
door and escort bo resident)

Inform relatives and
record discussion
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Pomi-dlle zereesi b Hampabias: Couniy Toare ddul Sarvce W Rarvinasd Wag 315

Duity Officer [ Nurss Action Checklist (responss bo falls)

DANGER check for dangers, se=k advice )
RESPONSE UMTe S ponsive )
AIRWAY compromised airway aha
BREATHING abser or difficulty breathing )
= UNCONSCIOUS ]
= REDUCED LEVEL OF CONCIOUSHESS )

E

LI A L

HEAD INJURY AMD TAKES AMTICOAGLILANT el
(Warfarin, Encoaparin, Dabigatran, Rivarxaban,

Apiaaban)

HEAD IMJURY | TRALBAA, )
MAMDR HAEMORRHAGE )
CHEST PN )
OTHER SEVERE PAIN )
LIMB DEFORMITY (inc shariening and rotaion ) )
EXCESSIVE SWELLING AMD BRUISING )
HETMESS [ VOMITTING [after fall or head injury) 588
FALL GREATER THAN Z METRES )
CIONDITION = causing seriows cancern for siaff )

ADMINISTER FIRST AID AND RESUSITATION APPROPRIATE TO NEED
Do nal mowve the resident and lollow the ememency treatment and instruclions given by
Ambulance Cantral

IF RO REQUIREMENT FOR AN EMERGENCY AMBULANCE RESPONSE

Ll

E

Adminisber firsd aid as appropriabe

Complete the pos! fals assessment with resident

{blood pressure and biood sugar = Murs= only)

Assisi resident 1o a comfortable place

{using a hoist and manual handing sids &3 reguined))

Infarm relalives and document the discussion n the care plan
Fax the completed post falls assessment io the GP' Practice
Obsaree resident for 24 / 48 hours using the past fall obsenaon log (blood
pressiure = Nurse only] - keep in care reconds

Comglete bady map - keep in care records

Complete inciden form and follow incident reporting procedure

IF AN AMBLULAMCE CLINICIAN HAS ATTEMDED THE RESIDEMT, THERE IS STILL &
REQINREMENT TO FULFILL THE FOLLOWING ACTIONS

L g

E

L g

E

Comglete past falls assessment documenlation and body map
Oibserve resident for 24 ! 48 bowrs if remaining in HCC cane
Infarm refalives and document the discussion in the care plan
Complete incident form and foliow incident reporting procedurs

M AlLL CASES WHERE THE RESIDENT REMAINS IN THE CARE OF HAMPEHIRE
COUNTY COUNCIL, THE POST FALLS ASSESEMENT TOODL SHOULD BE SCANMED

TO THE RESIDENT'S GP FRACTICE
Page 2 of 5
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Pomi-dalle zeomes o Harpabis Couniy Tourel Adul Tarvcm

35

w0 | Parvmasd Magy 3102

POST FALL ASSESSMENT TOOL SCAN & SEND TO RESIDENT'S GF WHEN COMPLETE

Hame ol resident

Uafs and trme of Tall

Place of residenos
Hame and sigrasune of Time and diate of
PErSoN JSSES5ng aEsEsomE

% Thok and segn

Lerwl of consclousnoss

e el v i e Tl

L=kt respdrcaia tham usual

Linmspondive OF Wioon Sosie
(el 99

Pain or discomfort

M erdidemiod of paim o diseamion

EFacai SIS O pan O COmplaatang o] par

‘Where ks the pain?

IFjury or wounds.

Mo e dhemicod of injuny, blssding o wounils

Evvitianecn of swalling, Biuking, Blasding o
e Py e T e o e o R

‘Whana ks tho Injury or
woundis?

Morwamannt and mobility

Al W e2eak all 1imbs &b noimal Tof Th i S

Ak b sl Biibes Beiil Pads pin O MdrsiaTant

imiaqiod Changs i mob bty

LIk Lo v ks s normed for thi nes dint oF thaiic & &

Dbsansaliodns Mciiding mourokogical oledrvalons |

Pl

] Fe2iThish Dl

Eewred Bl

prdSSaifa Hugar

M Db
Ehast

i Ly OF sl Sca Tl

WA Al SN

Ho apparent Injury or
mudnar in jury

[]

Carwi Tl aedl Draaimiant

e ol by man|

Gyl OOrbarealions |UiGe Dol fals Shsdssimdin chail

Irbeivm: rikadiois

IO @i stk foam

Major injury

L]

Giwit Tirsl @il | resuscilane and call 959
03 NOT MOVE THE RESSDENT

aared ol bedy Mg

Cofamaret: ohiarvalions (i oot falls assasmeim chait

I ko i kalreiss

Conpdele an nckdent am

Page 3ol 5
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Fomi-ially zeorooi e Mampahes County Toancl sdull Sarvca w1 (Parvmasd M 310 5

POST FALL ASSESSMENT TOOL SCAM & SEMD TO BRESIDENT S GP WHEN COMPLETE

Harms ol residenl

Uate and trne of Tall

Place of rescdemnos

DErSo &SES5nGg

Hame and signature of

Time and date of
FESESETENl

% Tick and sign

Lerws| of consclousness

Rliss o v i e

skt Pebicibe Ehiary Lisiial

LI i el OF LN RO
(==

Paim ar disc onrort

Mi eddenos of pain of dscombon

Euoaing SIQITS O pais Of COmplarang ol pan

‘Where ks the pain?

IFjury or wounds

Mi eddenos of injuny, beedng of wounds

Evidnon of swalling, biuteing, Blisding of
diformityshome ning/rotatien of Emb

wound/s ¥

‘Whesera ks tho Ingury or

Movemant and mobility

Ak t e Gll Db Gk recarenal Tosr Thed ros ShohaT

Ak b ek BviEes Binl PGS pain o mdrsiaant

Lk 1o miovs Brnbs a8 noeral for thie reshdent o thans & o
Prisgisd Chiarsge i mobi ity

Pulhg

Dbsarvalions moliding neur

ol valinns (NP homes only)
Efsied Bload M -0 b
e SLgar chast

Conolicans of ahies s Tl TR arid Sgn

minar injury

Ho apparent injury or

[]

Loiwil Tl aod DV Sl

Corimanos oheaivalons | e post fals assesarai chait
e oimipd e by mag]

Irrairm raladiees

[T T e e ]

Major injury

[]

Ciwin Tirsl @bl | resusoilatd ared call 9559
O NOT MOVE THE RESIDENT

CoyiThisnon OhEaivaliing |k ol fals arked S ohait
e il By i)

Irrkoimm e labivics

Cofrphaio @it inckdent fom

Page 3ol §
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Prowmi sl w jzeoieoc o Hrrpahirs: Coaniy Tourel feduk Servcm W Plarvimasd by J0012

Body Map = Assessmornt of Injury (keep in resident’s care plan)

Mame of resdent Duate of Birth
mendence LDt and bme of
fall

Maris o bruising on resident’s body ddeseribe, mark on map above with dale obsarvad)

Ruesidants description of any painis or nos-verbal signs of residems pain with dale

ﬂ.l:; number Tollosing Bution takin and Date Big narluiri
all, Data & Tirmea

FPaged of 5
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Froai-isls zeoood i Hampehis Countp Doundl Adull Ssrvom. w0 (Pavimasd Moy 3T %

24-4% Hour Post Fall Dbservation Log

Mame of resident Dade ol Birth

Residence Diade and lime al
fall
Observations should be done as soon as possible after the fall, then:

« Ewvery 15 minutes for one hour

« Once half an houwr later

« Once one hour later

« Once two houwrs later

« Ewery four howrs until 24 howrs post-fall. Wake the resident up to

do the checks. Do not assume the resident is simply aslesp.

Fill in the time observations are due in the “Time' column on the chart

Roporied BF Pulso +
Date | Time Pain/ ";r'"u”"“"" Mouro obs | Commaonts Sigrature
:lEﬂl chart
Page 5 of §

This also raises the question of the conduct of Wendy Dickinson in following her own
professional code. It is quite clear that the recommended observations should be done and
recorded at set intervals by a qualified nurse for up to 48 hours after the injury occurred. It
also clearly states what steps should be taken in the observation protocol. As a nurse and
clinical practice facilitator who we understand from a press report has trained other nurses
on an accredited training course, Wendy Dickinson would have been well aware of the head
injury observation protocol.
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Wendy Dickinson’s statement:

e s
1Y FEN 1] )

WITHNESS STATEMENT
Criminal Procedure Rules r 27.2; Criminal Justice Acl 1967, 5.9: Magistrates’ Courts Act 1980, s.58

URNM : 1
Suatement of: Wendy Dickinzon
Age it under 18: Over 18 (if ever 18 insert “over 18') Occupation: Care Home Manager ‘
This stalement is truc Lo the best of my knowledge and belicf and | make it knowing that, if it is tendered in evidence. |
IlShlII be liable to prosecution if | have wilfully statsd anything in it, which | know to be false, or dio not belicve o be |
Eries.

Signature: Date: 16022018

Check box if witness evidence is visually recorded fsuply witmess details oo fast page) immis

I'am Wendy Dickinson and I am the Director of Services at Park View Residential Care Home, Chorley New
Foad, Bolton, BL1 4AP, | have been in post since October 2017, Park View is a Mursing and Residential
Home, it can accommodate 31 residents living in individual rooms. We have facilties for couples o stay
togeiher and 1o continue living together whilst benefiting from the care and support we offer. On the 13
December 2017 1 took the additional role as Registered Manager.

1 make this statement in relation to the death of Mrs Millicent Irene Fishwick who sadly died on § December
2017,

Millie became a permanent resident on 17 October 2017. Her husband Gordon Fishwick moved in on 25
September 2017 but Millie couldn’t at that point as she was in hospital having developed 2 chest infection.

On the 18 October 2017 the standard comprehensive risk assessments for new residents where carried out,
including mobility and risk of falls. Millic was able to walk around the home, however due to her frailty and
weight loss aver the last 12 month she was to be assisted over 15 metres then 1.1 assistance was required a5
assessed by discharge team. Millie bad had a lefi hip replacement and a bad knee injury due to 2 fall. The
rick was deemed as medium.

It was noted that Millie had two previous falls in her own home which resulted in hospital admissions.
Confirms that Millie mobilises with & zimmer.

We did have some issues surrounding a delay in obtaining Ensure drinks for Millie. However, Jill Booth the

RESTRICTED [when comploto)
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Manager at the time and | mel with Joannc and her sisters to iron cut the initial issues.
Jl1 Boath left Park View in December 2007 and § acted up as Care Home Manager,

On 9 November 2017 the District Nurse attended to Millie as she had a skin break on her bottom for which
cream was prescribed. The next visit was on 24 November when the GP attended to review Millie’s poors

appetite.

The care provided 1o Millic was very directed by her family who provided regular care on a daily basis to
Millie and Gordon. All family were very involved in decision making within the care being provided at Park
Wiew,

Millic and Gordon had a large family and different family members attended on a daily basis. There were
lots of celebrations at Park View in which Gordon and Millic and their family were invelved.

O 4 December 2017 at approximately 22.15hrs Millie was walking from the toilet, which is off the main
comidor, back to her room she shared with her husband, Gordon. Millie was osing ber zimmer frame, she
opened the door and as she approached the door to go though it she lost her balance and fell on her knees and
banged her lip/mouth on the bar of her zimmer frame. This was witnessed by Rizha Chapman, Senior MNight
Carer who was assisting Gordon at the time. Millie advised Risha and 1 that she had lost her balance.

On examination Millic had a small swelling to her upper central lip, no loose teeth and no bleeding. Millie
had a pale blue bruise on her right calf below her knee. Millic’s next of kin, Joanne Fishwick was contacted
and informed of the incident. We dialled 111 for further advice, A GP returned our call straight away and
advised that we observe Millie throughout the night in case their are any changes. If Millie deteriorated
during the night then to call 999 immediately,

Millie had a cup of tea and had her medication prior to going to bed. Checks were made on Millie
throughout the night, 22.50hrs, 23.00hrs, 00.00hrs, 01 (s, 02.00hrs, 02 45hrs, 03.45hrs which raised no
COnCEmS.

Oine the last cheek we did Millie was checked and appeared pale, clammy and was having difliculties
breathing. We immediately dialled 999 and they attended &t approximately 04.05hrs. We contacted Millie's
farnily and they arrived at around 04.20hrs,

Millie was taken to the Royal Bolton Hospital,

| have provided a full copy of Millie's file, however 1 attach to my statement:

EEEEEE N AR B R RE SN LBBE BN EEEPFP="n

Parkview Bolton Investigation Part 1 by Compassion In Care
Copyright Eileen Chubb updated 05.03.18 — not to be reproduced without permission of author  Total pages 44



41

I " O I . Y

Page3al3

1. Admission Rizsk Azsessments

2 Accident/Injury Record Sheet.

3. Statutory Notification to Care Quality Commission
4.Deaily Repori completed afier the fall

3.Balton Council Integrated Discharge Taam

I 'was devastated to hear that Millie had passed away. 1had got to know Millie and Gordon very well and
Millie will ba missed,

Tattended the funcral of Millie and it was comforting to note that the family had stated in acknowledgements
o the service card, We are so grateful to Wendy and all the staf at Park View for their continuing care and
compassion. The celebration of Millie life was held at Park View and all attended with photos of Millic
around there home it was an honour to do this for such a lovely lady.

Following the death of Millie, the family celebrated Christmas with Park View and all the family attended.
Approsimately one month later her family felt that the care that we continued to provide for Gordon was not
to the standard they now expected. It became apparent on the day Gordon was unwell and admitted 1o
hospital. A report was received regirding the care and support provided 10 Gordon. 1 was devastated 1o
read this report with sech allegations as at no peint had any complaint been raised through the complaints
procedure displayed at Park View. On 24 January 2018, Gordon Fishwick moved 1o another care home, We
are sommy this happened as we miss Gordon and his family who were very involved with Park View.

I E E E N EEFEESESSFSEEENENERNENEE NN NN

1. Ms Dickinson states that she is the director of services as well as the care home manager
at Parkview. She states that Parkview is a nursing and residential home.
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2. On page 2 she states that there was no bleeding when examining Mrs Fishwick which is
an obvious contradiction to Ms Chapman’s statement. Also Wendy Dickinson fails to
include the significant fact that Mrs Fishwick “...had been sick” as Ms Chapman stated.

3. Ms Dickinson states that checks were made throughout the night commencing 22.50 hrs,
23.00 hrs, 00.00 hrs, 01.00 hrs, 02.00 hrs, 02.45hrs and 03.45 hrs but observation charts
do not appear to have been presented, showing recording of the recommended
observations to be carried out in these circumstances.

It is reasonable to conclude that Compassion In Care has uncovered a clear failure in duty to
conduct and record the standard observations and it is quite clear that this should have been
apparent to the Coroner at the inquest.

We will be writing to the Chief Coroner asking for better training in inquests into care home
deaths to ensure that no injustice occurs in future.

We consider this an alert by Compassion In Care that there is an ongoing failure in
investigating such deaths. We are in effect issuing the equivalent of a Regulation 28
(Prevention of Future Deaths) notice.

We will also forward this report to the Nursing and Midwifery Council asking for a full
investigation into Wendy Dickinson's actions that night.

What is clear to us from the evidence we have uncovered and from the relevant protocols is
that the 111 service would have given different advice to a nursing home as opposed to a
residential home, and given all the evidence that we have put forward, showing that this care
home while being registered previously as a nursing home by CQC, did not in fact have any 24
hour nursing cover.

We have been informed that Wendy Dickinson is sleeping in this home during the night so she is
therefore not a working Staff on the floor, that she would have worked the previous day and the
subsequent day following the events of that night, and that this whole arrangement is placing
Residents at risk of harm.

In our view there currently is a clear and present risk to Residents living in that home.

Ms Dickinson is exceeding the remit of her role in acting as a nurse when it suits but neglecting
to carry out the duties of a nurse working the floor.

Please note that this is what we have uncovered in a few days as a small charity with very scant
resources compared to the CQC and Police with their vast resources and support Staff. We
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have to ask if this is a widespread situation where CQC are listing homes as Nursing and
allowing homes to list themselves as a nursing home when it is clear they are not providing
nursing care.

When it is a matter of life and death this is an important question.

Another issue Is that the home is admitting people from 18 years plus, whereas the CQC says it
is registered for caring for people “aged over 65 years”.

NB Wendy Dickinson knowingly made a sworn statement to the Coroner's Court that Parkview
is a Nursing and Residential home, therefore the implication was that a level of nursing care
was provided when it was most definitely not. This was deliberately misleading the Court.

COMMENT: Parkview has been open for around twenty years. CQC has not published reports
prior to 2009 but a nursing home without 24 hour nursing cover has been allowed to continue
operating all that time and it was only in September 2015 that CQC asked the question, What
training have you had as a nurse?

Also it is quite clear there is no nursing cover at night and this has not been picked up, only
substandard nursing cover during the day. This is directly linked to the set of circumstances that
we will discuss next.

As we have said before, and Compassion In Care has been the only charity to do so, at a time
when there is massive debate about the lack of investment in social care supposedly leading to
the crisis in the NHS, why is nobody gathering the data (which we have requested previously by
Freedom Of Information) asking how many people are admitted to hospital from care settings?

Our experience is that people are repeatedly admitted to hospital from care settings as a result
of the poor care they have received. Our view is that the debate should be not about investment
in social care, instead it should be about tackling the poor care homes and poor providers that
exist in social care.

The first issue that must be addressed is the poor care that results in hospital admissions, in
other words elderly care should be taken back into public ownership instead of continuing to
pour millions of pounds into private companies which are beyond the law. Post Carillion and
Southern Cross we are still not learning lessons but continuing down the route of pouring public
funds into private profit-making organisations.

NHS Continuing Care funds will have been claimed by this home for a number of Residents
over many years. There should be a full investigation into how this fraud could have been
allowed to continue under the eyes of the regulator CQC.
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Compassion In Care wishes to make clear that we know there are a number of caring and
devoted Care Staff at Parkview who should be given the chance to speak in confidence to any
new, competent investigators, which should not include any Safeguarding Board member but
an external Police force should investigate.

We will be returning to the issues about Parkview in a follow-up report as there are a number of avenues
of inquiry and evidence of which we are aware, which will be published in our next report about Parkview.

EILEEN CHUBB

5th March 2018

Cc

The Fishwick Family
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Private Eye
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